Learning Disability in-patient Care Pathway 
                                          


Has the patient been identified as having a Learning Disability?





Yes








No








It is good practice to ask all patients: ‘Do you have any support needs we can help you with’?





By doing this we can ensure that we are not discriminating against any individual under the Equality Act 2010 (see below).





If unsure and you suspect the patient may have a Learning Disability please contact the Learning Disability Liaison Nurses (LDLN’s) for advice in confidence (Tel: ext 8271 bleep 377).
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On Admission ward nurse to ensure that:





The Initial Nursing Proforma has been completed.





The Learning Disability Liaison Nurse aware of this patient (ext 8271: bleep 377)





The patient has an All about Me booklet. If not, please give them/their carer a blank one to complete. This should be kept on patient’s bedside for ALL to read.





Matron has been informed of this patient – this is a Trust protocol – and documented.





Any previous care plans / care needs of the patient (including regular medication) are being met and recorded.





If the patient requires a procedure or surgery; ensure the doctor completes a Mental Capacity Assessment & holds a Best Interest Meeting – family/carers/LD Nurses should be invited to support with this assessment. If no family then a referral for an IMCA to attend should be made.





If there are any safeguarding concerns please inform the Trust’s Adult Safeguarding Lead (Toni Doherty – bleep 448. 





The Learning Disability Champion on your ward (if there is one), is aware of this patient. 





Have carers been given copy of the Trust’s ‘Guidance for Carers of Patients with a Learning Disability’?


 


Carers will know the patient best – please consult them and involve them in care planning.





Carers cannot always be present – please ensure a risk assessment is completed and if a 1:1 required  the Trusts ‘Specialling Policy’ should be used.





Ensure any identified Risks or any *Reasonable Adjustments’ (see opposite) made are recorded in the patient’s notes. 








On Discharge the coordinator to ensure that: 





 The LD Nurses have been informed of discharge.





Carers &/or social services are happy with the discharge plans - will a discharge meeting need to take place (usual practice for complex health needs)?


 


Carers have visited the patient and confirmed that the patient back to their ‘usual self’ and safe to go home.





The patient’s original or new care package has been re-instated at home prior to discharge.





Dr (or named nurse) has completed the Learning Disability Discharge Summary Sheet (using clear/simple language. (Intranet/LD Dept/Discharge summary)











 The Equality Act 2010 says: ‘Services are required to make ‘reasonable adjustments’ to enable everyone to access them’.                        


Examples of ‘Reasonable Adjustments’ include:


→ Offer side room on ward if required (especially if family or carers will be staying with the patient). Not all patients will require a side room – especially if they are vulnerable and need constant supervision/monitoring.


→ Use words people can understand – especially on discharge letters (keep it simple & clear). Find out how the patient communicates


→ Ensure all tests and procedures are carried out promptly (not waiting around) to reduce anxiety.


→ Ensure patient and family/carers fully understand any information regarding care needs/procedures/medication etc.


→ Give Easy Read information on health and procedures (examples can be found on the Trust Intranet site: 


  Departments>Learning Disabilities>Templates


→ Explain every procedure clearly and simply; use pictures or objects if possible (these can be found in the wards Learning Disability Resource Folder).


→ Ensure consent issues are considered and the Trusts Mental Capacity Act Guidance is followed (i.e. capacity assessment & best interest decision). The Learning Disability Nurses or Adult Safeguarding Lead are available for support.


→ Ensure a safe and effective handover, transfer or discharge. Inform receiving areas of any specific patient care needs prior to transfer – Consider if professional care planning meeting is required.














