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	1.Admission Date:_____________________

Has the patient:
□an identified learning disability
□We suspect the person may have a learning disability 

	3. Does the patient display Any Behaviours such as:

Physical aggression □ Shouting/Screaming □
Wandering/walking off □  

Refusing tests, procedures or treatment □

Other:

	2.Does the patient have any difficulty/inability with

□ Communicating?  □ Understanding?  

□ calling for help

 □ indicating pain                                                                                                                    
	4.Does the patient have any other needs such as:

□ Eating and Drinking/Swallowing difficulties/PEG/NG Fed – Refer to any Guidelines
□Epilepsy – Refer to any Guidelines
□Requires careful positioning – Ensure physiotherapy/pressure care plan completed
□Carers are supporting the patient in hospital
Other:                                               


Learning Disability Risk Assessment and Care Plan
If YES to box 1 and any of the other boxes above please complete Learning Disability Care Plan clearly stating what has been implemented and Refer to Learning Disability Liaison Nurses (S:07795826075 F:07796197656)
	CONSIDER
	ANSWER
	YES
	NO
	EXPLAIN ACTIONS TAKEN 

	1. COMMUNICATION
	
	
	
	

	Consider the patient is situated on the ward if unable to call for help 

-alternatives for patient unable to use call bell 

-additional staffing if patient has to be placed in a side room/can not call for help□
	Is the patient able to communicate effectively to staff to allow their needs to be met?
	
	
	

	
	Can they use the call bell? Can they call for help?
	
	
	

	Consider that the patient may not be able to read information given to them. Discreetly check if patient is able to read and/or write
	Can the patient read and/or write?


	
	
	

	Consider how the patient indicates pain and how the pain will be managed. Be aware that patients may react to pain differently. 
	Can the patient indicate pain effectively?
	
	
	

	2. MENTAL CAPACITY
	
	YES
	NO
	N/A
	

	Follow Mental Capacity Act guidelines to establish capacity and consent for each specific decision that needs to be made. If the patient is unable to consent then a best interest meeting needs to be arranged before any intervention. Even if the patient does not have capacity it is important to communicate with them about their treatment. 
If the patient is unable to consent and does not have family, then a referral to the Independent Mental Capacity Act Advocate (IMCA) must be made. 
No-one can consent for an adult 
	If you feel patient does not have capacity to consent, have you assessed capacity as per Mental Capacity Act Guidelines?
	
	
	
	

	
	If the patient is unable to consent, have you arranged a best interests meeting?
	
	
	
	

	
	Have you discussed whether patient requires an IMCA?
	
	
	
	

	3.EATING/DRINKING/SWALLOWING
	
	YES
	NO
	

	Ensure medication is given by the correct route and how the patient prefers to take medication. Be aware that some patients may react badly if given a different brand of medication whilst in hospital.
	Can the patient take their medication independently?
Does the patient take tablets or liquid medication?
	
	
	

	
	Can the patient independently meet their nutritional needs?
	
	
	

	Consider additional staffing at mealtimes for the patient 

Consider ways to reduce risk of aspiration. 

Are there any speech and language therapy guidelines already in place to refer to regarding textures, swallow
	
	
	
	

	
	Has the patient had previous SLT involvement?
	
	
	

	Consider regular mouth care requirements and support patient to undertake this task 
	Can the patient effectively manage mouth care?
	
	
	

	4.BEHAVIOUR
	
	YES
	NO
	

	Consider that Behaviour can be a patient’s way of communicating. 

Consider purchasing support from care home staff the patient knows and trusts to support them whilst in hospital. 

Ensure that all investigations rule out a health cause for the behaviour. Do not assume that this behaviour is ‘normal’. 

Consider Deprivation of Liberty Safeguards (DoLs) for this patient. 
	Can the patient be safely cared for in the ward without extra staff support?
	
	
	

	
	Could there be any physical cause for the behaviour?
	
	
	

	
	Is the patient’s pain being effectively managed?
	
	
	

	
	Any issues regarding Night Time /Sleep Pattern?
	
	
	

	 EPILEPSY
	
	YES
	NO
	

	Consider if the person has epilepsy- what type of seizures the person has and what is their behaviour is like pre/post seizure? Consider what level of supervision they may require especially if the patient requires a side room /unable to call for help or alert staff of a seizure.
	Does the person have epilepsy?

Are seizures usually well controlled? 

Does the patient have epilepsy guidelines?
	
	
	

	PHYSICAL DISABILITY 
	
	YES 
	NO
	

	Consider the persons needs if they have a physical disability. It is important that a risk assessment is undertaken regarding the use of bed rails, risk of falling out of bed, kicking/hitting head with bedrails, or climbing over bed rails.

Consider asking carers to bring in their own wheelchair which may aid mobility.
	Does the person use a wheelchair?
	
	
	

	
	Do they need regular repositioning in bed? 
	
	
	

	
	Do they use a sleep system or any other equipment aids?
	
	
	

	
	Do they need bed rails?
	
	
	

	
	Are bed rails padded?
	
	
	

	6.  INFORM
	
	YES
	NO
	

	Ensure referral has been made to the Learning Disability Liaison Nurse and kept informed of patient and if patient is moved to another ward/department 
	Has the learning disability liaison nurse been informed of patient admission?
	
	
	(S: 07795826075 F:07699718635)

	If the patient requires ‘easy read’ contact the Learning Disability Liaison Nurse who will provide this for them
	Does the patient require accessible ‘easy read’ information?
	
	
	

	Ensure medical staff, physiotherapist, OT etc aware that patient has a learning disability and informed of their specific individual needs
	Is the MDT aware of the patients’ learning disability needs?
	
	
	

	Ensure that information provided in Patient Profile is communicated at all handovers/ward rounds
	Is the Patient Profile discussed at Handover?
	
	
	

	7.CARERS
	
	YES
	NO
	

	Ensure that Carers needs are considered when supporting a patient on the ward – meal breaks, drinks, comfort breaks, recliner chair if staying overnight.
Allow carers who are supporting the patient to visit outside normal visiting times as a ‘reasonable adjustment’
	Have you considered Carer’s needs in relation to reasonable adjustments for the patient?


	
	
	

	Refer to carers for information about the patient. They know the person best – use their knowledge of the person - listen and act upon what they say.
	Have you discussed the patient with a carer to gain information?
	
	
	


	
	Please record date and signature

	Review every action every shift
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Shift Evaluation

	Date & time
	Variance record
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Risk Assessment and care plan completed by:   _____________________________


SIGN........................................   DATE.....................................























A = achieved V=variance (complete variance on separate sheet
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