Health Checklist for Health Action Planning 
	Name:
          _________________________

Address:
          _________________________

          _________________________

          _________________________

          _________________________

GP:
          _________________________

          _________________________

          _________________________

          _________________________

Completed by:
                       __________________


	D.O.B:
           ________________________

Next of kin:
          _________________________

          _________________________

          _________________________

          _________________________

Keyworker:
          _________________________

          _________________________

          _________________________

          _________________________

Date completed:
                          _________________


Known Medical Conditions 
                              _______________________________________________

______________________________________________________________

______________________________________________________________

Allergies
_____________________________________________________________
Consent for the completion of the Health Checklist:-

Best Interest Decision for Completion of Health Checklist 

Participants:-
	Brief medical history/ Family History 
This may include  existing conditions , previous illnesses , operations , family history of heart problems, stroke, cancer etc  


	Current Medication



	i.  Do you understand the effects of your medication?                                     Yes/No



	ii.  Do you have any difficulties related to your medication?                             Yes/No




1. EYES/SIGHT

	i.  Do you see well?                                                                                     Yes/No



	ii.  Are you able to focus on objects nearby/ far away,                                 Yes/No

i.e.  closeness to TV, bringing objects close to face for recognition. 


	iii Do you have/or have you had recently:

a)  Blurred vision?                                                                                     Yes/No
b)  Do you ever bump into things?                                                            Yes/No
c)  Itchy, sticky bloodshot eyes?                                                               Yes/No
d)  Sore/watery eyes?                                                                               Yes/No


	iv.  Do your eyes ever hurt?                                                                          Yes/No


	v.  Do you have or have you had headaches recently?                                Yes/No


	vi.  When did you last have your eyes tested?     Date ……………………..



	vii.    Does anyone in your family have/ever had:   Glaucoma?                       Yes/No
                                                                                 Cataracts?                      Yes/No


	Comments:



	Actions: attend GP - referral to eye specialist and or ophthalmic, regular follow up if eye checks show no indication of eye problems, following headaches, blurred vision and dizziness a blood test may be needed.  

(see appendix A & B)
Tips: - A good eye test can identify  95% accurate visual prescription without any verbal communication.
For advice regarding complex visual problems contact www.surreywebsight.org.uk 

 


2. HEARING

	i.  Do you have any hearing difficulties?                                                      Yes/No


	ii.  Do you respond to noises?                                                                      Yes/No


	iii.  Do you have or have you recently had earache, pain or infection           Yes/No
in your ears?

	v.     Have you ever had your hearing tested?                                                 Yes/No


	vi.    Have you ever had wax removed?                                                           Yes/No

If answer is yes, please write in date.: ........................................


	vii Have you had any other investigations/operations /treatments               Yes/No
 regarding your hearing?



	viii Have you ever been prescribed a hearing appliance?                            Yes/No


	Comments:



	Actions: Repeat audio logy testing every 2-3 years/monitor hearing loss.
Tips: – Be aware that problems with hearing can be displayed through behaviour .If you have any concerns regarding your hearing please contact your G.P who can facilitate further investigations if required. 
For help and advice regarding hearing loss in Learning disabilities contact 

Royal Association for the Deaf – www.royaldeaf.org.uk




3.  HEART/BLOOD AND CIRCULATION

	Potential risk of congenital heart defects, hypertension or obesity.



	i.  What is your weight?  .....................................



	ii.   What is your height?  ......................................



	iii.     What is your blood pressure ………………….  Date of check …………….


	iv.     Do you ever have blueness of lips, hands or feet?                                   Yes/No

          Do ever feel tingling in your hand or feet?

	v.      Do you ever suffer from shortness of breath?                                          Yes/No


	vi.     Do you find yourself feeling unusually tired?                                            Yes/No


	vii.    Have you had a blood test?                                                                      Yes/No


	viii.   Did you require treatment as a result?                                                      Yes/No


	ix.     Do you have varicose veins?                                                                    Yes/No


	x.      Do you smoke?                                                                                         Yes/No


	xi. Does anyone in your family suffer with a heart condition/angina or          Yes/No
high blood pressure/varicose veins?                                                                                   
  

	Comments:



	Actions:  GP, well Man/Woman for cholesterol levels, blood pressure, urine testing, weight, height - Family history required.  Increased blood cell or platelet count see appendix A.  If skin/eyes are yellow and urine is dark in colour see appendix B.  Blood test for Hepatitis B may be required.

NB.  People with Downs Syndrome are prone to having higher than normal red cell count when well.




4.  BONES/NAILS

	i.       Do you have or have you recently had:  

                                                      a) Any back trouble or back ache?              Yes/No

                                                      b) Pains in your neck?                                 Yes/No

                                                      c) Pain elsewhere in your body?                 Yes/No



	ii.   When did you last visit a Chiropodist?    ....................................



	iii.   Did you need treatment?                                                                          Yes/No



	iv.  Do you walk unaided and upright?                                                            Yes/No



	v.  Do you see a physiotherapist?                                                                  Yes/No



	vi.  Has anyone in your family have/ever had arthritis/bone problems?          Yes/No



	vii. Are you taking any medications that require bone density checks?          Yes/No


	Comments:


	Actions: Refer to GP Surgery for initial assessment, which may require further attention/intervention. Or refer to physiotherapist via the community learning disability team. 



5.  SKIN/HAIR

	i. Do you have or have you recently suffered from itchy dry skin?               Yes/No



	ii. Does your skin appear:      Red/purplish?                                                 Yes/No

Yellow?                                                           Yes/No
Red/Swollen?                                                 Yes/No

If you answer yes to any of the above please seek immediate assessment through your GP Practice.



	iii. Do you have any problems with your hair or scalp?                                  Yes/No



	iv. Do you have any moles or blemishes?                                                     Yes/No



	v. Do you sunbathe?                                                                                     Yes/No



	vi. Does your skin burn easily?                                                                      Yes/No


	Comments:



	Actions:  Refer to GP Surgery for blood test and investigations if concerned.
Tips:- Make a note of any skin blemishes or moles to monitor skin condition. 



6.  EPILEPSY/SEIZURES/NERVOUS SYSTEM

	Late onset or recurrence of seizures.



	i.  Do you have epileptic seizures?                                                               Yes/No


	ii.  Do you take medication for the seizures?                                                 Yes/No



	iii.  Is the medication reviewed on a regular basis                                          Yes/No

If so, how often:  ......................................................................

By Whom:  .............................................................................. 



	iv.  Do you sleep well at night?                                                                       Yes/No



	v.  Does anyone in your family suffer with epilepsy/neurological conditions?Yes/No



	Comments: 



	Medication:  



	Actions:  Record details of type, frequency, intensity, behavioural changes, unresponsive.

GP refer for EEG or neurological investigation, record all seizures.




7.  BREATHING

	Respiratory difficulties, weakened immunological response. 



	i.  Do you have/or ever had a chronic or recurrent cough?                           Yes/No



	ii.  Do you have/or ever had noisy or wheezy breathing?                              Yes/No



	iii.  Do you suffer from recurrent bronchitis, asthma or any other                   Yes/No
chest complaint?


	iv.   Do you suffer from shortness of breath?                                                  Yes/No



	v.  Do you smoke?                                                                                         Yes/No



	vi.  Do you suffer from nasal congestion?                                                       Yes/No



	vii.  Does anyone in your family suffer with asthma or any other                     Yes/No
chest complaint?                   


	viii.   Do you require any special help/assistance when feeding?                     Yes/No

	ix.  Are you taking any medication to help your breathing?                            Yes/No

	Comments:  



	Actions: Appropriate medical investigation and treatment.




8.  BREATHING DURING THE NIGHT

	Sleep Apnoea, obstructive or central origin.



	Do you snore?                                                                                           Yes/No



	ii.  Do you suffer from interrupted breathing when sleeping?                        Yes/No



	iii.  Do you ever wake with a start in the middle of the night?                         Yes/No



	iv.  Do you have difficulty waking up in the morning?                                     Yes/No



	v.  Do you cough during the night?                                                                Yes/No



	vi.  Do you feel tired during the day?                                                              Yes/No



	vii.  Do you suffer from headaches?                                                               Yes/No



	viii.  Does anyone in your family suffer from headaches/migraine                   Yes/No



	Comments:  



	Actions:  Visit GP, referral to ENT if appropriate, change sleeping position to side lying, advise healthy eating and exercise if overweight.




9.  MOUTH/TEETH

	Indications - Halitosis, gingivitis, loss of teeth.



	i.  When was your last dental check?                    Date:  ........................



	ii.  Did you need treatment?                                                                           Yes/No



	iii.  Do you have or have you recently had sore gums, lips, tongue                Yes/No

or throat?


	iv.  Do your gums bleed when you brush your teeth?                                     Yes/No


	v.  Do you have bad breath?                                                                          Yes/No

	vi.  Do you need help to clean your teeth?                                                     Yes/No


	Comments:



	Actions:  Good oral hygiene, dental examination.  Follow up twice yearly.




10. EATING/DIGESTION/ELIMINATION

	Can be prone to gastro intestinal upsets, celiac disease-gluten sensitivity, and reflux oesaphagitis.



	Do you need help to eat?                                                                          Yes/No



	ii.  Can you chew food without difficulty?                                                       Yes/No



	iii.  Do you have difficulties swallowing?                                                         Yes/No



	iv.  Do you suffer from digestive problems?                                                    Yes/No



	Do you suffer from vomiting/nausea?                                                       Yes/No



	vi.  Do you ever have loose stools/diarrhoea?                                                Yes/No



	vii.  Do you ever have problems when passing urine?                                              Yes/No

a)  How often?  ....................................................

b)  Do you experience pain?  ...............................



	viii.  Do you need help to use the toilet?                                                           Yes/No



	ix.  Are you ever constipated?                                                                        Yes/No



	x.  How many drinks do you have each day?  .............................



	xi.   Do you often feel thirsty?                                                                         Yes/No



	xii.  Do you often feel hungry?                                                                         Yes/No



	xiii.  Has anyone in your family had/have any problems with kidneys/             Yes/No
bladder?



	xiv.  Has anyone in your family ever had diabetes mellitus?                            Yes/No



	Comments:


	Actions:  If there are signs of polyuria (increased passing of urine), polydipsia (increased thirst) or polyphagia (excessive eating), refer to GP for random/fasting blood glucose test and follow up treatment.  If there is no appetite - check skin colour and for dark urine, see appendix B.




11.  THYROID FUNCTION

	Prone to hypothyroidism, auto-immune thyroiditis, hyper thyroidism.

NB.  Research has demonstrated that clinical screening for hypothyroidism is unreliable; therefore pathology testing is essential for reliable detection.



	i. Have you recently had a blood test?                                                         Yes/No



	ii. Did you need treatment as a result?                                                         Yes/No



	iii.  What is your current weight?                                                                     Yes/No



	iv.  Have you always been this weight?                                                          Yes/No

If no:

Increase in weight:             From:  ....................    To:  ................

Decrease in weight:            From:  ...................     To:  .................


	v.  Do you usually feel tired?                                                                          Yes/No



	Comments:



	Actions: Thyroid tests, regular screening, blood tests annually or six monthly if borderline on previous tests.  (TSH can be normal in autoimmune thyroiditis).

Symptoms of Thyroid problems could also include hair loss, aching joints excessive tiredness. Blood pressure needs to be checked this can help with diagnosis.




12.  MENTAL HEALTH/PSYCHIATRIC HISTORY

	i. Do you sleep well?                                                                                    Yes/No



	ii.  Do you go off to sleep easily?                                                                   Yes/No



	iii.  Do you sleep all night?                                                                              Yes/No



	iv.  Do you eat well?                                                                                        Yes/No



	v. Do you often get bored?                                                                           Yes/No



	vi.  Do you feel happy?                                                                                   Yes/No

	vii.  Do you feel sad?                                                                                       Yes/No


	viii. Do you feel helpless?                                                                                Yes/No



	ix.    Are you afraid something bad may happen in the future?                         Yes/No



	x. Do you prefer to stay at home rather than going out and doing things?   Yes/No



	xi. Do you do things for yourself for example - personal hygiene, cooking? Yes/No



	xii.  Are you basically satisfied with your life?                                                 Yes/No



	xiii.  Do you drink alcohol?                                                                               Yes/No

 How much do you drink?     .............................

 

	xv.  Do you continue to enjoy your activities and interests?                           Yes/No



	xvi. Does anyone in your family have a history of psychiatric/                         Yes/No
mental health problems?



	Comments:  

Record C.P.A. status if appropriate.


	Actions: - record changes in eating, sleeping and activity levels at present and when changes have occurred.  Discuss with GP, referral to psychiatrist.  Monitor changes: mood, crying spells, sleep, appetite and increased level of withdrawal - feed back to medics.




13.  MOBILITY
	i. Have you a known condition linked to your mobility?                               Yes/No



	ii. Do you have any problems walking/running?                                          Yes/No


	iii. Do you use a mobility aid?                                                                      Yes/No


	iv. If a wheelchair user, when was your last wheelchair assessment/

service?   Date…………………………………..


	v. Do you require assistance to walk or climb stairs/kerbs?                        Yes/No


	vi. Have you had problems falling or tripping over lately?                            Yes/No


	vii. Do you see a physiotherapist?                                                                Yes/No


	viii. Do you suffer with muscle pains?                                                            Yes/No

	Comments:



	Actions:  Refer to GP surgery if concerned or need advice



14.  DIABETIS
	i. Are you insulin dependent?                                                                     Yes/No



	ii. Do you take medication for diabetis?                                                      Yes/No

If yes, please list:



	iii. Are you reviewed at hospital or GP surgery?                                          Yes/No
If yes, last review date…………………………..



	Comments:



	Actions: Visit G.P. Surgery for advice if concerned or need advise.
Tips: - Diabetis website is very useful.
 All diabetics are entitled to a yearly check-up  by a diabetic specialist

 


15.  SEXUAL HEALTH

	Well Man

	i. Have you ever had a sexual relationship?                                                Yes/No


	ii.      Do you know about safe sex?                                                                  Yes/No



	iii.      Do you know how to examine your testicles for change?                         Yes/No



	iv.      Date of last check.    .............................



	v.      When did you last attend a Well Man Clinic?    .....................................



	vi.      Are you in a relationship at the moment?                                                 Yes/No


	vii.     Have you had treatment in the past for a sexual transmitted infection?   Yes/No


	viii.  Are you having treatment at the moment for a sexual transmitted            Yes/No infection?



	Comments:



	Well Woman

	i. Have you ever had a sexual relationship?                                                Yes/No


	ii. Are you in a relationship at the moment?                                                 Yes/No

	ii.      Do you know about safe sex?                                                                  Yes/No


	iii.      Have you ever had treatment for a sexually transmitted infection?          Yes/No

	iv.      Are you having treatment for a sexually transmitted infection?                Yes/No 

	v. Do you know how to examine your breasts for changes?                         Yes/No



	vi. Date of last check?   .......................................



	vii. Have you had a cervical smear in the last 3 years?                                  Yes/No

If yes, please write in the date      ........................................



	viii. How often do you menstruate?             .........................................



	ix. Are your periods painful, heavy, and irregular?                                         Yes/No

If yes, please describe…………………………………………………………………. 

…………………………………………………………………………………………….

…………………………………………………………………………………………….


	x. Do you have difficulties relating to your periods?                                      Yes/No



	Comments:

Cervical screening pack is available from your learning disability nurse( croydon and Surrey)
Women are sent an invitation to have a smear by age alone resulting in many women who do not need a smear  at the present time being called.
Austoker and McPherson (1992) state that “all women aged 25-65 who have ever been sexually active (i.e. had sexual intercourse) should be screened”
Some women will not be able to consent to having a smear test and some will only be able to do so with education and support being provided sensitively by carers or health professionals, probably over a period of time. Other women who do not need smears are:-
.  Women who have had a hysterectomy for benign reasons.

.Women under the screening age of 25 years. ( rapid changes in the cervix of women under 25 years often cannot be distinguished from the changes seen when there is a low grade abnormality (NHSCSP1999)


	Actions:




Appendix A
Polycythaemia

May follow conditions where circulation is impaired e.g. congenital heart disease or when oxygen exchange is insufficient such as emphysema or chronic bronchitis.

Clinical features:

1.  Weakness and fatigue

2.  Headache, dizziness, impaired mental ability and visual disturbances
3.  Pruritus - itching
4.  Plethoric appearance - red swelling
5.  Reddish/purple hue (cyanosis) of face, hands and feet (extremities)
6.  Peripheral vascular complaints - pains in legs, hands and feet.
7.  Par aesthesia - pins and needles sensations
8.  Slenamegaly - enlarged spleen, abdominal discomfort
9.  Elevated systolic blood pressure
10.  Hepatomegaly (enlarged liver) - late onset
Treatment

Objective - to reduce red cell mass - haemocrit (red liver cells) to normal limits.

1.  500mls blood removed every 2-3 days until desired level maintained venesection (blood removal) may be repeated when necessary

2.  Chemotherapy

3.  Radio-active phosphorus - orally/intra-venous - reduces myelopolesis (formation of bone marrow)

4.  Maintain mobility

5.  Avoid hot baths - worsens pruritus

6.  Evaluate - complications - the clinical course of polycythaemia is determined by the development of these conditions.

Complications

1.  Deep vein thrombosis or thrombotic complications due to hyperactivity or high blood volume of the haematopoietic tissues (bone marrow)

2.  Myocardial and cerebral infarction.  Areas - heart, brain affected by low blood supply

3.  Thrombosis occlusion of the splenic hepatic, portal and mesenteric veins - multiple organs affected

4.  Haemorrhage - spontaneous - from capillary beds

5.  Gout - over production uric acid

6.  Congestive heart failure e.g. pneumonia, increased blood volume and hypertension

7.  Acute leukaemia  - terminal complication

Appendix B

Hepatitis B

More likely to occur in people who have been cared for in institutions.  Inflammation of the liver by virus can be acute or chronic.

In the UK, 1-1000 are carriers of Hepatitis B -

May never become ill

May become ill and recover completely

Occasionally may die from liver disease

Symptoms of infection (may be symptom less)

	Pre-enteric Phase: - Flu like symptoms

                                  Headaches

                                  Malaise - generally 

                                  not too well 

                                  Fatigue - tired

                                  Anorexia - no 

                                  appetite

                                  Lassitude -  

                                  weakness & apathy
	Enteric Phase: - Dark urine

                            Scleraicterus -yellow  

                            eyes

                            Jaundice - yellow skin

                            Liver tender & enlarged

Possible             Arthralgias - joint pain

                            Rash

Rare                    Fever

                            Respiratory symptoms


Transmission

1.  Mainly blood to blood

2.  Sexual intercourse
3.  Mothers to babies
4.  Possibly saliva
Treatment

1.  Injections or anti-viral agent

2.  Alpha interferon
3.  Infection - 6 months - may benefit from treatment
Recommendations

1.  Partners, household members, children and healthcare workers be vaccinated

2.  Person with Hepatitis B - open cuts and scratches cover with dressing or plasters

3.  Clothes and cutlery washed with hot water

4.  Monitor liver function

5.  Observe for signs and symptoms - treat symptoms

6.  Use gloves if in direct contact with blood
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