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1. INTRODUCTION
This collaborative protocol has been developed to support the care of patients with a learning disability when they access acute hospital services. It is a generic policy and outlines best practice and the minimum standards people with learning disabilities and their carers’ should expect with any procedure or admission within the acute hospital setting.
The protocol can be amended and added too, to suit the local setting, systems and processes to enable it to be fit for purpose.
A person may be identified as having complex care needs when, by virtue of a pre-existing learning disability, they may be unable to communicate their own needs fully or comprehend the information they are given. They may present with behavioural problems or mental health needs which necessitate additional nursing support to enhance the standard of care whilst in the acute hospital. Others may also have a profound physical and/or sensory disability. 
This guidance has been developed by the North East Regional Access to Acute Network who are a team of both secondary care liaison nurses and primary care health facilitators working into both settings across the region. It is applicable to the patient in both of these settings. It places the patient firmly at the centre of care. 

It is also hoped that by following the guidance outlined in this protocol that the following will be achieved:
Enable the wards to audit their delivery of care standards against Essence of Care  benchmarks, Care Quality Commission performance indicators and the recommendations set out by the Healthcare for All (Report of the independent inquiry into access for the health of people with learning disabilities. DOH, 2008) and Six Lives recommendations (Six lives: the provision of public services to people with learning disabilities. Parliamentary and Health Service. Ombudsman 2009.)
· Enhance communication between the patients, carers and health care professionals 

· Ensure a high standard of care is provided throughout the patient's journey 

· Highlight issues of consent and advocacy for people with a learning disability 
· Identify the Learning Disability Liaison Nurse as a resource for the Acute Trust in relation to assessment of need, planning of an individual's care requirements, education and support 

· Promote the use of the Learning Disability Risk Dependency Tool S in order to identify the additional care needs and resources that may be required to support an individual patient. 

· Enable staff to become familiar with resources and tools which are available to enhance both the patient and staff experience.
· Enable staff to deliver person centered care, ensuring continuity of care which is of a high standard.
Systems will need to be put in place to support the implementation of this protocol and this may include a Learning Disability Liaison Nurse and a network of Link Nurses throughout the Trust and the Community Learning Disabilities Teams. 

Implicit throughout the entire protocol is the need for the expressed agreement of the patient to the involvement of the main carer. 

 It is also essential to remember that irrespective of whether the person is normally cared for at home or in the community, this person may be an informal carer, (parent/relative) nurse, support worker, social worker or residential care worker.

2. FLOW CHARTS

The key elements of this protocol have been summarized into a series of flow charts that identify different care pathways that patients with a learning disability may take during their contact with the hospital.  The list below indicates the care pathways that are currently available.  These will be added too in the future.
Core Principles

Care Pathway 1 - Outpatients
Care Pathway 2 – Emergency Admission

Care Pathway 3 – Pre-Assessment.
Care Pathway 4 - Planned admission
Care Pathway 5 - Theatre and Recovery
Care Pathway 6 - Transition
Care Pathway 7 - Maternity
Care Pathway 8 - Discharge
The specific care issues outlined in the flow charts are described in detail throughout this document.  On the back of each pathway there is a quick guide to some of the terminology or resources mentioned in the pathway and wherever possible links to where they can be obtained from.  This will also give examples of reasonable adjustments which can be utilised whilst in the clinical setting. 
3. ROLE OF THE LEARNING DISABILITY LIAISON NURSE 
In order to provide support to the nurses in the acute care setting, the post of Learning Disability Liaison Nurse is commended and acknowledged as a hallmark of best practice. This collaborative approach will benefit both the patient with a learning disability and all carers/staff involved with them. More recently Mencap launched Getting It Right which is a health campaign ensuring people with learning disabilities are treated fairly and equally. Foundation Trusts within the region have been encouraged to sign up to the Getting It Right Charter(Getting it Right, Campaign for equal healthcare for all people with learning disability,www.Mencap.org.uk, 2010) adhering to the nine key principles, one of these principles is to pledge to employ an acute liaison nurse within their trust.
It is essential that the background of the post holder be as a Registered Nurse in Learning Disabilities (RNLD) preferably with community nursing experience. The Learning Disability Liaison Nurse is available across all areas of the acute hospital service. 
The Learning Disability Liaison Nurse will accept referrals from any carer or health/social care worker who is involved in the care of the patient. It is important that the patient is asked for their consent when a referral to this service is made, it should not be merely assumed. If consent cannot be given because the patient lacks capacity then a best interests approach should be taken in accordance with the principles of The Mental Capacity Act 2005.
Scope of the Role
·  Collaboration between the agencies involved in service delivery to ensure effective seamless care by undertaking domiciliary visits where appropriate.
·  Co-ordination of care - at points of attendance, admission and discharge 

· Education within clinical areas and contributing to programmes of education 

· Enhance and develop standards of care for all patients with a learning disability attending the acute hospital. 

· Promotion of effective communication with those involved in the patient's care ​whether they are community or hospital based. 

· Support and advice for acute care staff in relation to personalised care and service delivery 

· Support of a relative or a family member with a learning disability who is affected by the patient's illness/ hospital stay. 

· To work effectively with the Community Learning Disability Teams. 
4. CORE PRINCIPLES
This documents purpose is to offer general hospital staff guidance as to how to best approach, care for and treat people with learning disabilities who are in their care, either as an emergency, an in-patient or an out-patient.

The guide is both practical and informative and includes appendices which provide appropriate resources to aid communication and assess risk for example.

People with learning disabilities are not asking for something more or better than other patients, but rather a service which is individualised, person centred and where staff have a real grasp on what reasonable adjustments are needed to ensure care is safe, equitable and productive.

The core principles flow chart highlights areas of practice which are fundamental to ensuring the best health outcome for people with learning disabilities. It directs the care giver to consider The Mental Capacity Act, 2005 and how that should be applied in practice. It offers other suggestions as to what reasonable adjustments need to be made. It provides contact information for services and individuals roles which may enhance the patient experience. It draws staff attention to the resources that are instrumental in supporting the patient effectively throughout the hospital experience.
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5. OUT-PATIENT ATTENDANCE 

Out-Patient Clinic Nursing Staff have the authority to reschedule individual clinic appointment times where it is felt to be appropriate. 

1. Where a patient is a regular attendee to the Out-Patient Department the clinic nursing staff will liaise with the main carer to discuss and identify any specific care requirements that the patient may have during attendance. The outcome of this discussion may include, where appropriate, scheduling the appointment to the first or other suitable slot on the clinic list.  They may also be able to find a quieter waiting area away from the general waiting area if this would be more useful.
2. Where a patient is to attend for their first out-patient appointment they or the main carer should be invited (through the General Practitioner or Community Learning Disabilities Nursing Team) to make advanced contact with the clinic nursing staff to discuss details of the organisation and nature of the appointment. If the hospital has an acute liaison nurse in post they too could be contacted to help coordinate and plan the pending appointment to ensure it goes effectively and all involved are prepared and well informed.
3. Where it is ascertained that an appointment at the beginning of a clinic list would be preferable for a patient this will be marked on the appropriate system? in order that all subsequent appointments are made at a suitable time. If a patient is attending the Out-Patient Department by ambulance it may not be possible to guarantee the appointment time. 

4. Following the out-patient consultation nursing staff will make contact with the patient and their main carer to ensure that they have understood the information and/or instructions given to them during the consultation. It is also useful to write some key points down from the appointment for the person to take away. Easy Read leaflets should be supplied wherever they are available and can be accessed from INSERT LINK to regional database.
5. Following the out-patient consultation, out-patient staff may make a follow-up telephone call or formal referral to the Community Learning Disability Nursing Service. Prior to making a formal referral, staff may contact the relevant team base to discuss the patient's care needs. This could be done directly or via the acute liaison nurse. Contact details can be found in the appendices of this document.
6. Following an Out-Patient consultation, nursing staff may refer a patient directly to the Community based Learning Disability Service for assessment where there is thought to be the need for additional on-going specialist nursing support and advice. This may be for safe self-administration of medications or for patients who appear to lack an appropriate support network and have additional health needs. The out-patient nursing staff must determine if the referral should be directed to the District Nursing Service, for assistance with, for example physical care needs or specimen collection. The Acute Liaison Nurse will also be able to offer assistance in relation to this.
7. If only social needs are identified or adaptations are required in order for the patient to return home safely then a referral to social services will be an option to consider.

8.  In circumstances where the patient attends for an Out-Patient investigation that is of a complex nature requiring a general anesthetic, specific arrangements should be made to accommodate the individual requirements. This might include: 
a. Admission the night before in order to guarantee fasting if indicated 

b. Ensuring that the patient is first on the list 

c. The acute hospital liaison nurse may negotiate or arrange a pre​attendance visit 

d. Effective pre-attendance planning should help to ensure that patients with a learning disability receive their investigation/ treatment without the need to cancel or defer appointments 

e. Preparation of accessible information for the specific patient journey/procedure -  USE OF PHOTOGRAPHS

                                  OBJECTS OF REFERENCE

                                  SPEECH AND LANGUAGE INPUT.

Meetings with consultant, ward staff, anesthetics and theatre staff where appropriate.

Liaison with GP in relation to prescriptions for sedation where appropriate.
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OUT-PATIENTS

Reasonable adjustments
Be prepared to have be flexible in your approach to meet individual needs

How can you make the appointment more accessible to the patient?
Can easy read letter \ appointment information be sent out?
Can you offer a first/last appointment when the Clinic is not so busy?
Can a double appointment be offered to give the patient more time to discuss and understand their current health condition?

Is there a quiet area where the patient can sit if he/she becomes distressed?

Read the patient’s Communication Passport ‘My Health Record’.
Can you talk through an easy read \ photo leaflet explaining the treatment?

If consent is required take extra time to explain - if there is doubt the patient does not understand involve carer \ family and MDT with ‘best interests‘ decision.
6. EMERGENCY ADMISSION.

Presentation to Accident and Emergency Department 

1. If an individual with learning disabilities is admitted unaccompanied, ( and it is clear that they would benefit from additional support) the named/ triage nurse should attempt to identify a main carer and make contact with them as soon as possible if one is not in attendance. This contact should take place as early as possible in the patient's admission to the Accident and Emergency Department. Where possible or indicated contact should be made with the Learning Disability Liaison Nurse who can arrange to attend the Department to assist with assessment, communication and liaison difficulties. This will happen rarely as the majority of people with learning disabilities will be accompanied. Consider offering details for out of hour services here. To include crisis teams, duty social worker etc.
 Where there are particular concerns regarding the capacity of a patient with a learning disability to give informed consent the named nurse should refer  trust policy on mental capacity for guidance.

2. The patient should be asked for their VIP card which they may have. This stores vital information about their health and how they communicate.
3. They should also be asked if they have one of the following Hospital Passport, Health Record, Health Action Plan or a Grab Sheet. All of these resources offer concise, up to date information on the person including their next of kin details, address, date of birth, likes and dislikes, allergies etc.
4. Consider offering an alternative waiting area within the accident and emergency area if the patient is clearly distressed or agitated.
5. Consider seeing the patient as quickly as possible to reduce anxiety and distress and on some occasions to prevent adverse behavior escalating.
6.  Accident and Emergency staff should check their databases to see if the patient has an alert or has been flagged as this may offer specific guidance as to how that patient could be supported.
7.  Staff should check on their system previous admissions to Accident and Emergency to establish if the patient is a frequent attender and therefore may need to be placed under safeguarding as a vulnerable adult. Policies available on the intranet.
8.  There may be circumstances where patients are frequent attenders and they do not require acute hospital intervention. This may be because they do not understand the alternative services that are available to them ie walk in centre. Staff need to ensure they have provided the support they need to signpost them to appropriate services. Some people with learning disabilities may attend accident and emergency because they do not understand their own health issues and would benefit from health promotion and possibly a referral would be appropriate to community learning disability nursing services. This should always be done with the patients consent. The acute liaison nurse could also be contacted in this circumstance for advise and support.
9.  Frequent attenders who may present at accident and emergency and do not require any form of acute treatment need to be highlighted to the community learning disability nursing team and the self harm team. This will be to consider if a management plan could be implemented so acute staff would have guidance on how to approach this individual enabling a consistent response. The acute liaison nurse would be an appropriate source of support to help coordinate this plan.
Immediate discharge from Accident and Emergency Department 

A referral can be made to the Learning Disabilities Liaison Nurse where the named nurse has any of the following concerns: 

· the patient's safety, 

· mental health and/or challenging behaviour, 

· the patient's ability to comprehend instructions or follow medication regimes.
Transfer from Accident and Emergency to an Admitting Ward 

Where a patient with a learning disability is to be transferred to an admitting ward the Named Nurse in Accident and Emergency should advise the nurse in charge of the receiving ward and provide an initial assessment of the patient's care needs. An additional nursing resource may be required. 

North East Regional Access to Acute Network

Care of a Patient with a Learning Disability in the Acute Hospital
Emergency Admission. (Care Pathway 2)


Emergency Admission (Care Pathway 3) 














Emergency admissions
Reasonable Adjustments
If it is clinically safe to do so would the patient be less anxious in a quieter area?

If the patient is becoming anxious and carers report that they generally cannot cope with waiting, consider if the person can be seen sooner.

If the carer is unable to contribute to an assessment, contact should be made with other agencies involved eg. The Community Nursing Learning Disability Team.

In discussing carer involvement, please note this is not obligatory on their part and any level of support they may be able to offer should be negotiated and included in any care plan.

Where assessment identifies need for additional resources the nurse should make immediate contact with the appropriate lead nurse to discuss what is required and document in the care plan.

7. PRE-ASSESSMENT
When a patient with a learning disability is to attend a scheduled pre assessment appointment it is important to acknowledge that additional support may be required to ensure that the process of the planned intervention is understood.  

1. Pre assessment reception staff to book the pre-assessment appointment and admission date. An ‘easy read’ letter to be sent out to the patient. Possible follow up telephone contact to be made to speak to the client to ensure that they have received and understood letter (this will also minimise DNA appointments).

2. It is important to acknowledge whether additional appointment time is required; this is to discuss issues based on the procedure, physical health checks and consent which can be discussed at a pace appropriate to the patient. This would also be an appropriate stage to acknowledge whether a pre-assessment appointment could be carried out over the phone. Additional physical health assessments could be arranged via the G.P/ Practice nurse.

3. Waiting list team to liaise with patient to acknowledge as to whether a carer/ relative/ community nurse is involved in providing additional support, contribution and after care support for the patient. 

4. A pre assessment to be carried out and appropriate ward staff/ lead nurse to be contacted to discuss required resources and additional support required.  This may also be an opportunity for the patient to visit the ward and observe the main areas where they will be going. This could include the route to theatre, the staff they will meet, the equipment used. 

5. It should be acknowledged as to whether the patient has any additional resources that they use such as my health record, health passport etc. If not ensure that they are offered one to take away to complete. A checklist of items to be brought in is to be given to the patient and an opportunity to ask any additional questions. This should be written down for the patient, with any additional leaflets/ resources for the patient to take away. Contact details for a lead person for further questions should also be given to the patient as appropriate.

6. An appropriate surgery slot should be given to the client – this could be a preference of a morning/ afternoon slot depending on the persons support requirements. It must be acknowledged that the patient must be aware of fasting/ medication etc prior to a general anaesthetic – does the client require an overnight stay prior to the surgery date? 

7.  The Pre assessment team to be informed of any specific patient care needs prior to admission. 
8. Acute Hospital Liaison Nurse to be contacted for additional support and guidance. 
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Pre assessment reasonable adjustments

TO BE ADDED.

8. PLANNED ADMISSION
1. Whenever it becomes apparent that a patient with a learning disability will require care from the acute hospital, this should act as the trigger for contacting the Learning Disability Liaison Nurse, who will offer advice and support. The Learning Disability Liaison Nurse is in a key position to assist acute care staff to plan and co-ordinate care prior to, during admission and on discharge. 

2. The Sister/Charge Nurse should be informed in advance by medical or secretarial staff that a patient with a learning disability is to be admitted. (when we have a system in place that allows this)
3. The Sister/Charge Nurse should be informed of the admission date and where possible, a contact name and number for the patient's main carer. If a main carer is not identified the Sister/Charge Nurse should contact the Learning Disabilities Liaison Nurse for advice and information. 

4. In circumstances where a nurse, support worker, or social worker is involved in the Out-Patient consultations and they are aware of a planned admission they should make contact with the Sister/Charge Nurse of the admitting ward to discuss admission arrangements. 

5. The Sister/Charge Nurse should identify a Nurse for the patient who will be on duty when the patient is admitted. 

6. Where possible, the Learning Disability Liaison Nurse should make contact with the patient, main carer or professional responsible for care several days prior to the admission date to discuss: 

· the admission arrangements 

· treatment plans 

· the individual's current care needs 

· any special resources which may be required to be in place for admission (if a prolonged admission is anticipated it may be possible to liaise with the carers regarding the provision of special equipment). 

• the involvement of any Allied Health Professionals (AHPs) e.g. physiotherapist, occupational therapist, speech therapist or social worker in order that liaison can be established with relevant Trust staff. 

Upon admission to hospital any care needs that the client has are the responsibility of hospital staff. 

1. The admitting Nurse should discuss with the main carer the possibility of their involvement in the delivery of direct care to the patient for part of the time during the period of hospitalisation. Any care delivered by outside carers or relatives is to be seen as goodwill on their part and not an obligation. 

2. The main carer should be invited to accompany the patient on the day of admission and to take part in the admission process (with the patient's consent). It should be made clear that the admission process may be lengthy and a commitment in terms of time is required. Where appropriate, the main carer should be asked to bring in a copy of the patient's current care plan and medication. 

3.  Where possible, the admitting Nurse and main carer should undertake a preliminary assessment of the patient's care needs using the Learning Disability Risk Dependency Tool ? in order to identify any additional nursing resource requirements. Best practice is to undertake this assessment prior to the patient's admission. The Learning Disability Liaison Nurse is available to assist with the completion of the dependency assessment tool. The anticipated length of stay and care needs following treatment should also be estimated at this point. If the main carer is unable to contribute fully to this assessment the nurse may contact the Community Learning Disabilities Nursing Team for advice and assistance in the assessment process. Any information regarding the patient should be handed over now. This may include a hospital passport, a health record, a health action plan or a VIP card. This needs to be kept at the patient’s bedside and visible to all staff. It is the staff’s responsibility to read these documents as these are often key to the patients health needs.
4.  Where the assessment identifies the need for additional nursing and/or other resources the Sister/Charge Nurse should contact the relevant matron to discuss and arrange the required resources. 

5. Communication is essential between all parties - the nurses, doctors, therapists, carers and the patient. The staff evaluate the effectiveness of the care delivered, whoever delivers it. 

6.  If carers and relatives choose to assist then their welfare must be considered e.g. relieving them for breaks. Meals and drinks should be provided. Staff should seek guidance from the Trust Carers Policy
Day of Admission.
1. A full nursing assessment should be carried out using an appropriate nursing model and tool. It may be necessary to combine the assessment tools from both the place of residence (where appropriate) and the clinical area to which the individual has been admitted. Full use of the expertise of the main carer should be made in order to facilitate a thorough assessment. The assessment should take account of the individual's physical, psychological, social and cultural needs. This should inherently consider a person's needs with regard to the protection of individuality and dignity. 

2. Particular note should be made of the patient's medication regime, including the form of the preparation, times and methods of administration (which may be tailored very specifically to the individual patient). These details should be discussed with relevant medical staff and, if necessary, the Clinical Pharmacist in order to ensure continuity of medicating practices during hospitalisation and following discharge. Any changes made to medication currently monitored by Community Nursing Learning Disabilities Service and other carers should be discussed with Consultant Psychiatrist if appropriate as there may be reasons why such changes are not recommended e.g. previous poor side effect reactions when on suggested medication. 

3. A care plan should be developed which also identifies any specific requirements relating to aspects of care such as positioning, sensory stimulation or feeding requirements. The care plan should be discussed with and made available to the main carer (with the patient's consent). 

4. If the main carer is not able to be involved in the direct care of the individual then a communication network and contact point should be ascertained and documented. The main carer should be invited to communicate daily or as often as is mutually agreeable. It may be necessary to coordinate a case conference during the admission especially where the patient is complex and the treatment options need full discussion.
5. If there is no identifiable main carer the Named Nurse should make contact with the Acute Liaison Nurse and, if required, request involvement in the assessment and care planning. 

6. With the patient's agreement the Named Nurse should offer to contact an appropriate person who is regularly involved in the patient's care to make them aware of the admission. 

7. Find out from carers, relatives etc what the patient was usually like before they became ill. 
8. Remember to include the patient in all conversations and consultations. Staff need to ensure that discussions are meaningful to the patient without use of jargon. It is good practice to check out if the patient has understood. 
9. Staff need to pay special attention to how the patient may indicate if they are in any pain or distress. There is a tool called DISDAT available on the trust intranet which may have been completed prior to admission when the patient is well. This can then act as a measure for any new behaviours or presentation caused by pain and distress. The liaison nurse will be able to offer guidance on this specialist pain management tool.
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Planned Admission.

Reasonable Adjustments

Would it help the patient to visit the ward and meet people who will be involved in their care before their admission?

If the carer chose to assist in the care delivery, welfare of the carer must be considered, for example refreshments should be offered, accommodation should be discussed and how they could be given a break in line with the trust carers policy.

In discussing carers involvement it is not obligatory on their part however paid carers will work in partnership with acute hospital staff to ensure the patient receives the best care possible.

It is best practice to hold case conference and discharge meetings where the care of the patient is complex.

Consider involving carers as part of the handover process where possible.

Make all attempts to involve carers with any decisions around best interests.

Where possible maintain the patients established routine keeping changes to a minimum.

Ensure all information about patient is shared with all ward staff and followed. This will often be provided by carers and should be kept at the bedside where it is visable.
9. CARE OF PATIENTS ATTENDING THEATRE AND RECOVERY
Pre-operative preparation.

1. Nursing staff from the patient's ward will contact the appropriate theatre at least 24 hours in advance to confirm that the nursing staff are aware that the patient has a learning disability and to discuss any specific needs that this may present. The theatre nurses will then communicate this information to the recovery nursing team. 
2. A pre-operative visit by theatre/recovery nursing staff will be made a priority and this will be arranged with the ward in order that a suitable time can be confirmed when the patient's main carer will be also available. The Learning Disability Liaison Nurse is available to offer support and advice to the patient as well as theatre, recovery and ward staff. 
3. The theatre staff will inform the Acute Pain Nurses that there is a patient on the theatre list with a learning disability and request that a pre-operative visit be made by them to discuss pain assessment and management with the patient, their main carer and the ward nursing staff ???
4. The nurse undertaking the pre-operative visit will discuss the following issues with the ward nursing staff, patient and main carer: 
· the patient's previous experiences of anesthesia and surgery 

· any known behavioural patterns which may become evident when the patient recovers from the anesthetic 

· the patient's communication needs 

· whether the main carer wishes to accompany the patient to the anesthetic room and/or to be present in the recovery room shortly after the patient recovers from the anesthetic 

· whether a ward nurse needs to stay with the patient in the anesthetic room until the patient is asleep to provide continuity of care and support Where there are difficulties with communication, the Learning Disability Liaison Nurse should be contacted. 
5. The theatre care plan will be used to document the patient's needs both in the anesthetic and recovery room. 

6. The main carer will be invited to accompany the patient to the theatre suite with the ward nurse. Where required, the ward nurse will remain with the patient until induction of anesthesia is complete. 

RECOVERY
1. If the main carer has expressed a desire to be present in the recovery room shortly after the patient has woken from the anesthetic (after extubation) the recovery nursing staff should contact the ward to notify them that the patient is ready. 
2. Appropriate pain assessment techniques should be implemented to ensure adequate pain management. The support of the Acute Pain Nurse should be sought as required. Staff should also liaise with the acute liaison nurse to see if pain can be assessed using specialist tools such as DISDAT.
3. The recovery nurse / ward nurse known to the patient will transfer the patient back to the ward. 
Patients attending for MRI scans as an outpatient which involve anesthesia
1. When the decision is made that any patient requires a MRI scan, the patient's ability to tolerate and co-operate with the procedure should be discussed in detail at the time that the scan is booked. Where necessary, a patient may require a general anesthetic. The appointment details sent to the patient's home should include a screening questionnaire to determine the patient's suitability for the procedure. The main carer should be made aware of the importance of considering the issue of tolerance and co-operation with the procedure so that, if necessary, they can contact the appropriate Key Contact to discuss. If there are issues regarding the ability of the patient to tolerate the scan a referral to the Learning Disability Liaison Nurse can be made and a domiciliary assessment visit may be undertaken. 

2. The main carer should be invited to accompany the patient to the anesthetic room and also invited to be present in the recovery room shortly after the patient wakes from the anesthetic. 
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Patients in Theatre and Recovery
Reasonable Adjustments.

Does the procedure have to be carried out under anaesthetic?

Could it be carried out under heavy sedation in the recovery area?

Could supporting staff where possible remain in day to day clothing to reduce the risk of disengagement, anxiety etc?

Could the carer apply the ID wristband?

In recovery it can be extremely helpful to have a familiar person present whether they be a relative, paid carer or nurse accompanying the patient.

Does a care plan need to be agreed prior to theatre so everyone is clear of their roles and responsibilities.

Does the patient need to be put in a theatre gown?

Does the patient need to be admitted via a ward or could they go straight to a holding room at theatre? 

Transition from Child Centred Acute Health Services to Adult Acute Health Services

Transition is the process of becoming an adult and moving from children services to adult services. For young people with a learning disability this process requires the coordinated support from a range of agencies including Social Services, Education, Connexions and Health.  

In the context  of this document transition can be further defined as “ the purposeful, planned movement of adolescents and young adults with chronic physical and medical conditions from child - centred to adult - orientated health care systems” (Blum et al 1993)

In Sunderland two Transition Nurses (Learning Disability trained) are employed to offer health needs assessments and support to young people with a learning disability to make the transition from child to adult acute health services. The Transition Nurse’s  work as part of the Futures team and have a key role in liaising with other health professionals and agencies to ensure that the healthcare received by the young person throughout the transition process is coordinated and uninterrupted. The associated generic protocol and pathway (see appendix 1) offers further detail as the young person moves between different health care services during the transition process. 

The Transition Nurses and Futures Team are based at Broadway House, Springwell Road, Sunderland, SR4 8NW. Tel; 0191 5662400.

References;

Blum RW, Garell D, Hodgman CH et al (1993) Transition from child-centred to adult healthcare systems for adolescents with chronic conditions. A position paper of the Society for Adolescent Medicine. J Adol Health, 1993: 14, pp.570-6.

North East Regional Access to Acute Network
Care of a Patient with a Learning Disability in the Acute Hospital

Health Transition Pathway     (Care Pathway 6)




[image: image2.jpg]NHS








IMCA – Independent Mental Capacity Advocate

An IMCA should be consulted to assist a patient who lacks capacity in order to gain an understanding of what their wishes would be (decisions relating to medical procedures or alternative home residence) and where there is no actively involved family member to participate in multi-disciplinary decision making. It is important to be certain that the person who you are involving in the decision making is not a paid carer and that views and wishes of the individual are considered impartially (IMCA). The person proposing the treatment or activity (often the consultant) is responsible for instructing an IMCA.

IMCA Telephone Number: 0191 281 7322 (for advice and instruction).

MDT Meeting – Multi-Disciplinary Team Meeting 

MDT is recommended to holistically assess options for investigation, care, treatment or to support a safe discharge – especially to an alternative home environment. Potential attendees: Patient (if has capacity), Carer/relative, Consultant, Staff Nurse, Dietician, OT, Physio (acute and Learning Disability if appropriate), Community Nurse or Social Worker, Acute Liaison Nurse, IMCA, CHC Assessor. Capacity issues and detail of discussion should be recorded and shared with attendees.

Hospital Passport

A communication tool completed by the people who know the individual with learning disabilities well. It is completed in the first person and identifies details which acute nursing staff would not ordinarily know but which could be key to them understanding a patient’s immediate emotional or physical needs. It a passport is not available or has not been prepared for admission, nursing staff, out patient and pre-op assessment staff can issue and prompt immediate carers to complete. Acute Liaison Nurse can also support with this. 

DISDAT – Distress Assessment Tool

Not a pain assessment tool, but a document highlighting usual presentation when the individual is content, and again when anxious or distressed. It can include subtle clues to support nursing staff to identify and rule out reasons for distress in people with limited communication skills. Developed by St Oswald’s Hospice, Newcastle and readily available online to use. Copies available from intranet, in ward resource file or from Acute Liaison Nurse. 

Risk Dependency Support Tool

An assessment tool used to identify the level of 1:1 or 2:1 support an individual may require within hospital – this may be over and above their community care plan. 

Copies available from intranet, ward resource file or from Acute Liaison Nurse. 

Community Learning Disability Service

Each individual will have a Community Nurse, Care Co-ordinator or Social Worker. If not, they will be ‘open to the duty team’ at the local Community Learning Disability Service.

“My Health” or “Patient Passport”

Patient may have brought a full health profile with them which would have been developed in the community with their Community Learning Disability Team/General Practitioner. 

Maternity Services.

1. The majority of initial access to maternity services will occur within the community at primary care, when the individual presents to their GP surgery for pregnancy testing or following testing at home. 

2. Whenever it becomes apparent that a patient with a learning disability will require maternity care within their local hospital, this should act as the trigger for contacting the Acute Liaison Nurse, who will offer advice and support. The Acute Liaison Nurse is in a key position to assist acute care staff to plan and co-ordinate care prior to, during admission and on discharge. 

3. Consultant led clinic may be appropriate and this is usually identified within the community.

4. The Community Midwife should request the individual’s hospital passport, if one is in place, or encourage the individual, their partner (if appropriate) and their immediate carer to complete this to support upcoming hospital attendances as a communication aid.  A contact name and number for the woman's main carer will be required. If a main carer is not identified the Community Midwife should contact the Acute Liaison Nurse for advice and information. 

5. The Community Midwife should work through an admission and birth plan with  the patient and their partner (if appropriate) although this will be reviewed on admission to the maternity unit. 

6. Parenting skills should be considered to ensure that appropriate support is in place and this should be discussed  in partnership with the individual’s social worker or care co-ordinator to allow for any adjustments or additional time to be spent on enhancing skills and knowledge prior to birth. 

7. Where possible, the Acute Liaison Nurse should make contact with the patient, partner (if appropriate), main carer or professional responsible in the lead up to delivery date to discuss: 

· the admission arrangements 

·  treatment plans     

·  the individual's current care needs 

·  any special resources which may be required to be in place for admission (if a prolonged admission is anticipated it may be possible to liaise with the carers regarding the provision of special equipment). 
·  the involvement of any Allied Health Professionals (AHPs) e.g. physiotherapist, occupational therapist, speech therapist or social worker in order that liaison can be established with relevant Trust staff. 
Upon admission to hospital any care needs that the client has are the responsibility of hospital staff. 

8. The admitting midwife should discuss with the partner (if appropriate) and main carer their  involvement during the birth and delivery of direct care to the patient during their time in the maternity unit. Any care delivered by outside carers or relatives is to be seen as goodwill on their part and not an obligation. 

9. Discussion should take place about who will accompany the patient on the day of admission and to take part in the admission process (with the patient's consent). Where appropriate, the main carer should be asked to bring in a copy of the patient's current care plan and medication.   

10. Where possible, the Community Midwife and main carer should undertake a preliminary assessment of the patient's care needs using the Learning Disability Dependency Risk Dependency Tool in order to identify any additional nursing resource requirements. Best practice is to undertake this assessment prior to the patient's admission. The Acute Liaison Nurse is available to assist with the completion of the dependency assessment scale. The anticipated length of stay and care needs following treatment should also be estimated at this point. If the main carer is unable to contribute fully to this assessment the nurse may contact the Community Learning Disabilities Nursing Team for advice and assistance in the assessment process. 

11. Where the assessment identifies the need for additional nursing and/or other resources the Sister/Charge Nurse should contact the relevant Clinical Manager to discuss and arrange the required resources.
12. Communication is essential between all parties - the nurses, doctors, therapists, carers and the patient. The staff evaluate the effectiveness of the care delivered, whoever delivers it. 
14. If carers and relatives choose to assist then their welfare must be considered e.g. relieving them for breaks. Meals and drinks should be provided. 
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Examples of reasonable adjustments

Examples of reasonable adjustments.

Look at the ward areas, birthing suite and describe some of the equipment which may be used: ask the person and their carers if they would like to see theatre, with simple explanations about why we can’t go inside to look around now, when theatre is used, what the lights look like, gowns and masks. 

Look at other ward environments which the patient may access e.g.  showering and toilet facilities. 

How can the patient be helped to understand what is happening? Pictures, showing items, 

The usual adjustments which a woman in labour may require such as music. 

Think about the terminology you are using and how you can simplify the medical terms which are used during labour.   

Consider earlier preferences e.g. dislike of noise and certain equipment.

Familiar staff may benefit the person. 

Would the community midwife be the best person to support this person when they deliver in hospital?
DISCHARGE

1. Discharge planning should be discussed with the patient and the main carer at the time of admission, wherever possible. 

2. In the first instance all patients with a learning disability should be considered to have complex discharge planning needs. The policy on discharge planning should be adhered to at all times. The Learning Disability Liaison Nurse should be involved in discharge planning from the point of admission to ensure the arrangements are appropriate. The trust discharge team should also be notified.
3. Where the multidisciplinary team have been involved they should be made aware of the admission by the main carer. The hospital staff should make contact with their professional colleagues in the community to ensure a coordinated approach to discharge planning. The Hospital Social Worker will liaise with the Community Learning Disability Team. 

4. The Learning Disability Liaison Nurse can assist by informing the relevant Community Learning Disability Team or by making a referral for follow-up by other specialist community services e.g. Clinical Psychology. This may be in addition to referral to the District Nursing Service, which should be contacted for 'standard' community nursing follow-up e.g., suture/clip removal, dressings, aids etc. The nurse should assess if a formal referral to the Community Nursing Service should be made where the patient appears to have additional care needs, as a result of their learning disability. Some examples for the reason for referral might be:- 

· the need for special nursing support to assist with independent living and function within the community. 

· if the nurse has concerns regarding the ability of the patient to cope following discharge. 

5. On the day of discharge the main carer should be issued with a copy of the patient's discharge plan detailing the patient's care needs on discharge and arrangements for support in the community. 

6. The G.P must be notified of the day of discharge. Any changes to medication must be clearly communicated to the main carer in writing and this should also be forwarded to the GP.
Potential discharge from hospital within 72 hours of admission.

The Nurse and members of the multi-disciplinary team should formulate a plan of care as early as possible in the patient's admission to hospital. If it is anticipated that discharge is likely to occur within 72 hours (or less) of admission to hospital, it may be in the patient's best interests to try to ensure that care continues in the receiving ward until the point of discharge. 

Prolonged admission ( greater than 72 hours)

If the multidisciplinary team assesses that the patient requires care that will extend beyond 72 hours, consideration should be given as to whether an early transfer is preferable to enable the patient to adapt to a new and more consistent environment that will facilitate their recovery. 

Temporary transfer out with the parent ward.
Where at all possible transfer of a patient with a learning disability in order to accommodate other admissions (emergency or elective) should be avoided to ensure a consistent environment is maintained. 
It is preferable not to discharge patients on a Friday, particularly if new care packages have had to be arranged by the Social Worker/Community Learning Disability Team. 

DURATION OF HOSPITALISATION – Communication with the patient.

1. Remember to talk to the patient about all aspects of their care. 

2. Remember that people can "assent" to treatment through their co-operation. 

3. Include the patient as far as possible in their care. 

4. Give the patient dignity and respect. 
Communication with the main carer.
1. The main carer should be involved in decisions regarding care and invited to give feedback on perceptions of standards of care. It may be helpful for the main carer to use a reflective diary. 
2. Care plans should be reviewed with the main carer on a daily basis or as frequently as previously agreed. 

3. If there are any specific changes or developments in the patient's condition during the duration of hospitalisation the main carer should be contacted as soon as possible (with the patient's agreement). 

4. The risk dependency assessment tool should be undertaken at regular intervals throughout the period of hospitalisation in order to review the nursing resource needs and make appropriate adjustments. 
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Appendix 1
Protocol to support the transition of children and young people with a learning disability in the acute hospital

1. Introduction

1.1 This protocol has been developed as part of the work being carried out by the North East Access to Acute Forum. This forum is made up of Acute Services Learning Disability Liaison Nurses and other health professionals from across the region who are working together to develop person centred pathways and protocols covering the support a person with a learning disability requires when accessing acute physical care either as an outpatient or an in patient These pathways and protocols will also provide advice and support to acute services staff.

1.2 Transition from adolescence into adulthood can be a stressful and challenging time for the young person and their families/carers. This can be further compounded if the young person has additional complex health care needs or disabilities as they may be unsure of what to expect from adult acute services and what help may be available in order to plan for the future.

1.3 Transition in the context of this protocol is the purposeful, planned movement of adolescents and young adults with chronic physical and medical conditions from child - centred to adult - orientated health care systems (Blum et al 1993)

1.4 This protocol sits within and is closely linked into all the other pathways and protocols that impact on the young person/adult with learning disability accessing acute services either as an out patient or in patient.

2. Core Principles

The Access to Acute Forum has developed a set of core principles that underpin the accessing of acute services by a young person/adult with a learning disability. In the context of this protocol the vision for service provision is reflected in the following additional principles:

i. The young person’s needs and aspirations are placed at the centre of the health transition process.

ii. Young people and their families are fully involved in and recognised as partners in the process.

iii. A range of appropriate and accessible information is provided to the young person and their families/carers by all partner agencies including acute health services.

iv. Planning is person centred.

3. Health Transition Pathway

3.1 In the absence of a local protocol the following describes the generic pathway process given at Appendix1 as a young person moves between different health care services. 

3.2 Early Stages Age 13 – 14 Years

i. The young person’s health care needs are discussed with them and their families/carers.

ii. The concept and the process of transition with particular reference to health care transition are discussed with the young person and their families/carers. This is supported by written information available in accessible/easy read formats. This should include information about adult services.

iii. Services provided by acute adult services are discussed.

iv. The young person, where appropriate should be made more aware of their health care needs and implications for their future health.

v. At the Year 9 (Age 13) review or other appropriate multi disciplinary team meeting or out patient’s appointment the health transition plan should commence.

vi. The Health Transition Plan should comprise agreed objectives to be met in the coming year based on need with actions and set target dates.

vii. The young person should be supported to develop the health transition plan by the most relevant health professional/transition key worker or key worker who can review the plan with them.

viii. A Health Action Plan should be offered as part of this process.

At this stage the young person, their families/carers and multidisciplinary team are in support of and ready for the transition to adult healthcare.

3.3 Middle Stages Age 14 – 16 Years

i. Annual review takes place; this may be part of the transition process, multidisciplinary team review or out patient’s appointment. It would be beneficial if a representative from adult health services could attend.

ii. The objectives and targets contained in the Health Transition Plan are reviewed.

iii. New objectives, actions and target dates are set for the forthcoming year. This could include visits to adult outpatient clinics, contact with named personnel in adult services etc.

iv. Adult health services including the Acute Services Learning Disability Liaison Nurse should be alerted as part of the above re; young person in transition from child to adult services. 

v. Consideration should be given to the setting up of “Handover Clinics”

vi. The Health Action Plan is reviewed.

At this stage the young person, where appropriate, should be encouraged to take more responsibility for their own healthcare.

3.4 Later Stages Ages 16 - 17 – 18 – 19 Years

i. Annual review takes place; this may be part of the transition process, multidisciplinary team review or out patient’s appointment. It would be beneficial if a representative from adult health services could attend.

ii. Handover meeting with adult health care team when the young person is ready to leave children’s services.

iii. Health Transition Plan reviewed as part of transition process.

iv. Health Action Plan reviewed.

At this stage transition from child to adult acute health care services is complete.

4. Communication

i. Liaison with the young persons GP will be maintained throughout the transition process.

ii. Good effective communication between the multi disciplinary team and all partners involved in the care of the young person is essential to ensure coordinated, uninterrupted healthcare is provided as part of the transition process.

iii. To ensure continuity and coordination of care primary care staff wherever possible should be invited to participate in the transition process In particular they should be encouraged to be involved with formulation, implementation and review of the health transition plan.

5. References

RCN (2004) Adolescent transition care – guidance for staff.  

DOH (2005) Transition: Moving on Well – a good guide for health professionals and their partners on transition planning for young people with complex health needs or a disability. 

DOH (2007) A Transition Guide for all Services – key information for professionals about the transition process for disabled young people.
Appendix 2 – Role of the link nurse - to be developed
Appendix 3 – Standard hospital passport to be agreed on
Appendix 3 – Disdat tool to be included
Appendix 4 – Learning Disability Risk Dependency tool to be agreed on
Appendix 5 – VIP Card to be added
Appendix 6 – Contact details

If Choose and Book is used then appropriate appointment time should have been requested.








No





Yes





FLEXIBILITY OF CLINIC APPOINTMENTS


For the safety and comfort of both the patient and other patients attending the clinic it may be necessary to after the patient's appointment time in order to minimise any patient anxiety that may occur by lengthy waiting in an unfamiliar environment. 





 Clinic – charge nurse has the authority to take a flexible approach based on patient needs. 


Please refer to guidance notes on reverse for examples of reasonable adjustments.








Contact:


LD Liaison Nurse 








Is the patient going to be admitted?








Patient to be given full explanation of additional tests or investigations


Use easy read leaflets \ photo stories if possible  











Patient discharged








At appointment carer or patient to present completed ‘My Health Record’ or ‘Hospital Passport’ to outpatient staff. If patient does not have one staff will offer a blank one to be completed by patient \ carer 


.Advise patient to bring into hospital on admission








 Follow up appointment given? 








For advice & guidance contact Learning Disabilities Acute Liaison Nurse (Tel   ) who will help  determine what is required to ensure appointment will be successful and reasonably adjusted to meet the patient’s needs.








Learning Disability is identified in GP


referral letter .Waiting list team to contact Out-patients Manager if an identified need is highlighted in the referral letter. 


Out- patient manager to ensure reasonable adjustments are implemented 








Yes





Is the patient going to be admitted?





Yes





Gather all relevant information. Refer to ‘My Health Record’ or ‘Hospital Passport’ or VIP card if patient has one with them.





Explain treatment options/ procedures.  Gain informed consent.  If patient is unable to give informed consent decision making will be led by the on-call Consultant.





Identify the main carer/guardian and contact as soon as possible.





A person with a learning disability presents at Emergency Department, Surgery or Medical Admissions or Clinical Decision unit in an emergency situation.





No





Treat





Triage the Patient


The nurse will check on amount of previous admissions in relation to possible safeguarding of the patient that should be then communicated with liaison nurse or relevant other.


Check that there is a management plan in place for patients who admit for inappropriate reasons.


Are there a family carers /paid carers with the patient?





A person with a learning disability should wherever possible have visited the ward prior to admission. Any reasonable adjustments will have been communicated from pre- assessment.
































Complete Sec2 Social Work referral


Is a Best Interests Meeting required? 


Consult: Family member’s \ Carers 


Is an IMCA referral required? 


Formulate an agreed discharge plan 














Initiate Exit Questionnaire & Complete Complex Discharge Checklist          


                                                 Discharge 





Yes





Are there any changes in care \ support package required?  





For advice & consultation contact:


LD Liaison Nurse Tel…………


Community LD Health Team Tel…….





 





No





Yes





s





                                  Weekly Discharge Planning - MDT meeting 


                                        Is the patient MDT fit for discharge??


                                                              YES 


      Has the patient’ health needs changed?  Can the patient return home?    


                                                Identify any future needs              





Discharge Plan:  


Involve the patient in process.


Allow extra time to explain any after-care 


Accessible discharge information ie Easy Read Information \ Discussion with patient








                           Does the patient understand \ do they have capacity? 


                                Can the patient take part in discharge plan?


 





                                     





                  Daily Patient Review meetings with Ward Team – Discharge Planning  


                  Engage with family \ support staff who knows the patient well 





                   Keep patient informed of their health condition in an accessible way 


                   Refer to communication passport \ My Health Record 





                   Consider consulting: LD Liaison Nurse \ Community LD Nurse 


                   Discharge Planning – Identify required community referrals 





Ask the carer to complete My Health Record or Hospital Passport. If no one available ward staff \ patient \ carer complete document as soon as possible





No





Yes





Complete care plan and review with patient, family/carer where possible. Consider use of easy read care plan.





Discuss with matron and liaison nurse.





No





Yes





Does the patient assessment identify that the patient requires additional nursing support











For advice and guidance Contact : Acute Liaison Nurse  Learning Disabilities.  


Enter details


Contact Community Learning Disability Team


Enter details





Gather all relevant information. Refer to ‘My Health Record’ or ‘Hospital Passport’ if patient has one with them.





MEDICATIONS


Specific attention should be given to the patient’s medication regime including preparation, times and methods of administration; these may have been tailored to the individuals needs and should continue while in hospital.





  DISCHARGE PLANNING


Patients with learning disabilities have \ or may have complex discharge planning needs.


Discharge planning should be discussed at time of admission.


The liaison nurse should be involved in discharge planning.





Undertake an assessment of the patients care needs using the Risk Dependency Assessment Tool to identify if the person has additional support needs .The Liaison Nurse or community nursing team may be able to provide additional advice for this assessment.














If patient is admitted via A&E the nurse should attempt to identify the main carer and make contact with them as soon as possible. Does patient have My Health Record or Hospital Passport?








Is the procedure or investigation to take place under either a Local or General Anaesthetic?





Yes





Explain procedure through use of visits, photos will assist to gain informed consent. The process will be explained to the patient and carer before the transfer to theatre.


As previously discussed at outpatient preparation.





















































Consider flexibility of listing for the safety and comfort of the patient and others








Recovery


Once the procedure is complete the recovery nursing staff should contact the ward to notify the main carer that the procedure is complete and invite the main carer back to the Recovery Room.


Where possible, the patient should be escorted back to the ward by ward nurse who is known to them along with their carer.








Theatre staff to visit patient on the ward pre-operatively to meet and assess the patients and carers specific needs where appropriate








Arrange, if possible, for the patient to be accompanied to theatre and into the Anaesthetic Room by someone known to them, who will then be able to stay until the patient is anaesthetised. If local anaesthetic is used then the patient’s carer may be required to stay throughout the procedure. This should be discussed at the pre-assessment.








Pre�op and Nursing staff from the patient’s wards contact the appropriate Operating Theatre well in advance where possible to discuss any specific patient needs.





This information should also be conveyed to the Recovery Room staff.








Preparation for Theatre


The following care elements should be discussed during the pre-assessment visit between, patient, nursing staff and main carer. Acute Liaison Lead LD can be consulted if required on


Tele:         ext   Mobile:           


CONSIDER


                               1. The patient's previous experience of anaesthesia and surgery.


2. Behavioural patterns during recovery of anaesthesia


3. The patient's communication needs. Refer to patients ‘My Health Record’/ Hospital Passport.











Pathway 2





Later Stage Age 16 - 17 -18 - 19








Action:


Transition Nurse reviews and updates Health Transition Plan with young person, their family/carers and other agencies.


Handover meeting with adult health care team.


Following handover meeting three month follow up review by Transition Nurse, discharge from service or signpost to appropriate service/agency.











 








Action:


Transition Nurse reviews Health Transition Plan with young person, their family/carers and other agencies.


All agree further objectives and identify targets.


Transition Nurse updates Health Transition Plan.


If appropriate Adult Health Services alerted to the needs of the young person by Transition Nurse in conjunction with Acute Services Learning Disability Liaison Nurse.














Middle Stage Age 14 - 16








Outcome:


Transition Nurse coordinates completion of Health Action Plan.


Significant healthcare needs identified.


Action:


Transition Nurse carries out further healthcare needs assessment.


Transition Nurse completes and implements Health Transition Plan.


Information giving/sign posting by Transition Nurse.


Referral/sign posting to relevant service by Transition Nurse if not already in place,( including primary and secondary care services)


Task centred healthcare transition planning with named individual and their families/carers by Transition Nurse.


Review at agreed intervals or at Year 10 review.











Outcome:


-	Transition Nurse coordinates completion of Health Action Plan.


No significant healthcare needs identified.


Action:


Needs being met.


Information giving/sign posting by Transition Nurse.


Review at year 10 and annually thereafter.


Refer back to Transition Nurse if needs change.











Pathway 1





Transition process begins








Identify young people coming into transition. 








Age 12


Year 8





Age 13


Year 9





Screening of healthcare needs by Transition Nurse








Use My Health Action Plan and My Health Record to identify any significant healthcare needs











Consultant Clinics – support for person by key worker if necessary. 











Consider parenting skill development and who will facilitate this. 





Involvement of partner.





Where concerns are raised i.e. concealed pregnancy, inform appropriate services.  





Maintain liaison with Learning Disabilities Team and community midwife. 





Refer to teenage pregnancy teams if necessary. 











Maternity Services





Community midwife / GP / Learning Disabilities Team





Discuss with community midwife and liaison nurse.





Complete care/birth plan in community and review together with patient, family/carer where possible. Consider use of easy read care plan.





No





Yes





Does the patient assessment identify that the patient requires additional support











For advice and guidance Contact:


 Acute Liaison Lead – Learning Disabilities.  


Enter details …………………. Or community team


Contact Community Learning Disability Team


Enter details





Gather all relevant information. Refer to (‘VIP card’), ‘My Health Record’ or ‘Hospital Passport’ if patient has one with them.





MEDICATIONS


Attention should be given to the patients medication regime including preparation, times, method of administration; which may be tailored to their needs and should continue while in hospital.





  DISCHARGE PLANNING


Discharge planning should be discussed in advance of admission and reviewed at time of admission. The care co-ordinator and liaison nurse should be involved in discharge planning.





Midwife-led maternal history taking.


Assessment (including risk) of patients care needs including Risk Dependency Assessment Tool to identify if the person needs additional support. 


Liaison nurse or community nursing team may be able to provide additional advice for this.














In the first instance ask the carer to complete the hospital passport. If no one available, community or ward staff to complete document as soon as possible





A person with a learning disability should wherever possible have visited the ward prior to admission. Any reasonable adjustments will have been identified in community.








Liaise with Ward Named Nurse








       ON ADMISSION 


Refer to patients’ My Health Record’ or Hospital Passport.


Complete nursing Assessment WHICH MAY  include ‘DISDAT’


Complete risk dependency assessment tool 


Ensure and agree carer   involvement


Maintain effective Communication between all parties


Contact Discharge Nurse





For Advice & Guidance Contact;





Acute Liaison Lead 


Learning Disabilities


Tel:   insert                    


Or


Community Learning Disabilities Team


Add Address and Contact Details.


	


Or


Named Community Nurse LD: See contact details ‘My Health Record’ or ‘Hospital Passport’








Care delivered according to care plan and care pathways








Admission to the Acute Hospital








Pre-admission and Outpatients – liaise with


Patient / Carer and community support


Other agencies e.g. Social Work


Primary Care Team


   SEE RELEVANT CARE PATHWAY








Patient Referred for Treatment or Admission


Accident and Emergency


Planned admission.


Investigations


Maternity


Theatre and recovery.


  SEE RELEVANT CARE PATHWAY





Investigation and /or Treatment as an Out-pt Patient








DISCHARGE PLANNING


Refer to Trust Discharge Planning Policy:


Ensure involvement of


Discharge team if complex


Patient & Carers 


Other agencies e.g. social work


Primary Care Team


 Community Learning Disability Team


    SEE CARE PATHWAY





       PRINCIPLES OF INFORMED CONSENT


Patient consent is required in all areas of


          Care/treatment


Consent cannot be given on behalf of another adult unless: appointed deputy(court of protection) / power of attorney or stated in advanced decision  


All patients must be treated as equal, having the same rights to care and should not be excluded from treatment  unless clinically indicated 


It should not be assumed that patients with a learning disability cannot give informed consent


Medical and nursing staff should assess the capacity of the patient to give consent along with people who know them best- be aware capacity can fluctuate 


All care given must clearly be in the patients best interests; ultimately the attending doctor will lead consultation with family, carers and MDT in decisions to proceed without consent.


If no family \friends - only paid carer present an IMCA should be sought to assist a patient who lacks capacity with decisions relating to serious medical procedures or alternative home residence.








Community Learning Disability Service


  Referrals can be made by:


Primary Care Teams


Acute Hospital Multidisciplinary Team


Social Work Team


Carers


Family


Self referral








Advise Bed Manager \ or Liaison Nurse or Receiving Ward of any potential additional care needs that the patient may require as a result of their learning disability.  Additional nursing resources may be required.  





No





Offer/Plan Pre-admission visit to Ward/Department where appropriate





Pre-Assessment Team - Inform clinical area of any specific patient care needs prior to admission 





For advice &


guidance contact:


*Acute Liaison Lead Learning Disabilities


Enter Details


OR


* Named Community LD Nurse


Tel: 


See patients ‘My Health Record/ hospital passport





Pre-assessment undertaken


 Patient may require additional time to understand process and planned treatment


Offer accessible information i.e. photos to assist patients understanding of planned surgery 


Does the patient have a My Health record? 


 If not: Offer one and advise the patient to bring on admission


Ensure all tests are carried out in one appointment.


Patient may not be compliant with procedures such as blood tests, reasonable adjustments will need to be made.








Consultant Advice required





Ready for Surgery





Outcome











Further investigation required





Refer:


Anaesthetics


 Cardiology








Waiting List Team – Inform Pre-Assessment Team that patient may have additional support needs (Learning Disabilities)





Identified person to book pre-assessment & admission date


Offer patient appointment with easy read letter





For advice and guidance Contact :


 Acute Liaison Lead – Learning Disabilities.  


Enter details


Contact Community Learning Disability Team


Enter details





Admit patient:  Refer to Patients ‘My Health Record’ or ‘hospital passport’ – Follow Admission Care Pathway 








Is patient to be referred for an Out patient appointment?





Discharge





Refer to flow chart for Out-Patient attendance





Allow extra time to explain any aftercare ie. accessible information





No





Yes





A person with a learning disability admitted on to a hospital ward.
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