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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
(October 2008 - Ref: 08/10/P/7) 
 
Subject:  IMPLICATIONS OF THE INDEPENDENT INQUIRY INTO ACCESS TO 

HEALTHCARE FOR PEOPLE WITH LEARNING DISABILITIES 
 
Summary : 
The independent inquiry found that high levels of care are currently not being met nationally for 
people with learning disabilities.  They appear to receive less effective care than they are 
entitled to and there is discrimination in access to and outcomes from, services.  There is 
avoidable suffering due to untreated ill health and a high likelihood of avoidable deaths occurring 
in this group of patients.  
 
Key recommendations from the inquiry report are highlighted along with a high level assessment 
of current gaps against these and an outline of proposed work streams to address the 
deficiencies. 
 
 
Actions requested:  
The Board of Directors is asked to note the recommendations from the inquiry report and 
support further work to address the quality improvements required to ensure equal access to 
services for people with learning disabilities. 
 
Business Plan Objectives supported: 
The delivery and provision of high quality/low risk care.   
 
Public and patient involvement:  
Patient and public involvement will be crucial to success in implementing the required changes. 
 
Communication and reputation implications: 
Failure to address the recommendations from the inquiry could result in damage to the 
reputation of the Trust and risks to patients with learning disabilities. 
 
Risk Assessment: 
To be determined as the work streams progress.  
 
Equality and diversity implications: 
Equality of access to services and understanding of treatment options for people with learning 
disabilities, in order to meet legal requirements. 
 
Resource implications 
To be determined as the work streams progress.  
 
 
Author:   Bernie Ah-Fat 
 Deputy Chief Nurse 
Sponsor: Juliette Greenwood, Chief Nurse and Director of Quality and Standards 
 Bernie Ah-Fat, Deputy Chief Nurse 
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1. Introduction or Background 

1.1 A National inquiry into the provision of health care for people with learning disability 
was commissioned by the Secretary of State for Health in 2008 following the Mencap 
report “Death by Indifference” (2007). The inquiry found that people with learning 
disabilities have worse health than others, high levels of unmet need and receive less 
effective treatment, despite the fact that the Disability Discrimination Act (2005) and 
Mental Capacity Act (2005) set out a clear framework for the delivery of equal 
treatment, with “reasonable adjustment” to meet individual circumstances.  

1.2 To improve the current situation and to achieve an effective fair system for people 
with learning disabilities, who also happen to have health problems, the inquiry makes 
10 principal recommendations. These recommendations are discussed below and 
include a high level assessment of current gaps. 

2. Issues/Assessment/Proposal 
2.1 Recommendation 1 

Those with responsibility for the provision and regulation of undergraduate and post 
graduate clinical training must ensure that curricula include mandatory training in 
learning disabilities. It should be competence based and involve people with learning 
disabilities and their carers in providing training.  
This will require close partnership working with education providers and people with 
learning disabilities. As this education is not currently delivered, gaps in education for 
staff currently in post will be required. 

2.2 Recommendation 2 
All health care organisations including the Department of Health should ensure that 
they collect data and information necessary to allow people with learning disabilities 
to be identified by the health service and their pathways of care tracked. 
This will require data collection and tracking by the Trust and close working with 
primary care providers, especially GPs, to agree systems of identification from the 
point of referral.  These systems are not currently in place and identification of 
patients with learning disabilities at referral from primary care is sporadic. 

2.3 Recommendation 3 
Family and other carers should be involved as a matter of course as partners in the 
provision of treatment and care, unless good reason is given and Trust Boards should 
ensure that “reasonable adjustments” are made to enable and support carers to do 
this effectively. This will include the provision of information, but may also involve 
practical support and service co-ordination. 
This will require further development of different communication methods such as 
large print leaflets and audio/visual aids.  It may also require provision of more single 
rooms to accommodate carers to be present to be involved in practical support 
without disturbing other patients.  Involvement of family and carers is encouraged at 
ward level but requires more structured guidance for staff. Links are already 
established with the Specialist Learning Disabilities Team, who often accompany 
patients to the Trust and can be contacted to assist with care planning.  
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2.4 Recommendation 4 
Primary Care Trusts (PCTs) should identify and assess the needs of people with 
learning disability and their carers as part of their joint strategic needs assessment. 
They should consult with their local strategic partnership, their learning disability 
organisations and use the information to inform the development of local area 
agreements. 
The Trust needs to be involved with this work to ensure we have a voice in the 
development of effective agreements, which will form the basis of operational 
processes.  

2.5 Recommendation 5 
To raise awareness in the health service of the risk of premature avoidable death, 
and to promote sustainable good practice in local assessment, management and 
evaluation of services, the Department of Health should establish a learning 
disabilities Public Health Observatory.  This should be supplemented by a time limited 
confidential inquiry into premature deaths in people with learning difficulties to provide 
evidence for clinical and professional staff of the extent of the problem and guidance 
on prevention. 
This will utilise root cause analysis and a system of Confidential Inquiry into 
premature avoidable death of patients with learning disabilities, in order that lessons 
can be learned nationally.  

2.6 Recommendation 6 
The Department of Health should immediately amend Core Standards for Better 
Health to include an explicit reference to the requirement to make “reasonable 
adjustments” to the provision and delivery of services for vulnerable groups, in 
accordance with the disability equality legislation. The framework that is planned to 
replace these core standards in 2010 should also include a specific reference to this 
requirement. 
The Trust needs to formalise clear pathways that allow for “reasonable adjustments” 
to support patients with learning disabilities in the most appropriate way for the 
individual circumstances. These pathways and adjustments must have robust 
monitoring processes to provide clear evidence and assurance of compliance. 

2.7 Recommendation 7 
Inspectors and regulators of the health service should develop and extend their 
monitoring of the general health services provided for people with learning disabilities, 
in both the hospital sector and in the community where primary care providers are 
located. The aim is to support appropriate, “reasonable adjustments” to general 
health services for adults and children with learning disabilities and their families and 
to ensure compliance with and enforcement of all aspects of the Disability 
Discrimination Act. Healthcare regulators and inspectors (and the Care Quality 
Commission, once established) should strengthen their work in partnership with each 
other and with the Commission for Equality and Human Rights, the National Patient 
Safety Agency and Office for Disability Issues. 
This recommendation highlights the importance of regulation and inspection and 
reiterates the need for swift action to improve services in line with all aspects of the 
provision of equitable access and provision of healthcare. A review of the Trust’s 
compliance to all aspects of the Disability Discrimination Act (2005) will be required to 
assure the Board of compliance. 
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2.8 Recommendation 8 
The Department of Health should direct PCTs to secure general health services that 
make reasonable adjustments for people with learning disabilities through a Direct 
Enhanced service. In particular, the Department should direct PCTs to commission 
enhanced primary care services, which include regular health checks provided by GP 
practices and improve data, communication and cross boundary partnership working. 
This should include liaison staff who work with primary care services to improve the 
overall quality of health care for people with learning disabilities across the spectrum 
of care. 
This recommendation will ensure that people with learning disabilities get fair access 
to health checks in the community and could result in more referrals to the Trust. 

2.9 Recommendation 9 
Section 242 of the National Health Service Act 2006 requires NHS bodies to involve 
and consult patients and the public in the planning and development of services and 
in decisions affecting the operation of services.  All Trust Boards should ensure that 
the views and interests of people with learning disabilities and their carers are 
included. 
This will require further work within the Trust to ensure that people with learning 
disabilities are not omitted from patient and public involvement work streams. 

2.10 Recommendation 10 
All Trust Boards should demonstrate in routine public reports that they have effective 
systems in place to deliver effective “reasonably adjusted” health services. This 
should include arrangements to provide advocacy for all those who need it and 
arrangements to secure effective representation on Patient Advice Liaison Service 
(PALS) from all client groups including people with learning disabilities. 
This will require regular reports to the Board on progress and evidence to 
demonstrate effective systems and inclusion. 

2.11 The Inquiry report advises service providers to pay special attention to 
recommendations 2, 3, 9 and 10 as a means to ensuring equal treatment for people 
with disabilities.  

3. Impact on Business Plan/Vision 
3.1 Ensuring that equitable access and provision of treatment is an integral part of health 

care provision and effectively meeting this agenda is an important facet of influencing 
patients to choose the Trust for their treatment. It will also become an area of 
inspection by healthcare regulators and failure to demonstrate improvements will 
have a detrimental effect on the reputation of the Trust. 

4. Options 
4.1 A time limited multi-professional group should be established within the Trust to agree 

a robust action plan to address the key recommendations for provider services. This 
group should, as a minimum, consist of staff from Nursing, Medical, Allied Health 
Professionals (AHP), PALS, Estates, Medical Records, Communications, Learning 
and Development, Safeguarding and Patient Public Involvement (PPI) forum. Once 
work streams are established these can be overseen by the Safeguarding Adults 
Steering Group and reported to the Board on a six monthly basis.  

4.2 Links should be established with the PCT and Education providers to meet the wider 
recommendations from the Inquiry. 

4.3 Thorough review of compliance to Disability Discrimination Act (2005). 
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5. Risk Assessment 
5.1 None at this time. 

6. Implications  
6.1 Public and patient involvement 

An integral part of this work and needs to be addressed at the earliest opportunity. 
6.2 Resources 

Staff time to agree and implement actions will be required. Full impact may change 
when extent of actions are fully agreed. 

6.3 Equality/Diversity 
Fair and equitable access to services and treatment should be assured for people 
with learning disabilities. 

6.4 Reputation/communications 
Failure to demonstrate improvements will have a detrimental effect on the reputation 
of the Trust. 

6.5 Legal 
National Health Service Act 2006 re public consultation and involvement 
Disability Discrimination Act 2005 re equal access to services 
Mental Capacity Act 2005 re capacity to consent 

7. Conclusion 
7.1 At the present time within the Trust there is no structured approach to ensuring equity 

of access and treatment or to ensuring “reasonable adjustments” to care provision, 
which happens ad hoc on a case by case basis. The recommendations from the 
enquiry bring a welcome drive to formalising processes to give people with learning 
disabilities equal but not the same, consideration as other patients.  

8. Recommendations 
8.1 The Board of Directors is asked to note the recommendations from the inquiry report 

and support further work as outlined in section 4 Options, to address the quality 
improvements required to ensure equal access to services for people with learning 
disabilities. 

 
 


