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INTRODUCTION

This collaborative protocol has been developed to support the care of patients with a learning disability when they access acute hospital services.

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 jointly by acute and primary care services and is applicable to the patient in these settings.  It places the patient firmly at the centre of care.

The aims of these collaborative protocols are to:

· Enable the wards to audit their delivery of care standards against the Essence of Care benchmarks.

· Enhance communication between the patient, 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 to Learning Disability Team 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 Assessment Scale in order to identify the additional care needs and resources that may be required to support an individual patient.

The systems that are in place to support the implementation of this protocol include a Community Learning Disabilities Team (CLDT) and a network of link nurses throughout Herefordshire and a resource/information file on each ward/department of the Acute Hospital. 
Implicit throughout the entire protocol is the need for the expressed agreement of the patient to the involvement of the main carer.

‘Main carer’ refers to the individual who holds main responsibility for the care of the patient 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/other.

FLOW CHARTS

The key elements of this protocol have been summarised into a series of flow charts that identify different care pathways that patients with a learning disability may take during their contact with the acute hospital.

· Core Principles of Patient Care

· Elective Admissions

· Emergency Admissions

· Out-patient Attendance

· Patients attending Theatre and Recovery

The specific care issues outlined in the flow charts are described in detail in the text following the flowchart.

Throughout this document the person with a learning difficulty is referred to as ‘patient’.  This is due to their admission and treatment in an acute healthcare setting.

PROTOCOL FOR ADMISSION TO HOSPITAL FOR ADULTS WITH LEARNING DISABILITIES

1. INTRODUCTION
1.1 The responsibility for medical and nursing care provided to people with learning disabilities will remain with the hospital at all times during their inpatient stay.

1.2 People with learning disabilities have the right to the same level of medical and nursing care as that provided to the general population.  This care must be flexible and responsive and any diagnosis or treatment must take into account any specific needs generated by their learning disability.

2. INITIAL CONTACT WITH HOSPITAL SERVICES

The health care needs of people with learning disabilities are usually met by their GP/Primary Care Services.  Occasionally, however, it may be necessary for a referral to secondary services.  It is at the point of referral that a person with a learning disability needs to be identified in order to ensure that advance planning is undertaken to address any specific needs and where necessary to modify investigations or treatment to meet those needs.

2.1 GPs will be encouraged to identify a person with a learning disability when they are referred to hospital services and provide brief information about other professionals involved in their care.

2.2 Medical secretaries and clerical officers are often the first line of contact in the referral process.  Where it is known that a person has a learning disability, secretarial and clerical staff will attach a coloured sticker to the cover of the patient’s medical notes.  This will highlight to secretarial, clerical, nursing, medical and other professional staff that the person may require specific care or support and they need to look inside the front cover of the medical notes for further instructions.

2.3 Inside the front cover of the medical notes will be a telephone contact number for the learning disability team if required.  Medical secretaries/clerical staff should consider sending the usual appointment letter and in addition an easy read letter (see Appendix 7) 
2.4 Once the Community Learning Disabilities Team (CLDT) has been informed of their admission date, they will contact the patient and, where appropriate, any carers, professionals or services involved in that person and discuss any specific problems that may be caused by their attendance at hospital.  Any such problems can then be addressed prior to their appointment.

2.5 Referrals may come from sources other than GPs such as community nurses or clinical nurse specialists.  In these cases the protocol is as outlined previously.  Clerical officers and medical secretaries are instrumental in the success of this aspect of the protocol.

3. ROUTINE PLANNED ADMISSIONS

3.1 If the person is to be admitted to hospital then, where possible/appropriate, they will be sent a date to attend the hospital for pre-clerking.  Consider sending easy read letter as well as standard letter (see Appendix 7)
3.2 At the pre-clerking visit the person will be offered the opportunity wherever possible to look around and familiarise themselves with the hospital prior to the admission.  It may be possible to borrow easy read written information, video or audio tapes about the hospital where available, from the Learning Disabilities Community Team if the person is not able to attend hospital prior to admission.

3.3 Along with the appointment date and other hospital information, the patient will be sent a detailed pre-admission questionnaire which will require completion by either the patient or a carer and returned to the pre-clerking clinic prior to their admission.  This information, from a completed Hospital Traffic Light Tool (HTLT), will provide the basis of their care plan on admission. 
3.4 If the pre-admission questionnaire is not completed prior to admission, then it will be necessary to complete one at the time of admission. This should be done as a minimum within 24 hours.
3.5 The person will be asked to bring into hospital any ‘My Life/My Health’ they possess, which may assist hospital staff to provide more individualised care during their stay.  Where possible/appropriate some documented information generated during their stay in hospital may be incorporated into the ‘My Life/My Health’ for future reference if the person has to come in to hospital again at any time.

3.6 Having made contact with the person prior to their admission, the CLDT may be able to act as a co-ordinator between the nursing staff in the hospital, community based professionals and services and the patient and their regular carer(s).

3.7 The CLDT may be able to co-ordinate the community pre-admission preparation work with the patient to help them understand hospital procedures and treatment, or identify someone who could do this.
3.8 Where appropriate advice and training will be offered to hospital staff on how to enable the learning disabled person to gain the maximum benefit, with least distress, from their stay in hospital.  Support with communication and assisting understanding will be a priority.

3.9 Hospital staff will be encouraged to contact the CLDT at any time before or during admission for advice and support.

3.10 The CLDT may be able to visit the ward to see the patient and ward staff during their stay.  This should enable issues to be addressed before they become problematic or disruptive.

3.11 The CLDT will work closely with hospital and community staff if appropriate to develop effective discharge plans and co-ordinate support of the patient post discharge.

4. EMERGENCY ADMISSION
4.1 Staff on Accident and Emergency or Emergency Admissions Ward will notify the CLDT when a patient with a learning disability is admitted to hospital through either of these departments.

4.2 If the admission takes place during the day, then contact will be made with the ward that day where possible.  If the admission is out of hours, then contact will be made as soon as possible.

5. OUTPATIENT APPOINTMENTS/DAY CASE SURGERY
5.1 The CLDT may be available to offer support and advice to outpatient staff and those involved with day case surgery.

5.2 The CLDT may be able to co-ordinate community work with the patient to prepare them for their outpatient appointment or day case surgery.

5.3 In exceptional circumstances, the CLDT may meet patients for outpatient appointments or day case surgery. 
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CARE OF A PATIENT WITH A LEARNING DISABILITY IN THE ACUTE HOSPITAL

CORE PRINCIPLES
Each ward and department has a Learning Disability Resource Pack to support the principles below



















Consent to Treatment in Adults with Learning Disabilities

Please refer to the Learning Disability Resource Pack for further information about consent*

















CONSENT AND ADVOCACY

Consent

Consent can present ethical dilemmas for health care professionals.  Careful consideration needs to be given when obtaining informed consent from any patient.  The fact that a patient has a learning diability does not alter the need to obtain informed consent.  This may cause concerns when the health professional is unclear whether the person with the learning disability has the capacity to understand the implications of the procedure they are being asked to consent to, and indeed the whole notion of giving or withholding consent.

Many patients with a learning disability do have the capacity to give informed consent - it should not be assumed that they cannot.  It is, therefore, vital for health professionals to recognise that in most cases consent should be sought from the patient themselves.  It is not acceptable or legal for a parent or carer to give consent on behalf of an adult with a learning disability  When attempting to obtain informed consent the health professionals involved should consider carefully the patient’s level of understanding and comprehension - this may involve contacting people who have a detailed knowledge of the patient.  The use of language and presentation of information should be appropriate to the patient.

Usually, if the patient is not competent to give consent, treatment is lawful providing it is in their best interest.  In many cases it is not only lawful to treat an individual unable to give consent but it is common law duty to do so.  The position regarding consent in an emergency situation is no different for a person with a learning disability - ultimately the attending doctor makes the decision to proceed in the patient’s best interest.  This said, certain forms of treatment that give rise to special concern, such as sterilisation, should be referred to the judicial system.

Specific legal advice must be sought wherever there is doubt about the proposals for treatment and the necessity for obtaining consent in relation to such proposals.  In the first instance the CLDT or the Patient Advisory and Liaison Service Manager (PALS) is available to offer advice and liaise between relevant parties.  The PALS Manager can seek independent external advice, if necessary, from Consultant Psychiatrist on-call service for advice.  (The patient may not be known to them).

See www.doh.gov/consent for guidelines for people with a learning disability.  There is also an accessible version that may be utilised.  Copies of this are also available in Ward/Department Learning Disabilities Resource Packs.
Advocacy

People with a learning disability have the same rights of access to health treatment as anyone else - this fact should never be in dispute.  It is totally unacceptable to refuse to treat or offer inferior treatment because:

The patient has a learning disability

The difficulties in obtaining informed consent

Independent Citizen Advocacy Services have been developed across each area to assist people with a learning disability.  Some people may have the involvement of an Advocate (this should not be confused with a legally trained ‘Advocate’).  All Citizen Advocates have received training and support in working with people with a learning disability.  They can play an important and helpful part during contact with the acute hospital by facilitating communication and ensuring the wishes and rights of the patient are fully respected and considered in all aspects of treatment and care.  Details of involvement of a Citizen Advocate should be recorded in the patient’s nursing record.  With the agreement of the patient, the nurse should inform the Citizen Advocate of the admission to hospital.

The role of the advocate is to be part of the process in enabling the patient to make supported decisions.

Where a Citizen Advocate is not involved and the patient may benefit from their service, details of the local Citizen Advocacy services can be obtained by contacting the CLDT or the Patient Advisory and Liaison Service (PALS).

Guideline One:

The Planning and delivery of care for a patient with Learning Disabilities attending an Outpatient Clinic

Care of Patient with a Learning Disability in the Acute Hospital

Out-Patient Attendance


Each ward and department has a Learning Disability Resource Pack to support the principles below.
Please also see Introduction section 2 of this Pathway.











OUT-PATIENT ATTENDANCE
Out-patient Clinic Nursing Staff and/or Consultant Secretary 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.

2. Where a patient is to attend for their first out-patient appointment they or the main carer may wish to make advanced contact with the clinic nursing staff, usually the Sister, or the Consultant Secretary  to discuss details of the organisation and nature of the appointment.

3. Where it is ascertained that an appointment at the beginning of the clinic list would be preferable for a patient this will be marked on the Patient Administration 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, but the Out Patent Department will endeavour to ensure a quick turn around when the person arrive sin the department.
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.  Easy read information may also need to be provided for the person..
5. Following the out-patient consultation, out-patient staff may make a telephone referral or formal referral to the Community Learning Disability Team.  Prior to making a formal referral, staff may contact the relevant team base to discuss the patient’s care needs.  The CLDT referral form is included in the Ward/Dept Resource Pack. (See Appendix----------). The patient’s and carers permission to do this may be sought 
6. Following an Out-patient consultation, and discussion with the Consultant, outpatient staff may refer a patient directly with a telephone referral or formal referral to the CLDT Service for assessment where there is thought to be the need for additional on-going specialist support and advice, e.g. 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.
7. In circumstances where the patient attends for an Out-patient investigation that is of a complex nature requiring a general anaesthetic, 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. A pre-attendance visit may be required.

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

d. Preparation of accessible information for the specific patient journey/procedure - 

i. Use of photographs

ii. Objects of reference

iii. Assistance from Speech & Language Specialists

e. Assistance for (elderly) carers.

Guideline Two:

Planning an admission to an acute hospital environment for a patient with Learning Disabilities

Pre-assessment

Care of Patients with a Learning Disability in the Acute Hospital

Elective Admission

Each ward and department has a Learning Disability Resource Pack to support the principles below















Planning an Admission to an Acute Hospital Environment for a Patient 

with Learning Disabilities

Arranging the Pre-Assessment

1. Prior to elective admission, the clerical staff send a letter regarding their appointment and a Hospital Traffic Light Assessment Tool (HTLT) to the patient, giving them a pre-assessment appointment, time and date. (see protocols for admission section)
2. The patient/relevant other is asked to complete the HTLT prior to the appointment and return it to the hospital department.

3. On receipt of the completed HTLT, Consultant Secretary will forward this to the nursing team responsible for the patient’s care.  
4. The nursing staff will then anticipate care needs of the patient e.g. mobility, transport, interpreter/communication needs to accommodate and support the patient at pre-assessment appointment/admission.

5. If the HTLT has not been completed and returned prior to the patient’s appointment, it needs to be completed at pre-assessment appointment
6. The nurse arranges the necessary requirements for the patient prior to their admission.

7. The patient is offered the opportunity to be shown around the ward/dept before admission so that they can familiarise themselves with the facilities available.

8. Wherever possible additional tests such as ECGs are performed within the pre-assessment appointment.

9. If a patient does not attend their appointment, contact the patient/relevant other to ascertain the reason why the patient has not attended, this may be undertaken by the Consultant’s Secretary.

10. On contact with the patient or relevant other, a further appointment will be agreed.  If time does not allow for a further pre-assessment appointment, the nurse ensures that the nurses on the admitting ward are aware that the pre-assessment HTLT will require completion on admission.

11. Ensure that disease specific treatment protocols are adhered to.

At each stage of the care delivery and whilst communicating with the patient, take time to ascertain that the patient has understood through questioning or responding to physical gestures.

ADMISSION

Elective admission

Preparation for admission to Hereford Hospitals NHS Trust

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 CLDT, who can offer advice and support.  The CLDT 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.

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 CLDT for advice and information.

4. In circumstances where a nurse, support worker, or social worker is involved in the Out-patients 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 CLDT should make contact with the patient, main carer or professional responsible for care several days prior to the admission date to discuss:

a. The admission arrangements

b. Treatment plans

c. The individual current care needs

d. 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).

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

7. Upon admission to hospital any care needs that the client has are the responsibility of hospital staff
8. 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.

9. 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.

10. Where possible, the admitting Nurse and main carer should undertake a preliminary assessment of the patient’s care needs using the HTLT in order to identify any additional nursing resource requirements.  Best practice is to undertake this assessment prior to the patient’s admission.  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 CLDT 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.

13. Ensure wherever possible patient’s understanding of care/decisions is clear.
14. If carers and relatives choose to assist then their welfare must be considered e.g. relieving them for breaks/ rest periods.           

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 Pharmacist in order to ensure continuity of medicating practices during hospitalisation and following discharge.  Any changes made to medication currently monitored by CLDT, should be discussed with the appropriate Consultant/GP or Community Nurse 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.

5. If there is no identifiable main carer the Named Nurse should make contact with the CLDT 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.  

Care of Patient with a Learning Disability in the Acute Hospital
Patients attending Theatre and Recovery

Each ward and department has a Learning Disability Resource Pack to support the principles below


 PRE-OP ASSESSMENT - convey inpatient needs to aid other departments



CARE OF PATIENTS ATTENDING THEATRE & 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 CLDT 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 Nurse 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 anaesthesia and surgery

· Any known behavioural patterns which may become evident when the patient recovers from the anaesthetic

· The patient’s communication needs

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

· Whether a ward nurse needs to stay with the patient in the anaesthetic room until the patient is asleep to provide continuity of care and support.

Where there are difficulties with communication, consider use of SALT resource packs and HTLT re communication needs.

5. The theatre care plan will be used to document the patient’s needs both in the anaesthetic 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 anaesthesia is complete.

Local anaesthetic

1. Standard pre-procedure preparation is required.

2. Where possible, a pre-operative visit by the nurse who will be with the patient in theatre should be made.  The nurse should discuss with the ward nurses, patient and main carer the patient’s understanding of the procedure and any issues relating to his/her compliance with the procedure particularly when the procedure may be protracted.  It may be appropriate for the ward nurse/main carer to remain with the patient during the entire procedure.

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 anaesthetic (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.

3.  The recovery nurse / ward nurse known to the patient will transfer the patient back to the ward.

Care of Patient with a Learning Disability in the Acute Hospital

Emergency Admission

Each ward and department has a Learning Disability Resource Pack to support the principles below

























EMERGENCY ADMISSIONS
CONSENT IN THE EMERGENCY SITUATION

Where there are particular concerns regarding the capacity of a patient with a learning disability to give informed consent the practitioner should refer to the consent and core principles pages for further information.
Immediate discharge from Accident and Emergency Department

Consider referral to the CLDT where there are concerns about:

· The patient’s safety

· Mental health and/or challenging behaviour

· The patient’s ability to comprehend instructions or follow medication regimens

Out of hours contact emergency duty social work team.

Transfer from Accident and Emergency to an Admitting Ward

Inform patient about the processes for transfer/admission.
Where a patient with a learning disability is to be transferred to an admitting ward the practitioner 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.

Admission to a Receiving Ward

1. When a patient with a learning disability has been admitted via the Accident and Emergency Department, the nurse/nurse-in-charge should attempt to identify a main carer and make contact with them as soon as possible.  This contact should take place as early as possible in the patient’s admission to the acute hospital.

2. The patient needs welcoming and introducing to their local environment, including the other patients.

3. If the patient is unable to provide information regarding their main carer the Nurse should check Hospital Traffic Light Tool for information or contact the patients GP or CLDT for information or advice.

4. A full assessment of the patient’s nursing needs should be undertaken.  The patient’s dependency should be evaluated using the Learning Disability Dependency Assessment Scale.  This will assist to identify the specific nursing resource requirements and should be done, if possible in conjunction with the patient and main carer.  Any resource requirements should be communicated to the appropriate Clinical Manager as soon as possible and appropriate support instituted without delay.

5. Details of the main carer and contact numbers should be clearly documented in the patient’s nursing notes.

6. The protocol for elective admissions should then be followed.

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

2. The patient and main carer should be involved with individual discharge planning needs. The policy on discharge planning should be adhered to at all times.  The CLDT should be aware of admission and involved in discharge planning to ensure that a person’s individual needs are met.  The main carer can/should also contact CLDT if appropriate.
3. Where the multidisciplinary team have been involved they should bemade aware of the admission by the main carer.  The hospital staff should make contact with their professional colleagues in the community to ensure a co-ordinated approach to discharge planning.  The Hospital Social Worker will liaise with the Community Learning Disability Team.

4. A 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 CLDT 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 support to assist with the independent living and function with the community.

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

5. On the day of discharge the patient and main carer should be informed of the patient’s discharge plan detailing the patient’s care needs on discharge and arrangements for support in the community.

6. The GP must be notified of the day of discharge.

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 multi-disciplinary 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.

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 or a weekend, particularly if new packages have had to be arranged by the Social Worker/Community Learning Disability Team.




Adapted from Guidelines and Assessment Tool developed by Lothian University Hospitals Trust, Lothian Primary Care NHS Trust and Sheffield Trust Hospitals



































Key points


No-one can consent on the behalf of another adult


It must be presumed that someone with Learning Disabilities can consent for themselves unless the opposite can be demonstrated


There may be instances when written consent is not required, for example when taking a blood pressure the person may assent through co-operation.














Test for Capacity


Regarding the treatment proposed can the patient?


1, Understand and retain the information given:(can they repeat what has been proposed)


2, Express their beliefs, weigh up the facts, exercise true choice and communicate their decision (can the patient explain their current medical condition and the consequences of having or not having the treatment?)














































































































:








NO





YES





Is treatment life saving, required urgently to prevent deterioration and to ensure improvement of physical and mental health?





Consent given?





NO





NO





YES





YES





Seek second opinion





Seek court declaration





Mental 


illness?





Physical


 illness?





Physical illness?





Divided opinions





See current guidance on mental health issues and capacity to consent





Treatment irreversible (i.e. sterilisation





Treat under common law





Unanimous agreement





Treat 


(Consent Form 4)





Mental illness?





Multi disciplinary meeting/discussion


Record in patient’s notes





See current guidance on mental health issues and capacity to consent





DO NOT TREAT





Treat





Consent


Form 1





Does the outcome of the appointment indicate that investigation or admission to the acute care setting is required?





Determine any further care requirements prior to discharge of person with learning disability from clinic.  These should be explained in appropriate way to person with learning disability and/or carer.





If a specific time/clinic slot is required due to person’s needs, discuss this at the time of contact 





The patient or main carer should be advised to make contact with Clinic Nursing Staff or Consultant Secretary to discuss details of the appointment and any specific needs/ resources required for the first and future appointments


See also HTLT for individual information about patient needs.





































































































































































































































































































Admission to the 


Acute Hospital (continued)











DISCHARGE





Throughout Hospital Stay:


Communication…


Remember to talk to the patient about all apects of care


Give the patient dignity and respect.


Involve the patient and main carer in decisions regarding care and invite them to provide feedback on their perceptions of standards of care.


Care plans should be reviewed with the patient and main carer on a daily basis or as frequently as agreed.


If there are specific changes or developments in the patients condition during their in-patient stay the main carer should be contacted as soon as possible with the patient’s consent.


The dependency assessment tool should be undertaken at regular intervals throughout the period of hospitalisation in order to review nursing resources and make appropriate adjustments.











Resources arranged


Reassess the need for support throughout admission




























































































COMPLETE NURSING ASSESSMENT





Initiate appropriate individual care plan and review every 24 hours to ensure that this reflects current needs.


Assess need for additional nursing resources


Show around wards/care areas to ensure that person is familiar with their new environment.


Ensure patient and carer are informed of who will provide various aspects of care.


Use Learning Disability Assessment Scale if appropriate.


Ensure carer involvement at the level they desire


Negotiate rest periods for carer


Ensure good communication between all parties


Ensure person with learning disability involved at level they desire








Investigation and /or Treatment as an Out Patient


(Refer to Outpatient flowchart for further information)





DISCHARGE PLANNING





Refer to Trust Discharge Planning Policy and follow appropriate flow chart.





Patients with a Learning Disability have COMPLEX DISCHARGE PLANNING NEEDS


Ensure involvement of information for people with Learning Disability.


Patient


Carers


Other agencies e.g. social work


Primary care team


Community Learning Disability Team


Discharge planning needs should be discussed at the point of admission.


The CLDT may need to be involved in discharge planning at that the point of admission











Care delivered according to care plan and local protocols/ procedures etc








PRINCIPLES OF INFORMED CONSENT





Patient consent is required in all areas of care/treatment


Consent cannot be given on behalf of another adult


All patients must be treated as equal, have the same rights to care


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 the people who know them best


All care given must clearly be in the patient’s best interests, ultimately the attending doctor may make a decision to proceed without consent.


Liaise with people who know the patient e.g. main carer or parent


Assess the need to involve the Learning Disability Community Team or Trust PALS (Patient Advice & Liaison Service)


A Advocate might help to assist a patient with a learning disability decide if they wish to consent to a procedure.


Patients with a learning disability should not be excluded from treatment unless clinically indicated


Patients can assent to treatment through co-operation.








LEARNING DISABILITY COMMUNITY TEAM





Referrals to the Learning Disability Team can be made after consultation/discussion with person, nurse and carer by:


Primary Care Teams


Acute Hospital Multidisciplinary Team


Social Work Team


Carers


Family


Self referral








FLEXIBILITY OF CLINIC APPOINTMENTS


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


The Nurse-in-Charge of the clinic has the authority to take a flexible approach based on patient needs





Ensure patient and carer understand the outcome of the consultation


i.e. Any further outpatient appointment required.





If communication/ understanding difficult, consult Community Disability Team and/or SALT (Contact No-----) after discussion with patient /carer





NO





Follow appropriate care flow charts





A PATIENT REQUIRES AN EMERGENCY / ELECTIVE OPERATION, PROCEDURE OR INVESTIGATION





Learning Disability Team


May be able to offer support and advice to the Theatre and Recovery Room Team in planning  for these procedures











If the procedure or investigation to take place is under local anaesthetic, arrange for the patient to be accompanied to/from theatre by someone known to him or her if appropriate.








At admission nursing staff from the patient’s ward should contact the appropriate Operating Theatre 24 hours in advance where possible to discuss any specific patient needs.


This information should also be conveyed to the Recovery Room staff and contact Acute Pain Nurse if required








BOX 1 


PREPARATION FOR THEATRE





The following issues should be discussed  pre-op between, patient, nursing staff and main carer/s:





The patient's previous experience of anaesthesia and surgery


Behavioural patterns during recovery of anaesthesia


The patient's communication needs





The main carer, may wish to accompany the patient to anaesthetic room and/or be in attendance during recovery





The ward nurse and carer should remain in the anaesthetic room to provide continuity until patient is asleep/anaesthetised





Explanation of procedure – through use of visits, photographs will assist in consent being sought.


This can be done by anyone caring for the patient.





BOX 2: 


RECOVERY





Once the procedure is complete the recovery nursing staff should contact the ward to notify the main carer that the procedure is complete.  If necessary the main carer may be present in the Recovery Room





Where possible, the patient should be escorted back to the ward by a recovery nurse or ward nurse who is known to them.





Person wherever possible to make a pre-operative visit to place where procedure to take place and   recovery room with main carer or someone known to them if possible








Is the main carer/ guardian in attendance?





NO





YES





The admitting clinician should:


Introduce him/herself.


Triage and assess the patient and their needs and treat as necessary.


Identify the most appropriate method of communication and collate the patient’s details.


Ascertain the patient’s ability to understand what is happening through questioning and reaffirmation.


Attempt to identify the main carer/ guardian as soon as possible and make contact, if unable to contact main carer GP may be contacted for information.


Ascertain whether as the patient got a Hospital Traffic Light Assessment Tool to provide further information


7.  Assess the need for contact with the CLDT.








Ensure that the patient agrees to the main carer participating in the history taking and admission process











If there are any concerns regarding the capacity of the patient to give informed consent - utilise Core Principles/Consent and Advocacy information pages of LD ICP/Resource Pack.





Is the patient to be admitted to the acute hospital setting?





Is the patient to be referred for an Out-Patient  appointment?





NO





YES





If the patient requires further support refer the patient to the Community Learning Disability Team


  





 A&E Nurse should advise the Nurse in Charge of the receiving area of any potential additional care needs that the patient may require as a result of their learning disability.


 Additional nursing resources may be required





Yes





No





Refer to flow chart and protocol section on Out-Patient attendance





Refer to flow chart and protocol section on Elective Admission procedures





IMPORTANT


PATIENTS WITH A LEARNING DISABILITY MAY REQUIRE COMPLEX DISCHARGE PLANNING WHICH SHOULD COMMENCE AT THE TIME OF ADMISSION





Nurse in charge of ward to be informed in advance by medical and / or secretarial staff of the patient’s:


Clinical needs


Admission date


Main carer


Hospital Traffic Light Tool





Named Nurse to make contact with main carer patient and/or other prior to admission to discuss:


Admission arrangements


Current care needs


Specific equipment/medication that may be required. Ensure review of this ongoing according to patient’s needs


Carer involvement during hospital admission





The Nurse should also:


Seek consent from the patient for the carer to be involved in the admission process


Undertake/consider an assessment of the patient's care needs using the Learning Disability Assessment Scale to identify if the patient requires additional nursing support.  The Community Learning Disabilities Team may be able to provide additional advice for this assessment


Where appropriate, ask for a copy of the patient's existing care plan from the carer, community team or social care team.





A Named Nurse is allocated for the patient’s admission





Does the patient assessment identify that the patient required additional support?








Discuss with Care Group Manager and arrange additional resources





MEDICATIONS





Specific attention should be given to the patient's medication regime including preparation, times and method of administration; these may have been tailored to the individual patient's needs and should continue while in hospital wherever possible.





YES





In the event of a named carer not being identified consider referral to 


Community Learning Disability Team  


as soon as possible, for advice and support after discussion with patient/ carer.


Contact No:---------------------------








YES





DAY OF ADMISSION


A full nursing and medical assessment is undertaken.  Use HTLT to supplement initial assessments


If the main carer is unable to be involved in the admission process then ascertain contact and document


In circumstances where there is no identified named carer then contact the Learning Disability Team and request involvement in assessment if required and ensure that it has been discussed with patient/carer and is documented.





 Patient is informed of the outcome of the assessment and the need for further treatment/investigation through admission.


(‘Staying in Hospital’ booklet is available in the ward/department Resource Pack)





Patient referred for treatment or admission


Elective


Investigations


Outpatients


Accident & Emergency


EAU





Pre-admission Planning - liaison with:


Patient and carer	


Patient’s community supports


Other agencies e.g. Social Work	


Primary Care Team


Community Learning Disability Team


Hereford: 01432 373200








Admission to the 


Acute Hospital








Consider liaison with the 


Learning Disability Community Team 


for advice and support at point of admission
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