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COMMUNITY BASED ASSESSMENT FOR PEOPLE WITH

 LEARNING DISABILITIES – PRIOR TO HOSPITAL ADMISSION

Name:                                                                                                          D.O.B:
Hospital Number;                                                                                     

Assessment completed by:


	NAME
	ROLE

	
	

	
	

	
	

	
	

	
	


Date completed: 
Date of admission:

Hospital Ward/Department: 
Acknowledgements:  Lothian University Hospital NHS Trust, Lothian Primary Care NHS 



Trust, West Hampshire NHS Trust

	Assessment Rating Scale:
(level of support required)





(* areas scoring 2-4 must have Health Action Plan completed)

Score:  0 – No support required, capable of safe, independent care.


1 – Support/supervision required SOME of the time.


2 -  Support/supervision required MOST of the time.


3 -  Support/supervision required CONTINUOUSLY, totally dependent.


4 -  Support/supervision required from QUALIFIED PRACTITIONER



	1.  COMMUNICATION:  (What is the best way to communicate with the person, verbal, non-verbal, signs, gestures, noises, words commonly used and meanings, what is the person most likely to communicate about, how would they indicate pain?)



 

	2. SKILLS:  (What is the person able to do relating to personal care, what help is needed?)



	3. EATING AND DRINKING:  (What does the person use for eating/drinking, any aids, special diets, likes and dislikes, swallowing difficulties etc?)



	4. CONTINENCE:  (Does the person use continence aids, any help needed?)



	5. MOBILITY:  (Does the person use aids, support needed with certain tasks etc?)


	6. MEDICATION:  (How does the person take medication e.g. spoon, syringe, with food etc?)


	7. SLEEP PATTERN:  (Usual bedtimes, how long does the person usually  sleep, any routines, any problems or sleep disturbances?)




	8. BEHAVIOUR:  (Does the person display any unusual behaviours, are there any triggers,  how do carers deal with these behaviours?)



	9. ASSOCIATED CONDITIONS:  (Any conditions staff should be aware of e.g. epilepsy, specific syndromes, how is this condition managed, any specific guidelines for practice?)




	10. LIKES AND DISLIKES:  (For all aspects of the person’s life e.g. food, drink, occupation/activities, people, environment).



	11. MENTAL HEALTH NEEDS:
 (Any specific diagnosis, approaches/additional support needed, interventions?)






 

	12. SAFETY/RISK ISSUES:  (Level of awareness of environment, safety of self and others)


	13. USUAL DAILY ROUTINE:  (What is usual routine, will being in hospital distress the person, will routine be affected after discharge, will lifestyle affect treatment given?)


	14. FAMILY/CARER NEEDS:  (During hospital admission and following discharge).



	15. HEALTH CARE PROCEDURES:  (Specific procedures during this admission, help needed for explanation, preparation, planning, co-operation).








	16. CONSENT ISSUES:  (How is consent given e.g. written, verbal, implied, best interests, any areas of concern?)




                             




HEALTH ACTION PLAN

(Based on pre-admission assessment of needs).

NAME: 

	Areas of Need Identified
	Action Needed
	Person(s) Responsible
	Needs 

Met
	Needs Unmet

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Comments:


Health Action Plan completed by:
Date: 
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Important things you need to know about me:








