RWHT Visiting Policy – One Voice response

The framing policy from The Guiding Principles for the Production of Hospital Visiting Policies (DHSSPS 2008 p6) states that visiting periods should be limited to 2 hours, which is how things stand at present at New Cross for most wards. Any reduction would seem to be driven by the wishes of the Royal Hospitals Trust administration, not by patients needs not being met.

Hospitalisation is a stressful experience for most people – denying patient the right to reasonable contact with friends and family may increase the stress and alienation they experience, which may have a knock-on effect on recovery rate – has any assessment been done on this?
No case seems to have been made for just how the present 2 x 2hour slots have failed to meet the requirement of patients for quiet time, and the visiting hours presently set mean that the visiting does not interfere with meals, rounds etc

Similarly the need for effective care for a patient seems to have been viewed entirely as a medical need – for many patients, some time with friends and family, and links to their life outside the hospital are an essential element in meeting their care needs.

Also, such narrow visiting times increase the difficulties for the potential visitors, who may have impairments, cultural or religious practices, family, work  or other responsibilities that make this proposed change unreasonably onerous.

We would like to know if an Equality Impact Assessment has been made on this policy, as required by the Disability Equality Duty, We would like to see this impact assessment, as we believe this policy may have an unequal adverse affect on disabled patients and visitors.

The Hospital is under a general duty to positively promote disability equality, and the RWHT in its Disability Equality Scheme states (p9) that it has a strong commitment to ensure that Equality and Diversity is embedded into its policies and strategies

 –the “making special arrangements” approach does not do this, it does not mainstream equality.
The 2 visitors policy(4.2) may discriminate against deaf people who require an interpreter as one of those 2 people, or other disabled people who have an advocate.
Concomitant with ‘no sitting on beds’(4.3), should be a statement that the RWHT will provide a variety of chairs for visitors to sit on (thereby meeting the accessibility commitments made in the Disability Equality Scheme.

Some of our service users report that this doesn’t happen presently.

We have concerns that the section on Confidentiality does not take proper account of the terms of the Mental Capacity Act, and the “patient unable to communicate” criterion should instead be that the patient is assessed under the Act as lacking mental capacity.
The “patient unable to communicate” term needs to be more clearly defined. For example a deaf person may need a sign language interpreter and may consent to that interpreter having treatment information so that it can be explained to the patient. There may need to be some signed communication taking place before that consent can be given. And in this instance it is not the patient who cannot communicate but the RWHT who are unable to communicate in an appropriate manner. 
With regard to the family “nominated person” this should surely be decided upon by the patient where s/he has capacity, rather than by the family.
The prior arrangement stipulation on the use of mobiles and camcorders may represent a failure to meet the duties under the Disability Discrimination Act and the Disability Equality Duty.

Deaf people cannot use ward phones, so may need to use their mobiles for texting to the outside world. This should not require special permission. Would suggest the policy is amended. Similarly using video cameras in playback mode – for example to view signed communication may be required, or (as given in the guidance on the Mental Capacity Act) to provide a better way of explaining things so the patient understands.
The policy elements on Children & young people does not take account of the high number of young carers who care for disabled people. (there is an estimated 800 young carers in Wolverhampton (extrapolation from national census figures) If the disabled person is the patient, the young carer should have the same access to the patient as adults. Also access to treatment information should be available on the same terms as adult carers where that the patient has authorised such treatment and aftercare discussions.

Guidance from the EHRC on various aspects of the Disability Discrimination Act suggest that a reasonable adjustment can often be allowing more time for a disabled person than a non-disabled person. This requirement for more time may apply to the patient or the visitor. The Disability Equality Duty element of the RWHT ‘s responsibilities should mainstream this more flexible approach.

We think the proposal to change the visiting hours policy should be re-evaluated, since it fails to secure greater benefit to the patient, and is not disability-friendly.


