Reflection three.

During our caseload meeting I was allocated MJ a recent stoke patient, discharged from hospital into an interim care bed in a local nursing home (NH).  MJ was referred to improve mobility and transfers before being discharged home.  The NH had given me very little feedback/information has he had newly arrived that day.  Upon my visit I soon discovered that MJ had limited verbal communication and appeared to be quite hard of hearing, no hearing aid present.  I gained consent from MJ to move to a quieter room away from the other residents and the distractions of staff and television.  MJ appeared to understand my conversation, if I kept face to face with him, allowing him to see my lip movements.  MJ struggled to share his thoughts and feelings due to his speech being impaired, so we resorted to writing, which worked well but was quite time consuming.  It soon became clear that MJ would be benefit from a referral to Speech and Language therapy (SALT) for support, with speech and the potential use of appropriate cue cards.  Once completing my assessment, I invited the NH manager to discuss MJ rehabilitation program and discussed the importance of good communication with the patient as he had become quite anxious, due to the NH staff not understanding his wishes and believes which as part of our code of conduct (2010) we should be making every effort to accommodate whilst being cared for, allowing MJ to feel respected at all times.  After our conversation, I moved MJ to a quieter part of the room and positioned MJ appropriately so he could see residents faces when spoken to.  MJ appeared relaxed upon me leaving.

I felt slightly disappointed that the referral had not included MJ’s communication issues, as I could have spoken to SALT in the hospital for guidance.  I think that the NH staff had situated MJ next to chatty residents hoping this would encourage MJ to communicate but I think it had the opposite effect due to his hearing and positioning, being unable to follow the conversation around him.  MJ appeared to be anxious, I think due to lack of communication from staff about his discharge planning and the NH environment, being a much younger gentleman.

By taking MJ to the quieter room, he automatically relaxed and was able to concentrate on one conversation.  MJ appeared to engage well once we starting to use writing notes to communicate as he could communicate all his thoughts, rather than me guessing/assuming what he was trying to express.  By introducing written communication to the NH staff, MJ could communicate accurately and reduce his frustration which had been portrayed as shouting/grumpy behaviour to the staff.  Written communication takes extra time during therapy but also allowed MJ and staff to have a better understanding of any changes to medical/personal needs and how further adaptations may be needed.

The Care Quality Commissions (2017) believe that there are 7 barriers, such as language, emotion, perception and environment, can cause poor communication.  By removing MJ from the busy environment into a quiet space I could communicate slowly and clearly allowing me to discuss his difficulties, frustrations and feelings.  This automatically reducing his anxiety, improving his perception of expectations during his rehabilitation and giving him a clear idea of how he could be managed during his stay, whilst respecting his own wishes.  By involving NH staff and SALT with his rehab, I could enhance his communication skills further, increasing the strength of his relationship with staff and family potentially allowing a quicker recovery.  The stress was dramatically reduced to the staff and his family as they were now aware that MJ could not cope being in noisy surroundings, reassured to know that his behaviour was just due to the frustration of MJ not understanding/hearing properly and that his best way to communicate efficiently was through written notes.

From this experience I have taken away with me the importance of personal, quiet space when completing an assessment.  To ensure I have all the significant information prior to my visit, such as SALT assessments and feedback from key hospital staff.  This would have allowed me to be more prepared for a difficult visit.  I need to investigate a patients previous social/medical history prior to my initial contact, as other professionals may have already identified special communication preferences.  

In the future I will do more research on handover of a patient, create a checklist to ensure that I have up to date, relevant information.  I could ask hospital staff for more information that would be relevant for communication, current ability and progress of patient from admission to discharge and specific goal planning with myself and other medical teams.  I will always remove the patient into a private room to respect their confidentiality and allow me to assess in a quiet environment if the patient consents.  I think sharing information with family/carers/staff with permission from the patient is very important, to avoid miscommunication, anxiety and duplication of questioning and work.
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