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Health Action Planning Strategy for Gloucestershire

Written by Esia Dean -  Strategic Health Facilitator – January 2008
EXECUTIVE SUMMARY
The Valuing People White Paper introduced Health Action Plans and Health Facilitators in 2001 to address health inequalities and improve health delivery to people with learning disabilities.

They proposed 3 Health Targets:

1. ‘ All people with a learning disability to have a Health Action Plan by   

       June 2005.’

2. ‘Health Facilitators to be identified for people with learning 

           disabilities by spring 2003’.

3. ‘All people with a learning disability to be registered with a GP by June 2004’. 

Health Action Planning is not the sole responsibility of one organisation but will find great success through integrated, joint working practice and dedication from all services involved in commissioning and providing care to people with learning disabilities in Gloucestershire.

There are 6 clearly defined steps to Health Action Planning:

1. Health Action Plan Initiated – Information given.

2. Health Assessment Completed

3. Health Facilitator Identified

4. Medical Health Check carried out

5. Health Needs and Actions recorded

6. Individualised Health Action Plan developed.

‘Health Action Planning Packs’ have been developed and can be offered by all services involved in the care of people with learning disabilities, ie:

· From CLDT’S during initial assessments

· From GP practices during health checks

· From Transition groups

· During CPA’s

· Alongside Person Centred Plans

· From day care services
This paper very clearly defines the roles and responsibilities of the Primary Care Trust, the Community Learning Disability Teams’, the Health Facilitation Team and Primary Healthcare Teams in the Health Action Planning Process, this is summarised in the following table:
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Summary of Health Action Plan

Name:

Health Issue

Action needed

By whom

Review Date
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PCT Role
	GP Practice Role
	CLDT Role
	Strategic Health Facilitator Role

	Agree appropriate READ Codes for GP practice registers and standardised e-templates for extracting clinical data.
	· Identify people with learning disabilities on the practice register using appropriate READ codes.


	· Offer a Health Action Plan to all clients / carers during the initial assessment.

· Record on Clinical Manager


	· Develop, update and distribute Health Action Planning Packs (HAP Packs) across the county.

	To respond to the recommendations outlined in the Primary Care Service Framework  - ‘Management of Health for People with Learning Disabilities in Primary Care’.
	· ensure inclusion in all screening programmes.
	· Support person with learning disabilities with HAP if appropriate.
	· Develop and deliver Health Facilitation and Health Action Planning Training to all care teams, providers, support services, professionals, service users and carers.

	Advocate the need for a named clinician from each GP practice to link with learning disability services.
	· Identify a clinical lead within the practice for learning disabilities.
	· Record Health Action Plan summary in clients notes, to include who the Health Facilitator is and review dates.


	· Provide support and advice to Primary Healthcare Teams in developing LD registers and delivering health checks.

	Commission an implementation programme for annual health checks.

Aggregate information from health checks to inform future service commissioning and equality measures.
	· Offer annual health checks to all people on the  learning disability register.
-      Inform LD patients about            

       health action plans and give   

       out HAP Packs.
	· Identify a link person from each  CLDT  to each GP practice ( can be any           

          discipline ) 

· Share lists of clients known to      

      teams  with each GP practice   

      to update  register.


	 -   To audit and record HAP activity    

      and effectiveness across the   

      county.

	Monitor and respond to health inequalities through audit against measurable indicators of health screening programmes.
	· Draw up a summary of health needs in an agreed Health Action Plan.

· Record on electronic patient file.
	· . Advise and support GP practice in the development and delivery of health checks.

· Support clients & family carers during this process, if appropriate.


	· To provide support and training to acute services.
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INTRODUCTION 
The purpose of this paper is to equip commissioners, providers and practitioners with the necessary background knowledge and implementation details to successfully introduce Health Action Plans to people with learning disabilities in Gloucestershire.  It will provide a comprehensive framework for the Primary Care Trusts, Community Learning Disability Teams, GP practices and NHS and Social Care Providers by clearly defining the role and responsibilities of each organisation or team.

Health Action Planning is not the sole responsibility of one organisation but will find great success through integrated, joint working practice and dedication from all services involved in commissioning and providing care to people with learning disabilities in Gloucestershire.

People with learning disabilities are much more likely than other people to have significant health risks and major health problems (DRC).  They have difficulty in accessing and seeking out health care and are less likely to access routine screening such as cervical screening, mammography or screening for bowel cancer.

Additionally, people with learning disabilities experience ‘diagnostic overshadowing’ :that is, reports of physical ill health being viewed as part of their learning disability and so not investigated or treated appropriately.

This group of people are 4 times more likely to have a preventable cause of death than the general population and 58 times more likely to die before the age of 50.

The Valuing People White Paper introduced Health Action Plans and Health Facilitators in 2001 to address these health inequalities and improve health through holistic health assessments, regular comprehensive health checks and on-going individual planning of health care.
The Health Facilitation Team are working to respond to these targets in Gloucestershire and to generally improve health access and outcomes across the county. 
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The Health Facilitation Team have produced local tools and assessments to enable Health Action Planning to happen. The Health Action Planning 
Pack (HAP Pack) includes clear guidelines in developing a Health Action Plan, a holistic assessment of health needs called ‘My Health Assessment’ and other paperwork to support the process.

The Health Facilitation Team have also developed a 2 day training course for Health Facilitators and a comprehensive Training Pack.

Health Action Planning training has been delivered to all GPFT in-patient units and all Brandon Trust Homes with a HAP Pack being given to each  client. 

Service users and staff in AOC’s  have received training and also un paid carers. Private providers are also accessing the Health Action Planning Training and the HAP Pack is being sold as income generation.
The task now in Gloucestershire is to ensure that everyone with a learning disability has the opportunity to start a Health Action Plan if they want one. The success of this will depend on all services working together to initiate and monitor Health Action Planning effectively. 

This strategy aims to :

1. Briefly explain the purpose of Health Action Plans and Health Facilitation

2. Provide a clear care pathway for Health Action Planning.

3. Give clarity to the process of Health Action Planning through 6 basic steps.

4. Clearly define each organisations roles and responsibilities for Health Action Planning.
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What is a Health Action Plan?

A health action plan is a patient-held individualised health care plan.  It identifies individual health needs through a holistic assessment and a medical health check. It lists the actions required to address each health need, identifies a key person responsible for each action and sets review dates against each action.

The Health Action Planning process includes a holistic Assessment of health needs, a medical health check to be carried out by a GP or practice nurse, clear documented evidence of health needs and outcomes and person-centred, individualised care planning.

The Health Action Plan encourages people with learning disabilities to take ownership of their own health needs and become more involved in planning for a healthier lifestyle.

The HAP ultimately improves health outcomes through health promotion and healthy lifestyle options and ensures that access to mainstream health services is equitable and undiscriminating.

The Health Action Plan should be developed in a format that is understood by the person with a learning disability (pictures, photographs, easy read, audio, objects of reference etc.).  A summary of the Health Action Plan however should be kept by the GP and CLDT (if involved). See appendix 1 for summary sheet example.
Health Action Plans can be used in the following ways:

· As a summary of the main health needs of an individual with learning disabilities.

· It can be taken to medical appointments if relevant ie. Doctors, Dentists, Hospitals.

· It can form the heart of a Person Centred Plan.

· It should accompany the person with hospital admissions.

· It should provide an overall summary of tests, treatments and medical appointments all in one updated document.

· It can help to inform practitioners and physicians about essential health information when communication difficulties limit understanding. 
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What is Health Facilitation?

There are 2 levels of Health Facilitation 

· Level 1 – STRATEGIC  HEALTH  FACILITATION



    Service development work and informing, planning and   

                  commissioning. 
· Level 2 – PERSON TO PERSON work with people with learning               

                    disabilities.
Strategic Health Facilitators at Level 1 will be involved with:

· Supporting the achievements of the Valuing People health targets.
· Developing, monitoring and auditing initiatives designed to reduce health inequalities.
· Auditing discriminatory practice in access to healthcare including mainstream screening programmes (e.g. Cervical screening) and acute care.

· Building knowledge of services and supports available locally.

· Influencing commissioners of healthcare.

The Role of the Health Facilitator at Level 2 should focus on the following:

· Supporting the person with a learning disability to develop their Health Action Plan in a person-centred way.

· To ensure that the Health Action Plan is kept up to date and reviewed as necessary.

· To support people to make appointments (GP or hospital) – offering reminders and accompanying when required.
· Offer guidance and support to access mainstream NHS services, gather information and help explain the purpose of any proposed appointment or treatment – seeking relevant professional help when required.

· To focus on individual health outcomes and health education needs.

· To generally take an active role in supporting and advocating for people with learning disabilities to improve and maintain their health

· To act as a ‘resource’ for health facilitation within their workplace.
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STEP 1 – HEALTH ACTION PLAN INITIATED
Everyone with a learning disability is entitled to a Health Action Plan ( Valuing People 2001). Anyone can start a HAP. 
Ideally the person with a learning disability or their direct carers may ask for one.

The HAP is initiated by completing a Health Assessment.

 Although the PCT have the overall responsibility for monitoring Health Action Plans across the county, the responsibility of initiating a plan will depend upon an individuals personal circumstances. i.e.

Person referred to CLDT                 = CLDT can initiate HAP during their                                

                                                            Initial Assessment, by offering HAP        

                                                            Pack.  
Person living in residential                = Responsibility of home/unit manager to   

home or in- patient unit                     organise staff training and obtain                  

                                                             HAP Packs.

Person living at home with little        = GP to initiate HAP during a health           

support from services                          check

Person  attending day care/              = Social Care Staff can initiate HAP                  

                                                               with support from Health Facilitation      

                                                               Team
Person  requiring hospital                  = HAP to be developed prior to treatment treatment or on discharge                    or on discharge with support staff and  

from hospital.                                        nursing staff. 
The Health Action Plan should also be initiated during:

· the Transition Process ie. aged 13/14 
· Person Centred Planning
· the Care Programme approach
The Health Action Plan is initiated by offering a ‘Health Action Planning Pack’ or ‘HAP Pack’ to the individual and explaining the process. 
The packs include 4 things: 1. Easy Read Guide 2. step by step guidelines to developing the plan,3. a Health Assessment and 4.Health Action Plan summary sheets. These are available from the Health Facilitation Team in Gloucester: 01452 891357.


The Health Facilitation Team offers training and support to staff groups, paid and unpaid carers, professionals and people with learning disabilities about Health Action Planning and the tools available.

The Health Facilitation Team in partnership with GP practices and CLDT’s will maintain a record of Health Action Planning activity across the county.

STEP 2- HEALTH ASSESSMENT COMPLETED
The Health Assessment kick starts the Health Action plan in a person-centred way. The ‘My Health Assessment’ included in the HAP Pack is a holistic, easy to read, symbolised assessment and covers all areas of health including socio-economic influences and life style issues and mental health problems. The health needs identified from the Health Assessment can be neatly and visually summarised in the 10 boxes on the last page. The health needs identified then form the basis of the health action plan and can be listed on the HAP summary sheet.
The assessment should be filled in by the person with a learning disability with support from carers, family, support staff or professionals. The OK Health Check tends to be used by the CLDT’s but could be replaced with the ‘My Health Assessment’, if preffered, as it covers the same areas.
The Health Assessment should be reviewed annually alongside other annual reviews, however, each action listed on the Health Action Plan should be reviewed individually as identified on the plan.

STEP 3- HEALTH FACILITATOR IDENTIFIED
Everybody who has a Health Action Plan should also have a named Health Facilitator to help them with their plan ( Valuing People 2001 ) If the person is able to make a choice then it is important that they choose their own health facilitator/s. It is important that the name/s of the health facilitators are clearly documented at the front of the Health Action Plan.
Who can be a Level 2 Health Facilitator?

Any known, competent and trusted individual can be a Health Facilitator. 

Some people with Learning Disabilities made the following list:

· Work people • Key worker/team leader • Social worker
· Care manager • Outside the statutory world • Boyfriend
· Family • Advocate • Befriender • Special friend • Link worker
· Practice nurse • Primary care team • Parents • Carers 

· Community team • MENCAP • Voluntary organisations
Clearly, the list is endless and there should be many options open for people to make the right choice. For people with more complex health problems it is recommended that there is more than one health facilitator or at least that the main one works closely with a health professional. For example, a person with mobility problems might benefit more if one of their health facilitators was a physiotherapist, or someone with dysphasia would gain more from a speech and language therapist as a health facilitator, who can advise how the condition might affect the wider health of the person.
What qualities and skills should a Health Facilitator have?  

A group of people with learning disabilities listed the following qualities:
• Involved with the individual • Trustworthy • Well organised

• Doesn’t always take over • Impartial • Good listener and communicator

• Understanding • Doesn’t humiliate the person • Intelligent

• Close by • Assertive • Approachable

• Cool under pressure • Good nurse • Someone you like  
• Someone who asks you things • Nice and friendly  
Responsibilities will include:

· Ensuring the person has an annual health check and is supported through it.
· Cascading the health action plan and individual health needs to other care staff or family members.
· Supporting people with learning disabilities to raise concerns, complain or complement NHS service providers.
· Reporting discriminatory practice or service deficits to the Gloucestershire Learning Disability Partnership Board (through the Level 1 Strategic Health Facilitator)
· Providing an added voice to help access and understand services, seeking appropriate support whenever it is necessary.

· Support appointments and help maintain Health Action Plans by supporting their service users to attend annual screening.


STEP 4 – HEALTH CHECK CARRIED OUT
The new Primary Care Service Framework: ‘Management of Health for People with Learning Disabilities in Primary Care’, recommends that a health check is carried out by a health professional annually. (www.primarycarecontracting.nhs.uk/204.php )

The health checks are essential in preventing ill health and detecting otherwise unknown symptoms of illness. People with learning disabilities do not typically seek out health care so a system of organised health checks is essential for optimal maintenance of health.  

An individual health check should cover the following essential elements:

· Family history and risk factors

· Immunisation record

· Health Screening & Health Promotion

· Full medication review

· Vision & Hearing (check ears)

· Physical examination including BP, weight, mobility, posture, feet, urine analysis, blood test iF appropriate

· Review of mental health and emotional needs

· Syndrome specific check

· Oral Health

· Sexual Health

· Drug & Alcohol use – smoking advice

· Continence

· Behavioural disturbance

· Social circumstances

If the GP does not regularly carry out annual health checks then the person with a learning disability should ask for one. Health checks can be carried out by the practice nurse and can often be completed in a double appointment ( ie. 20 minutes.)
The health check should be recorded on a standardised electronic template agreed across the PCT by the informatics department. Examples of templates and loading systems can be found on: www.primarycarecontracting.nhs.uk/204.php 
The outcomes of the health check must be clearly recorded outlining further actions, referrals onto specialist health services, or service deficits.

The HAP is then drawn up based on the outcomes from the health check, with clear actions, named individuals to undertake and support the actions and agreed timescales.  A printed copy of the plan is then given to the patient with a learning disability and recorded electronically on patient records.

It is then the responsibility of the Health Facilitator to support the individual to develop and maintain their Health Action Plan.

A step by step Guide for GP’s in delivering annual health checks to people with learning disabilities can be found in Appendix 2.

Guidelines on setting up LD registers and appropriate READ codes can be found in Appendix 3.

STEP 5 – HEALTH NEEDS AND ACTIONS DOCUMENTED 

Following the holistic assessment of health needs and a medical health check, the main health needs can now be listed very clearly on the HAP summary sheet (appendix 1). 

The Health Facilitator/s, with support from health professionals or support workers, can then agree the actions needed to be taken against each health need. A named person should then be identified as being responsible for carrying out that action and a review date set against each action to ensure effective implementation of the plan. 
The summary sheet will then form the basis of the Health Action Plan and copies of it should be held in the person’s personal notes and one at the GP practice.

It must be emphasised that this is just a summary of the plan and not the full action plan. The full Health Action Plan should be developed individually with the person with a learning disability in a format that the person understands and can relate to. 

STEP 6 – HEALTH ACTION PLAN DEVELOPED
It is important that people with learning disabilities take more responsibility for their health and ‘own’ their health action plan. Developing the Health Action Plan in a way that means something to the individual is essential in its success.

The plan could contain photographs or pictures, it could be mounted on a board with objects of reference or presented on a poster. It could be filmed onto a video or be recorded onto an audio tape or CD.

The Health Action Plan should contain the following:

· Summary of health needs and actions

· Current medication

· Up to date record of health appointments and tests

· Relevant consent forms

· Health charts ie. epilepsy, weight etc

· Traffic Light Hospital Assessment

· Medical conditions or treatments 

· Any other information needed to keep person healthy.

The Health Action Plan should be a living document that is regularly updated and reviewed.  


Summary of the Role of CLDT’s 
Identify a GP link person from each CLDT to be attached to each GP practice.  The link person (can be any discipline) will be responsible for acting as a point of contact for the GP practice for support, sign posting, sharing of information regarding Health Action Planning and updating on LD issues and literature. It is important that this responsibility is shared equally amongst all team members.
For the link person to arrange GP visits to their nominated GP practices to inform practice of CLDT roles and functions, eligibility criteria and referral systems, help with LD registers and general LD awareness raising, particularly around consent, equality issues and communication.

To offer the Health Action Planning pack to all clients during the initial assessment and explain about Health Action Plans and annual health checks.  Record on electronic patient system that HAP has been offered.

Support to fill out Health Assessment may be required if client has no support systems i.e. client living at home with an elderly parent and not accessing day/support services.

Client should access health checks independently at the GP practice with support from paid or unpaid carers.  If CLDT member is actively involved in client care and/or client has complex health needs, then support and advice from CLDT may be required.

  Members of the CLDT may be asked to be Health Facilitators for clients on their caseload. This is an entirely appropriate role for all team members to take on, as specialists in healthcare for people with learning disabilities.   

Role of the Strategic Health Facilitator
· Developing and updating local Health Action Planning Tools and accessible health information.
· Responsible for developing and disseminating the Health Action Planning Packs to all organisations and agencies and providers across the county involved in supporting people with learning disabilities.
· To be the main point of contact for information and advice on Health Action Planning and Health Facilitation.
· To develop and deliver a Health Facilitation and Health Action Planning Training Programme to all providers, care teams, support services, professionals and service users.

· To provide support and advice to GP Practices in developing accurate Learning Disability registers and carrying out health checks.

· To provide advice and support to acute services in improving healthcare delivery to people with learning disabilities and ensuring equitable, inclusive practices when accessing hospital services. 

· To audit and record HAP activity and effectiveness across the county.
· To work at a strategic level with NHS Trusts, Local Authorities and Local Health Boards to  promote equal access to healthcare.
· To provide clinical leadership and informed opinion regarding health screening, health checks and health promotion for people with learning disabilities to all NHS Trusts.

· To act as a link role across primary, secondary and tertiary services, facilitating good communication systems and partnership working. 


Role of PCT
To be aware of and respond to the recommendations and service objectives outlined in the Primary Care Service Framework – ‘Management of Health for People with Learning Disabilities in Primary Care’, July 2007 (www.primarycarecontracting.nhs.uk/204.php )

Which in summary are:

1. To develop accurate practice LD registers
2. To nominate a lead clinician in general practice

3. To provide regular health checks

4. To offer Health Action Plans

5. To promote better health outcomes

6. To reduce the need for hospitalisation

7. To improve information sharing 

8. To raise LD awareness through training
9. To ensure access to regular health screening.

10. To improve communication links across health services

The PCT should ensure informatics expertise is made available to practices to ensure that people with learning disabilities are correctly identified and registered accurately on GP practice registers.

The PCT will need to agree appropriate READ code. The one recommended in Gloucestershire will be 918e ( on learning disability register) Others used locally include E3, Eu7 or Eu81z.

The PCT will need to identify a Strategic/Clinical  Lead to ensure the commissioning and delivery of Annual Health Checks.

The PCT will need to performance manage any primary care service contracts with practice providers, ensuring that health check reports are integrated into patients’ medical records and that appropriate annual recall systems are in place.

Health Action Planning Packs will be made available to each GP practice. Health Action Plans can be offered to all people with a learning disability during a health check. 

Develop comprehensive databases to identify changing health need, recognising future needs, and changes in demographics within the learning disabled population.

APPENDIX 1
To be given to nurse or GP
   Summary of Health Action Plan

Name:

	Health Issue / Need
	Action needed
	By whom?
	Review Date

	
	
	
	

	
	
	
	

	
	  
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Date of Health Action Plan meeting __________________ 

Name of Health Facilitator/s _________________________________________________________________________

                                                                                            

APPENDIX 2















..
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 Read Codes for Identifying Patients with a Learning Disability in Primary Care:

	Codes that give a definite indication of a learning disability
	
	Codes that give a possible indication of a learning disability AND need to be verified by the patients’ GP:

	E3
	%
	Mental Retardation
	
	Eu81z
	
	[X] Dev Dis Scholas Skills unsp
	
	PKy0
	%
	Multiple system cong.anom. NOS

	Eu7
	%
	[X] Mental Retardation
	
	
	
	 or Learning disability NOS
	
	E2723
	
	Gilles de la Tourette’s disorder

	6664
	
	Mental handicap problem
	
	13Z4E
	
	Learning difficulties
	
	E273
	
	Stereotyped repetitive movements

	PJ0
	%
	Downs syndrome
	
	PJ7
	%
	Klinefelters syndrome
	
	E2F
	
	Specific delays in development

	PJyy2
	
	Fragile X chromosome
	
	G669.
	
	Cerebral palsy not congenital or infantile, acute
	
	9F8
	
	Statement special education need

	Eu842
	
	Rett syndrome
	
	F23
	%
	Congenital cerebral Palsy
	
	F593.
	
	Deaf mutism, NEC

	9HB
	%
	Learning Disability Status
	
	
	
	(NB not Athetoid (F1370)
	
	F59z.
	
	Deafness NOS

	PJ0z
	%
	Downs syndrome NOS
	
	Eu845
	
	Aspergers syndrome
	
	P1
	%
	Spina Bifida

	PJ2
	%
	Edwards Syndrome
	
	PK5
	
	Tuberous Sclerosis
	
	PKy93
	
	Prader Willi Syndrome

	PJ333
	
	Smith Magenis Syndrome
	
	PK61
	
	Sturge Weber
	
	E2F2
	
	Other specific learning difficulty

	PKyz5
	
	Angelmans syndrome
	
	B927
	
	Von Recklinghausens Disease
	
	E2Fz
	
	Developmental disorder NOS

	918e
	
	On learning disability register
	
	BBe1
	
	NOS Neurofibromatosis
	
	8HHP
	
	Referral to learning disability team

	
	
	
	
	E140
	%
	Infantile autism
	
	ZV400
	
	Problems with learning

	
	
	
	
	Eu84
	%
	[X] Pervasive development dis
	
	13Z3
	
	Low IQ

	
	
	
	
	1J9
	
	Suspected Autism
	
	PKy80
	
	Noonan syndrome

	
	
	
	
	C301
	
	Phenylketonuria
	
	
	
	


GROUP HOMES
Consider group homes/residential homes /supported living in your area.  Listings for these are available from GUIDE.






HEALTH ACTION PLANNING





SUMMARY OF ROLES & RESPONSIBILITIES FOR


HEALTH ACTION PLANNING





HEALTH ACTION PLANNING CARE PATHWAY





HAP information pack sent from Health Facilitation Team





Support from Health Facilitation Team initially





With support from CLDT if actively involved





CLDT member





CLDTs to give HAP pack to client on initial assessment





Updated & reviewed by Health Facilitator





Held in patients notes





With help from support staff or carers





Support from CLDT if actively involved





Carer





STEP 6


The HAP should be developed with the Health Facilitator in a format understood by the person ie. photos, pictures, posters, objects etc.


The HAP plan should be held by the person.





STEP 5


Outcomes of the Health Assessment and the health check are recorded clearly on the HAP summary sheet.


This information is to be held in patient notes and on GP system.





STEP 4


Health checks should be initiated by the GP or requested by the person with a learning disability as part of their annual review.





STEP 3


The Health Facilitators can be anyone that the person chooses.


They should know the person well and help them to access health services and develop their HAP.





STEP 1


Anyone can initiate a HAP by offering the person a HAP Pack.


HAP Pack includes: 


- Easy read leaflet


- My Health    


   Assessment


- Guidelines 


- HAP Summary Sheet





STEP 2


The Health Assessment is holistic and simple to complete. It should be completed by the person with support from carers, family, CLDT, Social Care Services or Practice Nurse. 





Health Actions Recorded on Summary Sheet


STEP 5





Practice nurse from GP practice





Care home managers following training





Day Services





Health Action Plan developed with Health Facilitator


STEP 6





Health Check Carried out





STEP 4





Health Facilitator Identified





STEP 3





Friend





Health Assessment Completed





STEP 2








Health Action Plan initiated


HAP Pack  given.


STEP  1





GP/practice nurse





Plan to be held by client





Recorded on patient GP file





At GP practice by nurse or GP





Keyworker





GP practice to give HAP pack following a health check
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GP Practice – Step-by-Step guide to implementing annual health checks





STEP 1 - Identify a clinical lead for Learning Disabilities in the practice.





STEP 2 – Update Learning Disability register using appropriate READ CODE.





STEP 3 – Contact the Health Facilitation Team (HFT) and link. CLDT member for


               support with register and advice on health checks,





STEP 4 –  Ensure standardised e-template is available +  compatible with your


                electronic systems.





STEP 5 –  Invite Learning Disability patient in for a health check using easy read letter (available from HFT) . 





STEP 6 –  Resource extra practice nurse time for health checks. 





STEP 7 –  Ensure adequate appointment time has been allocated (at least 20


                minutes for each check).





STEP 8 –  Carry out health check with persons consent or in their best interest.





STEP 9 –  Record details of health check on e-template and identify main health


                needs.





STEP 10 –  List main health needs and actions on HAP summary sheet. Record in


                 patients medical record and print off summary sheet for patient.





STEP 11 –  Agree any follow up appointments or annual review date. 





STEP 12 – Follow up any specific actions ( referral to services, management of co-


                 Morbidities).


                  etc.)





STEP 12 –  Follow up any specific actions (referral to services, management of co-morbidities etc.. 
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This protocol has been developed to set out the process of setting up a learning disability register within Primary Healthcare Teams.


2% of the population will have a learning disability (see definition below).A practice with 2000 patients should have approx. 40 people with learning disabilities on the register.


Individual Health Action plans, regular health checks and up to date GP registers are all national health initiatives aimed to address the health inequalities and disparities faced by this group of people.


For further information and good practice guidelines please contact the Gloucestershire Partnership NHS Trust, Learning Disability Services, Health Facilitation  Team.    � HYPERLINK "mailto:esia.dean@glos.nhs.uk" ��esia.dean@glos.nhs.uk�





DEFINITION OF A LEARNING DISABILITY:





A significantly reduced ability to understand new or complex information , to learn new skills  - 


 (Significantly impaired intelligence )





AND


A reduced ability to cope independently  -  (Impaired social / adaptive functioning )





AND


Which started before adulthood (onset before aged 18) – with a lasting effect on development.








Health Facilitation Team – January 2008





APPENDIX 3   Learning Disability Register Protocol for Primary Healthcare Teams
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LEARNING DISABILITY REGISTERS WILL ENABLE PRACTICES TO:





Identify how many people with learning disabilities are registered at the practice.


Monitor referrals to secondary and tertiary health services.


Monitor uptake of regular health checks and Health Action Plans.


Offer adequate time slots for people with communication difficulties.


Provide flexible appointment times.


Provide accessible, easy read health information.


Increase the quality of data relating to the physical and mental health of people with


      learning disabilities.


Increase the proportion of users accessing health promotion and screening programmes.


Identify the additional support needed to access health services equitably and maintain good health.


The Valuing People White Paper and Government Future directives look set to recommend regular Health Checks and Health Action Plans. (Advice available about Templates and Health Action Plans).











Step 1�
Step 2�
Step 3�
Step 4�
Step 5�
Step 6�
Step 7�
�
GP’s to set up their Learning Disability Registers using READ code 918e – ‘0n learning disability register’. (nGMS Contract)�
Each GP practice to cross reference their list with their local CLDT database.�
Search the practice database for definite and possible diagnosis of a learning disability using the codes listed overleaf.


�
Offer annual health checks to people on the LD register in accordance with the Primary Care Service Framework 2007.�
‘All people with a learning disability should be offered a Health Action Plan’- Valuing People 2001.


GP’s to offer Health Action Plan following Health Check.


 HAP Packs available from CLDT’s or Health Facilitation Team. �
LD register to 


monitor health checks and health action plans using following codes:





9HB3   – Annual health   


                check  


9HB2   – HAP offered


9HBO  – HAP declined


9HB1   – HAP reviewed


�
An example paper-based 


and electronic template 


which is compatible with


 a range of GP IT systems


is available to download


at:


� HYPERLINK "http://www.primarycare" ��www.primarycare�


contracting.nhs.uk/204.


php.





�
�
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