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What is the VIP scheme?

• Hospitals are a scary place
• Hospital Passport was brought into 

hospital but it wasn’t looked at
• Because your in hospital we know best
• Patient wasn’t listened too
• Sent home without finding out if the patient 

has someone to care for them

Presenter
Presentation Notes
1. Scary Place = scary for anyone more so if you have difficulty understanding what's going on.2. Passport = brought in but not always read or not brought in.3. We know best = Hospital staff feel they know what's in your best interests but it may not be what you want.4. Sent home = recognising changes in support needs. Either no support to needing support or supported living to nursing care.



What is the VIP scheme?

Vulnerable In Patient



What is the VIP scheme?

When a patient with a 
learning disability comes into 
hospital they will either 
consent to be a part of the 
scheme or that decision will 
be made in their best interest.



What is the VIP scheme?

VIP symbol will be 
placed above 
the patients bed.



What is the VIP scheme?

VIP symbol 
to be placed 
on the front 
cover of the 
clinical 
notes.



What is the VIP scheme?

Ward and department 
based LD VIP champions 
identifiable by the VIP 
champion badge.

Presenter
Presentation Notes
They will promote best practice around the care and treatment of patients with learning disabilities during their time within that particular department.Provide advice to staff on caring for patients with LDEnsuring accessible information is available.Promote the safety and well being of patients who have a learning disability.5. Be an advocate for patients with learning disabilities. 6. Promote the use of the VIP hospital passport and the VIP scheme.7. Promote the safety and well being of patients who have a learning disability.



What is the VIP scheme?

LD role specific volunteers 
identifiable by the yellow 
tabard and VIP champion 
badge.

Presenter
Presentation Notes
1. Assist patients with meals where appropriate.2. Assist patients to participate in activities and provide support to alleviate boredom.3. Be an advocate for patients with learning disabilities. 4. Promote the use of the VIP hospital passport and the VIP scheme.5. Promote the safety and well being of patients who have a learning disability.



How will it help?

Putting the VIP 
symbol above 
the bed will 
alert ALL staff 
that the patient 
has a Learning 
Disability and 
may need extra 
support.



How will it help?

The VIP sticker 
on the notes 
will alert all 
staff that see it 
that the patient 
may need 
things 
explaining to 
them 
differently.



How will it help?

It will also refer 
staff to the VIP 
checklist full of 
top tips on how 
to support a 
patient who has 
a learning 
disability. 
(available on 
the intranet or 
in printed 
pocket sized 
format)

CHECKLIST

1………
2………
3………
4………



Checklist includes

Identify the 
patient as 
having a 
learning 
disability 



Checklist includes
Ask if the patient 
has a VIP Hospital 
Passport.

Read the VIP 
Hospital Passport, 
this is about 
communication, 
how the patient 
expresses pain, 
eating and 
drinking, 1:1 
support needs, 
capacity and 
consent.



Checklist includes

Make time to get 
to know your 
patient. 



Checklist includes

Introduce yourself to 
family or support 
workers, carers are a 
valuable resource 
and often know the 
patient well.



Checklist includes

If the ward require 
advice or input from 
the Acute Hospital 
Liaison Nurse either 
complete an ICE 
referral or contact 
01924 543692, mobile 
07748920280.



Checklist includes

If family members or 
paid support workers 
are providing care for 
the patient whilst in 
hospital, share MYHT 
Carer’s Guidance and 
agree expectations. 

(Remember to offer 
them breaks)



Checklist includes

Document the 
conversation in 
the patient’s 
notes.



Checklist includes

Is the patients 
mental capacity 
in question? 

Consider Mental 
Capacity Act 
assessment, and 
Best Interest 
decision making.



Checklist includes

Is it likely the 
patient requires 
1:1 supervision? 

Contact the ALN 
and request 
support to 
complete a joint 
‘Risk Dependency 
Support Tool’.



Checklist includes

When planning 
discharge, have the 
patients support 
needs changed? 

Liaise with care 
manager, family, 
CTLD nursing and 
support provider.



Checklist includes

Always speak to 
the patient first, 
give time for the 
patient to 
respond.



Winterbourne View





Learning disability care plan

• To encourage the documentation of 
reasonable adjustments, the LD care plan 
was developed. 



Learning disability care plan



Learning disability care plan



MCA Care plan

• To encourage the documentation of MCA 
assessments by nurses, the decision 
making care plan                                   
was developed. 



MCA Care plan



MCA Care plan



‘Sit me out of bed!’: Reducing deconditioning in the hospital 
setting

Steve Friel- Quality Improvement Lead, Mid Yorkshire NHS 
Trust



What would your granny 
want?



Background
“Among hospitalized elderly persons, bed rest and 

immobilization contribute to several iatrogenic disorders, 
including pressure sores, deep venous thromboses, and 
incontinence, and commonly lead to functional decline 
and disability.” (Gill et al. 2004). 

This phenomenon is known as deconditioning.

People over the age of 65 make up the largest bulk of 
long stay patients in acute hospitals, with 
‘deconditioning’ being cited as the second most 
common barrier to discharge in the elderly population.





Hospital Acquired 
Deconditioning
Prolonged bed rest and deconditioning:
Reduced mood/increased confusion
Cardiac deconditioning
Dehydration
Reduced exercise tolerance- doesn’t return to 

‘normal’ for 5-10 weeks after becoming mobile
Postural hypotension
Reduced Lung function- TV + Residual Volume

Presenter
Presentation Notes
Research has shown that bedrest of longer than 24 hours results in a shift of around 1L of fluid from the legs to the chest. This temporarily increases venous return to the heart and elevates intracardial pressure (Perhonen et al, 2001).As stroke volume decreases, the myocardium is required to do less work and begins to atrophy. Myocardial thinning, particularly in the ventricular regions, is common in both male and female bedridden patients (Dorfman et al, 2007).The body’s mechanism to counteract this decrease in stroke volume and keep sufficient cardiac output is to gradually increase the heart rate. This can normally be observed in bedridden patients.After four weeks of bedrest, the resting heart rate typically increases by around 10 beats per minute. Also, the heart rate after exercise is up to 40 beats per minute faster in patients who have just had four weeks of bedrest. Exercise tolerance in these patients does not fully return to normal for 5-10 weeks after they become mobile again (Corcoran, 1991).Cardiac deconditioningLike skeletal muscle, the cardiac muscle fibres within the myocardium (muscular layer of the heart) need the stress of physical work to stay healthy. The principle of ‘use it or lose it’ is key. As stroke volume decreases, the myocardium is required to do less work and begins to atrophy. Myocardial thinning, particularly in the ventricular regions, is common in both male and female bedridden patients (Dorfman et al, 2007). It may be possible to reduce the effects of cardiac deconditioning by encouraging bedridden patients (if appropriate) to undertake light bed exercises to help maintain venous return and increase stroke volume.Postural hypotensionWhen people move from a sitting or supine position to a standing position, there is a natural tendency for blood and lymph to rush quickly downwards into the lower limbs under the influence of gravity. In the veins and lymphatic vessels, valves close to minimise this shift.Arteries lack valves, so, when a person stands up, there is usually a rapid drop in arterial blood pressure. Unless this pressure drop is quickly corrected, there is a danger that blood flow to the brain will fall, potentially causing dizziness and fainting.In healthy, mobile people, the rapid drop in blood pressure that happens on standing upright is immediately detected by the baroreceptors in the aortic arch and carotid sinus, which relay information quickly to the: Cardiac centre, which increases sympathetic stimulation of the heart, increasing cardiac output and raising blood pressure;Vasomotor centre, which increases sympathetic stimulation of the blood vessels in the lower limbs, leading to partial vasoconstriction and minimising the downward movement of blood.These responses help maintain blood pressure and circulation in the brain and reduce the risk of postural hypotension. In bedridden patients, these mechanisms are impeded by:Reduced blood volume, which can lead to greater drops in blood pressure on standing; Blunting of baroreceptor reflexes, as reduced blood volume produces less of a stretch stimulus and the stretch receptors progressively become less sensitive; Reduced venous return and stroke volume; Cardiac deconditioning and myocardial thinning, which limits the pump effectiveness of the heart.Postural hypotension is one of the first problems to be seen in bedridden patients and has been noted after as little as 20 hours of bedrest (Gaffney,1985). Most research suggests that reductions in plasma volume are mainly to blame for this response. It is also thought that cardiac deconditioning makes the problem worse (Dorfman et al, 2007).Postural hypotension often becomes apparent when the patient first starts to move about. Unfortunately, it is not uncommon for older patients to come into hospital with a hip fracture, spend a period of time in bed recuperating, and then suffer a fall – and potentially another fracture – because of postural hypotension.Fainting or uncomfortable dizziness when first moving about after bedrest can easily cause anxiety and fear in patients. In an extreme form, it can even lead to a panic attack and patients may be fearful when confronted with the same situation in the future (Walker et al, 2007).Such classically conditioned fear or anxiety responses are difficult to treat but, in hospital settings, better preparation for planned procedures, such as transferring a previously bedridden patient from bed to chair, can help overcome the problem.Nurses can help patients to anticipate the potentially frightening ‘faint feelings’ associated with such movements, to help them avoid experiencing sudden or unexpected fear. Recovering sufficient orthostatic function to avoid the risk of postural hypotension is a slow process, particularly in older people. Even young, fit, healthy adults take several weeks to fully recover once they start moving about (Fletcher, 2005).Respiratory effectsProlonged bedrest is associated with several time-dependent effects on respiratory function.Lung volume changesTidal volume: This is the volume of air exchanged during normal breathing and is typically around 500ml (Montague, 2005). In a supine person, the weight of the body restricts the free movement of the rib cage, reducing tidal volume.It has been estimated that, when a person is upright, 78% of tidal exchange is due to the motion of the rib cage but, in the supine position, restriction of rib cage movement reduces this to around 32%. During prolonged bedrest, patients may develop fixed contractures of the costovertebral joints, further reducing tidal exchange and potentially leading to permanent restrictive pulmonary disease (Halar, 1994).Residual volume: This is the air remaining in the lungs after a full forced breath out and is typically around 1.5L (Montague, 2005).The residual volume of the lungs drops in bedridden patients, potentially increasing the risk of portions of the lung collapsing



Hospital Acquired 
Deconditioning
‘Older adults who are discharged with poor physical 

function have 3 times the odds of being readmitted 
within 30 days than older adults with medically 
complex conditions and high physical function’ 
(Falvey et.al 2015).

‘MOVE IT OR LOSE IT’- mobilise + sit out of bed!
 Increased lung capacity
 Improved circulation
 Increased muscle stretch + resistance not gained in bed exs
 Improved mood/stimulation



Evidence based practice
High intensity resistance training
Moderate intensity motor control and balance 

retraining
Aerobic exercise
General conditioning activities

Presenter
Presentation Notes
 number of studies within acute care,69 community,70 and home71 settings have shown that exercise interventions including RT21,54,72 for older adults with frailty carry no increased risk of serious adverse events72 and result in improved physical performance and reduced risk of health events73 that might necessitate a hospitalization



Early Mobilisation

Usual HIP (High Intensity 
Physiotherapy)

Acute 7.38 5.98
Rehab 29.90 20.98

• Early mobilisation has shown to not only be safe 
but also beneficial in increasing functional gains

• High intensity physiotherapy after #NOF can 
reduce LoS (Kimmel et al 2015).



National initiatives



National initiatives



Deconditioning awareness



Sit me out!!!!
Multidisciplinary group of 

elderly care practitioners 
based at PGH.

Aiming to increase 
awareness on elderly 
care wards about 
deconditioning as well as 
improving the number of 
patient sitting out of bed 
on a daily basis.



Current status
Baseline audit results showed that across the 4 

elderly care wards at Pinderfields Hospital, only 33% 
of patients were sitting out of bed for their lunch.

Audit results showed that 85% of patients were still 
in their pyjamas, with less than 50% of patients 
sitting out of bed.

80% of patients wished to be sitting out of bed 
for lunch.



Ward comparison %SOOB
All four wards had less than 50% of patients sitting out of 
bed by lunchtime, with G42 having the least patients sat 
out at only 33%.



Barriers to sitting out of bed:
The Top 5 reasons respondents thought 
patients were NOT sitting out of bed were :

1.No time for staff to assist patients 
2.Staff lack  confidence in assisting patients
3.Patients awaiting assessments by PT
4. Increased risk of falls if patient out of bed
5.No appropriate seating available



Interventions to improve 
%SOOB
Bulk order of recliner chairs and specialised seating 

to facilitate more dependent patients being able to 
be transferred out of bed.



Deconditioning awareness 
poster



Deconditioning awareness 
patient pamphlet



Traffic Light System



Name

_________________
__

_________________
__

INDEPENDEN
T

If found

Please 
return to the 

Therapy 
Team

Additional patient info

___________________
__

___________________
__



Name 

__________________
__

__________________
__

TRANSFERS 
ONLY

Assistance

__________________
__

If found

Please return 
to the 

Therapy 
Team

Additional patient info

_____________________

_____________________

_____________________



Name 

_________________
__

_________________
__

Assistance

_________________
__

Distance

_________________

If found

Please return 
to the 

Therapy Team

Additional patient info

_____________________

_____________________

_____________________



Staff Education
• 30 minute workshop run by ward therapists

• Attended by HCAs staff nurses and medical staff

• Targeted short program aimed at deconditioning 
awareness together with practical component. 



Results- %SOOB
Most effective

G43- Staff training

G20- Patient information booklet

G42- Traffic Light System

G41- Staff information Poster
Least effective



Average SOOB results by ward 
2016/2017



Secondary results
Reduction in falls on during trial on G42 compared to 

other wards since Traffic Light System implemented.
Significant reduction in total reported pressure sores 

on G43 after implementation of staff training.



Future Directions
Trustwide deconditioning awareness program.

Develop deconditioning awareness booklet for use 
on elderly care wards.

Continue to trial patient pamphlets and staff training 
on different wards to compare results.

PJparalysis trial on Ward 2 with assistance of Anita 
Ruckledge and Ward Manager Charlotte Evans



Take home message
ALL Patients need to be encouraged to:

GET UP
GET DRESSED
GET MOVING

It is everyone who has contact with a patient, 
responsibility to ensure patient is sat out of bed and 
active during hospital stay.



Questions?



Pyjamas NOT 
optional

An approach to providing individualised 
care in Locala Intermediate Care settings
Karen Charlton- Named Professional for 

Safeguarding Adults



The medical model of care

Presenter
Presentation Notes
Aaw lovely isn’t he/she. Looks terribly cute but also a little forlorn and laying back on bed looks ill. Probably actually looking more like I do wish these humans would stop doing this to me – its so demeaning and undignified. But a person laying in bed in pyjamas tends to look the same. Traditionally the medical model of care emphasises the ‘sick’ role of the patient and creates dependence upon the medical team delivering the care. Studies have shown that the longer patients spend in pyjamas the more likely they are to become institutionalised and passively accept this role sometimes with the unintended result that they never return to previous levels of normality and functionality as they can become stuck in the passive, dependent role. 



A more holistic model of care

Presenter
Presentation Notes
Headlines in newspapers can convey powerful messages but also inappropriate ones- the headline makes it sound almost as though patients are left in their own clothes and discharged ASAP home. This article is about the Countess of Chester Hospital in Cheshire who have adopted the initiative developed in New Zealand and Canada.



Locala’s approach

Presenter
Presentation Notes
Locala’s approach is NOT to carry out therapy sessions naked!!  As far as getting people into their own clothes is concerned our intermediate care units have been taking this approach for a long time. We provide care for those who need a step up from community or a step down from hospital before returning home. Our ethos on these units is that getting people into their own clothes gives them back their dignity. It takes them away from the medical model of being the ‘sick’ patient and we finds definitely makes a difference psychologically. It helps with goal setting and future planning and is the next step towards home. It returns the person back into a normal routine. When the patient arrives at our intermediate care units they are deemed as medically fit but just still requiring some rehabilitation before they return to their usual place of residence therefore wearing normal clothes and not pyjamas during the day is seen as being part of being medically fit. If they have no clothes- family are asked to bring some in for them ASAP to get the transformation started.



Case study

• Mr X arrived at one of our intermediate care 
units after spending several weeks in hospital. 
He arrived from the hospital wearing pyjamas 
and as he had no other clothes with him, it was 
to be assumed that he had worn pyjamas 
during his entire stay. 

• When he first arrived he was quite unmotivated 
but soon afterwards he was provided with his 
own clothes to wear and he began to engage 
with his therapy very actively and he is now 
well on the road to returning back to normality 
by returning home. 


	Dignity in Care Network�14th July 2017 ��Pyjamas Optional: �Promoting Dignity to Avoid Institutionalised Care�
	Slide Number 2
	What is the VIP scheme?
	 What is the VIP scheme?
	What is the VIP scheme?
	What is the VIP scheme?
	What is the VIP scheme?
	What is the VIP scheme?
	What is the VIP scheme?
	How will it help?
	How will it help?
	How will it help?
	            Checklist includes
	            Checklist includes
	            Checklist includes
	            Checklist includes
	            Checklist includes
	             Checklist includes
	             Checklist includes
	           Checklist includes
	           Checklist includes
	           Checklist includes
	           Checklist includes
	Winterbourne View
	Slide Number 25
	Learning disability care plan
	Learning disability care plan
	Learning disability care plan
	MCA Care plan
	MCA Care plan
	MCA Care plan
	Slide Number 32
	What would your granny want?
	Background
	Slide Number 35
	Hospital Acquired Deconditioning
	Hospital Acquired Deconditioning
	Evidence based practice
	Early Mobilisation
	National initiatives
	National initiatives
	Deconditioning awareness
	Sit me out!!!!
	Current status
	Ward comparison %SOOB
	Barriers to sitting out of bed:
	Interventions to improve %SOOB
	Deconditioning awareness poster
	Deconditioning awareness patient pamphlet
	Traffic Light System
	Slide Number 51
	Slide Number 52
	Slide Number 53
	Staff Education
	Results- %SOOB
	Average SOOB results by ward 2016/2017
	Secondary results
	Future Directions
	Take home message
	Questions?
	Pyjamas NOT optional�An approach to providing individualised care in Locala Intermediate Care settings�Karen Charlton- Named Professional for Safeguarding Adults�
	The medical model of care
	A more holistic model of care
	Locala’s approach�
	Case study

