
 
 

      

Acute Liaison Nurse Learning Disabilities Guarantee 

Prior to admission 

 Actively promote the role of the acute liaison nurse within the acute trust ensure ward based 

information with contact details is available and updated.  

 Train and educate acute trust staff to meet identified needs of people with learning disabilities. 

 Facilitate work based learning opportunities and bespoke training sessions for acute staff. 

 Identify barriers to accessing acute health care services and plan actions and initiatives to 

overcome and assist easier access to services.  

 Work with the integrated learning disability teams to ensure effective health facilitation and a 

smoother pathway from primary care into secondary care. 

 Instigate and implement the completion of a hospital passport. 

 Facilitate the meeting of individual healthcare needs for people with complex needs –support 

and signposting, consider use of pmld pathway. 

 Support people with a learning disability, their family and/or carers in accessing acute 

services.  

 Facilitate partnership working with primary care especially around physiological investigations 

during admission and sharing information. 

 

On admission 

 Ensure face to face contact within 48 hours as a minimum for the patient, family, and/or 

carers, and staff and agree a monitoring action plan/follow up. 

 If unable to make face to face contact within the first 48 hours ensure that telephone contact 

is made with the nurse responsible for delivery of care to advise and offer support in 

managing communication, behaviours, and treatment.  

 Support the patient with a learning disability, their family and/or carers. 

 Support staff to make reasonable adjustments and complete the required documentation and 

pathways of care for a patient with a learning disability. 

 Provide easy read information as required. 

 Provide tools to assist staff to assess and care for a patient with complex needs. 

 Support best interests decision making, signpost to advocacy services, and mental capacity 

assessments where necessary.  

 Commence discharge planning in liaison with the Discharge management team and provider 

services/care manager/family.  

 Document visits in patient ward records and PARIS-TEWV.  

 Complete data sheets to capture reason for admission, treatment during admission, discharge 

requirements, and training needs. 

 

On discharge 

 Follow discharge up with a telephone call within 48 hours. 

 Complete a discharge follow up visit in the persons own home. 

 Review Hospital Passport. 

 Plan review of HAP and AHC if required. 

 Identify /Monitor any training requirements for carers and implement. 

 Book future visits and support if required. 

 

 


