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Executive Summary
People with Learning Disabilities (LD) have an equal right to healthcare. It is important, therefore, that the
Trust has services, staff and supporting policies which enable people with Learning Disabilities to use our
services. Healthcare services provided must be of a high standard of care and treatment to people with
Learning Disabilities, which meet national requirements and standards. Care and treatment of individuals
must take into consideration and make reasonable adjustments where necessary, for their complex
needs and disabilities.
There is a variety of types of evidence presented in this annual report that gives assurance that UHP is
and continues to endeavour in meeting standards as set out in national guidance in relation to patients
with a LD accessing the acute healthcare services.
The LD liaison (LDL) Team provide more regular assurance for delivery against the standards to the
Safety and Quality Committee and actively collate quarterly data on patients with LD using hospital
services on the LD Dashboard. Recognised achievements include:


Reasonable adjustment stickers for outpatients appointments



LD Training framework completed for staff (Trust Wide) which includes new bespoke face to face
training session facilitated with a co-trainer (trainer who has a LD) that will be mandatory for all on
call staff and ED triage staff



Independent advocate consultant now works 1 day a week within the LDL team which has
increased the involvement and positive output of the Derriford User Group (DUG) and easy read
materials in various departments



Feedback from LD specific family and friends tests input into an annual work plan for actions. This
year’s key themes are:
1. ‘Staff being more interested in me’ which has seen new initiatives for creating a new
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Read Me hospital passport poster and new designs for a hospital passport App
2. ‘Having the right support’ which focuses on hospital staff training and patients with LD
receiving 1:1 support in hospital from people who know that person best


Changing Places facilities opened in 2018 on level 6



Following mystery shops in ED and Primrose the LDL team with the hospital have plans for better
signage for ED and Primrose Unit, bespoke training plans for ED staff and bigger cubical planned
in Primrose to allow better access for lager wheelchairs



A mystery shopping event by DUG on communication took place across 5 wards/departments one
key outcome was the creation of the communication boxes which will be for anyone with a
communication need not just for people with a LD



The annual LD champion award ceremony/event hosted by LDL team in November 2018 was well
attended by DUG members and hospital staff raising awareness about the Treat Me Well
campaign by MENCAP with an afternoon workshop hosted by DUG members marking the start of
a new reasonable adjustment charter for the Trust.

In June 2018 NHS improvement published the first Learning Disability Improvement Standards for NHS
trusts. The standards are intended to help organisations measure the quality of service they provide to
people with learning disabilities, autism or both.
These new standards have replaced the current Monitor standard for acute care Trusts: Learning
disability access: meeting the six criteria for meeting the needs of people with a learning disability. They
also take into account any learning from the Learning Disabilities Mortality Review programme’s (LeDeR)
Annual Report (December 2017).
A self-assessment toolkit based on these standards called ‘reducing preventable deaths: selfimprovement tool’ is now available. In November 2018 the Trust has been involved in the national pilot of
this tool showing its commitment in taking action to reduce potentially preventable deaths of people with
learning disabilities whilst in receipt of its services.
As a result of this a Trust LD improvement and sustainability plan has been established and will inform
the overall LD improvement work plan for 2019-2020.
This report gives notification of and a brief overview on the planned LDL service external peer review to
provide further assurance for the Trust around quality, effectiveness and value of the service for our
patients with a LD.
Quality Impact Assessment
This report provides assurance of compliance with CQC essential standards of quality and safety
especially in relation to complex care, Health and Social care Act (2008) Regulations 2014.
Financial Impact Assessment
No direct impact
Regulatory Impact Assessment
Learning Disability Improvement Standards for NHS trusts (NHSi, June 2018)
Equality and Diversity Impact Assessment
The Trust has a legal duty to ensure equality of service provision and to meet requirements from the
Equality Act (2010).
Environment & Sustainability Impact Assessment
The Trust has a legal duty to ensure equality of service provision and to meet requirements from the
Equality Act (2010).
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Key Recommendations
1. Take assurance that the Trust is compliant in meeting the standards for patients with Learning
Disabilities in line with previous national standards and the new Learning Disability Improvement
Standards for NHS Trusts (NHSi, June 2018);
2. Agree the new current reporting format of using the self-assessment toolkit going forward and
take assurance that the LDL service lead and LDL team will continue to monitor and review the
UHP Learning Disability Improvement Standards for NHS Trusts improvement and sustainability
plan;
3. Acknowledge the plan for LDL service peer review for Trust assurances around quality,
effectiveness and value of the services it provides for people with a LD.

Next Steps

1. The Safety and Quality Committee continue to receive quarterly updates on the UHP Learning
Disability Improvement Standards for NHS Trusts (NHSi, June 2018) improvement and
sustainability plan (Annex 1). This annual report was presented here in June 2019.
2. The LD liaison (LDL) Team will continue to work collaboratively to collate, populate and review
data for the LD Dashboard
3. Deputy Chief Nurse to lead implementation of the LDL service peer review based on the
Trust’s core values and the current Trust LD standard operation procedure(SOP) for: Managing
the care needs of people with a learning disability (LD) in an acute care setting (Version 5,
March 2017-2019). This has been planned for July 2019 and will report back to Safety and
Quality Committee, Patient Experience Committee and Safe Guarding Adult Steering group.
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Purpose
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People with Learning Disabilities (LD) have an equal right to healthcare. It is important, therefore,
that the Trust has services, staff and support which enable people with Learning Disabilities to use
our services. This report details the work undertaken that demonstrates the functioning of the
Learning Disabilities Liaison team, the scope of practice for this team and impact it has across the
Trust to improve how people with Learning Disabilities are supported as they use Trust services.
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The Safety and Quality Committee review quarterly compliance made towards the National
Monitor framework Standards (Updated August 2015). Learning disability access, meeting the six
criteria for meeting the needs of people with a learning disability, based on recommendations in
Healthcare for all (DH 2008)’. These include:







Mechanisms to ‘flag’ patients with a learning disability and have protocols to ensure
reasonable adjustments to pathways of care
Readily available and comprehensive information for people with a learning disability
Protocols ensuring support for family carers
Training available for all staff
Protocols to encourage representation of people with a learning disability and their family
carers
Regular audits in place, with findings reported in public

Whilst these standards are still relevant they are outdated and have been replaced by the new
Learning Disability Improvement Standards for NHS trusts (NHSi, June 2018).

Background and Annual update
3

The Confidential Inquiry into the Premature Deaths of People with Learning Disabilities (2013)
aimed to describe the factors in NHS hospitals that promote or compromise a safe environment for
patients with learning disabilities. In the light of national recommendations that hospitals should:
identify patients with learning disabilities; provide reasonably adjusted services; involve carers as
partners in care; and include patient and carer views in Service development.
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The Learning Disabilities Mortality Review (LeDeR) programme was established to support local
areas to review the deaths of people with learning disabilities, identify learning from those deaths,
and take forward the learning into service improvement initiatives. In the first LeDeR report
(December 2017) 1,311 deaths were notified to the LeDeR programme. The proportion of people
with learning disabilities who died in hospital was greater than the proportion of hospital deaths in
the general population. Younger people with learning disabilities were more likely to die in hospital
than were older people; those with profound or multiple learning disabilities were more likely to die
in hospital than other people with learning disabilities. The median age at death of people with
learning disabilities was 58 years. For males it was 59; for females 56. Almost a third of the deaths
(31%) had an underlying cause related to diseases of the respiratory system. The second most
common category of deaths was of diseases of the circulatory system. Analysis of the individual
ICD-10 codes of reported underlying causes of death indicates a significant proportion of deaths
from pneumonia and aspiration pneumonia. In total there were 189 learning points or
4

recommendations identified. The most commonly reported learning and recommendations were
made in relation to the need for:




Inter-agency collaboration and communication
Awareness of the needs of people with learning disabilities
The understanding and application of the Mental Capacity Act (MCA).
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All three recommendations are now included and can be monitored by adhering to the Learning
Disability Improvement Standards for NHS Trusts (NHSi, June 2018)
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The Trust Board was previously required to regularly review compliance towards National Monitor
framework Standards. Learning disability access to acute care, based on recommendations in
Health Care for All (Department of Health 2008) the most recent history of evidence of assurance
and action plan against the Standards is set out in Annex 1.
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The Trust has a standard operational procedure (SOP) for Managing the Care Needs of People
with a Learning Disability in the Acute Hospital Setting (due for review in March 2019). This SOP
contains useful information for Key staff and departments across the Trust including:












Summary Chart for Inpatient Admissions
Key duties and responsibilities for nursing staff
The Learning Disabilities Liaison (LDL) team duties and responsibilities
Hospital attendance to Out Patients or Day Treatments/investigation, DNA’s and Elective
Admissions
Emergency Admissions – including a new Emergency Department Pathway
Bed Transfers
End of Life care
Discharge Planning
Staff Training and development
Monitoring and Assurance
LD Specific pathways
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The Learning Disabilities Liaison (LDL) team for Plymouth Hospitals NHS Trust which was
established in November 2009 to provide support or advice to clinical teams across the Trust in
the care and treatment of people with LD. The LD liaison team forms part of the wider Derriford
liaison teams, supporting clinical teams across the Trust in the management of patients with
complex needs. The LDL team consists of a team leader (1 WTE) with two other Clinical Nurse
Specialists (1.4 WTE), Nursing Associate Apprentice (NAA) Band 3 (1 WTE) and admin (.8 WTE).
The team is supported by a medical lead (position vacant from 2018)) and professionally managed
by the Deputy Chief Nurse. Executive responsibility sits with the Chief Nurse. The LDL team
leader reports regularly to the Safety and Quality Committee, Patient Experience Committee
(PEC), Equality Diversity and Inclusivity Working Group (EDWIG). Reports also go to the Mortality
Review Panel bi-annually and they complete an annual topic compliance assurance report. All
reports can be found within the trust’s shared drive.
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The LDL team reduce the risk to patients with a LD and promote safe effective care by:











Having and maintaining an effective LD Flagging/alert system
Use of the LDL nurse care plan sticker for nursing notes and alert sticker for medical notes
Use of the outpatient reasonable adjustment sticker
Completion of a reasonable adjustment risk assessment tool to ensure reasonable
adjustments needed are identified and implemented
Promotion of use of the hospital passport (HP)
Promotion of effective and timely discharge processes with discharge planning meetings for
complex cases with easy read discharge plans available
Co-ordinating the use of an Emergency Summary Plans (ESP)so they are available for
complex cases and repeat attenders on our Emergency department systems
Promotion of effective use of the MCA and DOLS Policy
Promotion and implementation of carer’s policy
Develop and implement LD Clinical pathways or adjustments to current pathways
5





Easy Read/LD information available on public and staff website
Providing LD awareness training for staff
Promotion of the Accessible Information Standard (2016)

10 The LD Dashboard shows that in 2018 the LDL team have seen a total of 474 patients in the
hospital (including day cases). On average in patients will be seen by the LDL team on at least 4
occasions during their stay. Of those patients 71% were visited on the ward within 24 hours of
admission and 22% were seen within 48 hours of admission. This resulted in only 7% of patients
not being seen within 48 hours of admission. In 2018 41% of LD patients had an LD passport on
admission to hospital and a further 47% were given one. 12% of patients seen during 2018
refused to use a hospital passport. We are finding that paper copies of the HP are being lost by
patients, or incorrectly filed within patient notes. In speaking with the Derriford User Group &
hospital staff they support the idea of a Hospital Passport app for mobile devices. This has been
co-created by the Learning Disability Liaison Team and a local IT company, with costings ready to
make an application to charitable funds.
11 The outpatients department saw 3119 patients and of those the LDL team were aware of 1513 of
these appointments before the day of attendance, which enabled 775 patients to be contacted by
the team and supported during their appointment. Appointments were cancelled by 395 patients
and all of these appointments were followed up by the LDL team.
Chart 1
This chart shows the percentage of patients seen by the Learning Disability team within the standard
operating procedure guidance of 48 hours upon admission.

Incidents, complaints and Safe Guarding Adults:
12 In 2018 there were 11 formal complaints which have all now been resolved. There have been 3
safe guarding adults’ section 42 enquiries.
13 There has been 10 deaths which all have had a local LD mortality screen completed and have
been reported to the Learning Disabilities Mortality Review (Leder). (See Annex 2 for bi-annual LD
Mortality Review Report).
14 During the same time period 203 Incidents were reported via Datix in which 46 patients were
identified as needing a safe guarding alert completed to the appropriate local authority.
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Chart 2
This chart categorises the nature of Datix incidents reported.

Datix Incident Categories

32, 16%

Pressure damage
Falls

23, 11%

109, 54%

DOLS

Neglect
15, 7%
13,
6%

Medication
Other

11, 6%

Chart 3
This chart shows the percentage share for No Harm in green, Near misses in yellow and harm, loss or
damage in red incident severity.

15 All 3 red incidents were investigated internally within formal safe guarding processes as section 42
notices against the hospital. Two of these were related to different stages of one patient’s poor
hospital journey and experience. The incident required moderate investigations with internal and
external safeguarding adult processes in a multi-agency approach. There is a robust action plan
and learning from this incident has been shared across the departments involved. Some of the key
learning and actions taken forward are:
7







Identifying people with LD as early as possible in the patient journey in the emergency
department;
Identifying any complex needs they have , level of mental capacity and having a wider
discussions with people who know them best about approaches to providing necessary
reasonable adjustments so that the person can access investigations and treatment in a
timely way;
Plans are in place for all departments concerned to receive advanced LD direct face to
face training with a LD co-trainer;
An overall learning event is being planned for August 2019 for UHP staff and our external
partners to ensure learning is shared and further embedded.

Training
16 The team have delivered 46 training sessions to clinical staff during 2018. The eLearning
mandatory training, specific to Learning Disabilities has ceased in 2017. However training slides
are included on induction and in Safeguarding Adults online training. In light of the Treat Me Well
campaign we reviewed this in 2018 and felt that there was a need for mandatory training for senior
on-call nursing staff and ED triage staff. It was also identified that bespoke direct training with a
co-trainer (a person who has a Learning Disability and has accessed the hospital) will be offered
to wards and departments where this patient group is more prevalent.
17 A trust Learning Disability awareness training framework has been developed to encompass this
and also includes training for our link workers, senior medical and other health professions,
including physiotherapists and radiographers. The training for available staff will be provided both
online, through an eLearning package, and face-to-face. Specific focus for the Learning Disability
Advocacy Consultant has been to do co-training workshops on the HCA apprenticeship program.
18 We are aware that mandatory Learning Disability awareness training has been discussed in
parliament in October 2018. In February 2019 the government announced plans to introduce
mandatory Learning Disability and autism training for ALL NHS and social care staff, which is
currently under consultation and due for publication early in the Autumn 2019.

Raising Awareness
19 The LDL team strive to raise awareness of their service by being very visible on the wards and
departments displaying team poster, providing daily direct face to face patient/staff contact,
regular news updates on social media and in vital signs, holding quarterly LD Link meetings,
hosting the LDL nurses south west meetings, contributing to and presenting on regional LD
network meetings, attending the LeDeR reviewers and steering groups and LD regional workforce
planning group and reporting to PEC.
20 The most appreciated and valued is the annual LD champion awards event which have been a
greatly welcomed and attended by UPH staff and DUG. The overall success has shaped excellent
ideas to take forward for example the Hospital Reasonable Adjustment Charter due to be
th
launched at the official LD week starting on the 17 of June 2019.
Family and Friend feedback from people with LD and their family/carers and other type’s
feedback:
21 In 2018, 340 Family and Friends questionnaires were given out with a total of 48 returned. An
easy read format is available in the out patients department and it is hoped this version will result
in more surveys being returned. The family and friends feedback on the whole is very positive
about the nurses and the doctors and the LDL team. Comments, both positive and negative are
reviewed annually in an extraordinary meeting by the LDL team, local MP, independent advocate,
patient experience manager and DUG members which helps to pick up areas for focus and
improvement.
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22 The team have conducted soft touch audits/questionnaires on TEP forms, reasonable
adjustments, staff training needs in outpatient departments and patient experience of using the LD
general anaesthetic (GA) clinic held once a month in Freedom Unit.

Patient Story Feedback from the LD GA clinic:
Z is a young man with LD and severe autism, this means he cannot verbally communicate. In addition
to this he does not express pain, even if it’s extreme.
Z parents had noticed a change in his mood, instead of jumping out of bed in the morning he was
‘sluggish’ and not keen to get up. Parents at first put this down to restless nights and being tired. When
it continued and he spent longer in bed they called the GP, the GP could not find any medical
underlying cause and said it must be behavioural. As the weeks went on parents became more
concerned this just wasn’t him. It got to the point Z didn’t want to go out and when he did he could walk
far so they had to get a wheelchair. Finally they convinced the GP to refer to neurology department. As
Z did not display pain and couldn’t state what was happening they felt it wasn’t neurological and it was
likely to be behavioural. Z began to become incontinent; parents were so concerned they called the
LDL nurse to come to the next appointment. On that appointment it was found that one of the barriers
for the neurologist going forward was getting a CT scan (head) as Z would not keep still. The LDL
nurses were able to explain about the LD GA clinic and get on the next one (two weeks later). As we
were going to do a GA they took the opportunity of also CT scanning his neck and back. All went well
on the day and ZC was found to have a herniated disc needing surgery which was efficiently arranged
soon after. ZC presentation improved, he regained control of his bladder, mobilisation and was much
happier in himself. He is now back doing his normal activities.
The LDL team feel strongly that without the GA LD clinic ZC issues could have gone on for much
longer or indefinitely, with no known cause to his deterioration of cognition or independence apart from
the fact he had a LD/autism. He could have been treated incorrectly for a mental health condition. This
would have meant that he had higher ongoing care needs and his quality of life would have been
greatly impacted on.
Feedback from Survey Completed by Z’s Mother:
On the day of surgery parents supporting Z parents knew what was going to happen in advance , how
best to get to Freedom unit and park close by, this was very useful and eased their and Z’s anxiety.
23 Other feedback from patients 2018:
Mum stated the staff involved were pre-aware of Z’s LD/autism so appropriate reasonable adjustments
could be made for example support from the LDL nurses, quiet areas and family could be with him
through most of the day etc. Mum felt that all the staff involved that day was excellent; they understood
Z and were helpful towards family. Mum felt having the LDL nurse on hand was invaluable. Mum is
Learning Disability Improvement Standards for NHS Trusts (NHSi, June 2018)
certain that it made the experience of having a CT scan for Z possible and easier. Her final comment
was having the LD GA list is a must for Z and others with similar challenges accessing investigations.
24 In June 2018 NHS improvement published the first Learning Disability Improvement Standards for
NHS acute trusts. The standards are intended to help organisations measure the quality of service
they provide to people with learning disabilities, autism or both.

There are four main standards, which include:





respecting and protecting rights
inclusion and engagement
workforce
learning disability services standard (aimed solely at specialist mental health trusts providing
care to people with learning disabilities, autism or both)

25 The NHS Benchmarking Network conducted a collection of data nationally and UHP were asked
to provide this data between 17/9/2018 and 09/11/2018. We provided all the information required
in the timeframe set.
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Self-assessment Improvement toolkit for reducing avoidable deaths in people with a learning
disability (November 2018- January 2019):
26 The toolkit was developed by NHSI. To develop the standards a human rights based approach
was adapted paying special attention to the Human Rights Act: Articles 2, 3, 5, 8 & 14, Equality
Duty Act, Mental Capacity Act and the Mental Health Act.
27 The standards were developed in collaboration with many people with a learning disability,
families, social care and private provider sectors and health professionals. It was important that
the standards reflected the Picker institute principles of person centred care (See Annex 2) and
are aligned with 72% of the CQC’s key lines of enquiry.
The standards are needed as:






There were too many unwarranted variations
Care and treatment isn’t always safe & personalised
Some Trusts have failed to respect & protect people’s human rights
Sometimes there are skills deficits in the workforce
People don’t always get the same access to services or outcomes as non-disabled people

The aims of the standards based on an understanding of how quality in one part of the
impacts on others was:






system

To improve the quality of support in the acute care setting
Improve coordination and integration of person centred care
Reduce variation
Improve patient satisfaction and experience
To improve planning for specialist LD services

28 In November 2018 with the support from the NHSI project lead we had two separate meetings;
one for senior managers and one for frontline staff. In these meetings we discussed and answered
a specific subset of metric questions for managers and then a different set, with similar themes, of
questions for staff based on 3 main principles: human rights, inclusion/ engagement and
workforce. How we did:

 Human rights 73 % compliant
 Inclusion and engagement 95% compliant
 Workforce 79% compliant

Top five areas for attention:
1. Making sure people’s communication / information needs are considered and taken account of.
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2. Making sure information about reasonable adjustments is being shared both within the Trust and,
where appropriate, externally.
3. Making proper arrangements for care coordination where people have multiple long term needs
which mean they are frequent users of Trust services.
4. Making sure all staff have access to learning disabilities awareness training; and that this includes
how to support regular carers and the need to provide reasonable adjustments.
5. Ensuring staff are confident responding promptly to concerns about actual or potential abuse; and
ensuing patients are fully aware of any safeguarding proceedings.
Indicators requiring action was at 17%, some action was required at 14% and no action was required
for 69% of the standards.
29 Summary of some of the improvement and stainability actions we have initially suggested. The
action plan is in the initial stages and will be circulated for further consultation with key staff
involved in the process. See Annex 3 for full draft action plan:













LDL team to set up a mechanism to ensure feedback good and poor gets back to the ward
mangers/staff from our LD family and friends tests;
Trust have clear service level agreements, or joint working protocols, with them which include
referral mechanisms and response times with specialist community LD teams and on site
psychiatry liaison teams;
Review of the LDL team workforce needs (capacity and skill mix), supported by peer review
in March 2019;
All TEP forms should be fully completed in regards to capacity and best interest (BI)
decisions where appropriate, this will be checked by doing another TEP audit;
All ward risk assessments (RA) booklets should have completed capacity and BI section if
appropriate - RA booklet audit in real time to be completed;
Compare waiting lists data, treatments, appointments attended for LD patients with Key
health conditions;
Create and ensure new posters are put up in all departments and wards about reading the
hospital passport and recording it in communication section of the ward care plan then audit
in 6 months;
Communication boxes to be implemented on all wards and departments;
Explore more technological accessible options for patients/ staff by use of a Hospital
Passport App;
Reasonable Adjustment Audit - digital real time reports by June 2019;
Development and implementation of a Trust wide LD Training Framework, with regular
monitoring and reporting on training numbers and effectiveness.
Dols and MCA Audit (general not only LD specific).

Derriford User Group and Independent Advocate Consultant Annual Updates:
DUG:
30 Derriford User Group (DUG) has members with LD whom have or continue to use our local
hospital services. They meet quarterly with LD liaison, primary care nurses and an independent
advocate and the main focus for the group is to improve access to hospital services and improve
the patients journey/experience. They do this buy reviewing our family and friends test (from
people with an LD), having an annual work plan, and any personal experiences they want to
share. Members have been involved in mystery shopping departments and wards, reviewing easy
read materials, questionnaires for staff on planned visits, staff training and interviews for LDL team
staff.
31 As a result of this they have also been involved in inputting with staff/departments/wards on ideas
of how to improve things. The minutes for the DUG meetings can be found on the trust’s public
website. Some of their achievements have resulted in:
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Longer bespoke training sessions for Emergency Department (ED) staff with a co trainer
(starts April 2019)



Changing places facilities (opened 2018)



Communication boxes for all areas and meets everyone’s needs not just LD (to be fully
implemented in 2019)



Better signage to find ED and Primrose (breast clinic)



Raised awareness of gaps in knowledge of staff in what a reasonable adjustment is and
request for more training in outpatients



Permeate fixture LD awareness training with co trainer on the HCA Apprentice training
scheme



Helps to develop key easy read materials 2018 on subjects related to LeDeR – Constipation
and Sepsis (educational posters to follow for staff in 2019)



Help to develop new add on for the Hospital Passport – Autism, Epilepsy and mental health



Annual LD champion award ceremony hosted by LDL team, independent advocate and DUG
members attended by hospital staff (Link workers and winners) – raises awareness on the
key issue, in 2018 it was all about the Treat Me Well campaign by MENCAP and the
afternoon workshop hosted by DUG members seen the development of a new reasonable
adjustment charter for the Trust.

Independent Advocate Consultant Annual Update by Jill Singh:
32 When Plymouth People First’s funding came to an end the Learning Disability Liaison Nursing
Team wrote a funding bid to the University Hospitals Plymouth NHS Trust charitable board to
commission a post one day a week for an Independent Learning Disability Advocate so their links
with the LD Community could continue. Devon Link Up took on the contract for this. The post was
secured for two years and runs from November 2017 until October 2019.
33 Although based within Derriford the role remains independent from the hospital so the advocate
can act as a critical friend. The advocate has written an action plan that covers nine different
points. These influence:


How it supports the hospital - its different wards and departments



Training offered



Themes to explore within the Derriford User Group (DUG)



Different pieces of easy read



Acclimatisation visits



Mystery shops and planned visits



Events and promotional stands held internally at the hospital and out in the community
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34 Jill Singh currently in this post arranged for Mike Le Surf, Mencaps lead on the ‘Teat me Well’
(2018) campaign to present the key messages about the campaign at our annual Champions
Awards event in November 2018. Jill has worked with the patient experience team on developing
the communication boxes, started a reasonable adjustment project with the CT department, taken
LDL staff members out to meet some of the wider local LD groups to explain their role, found and
recorded a narrator for the MRI film and delivered several more LD training session to student
HCAs.
35 Jill states: ‘By giving this extra advocate support to DUG it means it is still going strong. In 20182019 is the largest the membership has ever been and now includes members from Tavistock and
Torbay. We voted in new DUG members for chair and vice chair for 2019. We are keen to get
involved with Mike Le Surf's champions training in the summer of 2019. We have lots of volunteers
for hospital events, focus groups and photos; if more easy read materials are requested. We are
awaiting the finale go ahead for a short MRI film which should be ready later in the year.'
36 By attending the LD link nurse meetings, being present at the champion’s awards and word of
mouth from other hospital teams Jill has helped to raise the profile of her role within the hospital
and there is always more staff wanting to get involved with improving services for people with LD
in their area.
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Next steps LDL Service Peer Review 2019:
37 We have requested an external review by selected peers into our Learning Disability (LD) service
to report back to the Chief Nurse. This has been planned to take place in July 2019. We propose
to seek recommendations against any key gaps in assurance, identify improvements in best
practice and deployment of resources, in line with the Trust strategic direction of providing
excellent care with compassion wrapped around people’s individual needs; and the Trusts’ current
LD standard operation procedure (SOP) for: Managing the care needs of people with a learning
disability (LD) in an acute care setting (Version 5, March 2017-2019). (See Annex 4 for the LD
peer review terms of reference).
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Annex 1 Table of Evidence of Compliance 2018

Monitor Standards
1. Mechanisms to
‘flag’ patients with a
learning disability
(LD)

2. Have protocols to
ensure reasonable
adjustments to
pathways of care

Evidence
Derriford Hospital has a LD
Alert on IPMS (patient
management system) and a
Real-time Automated Patient
Alert (RAPA) that alerts the
LDL team via email when a
patient with LD attends the
Emergency department (ED),
is admitted to hospital,
transferred to another ward or
discharged. It also can
produce pre reports on people
with LD who are attending
outpatient appointments and
more recently planned day
admissions All planned day
admissions are followed up by
the LDL team and referrals
made to the community LD
when required.
The Trust routinely collates LD
data on admissions;
outpatients, ED attendance
etc. (See Quarter 1-2 2018 LD
data in Annex 1).
SALUS is used to identify and
manage all LD in- patients via
the LDL team SALUS is able
to give specialist reports on inpatients seen by LD L nurse
and who had had a Hospital
passport (HP), this is reported
on the LD DASH board.
SR attended Transition
meeting on 16/5/18
and raised the issue of alerting
young people with LD
alongside a project completed
by an SSU medical student
who specifically looked at
transition for young people
with a LD and complex health
needs into adult care. Serval
gaps were indicated and
sound recommendations
made. (Report available from
LDL team). Application to the
Better care Fund for transition
pots submitted August 2018
and initially approved.
UHPNT Joint working towards
people with learning disabilities
standard operating procedure
(SOP) in Hospital has been
updated and ratified. It’s now
known as ‘Managing the care
needs of people with a

Planned Actions:
1. More work is needed
to ensure people are
alerted in transition
(people aged from 14
plus). This action is for
the Transition Group.

Status
Ongoing

Ongoing
2. The Trust will need
secure funding from
CCG for the transition
post, agree service
specification and
outcomes.

1. ED section in LD SOP
update to be ratified at
the matrons meeting.
Awaiting Matron of
department’s approval
before it can be ratified.

Completed
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learning disability in the Acute
Hospital setting’ and has been
shared at matron and senior
nurse level to be disseminated
to their staff teams.
The LD GA pathway is now
included in the LD SOP.
A screening pathway for ladies
with LD who may need some
form of sedation for
gynaecology examinations has
now been developed and
agreed with department lead.
Planned day admission
pathway reviewed and
updated in the LD SOP.
Section added in the LD SOP
in regards to conducting safe
and timely discharges.
Endoscopy Pathway now in
place and agreed with
department lead which
includes complex cases.
Audiology pathway being
completed. They have a
regular LD clinic for those who
need reasonable adjustments.
ED section in LD SOP updated
to include escalation of issues
arising when out of ours for
LDL team.
3. Readily available
and comprehensive
information for
people with a
learning disability

UHPNT promotes easy read
materials on its public and staff
website, it is included in LD
awareness mandatory elearning training, all team
members are able to produce
bespoke easy read material on
request and have access to
photo symbols software.
Family and friends test (FFT)
available in easy read for in
patients.
The communication book
(produced by the
communication people) is now
on Oracle for ward managers
to purchase directly for their
areas.
Implementation of Accessible
information standard by the
Trust is now monitored
appropriately.
The Trust has signed up to a 6
month trial with EIDO a
company who do professional
medical leaflets and easy read
information. This has now
been reviewed by DUG. They
do not recommend its use for

1. Feedback to be given
for easy read
information from EIDO
and suggestions to lead.
2. Following review and
discussion of the
findings with the
outpatient matron, a
formal report and action
plan will follow.
3. Jill Singh
(independent advocate)
to identify and work with
key departments and
DUG to identify leaflets
that need to be easy
read.
4. LDL team to ensure
all develop easy read
leaflets are available via
the Trust website.
5. IT to ensure an easy
read ‘button/Link’ is on
the Trust home page on
its public website.

Completed

Completed
and shared

Ongoing

Ongoing

Not completed
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4. Protocols ensuring
support for family
carers

5. Training available
for all staff

the cost and have an idea for
other cheaper options.
Easy read version of family
and friend test for outpatients
now developed and in use,
feedback has been reviewed.
Planned projects for
outpatients including mystery
shop and a staff survey have
been completed and this has
all been reported in a
presentation to PEC on
31/1/18 one initiatives was to
put up easy read signs saying
easy read materials are
available and ask at reception.
DUG have worked with
departments and produced
easy read leaflets on Having
an EEG, Constipation and are
working on easy read letters or
information with the Physio
and CT departments.
UHPNT have a good carer’s
policy which has recently been
reviewed and updated which
includes carer’s supporting
people with a LD and is
promoted in summary form by
the LDL team.
The Trust LD SOP includes
how to support carers when in
hospital.
The LDL team have obtained
through charitable funds Z
beds; TV/DVD players and the
Trust have agreed free
parking.
Agreements are in place with
PCC and the CCG In
appropriate circumstances that
people’s normal 1:1 support
can come into hospital with
them.
From April 2016 LD awareness
mandatory e-learning came
into effect but was then put on
hold early in 2018 but some
slide are incorporated into the
SGA slides.
LDL nurses continue to do
department bespoke training:
non-clinical staff (admin, ward
clerks, Serco etc.) this will be
offered annually.
Planning for regular training
session to ED was on hold but
this is currently being looked at
again.
Training for MAU Doctors was
held in July 2017 and again

1. Develop a carer’s for
patients with LD
feedback questionnaire
as part of the DUG work
plan.
2. Information about
how to arrange or agree
1:1 support is to be
included in the
enhanced observation
policy. Procedure to
agree funding of care
and records of this are
to be finalised and
shared.

1. In light of Learning
Disabilities Core Skills
Education and Training
Framework (2016)
mandatory training
review completed.
Mandatory training
panel agreed this was
still needed but only for
certain staff groups.
Staff groups to complete
this need identifying and
training content.
2.Look to developing a
UHP LD Framework for
staff Development
3. ED training to be

Ongoing

Ongoing

Completed

Completed

Part
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6. Protocols to
encourage
representation of
people with a
learning disability
and their family
carers

early 2018. .
LDL team provide LD
awareness sessions on the
Managing the confused patient
days, care certificate
programme and provide day
placements to medical
students and student nurses.
In 2018 LD awareness will be
part of the new HCA
apprenticeship programme
DUG members will help deliver
this training.
Training days in 2018 for
admin and Serco staff has
been arranged.
LD Link meetings continue and
they have requested an update
on their LD training.
Agreed plan for further
development is that all on-call
staff will need to do mandatory
training on LD awareness.
Derriford User Group (DUG) is
an advocacy group made up of
people with a LD, and their
carers
who
have
used
Derriford hospital. This group
helps to identify both good and
poor practice in hospital for
people with a LD updates of
the group’s activity and work
plan are reported to the patient
experience committee.
DUG have completed and
reviewed their work plan for
2017-2018 and partly agreed
2018-2019.
LD independent Advocate is
now in post – Jill Singh and
has a clear 2yr action plan in
place for meeting the service
spec.:
1/11/2018 Jill has helped with
the outpatient review,
facilitated mystery shop on
communication on some wards
and departments and is
leading on the running of DUG.
7/6/2018 This good work
continues with providing
training for staff by people with
LD, development of easy read
leaflets for EEG and MRI.
Setting up of new social media
Face Book
(https://www.facebook.com/sp
eakplymouth/ ) page to
promote and share the good
work DUG do and the LD
agenda. Jill improved regular

planned at all levels of
staff including master
classes for consultants
(in light of recent Datix
outcome) for 2018.
4. Plan for training for
volunteer staff. Currently
in place.
5. Request from
pharmacy to do bespoke
training.
6. Arrange a full days
training update for
current and new LD Link
workers.
7. Annual LD champions
and DUG meeting
th
arranged for 29 of
November 2019 with
Treat me well campaign
by Mencap as the
theme.

Completed

1. Continue to
implement the DUG plan
for 2018-2019.
2. Jill Singh
(independent advocate)
and LD team to look at
carers needs specifically
as a project.

Ongoing

Completed

Part
completed

Part
completed

Completed

Ongoing
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coverage and updates through
our own communication team.
Minutes of DUG meetings with
their action plan can be found
on the public Trust website.
News updates can be found on
the Trusts FB pages and staff
net news pages.
Mystery shop of
communication on wards/units
completed.
Review of Primrose Unit
completed with members of
DUG
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Annex 2

Mortality & Morbidity Review

Summary Report

25/04/2018

Service Line

Learning Disability Liaison (LDL)Team

Prepared by

Saoirse Read. LDL Team leader

Approved by

Nicola McMinn, Senior Matron for Clinical Standards

Presented by

Saoirse Read. LDL Team leader

Provide overview of Mortality & Morbidity Review process
1. PHNT has an alert system in place so that when a patient with learning disability (LD) dies in
hospital this is alerted and noted by the learning disability liaison (LDL) team.
2. A specific LD template has been developed and used to look at ‘Factors relating to Death’
completed by the LD medical lead and ‘Factors relating to Disability’ (for example it includes
reasonable adjustments made during admission, use of the MCA act, family/carer
involvement, other impairments and social situation) completed by the LDL nurse lead. This
report represents the LDL nurse review only.
3. A six monthly report will be presented PHNT mortality panel. This report represents the period
from January 2017 to December 2017.
4. All people with a LD death will be subject to National Mortality Case Record Review
Programme: Structured case review.
5. All people with a LD death will be reported to Learning Disabilities Mortality Review (LeDeR)
Programme from October 2017.
Provide a summary of number of cases reviewed and any cases of concern







In the period of January 2017 to December 2017 there were 9 cases of deaths of people with
LD in Derriford Hospital. This represents less than 1% of deaths in the same period.
Of these 9 cases 8 were male and 1 was female. The median age for men being 57 which is
22 years less than the expected life expectancy age of 79yrs in the UK. The median for
women being 66 which is 16 years less than expected life expectancy age of 82 yrs. in the
UK.
The most cause of death noted was pneumonia (6), Colorectal Cancer (or complication
related to this 2).
Common clinical co morbidities were cerebral palsy (2), epilepsy (4), downs syndrome (2) and
dysphagia (5).
Common social co morbidities noted were poor or no mobility, sensory problems, swallowing
difficulties and communication issues. Only 1 person resided in a residential home.

Identified learning both local and organisational?

1
2
3
4
5
6
7

100% of people were alerted on Rapa, IPMs and had a LD alert sticker in their notes.
89 % (8 out of 9) of people had been seen by the LDL team. One person was not seen due to
weekend admission and time of death outside of LDL team working hours.
78% (7 out of 9) of people had a LDL nursing care plan and reasonable risk assessment tool
completed. The other two people were out of LDL team hour’s weekend admissions.
75% people had had a hospital passport in place.
100% had a TEP in place but they were not always completed well in terms of following the MCA
processes (2 out of 9 fully completed).
44% (4 out of 9) of people had a last days of care plan in place.
100% of people had a completed death certificate in place.
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8

67% (6 out of 9) cases had a screening or structured review (as per time of year). Three were
unreturned.

Significant risks and gaps identified from the M&M review process
Proposed Actions:
1. TEP audit (for LD patients only) completed by LDL team to be reported to the safe
guarding adult and children’s steering group. During the time of audit Datix’s had been
raised for TEPs not been completed or reviewed as per Trust guidance. Main issues
were MCA part not completed and discussion with family or people who know them well
was absent.
2. Mortality panel to consider/agree if LD medic reviewer is needed in light of the new
structured reviews.
3. Mortality panel to consider how to pull out good or poor practice from the new structured
reviews and agree a way of disseminating learning points.
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Annex 3: Learning Disability Action Plan
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