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Introduction

The nursing model and assessment process will help nurses address a wide variety of individual’s health care needs, within a model of care that is transferable.

The evidence based Haringey learning disabilities nursing model combines elements from the self -care nursing model (Orem 2001), the ecology of health model (Aldridge 2004), the cycle of reflective practice (Gibbs 1988), and person centred care approaches, (McCormack & McCane 2006).

	Table 1 Combining models of care



	Orem (2001)
	
	Aldridge (2004)


	
	McCormack & McCane (2006)

	Supporting people to self care


	
	Structured


	
	Prerequisites which focus on the attributes of the nurse 



	Caring as the right thing to do 


	
	Person centered
	
	The care environment which focuses on the context in which care is delivered. 



	Care as the central focus of nursing


	
	Purposeful
	
	Person-centred processes which focus on delivering care through a range of activities.



	Caring and community


	
	
	
	Expected outcomes which are the results of effective person-centred nursing processes. 



	Shared responsibilities to support and enable people
	
	
	
	


Reflective practice is an integral component of a learning disability nurse’s role. Using Gibbs reflective cycle as part of the nursing model will enable the nurse to reflect on their clinical interventions during their nursing assessment, planning and evaluation. 
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The eight elements of the Haringey Learning Disabilities Nursing model are designed to ensure a holistic and person centred approach to assessing, planning and delivering high quality health care. 

The model focuses on considering the persons needs in relation to: Where and how the person lives; their emotional well being; cognitive abilities, the person’s ability to understand and what they know; their past history; physical health; how they communicate and behave; and the impact of the nurse on the person. See Table 3. All these elements will help the nurse to formulate a clear picture of the person’s health needs and to develop effective nursing care plans to enable best practice and positive health outcomes.
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It is important that the nursing assessment involves an overview of the person, their life and the things that are important to them now, in the past and in the future. The person centred screening tool is designed to provide a map of the person’s life, so the nurse can consider how these things might impact on the way the person deals with their day-to-day life, other people and their environment. 

Identifying historical events can often inform the assessment and planning process. For example if the person had a daily routine of always watching the news at 6pm with their family when they lived at home, if this isn’t possible in their new home, they may respond in a number of ways that could be incorrectly interpreted.  

People with learning disabilities often have a history of considerable loss, as ties with family and friends can be weak. Relationships with staff that may be highly significant to the person are often terminated with little or no warning.

There is evidence that people who have learning disabilities are at high risk of abuse. Consideration of issues related to safety will help the nurse to formulate a clear view of the person’s needs to enhance well-being and safety.  

Reflecting on the person centred screening, is also a useful process for the nurse, when deciding how the information can be used to plan the most effective clinical interventions.

The tool puts the person at the centre and then works outwards in order of importance to the person. It shows who the key people in the person’s life are and how they are supported.
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The assessment and care planning process is essential for the learning disability nurse in their daily practice. Care plans should focus on key areas of learning disability practice.

	

	Coordination
	Development
	Education

	E.g. Coordinating physical and mental health care, working in partnership with others to ensure coordinated approach.
	E.g. Developing new skills and understanding.
	E.g. Teaching and promoting good health behaviour.

	

	Exploratory
	Maintenance
	Observation

	E.g. Working with person to identify areas where health is compromised.
	E.g. Supporting and maintaining healthy behaviours.
	E.g. Using observation skills to pinpoint key health issues.

	
	
	

	Palliative
	Preventative
	Therapeutic

	E.g. Person centred approaches to minimise impact of degenerative health conditions.
	E.g. Supporting person to prevent illness.
	E.g. Working clinically to improve health outcomes. 


It is important to remember the care plan: 

· Is a legal document 
· Shows accountability 
· Should guide the work of others and be a basis for continuity of care 
· Should show a logical and systematic flow of ideas through from the initial assessment to the final evaluation
· Is an important focus for good communication
· Is a systematic approach to data collection
· Is based on nursing knowledge (adapted from Aldridge 2004)
Haringey Learning Disabilities Partnership


	Care Planning



	1. Decide and state purpose with the person or their advocate


	2. Set objectives taking into account the person’s dreams and wishes


	3. Identify evidence and decide on method of intervention




	6. Identify expected person centred outcomes and expected health outcomes with the person or their advocate
	5. Set timescales


	4. Identify who will implement plan and any resources needed



	Implementation



	7. Implement plan


	8. Deliver evidence based intervention


	9. Review plan, objectives and actions taken 



	Evaluation



	12. Identify next actions


	11. Reflect on process and implementation


	10. Measure achievement of person centred outcomes and health outcomes with the person and their advocate





Name






NHS no.





Date

	Creating the Care Plan



	Personal reflection (using Gibbs reflective cycle, 1988). Consider all the information available from your nursing assessment including the person centred screening and the impact on you as a nurse. How does this picture inform your care plans? (Remember only make a professional comment to be included in the person’s health records)



	Planning



	Expected person centred outcomes – the things the person wants to do, that are affected by health issues and that the care plans will support in making happen. (see examples in appendix) 



	Objectives
	Method of Intervention

	1
	

	Evidence: What evidence is there to support the chosen method of clinical intervention?
	

	Experience:  Why do you consider this intervention is required?
	

	Objectives
	Method of Intervention

	2
	

	Evidence: What evidence is there to support the chosen method of clinical intervention?

	

	Experience:  Why do you consider this intervention is required?
	

	Objectives
	Method of Intervention

	3 


	

	Evidence: What evidence is there to support the chosen method of clinical intervention?

	

	Experience:  Why do you consider this intervention is required?
	

	

	Date when intervention is expected to be complete

1

2

3
	Person responsible
	Resources needed



	

	Health of the Nation Outcome Measurement at Assessment



	Domains
	Score
	Date



	Behaviour towards others
	
	

	Behaviour towards self
	
	

	Other behavioural problems
	
	

	Attention and concentration
	
	

	Memory and orientation
	
	

	Communication (understanding)
	
	

	Communication (expression)
	
	

	Delusions and hallucinations
	
	

	Problems with mood changes
	
	

	Problems with sleeping
	
	

	Problems with eating and drinking
	
	

	Physical problems
	
	

	Seizures
	
	

	Activities of daily living  in the home
	
	

	Activities of daily living outside the home
	
	

	Level of self-care
	
	

	Problems with relationships
	
	

	Occupation and Activities 
	
	

	Total Score


	
	

	

	(Print name) Practitioner 
	Responsible nurse
	Person or advocate



	Signed 


	
	

	Date
	
	



Name






NHS no.





Date

	Planning

	Care plan need:



	Desired health outcome: 
	Specific nursing activity: 
	Reasonable adjustments: 



	What is the expected health change as a result of the intervention?  
	What will the nurse do to enable the change to be achieved?
	Is the nursing intervention necessary to support generic health staff in achieving effective health outcomes?   

Yes/No
	If so, please describe 



	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	Intervention

	Date when intervention is expected to be complete

1

2

3

4
	Person responsible
	Resources needed



	Evaluation

	To what extent have the person centred outcomes been achieved?



	Have the desired health outcomes been achieved?



	Personal reflection (using Gibbs reflective cycle, 1988). Consider all the information available from your nursing assessment including the person centred screening, the interventions you made and the impact of this on you as a nurse. Is there anything different you would have done? What have you learnt from undertaking this specific clinical intervention? (Remember only make a professional comment to be included in the person’s health records)



	Health of the Nation Outcome Measurement at Evaluation



	Domains
	Score
	Date



	Behaviour towards others
	
	

	Behaviour towards self
	
	

	Other behavioural problems
	
	

	Attention and concentration
	
	

	Memory and orientation
	
	

	Communication (understanding)
	
	

	Communication (expression)
	
	

	Delusions and hallucinations
	
	

	Problems with mood changes
	
	

	Problems with sleeping
	
	

	Problems with eating and drinking
	
	

	Physical problems
	
	

	Seizures
	
	

	ADL in the home
	
	

	ADL outside the home
	
	

	Level of self-care
	
	

	Problems with relationships
	
	

	Occupation and Activities 
	
	

	Total score
	
	

	(Print name) Practitioner 
	Responsible nurse
	Person or advocate



	Signed 


	
	

	Date
	
	


Appendix 1

(N.B. This form is designed for electronic completion and all the boxes will expand to allow the inclusion of full detail. If form is printed for paper completion the boxes page 23-30 will need expansion to enable space for handwritten detail)

Completed by






Date completed

Designation

	Name


	DOB
	NHS no.
	Fwi no.



	Address

Email
	Telephone number(s)



	Dreams and Wishes from Person Centred Plan



	Capacity

Does the person have capacity to agree to the assessment?

If no has a best interest discussion been held?


	Yes/No

Yes/No



	Best interest decisions/comments if appropriate
	

	Allergies



	Present at assessment


	Relationship to service user/role



	Next of kin
	Contact details 

Address

Email


	Telephone number(s)



	Carer
	Contact details 

Address

Email


	Telephone number(s)



	Other important people in the person’s life


	Contact details 



	Safety issues
	

	Assessments already completed:

· Comprehensive Multi-disciplinary assessment
	Yes/No


	Completed by
	Date

	· Continuing health care assessment
	
	
	

	· Risk assessment
	
	
	

	· Moving and handling assessment
	
	
	

	· Communication assessment
	
	
	

	· Dysphagia assessment
	
	
	

	· Continence assessment
	
	
	

	· Personalisation/Care management assessment
	
	
	

	· Mental health assessment 
	
	
	

	· Psychological assessment
	
	
	

	· Other (please specify)
	
	
	

	General Health 

Health Action Plan 
	Yes/No
	Completed by
	Date



	Annual Health Check
	
	
	

	Nursing Assessment prompts



	Reason for referral

(Include reference to other assessments, documents or useful information)
	

	Other diagnosed health conditions

 (Include all known physical and mental health conditions, date of diagnosis, stability/severity of condition) 


	

	Other diagnosed conditions causing disability

(Include physical and mental disabilities)
	

	Nursing observation/examination



	
	Learning Disability Nursing observation and examination if appropriate
	Information from the person
	Information from others


	Others involved/aids/equipment used

	Vision 

(Please include any difficulties in accessing appointments)

Date of last Eye examination:
	
	
	
	

	Hearing

(Please include any difficulties in accessing appointments)

Date of last hearing test:
	
	
	
	

	Speech and communication
	
	
	
	

	Skin & 

Response to touch

	
	
	
	

	Oral health

(Include difficulties/ issues in accessing the dentist) 
	
	
	
	

	Dental Health 

Taste
	
	
	
	

	Tongue
	
	
	
	

	Date of last Dental Check:
	
	
	
	

	Cardiovascular

(Include difficulties/ issues in accessing appointments) 
	
	
	
	

	B.P:
	
	
	
	

	Pulse:

	
	
	
	

	Respiration:
	
	
	
	

	Asthma:
	
	
	
	

	Date of last visit to specialist:


	
	
	
	

	Neurology

(Include difficulties/ issues in accessing appointments) 
	
	
	
	

	Epilepsy:


	
	
	
	

	Date of last visit to specialist:
	
	
	
	

	Endocrine

(Include difficulties/ issues in accessing appointment

	
	
	
	

	Thyroid:
	
	
	
	

	Diabetes:
	
	
	
	

	Other:
	
	
	
	

	Date of last visit to specialists:
	
	
	
	

	Digestive System

(Include difficulties/ issues in accessing appointments) 
	
	
	
	

	Stomach and Large Intestine

(Include  any issues related to Liver, Pancreas)
	
	
	
	

	Nutrition (include any problems with eating and drinking)
	
	
	
	

	Small Intestine

(Include  any issues related to Colon, Bowel, Rectum)
	
	
	
	

	Date of last visit to specialists:
	
	
	
	

	Musculoskeletal

(Include difficulties/ issues in accessing appointments) 
	
	
	
	

	Mobility:
	
	
	
	

	Spine:
	
	
	
	

	Upper limbs:
	
	
	
	

	Lower limbs:
	
	
	
	

	Feet:
	
	
	
	

	Posture:
	
	
	
	

	Date of last visit to specialists:
	
	
	
	

	Urinary system
Kidneys:
	
	
	
	

	Bladder:
	
	
	
	

	Mental health
(Include mood, appetite, appearance, speech, sleep pattern, history. and difficulties/ issues in accessing appointments) 
	
	
	
	

	Date of last visit to specialists:
	
	
	
	

	Women’s health

(Include difficulties/ issues in accessing appointments)
	
	
	
	

	Sexual health (include any issues of risk or safety):
	
	
	
	

	Menstruation if appropriate :
	
	
	
	

	Menopause if appropriate:
	
	
	
	

	Cervical:

Date of last screening:
	
	
	
	

	Breast:

Date of last screening:
	
	
	
	

	Date of last visit to specialists:
	
	
	
	

	Men’s health

(Include difficulties/ issues in accessing appointments) 
	
	
	
	

	Prostate (include date of last screening where appropriate:
	
	
	
	

	Sexual health (include any issues of risk or safety):
	
	
	
	

	Testicular (date of last screening where appropriate):
	
	
	
	

	Date of last visit to specialists:
	
	
	
	

	Health and lifestyle

Units of alcohol per week
	
	
	
	

	Smoking:
	
	
	
	

	Recreational drugs:
	
	
	
	

	Exercise:
	
	
	
	



	Medication
	Dose
	Frequency
	Form (e.g. tablet, liquid etc)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	          Identified Side Effects:
	

	

	  Nursing conclusions:


	

	Recommendations:
	



When exploring person centred outcomes the nurse needs to consider what the person values and wants in their life. What does the person aspire to do and what is it about their health that might make it difficult to achieve their aspirations? Working with someone in a way that will help them meet their personal dreams and wishes is likely to enable better collaboration and commitment to the goal. 

People often know that the things they do will limit the achievement of better health e.g. smoking, eating unhealthily, drinking excess alcohol. Advice to follow a healthy lifestyle is often ignored even when people are aware of the implications. 

If the nurse helps the person identify what is important to them they can often use this to identify the goals to strive for.

Case example 1

Mark is a 52 year old man who has moderate learning disabilities, he is overweight and has impaired physical movement – he uses a walking frame to get about. His breathing is often laboured and he suffers from frequent chest infections. He also has difficulty in managing his personal hygiene, his limited mobility makes him reluctant to bathe regularly and he is reluctant to accept help or support with this.

Aspirations:

· To be well enough to fly to the USA to see his brother

· To get married to his long standing girlfriend - Jean

· To be able to go out regularly

Nursing objectives:

· To support the reduction in weight to a healthy BMI of

· To support improvements in personal hygiene, reducing the risk of infections, discomfort and the social impact of poor personal hygiene

· To support a programme of healthy exercise, to improve stamina and improve peak flow measurement

All of Mark’s aspirations translate well into desired person centred outcomes. Developing a care plan that has these aspirations as personal goals is likely to reap better outcomes than the more traditional objectives nurses use. Mark is far less likely to sign up to the objectives which would remain unchanged whilst the focus would be on the aspirations

In this case (which is based on a real person) all three of the person centred outcomes were achieved, as were the nursing objectives. Mark’s GP gave him an exercise prescription (name changed for confidentiality reasons) Mark signed up to a gym and followed a healthy eating and healthy lifestyle programme. A review of his bathroom facilities by the OT resulted in some changes being made to aid his mobility and this resulted in improved personal hygiene. He married his girlfriend and they flew to the US on honeymoon.

Case example 2  

Andrea is a 31 year old woman who has a moderate learning disability and autistic spectrum disorder. Her ASD has resulted in some extreme issues, she has pulled out all her own teeth, and controls her family wit her ritualistic behaviours. She uses behaviours that are very challenging and that have resulted in many negative outcomes for her. In the past she lived in a residential placement where she was heavily sedated and seriously obese. 18 months ago her family decided to bring her home and they have direct payments to provide her care. Since then she has stopped taking all medication and has lost weight and now has a healthy BMI.

Andrea remains a challenge to her family, she is obsessively tidy and will ’tidy up’ by removing people’s plates when they are still eating and throw dirty crockery in the bin, remove wallpaper etc. When out she will pick up dog excrement and post this through people’s letter-boxes and in the public post box. She will also remove literature from public places and put this in the bin. At times she can be aggressive to others especially her elderly parents

Aspirations:

· To be able to control the environment she lives in

· To be able to be out of doors and to run

· To swim regularly

· To choose who she spends time with

Nursing Objectives

· To build a trusting therapeutic relationship with Andrea

· To use information and materials that will aid Andrea’s understanding

· To assess risks and develop a risk management plan that will help Andrea and her family to be safe

· To reduce behaviours that challenge her family and restrict her activities

· To work in partnership with Psychology to introduce effective behaviour management plans

· To work in partnership with psychiatry to explore whether any medication might be effective in reducing high risk behaviours without causing unacceptable side effects

· To monitor medication and effects including weight and sleep monitoring.

This case is also based on a real person. Andrea (name changed for confidentiality purposes) is unable to say in words what she aspires to do, so her aspirations were identified from the things that seem important to her by her circle of support – her family and support carers were essential in helping to identify the things that seem important to her and by her responses to different aspects of her life.

The work with Andrea is ongoing because the nature of her psychological difficulties, make it difficult to progress things very quickly. However, the nursing intervention has resulted in her joining a running club with the aid of a support carer who also enjoys running. The risk management plan enables Andrea to take part in running at a time and place when the risks can be minimised. The referrals to psychology and psychiatry have resulted in joint working with the family to identify the best way to support them. Andrea is still at home and is going out more frequently.

With the support of the nurse in monitoring and evaluating the impact, very small dosages of medication are being tried to treat her anxiety. At present she is tolerating a very low dose anti-depressant, which seems to be improving her day-to day relationships with her family and others. No significant side effects have as yet been noted and Andrea is compliant in taking the tablets.

Case example 3

Ahmed is a 22 year old man who has complex physical needs and profound learning disabilities. Ahmed has thickened liquids and is at risk of aspiration, regularly suffers form severe chest infections and has been hospitalised regularly throughout his life. He has severe epilepsy and suffers from regular tonic-clonic seizures. On occasion he needs emergency rescue medication and hospital care for status epilepticus. He uses a moulded wheelchair and is unable to weight bear so is lifted using a hoist. He is fully dependant on support for all his care needs. 

Ahmed is unable to say in words what his aspirations are, so these have been identified from the things that seem important to him by his circle of support – his family and carers were essential in helping to identify the things that seem important to him and by his responses to different aspects of his life.

Aspirations:

· To be looked after by someone that he knows well and feels safe with

· To be with other people, Ahmed seems to enjoy noise and bustle – he is part of a large family and has 7 siblings.

· To spend time with other young people

· To eat sweet things sometimes

· To sit in the garden in the sunshine

Nursing Objectives:

· To assess risks in relation to posture, eating and drinking and epilepsy and develop a risk management plan that will help Ahmed stay safe and well
· To monitor and record the frequency and severity of seizures, the effectiveness of medication, and the impact of any side effects.
· To work in partnership with physiotherapist, speech and language therapist and dietician in relation to protection of body shape, diet and nutrition and preventing dysphagia.
· To work in partnership with the neurologist to support seizure management
· To teach family and staff about epilepsy, medication and dysphagia and safety in the sun
By considering the desired person centred outcomes the implementation of care plans are focused on what is likely to be important to the person. This in turn will enhance the person’s well-being and emotional health. 

Ahmed’s level of disability makes it more difficult to know what might be important; sometimes it is easier to know what someone doesn’t like than what they do. This can then be turned around to help formulate a picture of what is important. So in Ahmed’s case, if he cries when left alone, it might mean that he likes to be with other people and this can be tested. Any interventions need to take this into account. If he seems to like sweet things, should it be decided that he needs a PEG, it might be very important to explore whether he can be given sweet tasters as well. It will also be important to consider the impact of this on his oral health.

Case example 4

Lilly is a 37 year old lady of Afro-Carribean descent, with a mild learning disability and schizophrenia. Lilly has a history of self harming and was an inpatient on Mental Health section.  Since discharge Lilly’s care is managed within the CPA framework.  Lilly has a high BMI and would like to loose weight.  Lilly is currently living in a residential placement and has been emotionally well for the past 2 years. Lilly can often present as anxious and has paranoid thoughts, she will constantly seek reassurance from staff and finds it diffiuclt to concertrate on a conversation for morae than 1 minute. Lilly used to live more independently prior to being admiited to hopsital. She is a soiclable person and enjoys looking presentable and making Jewellery. Lilly would like a boyfriend and considers her family important in her life. She would like to have her hair styled by a culturally appropriate hairdresser. The staff tream have stated she can wait until a week before her next CPA meeting, which is not for another 6 weeks. 
Aspirations:

· Lilly’s mental health to be stable enough to fly to the Caribbean to see her mother

· To find a boyfriend 

· To live more independently in the future 

· To wear nice clothes and jewellery and have her hair styled. 

Nursing objectives: 

· To support the reduction in weight to a healthy BMI and support a programme of healthy exercise, to improve stamina 

· To support her with her mental health and prevent relapse, 

· To work in partnership with the Psychiatrist to ensure medications are monitored for adverse side effects

· To ensure Lilly’s psycho-emotional needs met. 

All of Lilly’s aspirations translate well into desired person centred outcomes. Developing a care plan that has these aspirations as personal goals is likely to reap better outcomes than the more traditional objectives nurses use. Lilly is far less likely to sign up to the objectives which would remain unchanged whilst the focus would be on the aspirations

In this case (which is based on a real person) two of the four person centred outcomes are partially achieved, as were the nursing objectives. Lilly is attending a jewellery making class, and the staff are now supporting her to have her hair cut by a culturally appropriate hairdresser. Lilly has joined a dating agency to attempt to find a boyfriend and there are plans in the future for her to visit her mother in the Caribbean. The nursing objectives are ongoing as the community nurse works closely with Psychiatry to monitor the adverse side effect of medication and ensure staff are providing options of various activities to promote her emotional well-being. The community nurse has requested a GP referral for prescription for exercise and is working with Lily around healthy eating.    

Health of the Nation Outcome Scales – Learning Disability

Name:




Date of birth: 
Intervention: 

Date of rating:




Total score:

Summary rating instructions: 
a. Rate each in order from item 1 to 18. 
b. Do not include information rated in an earlier item. 
c. Rate the person over the previous 4 weeks. 
d. Rate the most severe problem that has occurred during the period rated. 
e. All items follow the five-point rating format similar to other HoNOS instruments: 
· 0=no problem during the period rated; 
· 1=mild problem; 
· 2=moderate problem; 
· 3=severe problem; 
· 4=very severe problem. 
Rate 9 if unknown 
1. Behavioral problems (directed at others) 
Include behavior that is directed to other persons. 

Do not include behavior that is directed towards self (Scale 2) or primarily at property or other behaviors (Scale 3). Rate risk as it is currently perceived. 
· 0= No behavioural problems directed to others during the period rated. 
· 1= Irritable, quarrelsome, occasional verbal abuse. 
· 2= Frequent verbal abuse, verbal threats, occasional aggressive gestures, pushing or pestering (harassment). 
· 3= Risk, or occurrence of, physical aggression resulting in injury to others requiring simple first aid, or requiring close monitoring for prevention. 
· 4= Risk, or occurrence of, physical aggression producing injury to others serious enough to need casualty treatment and requiring constant supervision or physical intervention for prevention (e.g. restraint, medication or removal). 
2. Behavioral problems directed towards self (self-injury) 
Include all forms of self-injurious behavior. 

Do not include behavior directed towards others (Scale 1), or behavior primarily directed at property, or other behaviors (Scale 3). 
· 0= No self-injurious behaviour during the period rated. 
· 1= Occasional self-injurious behaviour (e.g. face-tapping); occasional fleeting thoughts of suicide. 
· 2= Frequent self-injurious behaviour not resulting in tissue damage (e.g. redness, soreness, wrist-scratching). 
· 3= Risk or occurrence of self-injurious behaviour resulting in reversible tissue damage and no loss of function (e.g. cuts, bruises, hair loss). 
· 4= Risk or occurrence of self-injurious behaviour resulting in irreversible tissue damage and permanent loss of functions (e.g. limb contractures, impairment of vision, permanent facial scarring) or attempted suicide. 
3. Other mental and behavioral problems
This is a global rating to include behavioural problems not described in Scales 1 or 2. 

Do not include behaviour directed towards others (Scale 1), or self-injurious behaviour (Scale 2). Rate the most prominent behaviours present. 

Include: A, behaviour destructive to property; B, problems with personal behaviours, for example, spitting, smearing, eating rubbish, self-induced vomiting, continuous eating or drinking, hoarding rubbish, inappropriate sexual behaviour; C, rocking, stereotyped and ritualistic behaviour; D, anxiety, phobias, obsessive or compulsive behaviour; E, others. 
· 0= No behavioural problem(s) during the period rated. 
· 1= Occasional behavioural problem(s) that are out of the ordinary or socially unacceptable. 
· 2= Behaviour(s) sufficiently frequent and severe to produce some disruption of and impact on own or other people's functioning. 
· 3= Behaviour(s) sufficiently frequent and severe to produce significant disruption and impact on own or other people's functioning, requiring close monitoring for prevention. 
· 4= Constant, severe problem behaviour(s) producing major disruption of and impact on functioning requiring constant supervision or physical intervention for prevention. 
4. Attention and concentration
Include problems that may arise from underactivity, overactive behaviour, restlessness, fidgeting or inattention, hyperkinesis or arising from drugs. 
· 0= Can sustain attention and concentration in activities/programmes independently during the period rated. 
· 1= Can sustain attention and concentration in activities/programmes with occasional prompting and supervision. 
· 2= Can sustain attention and concentration in activities/programmes with regular prompting and supervision. 
· 3= Can sustain attention and concentration in activities/programmes briefly with constant prompting and supervision. 
· 4= cannot participate in activities and programmes even with constant prompting and supervision. 
5. Memory and orientation
Include recent memory loss and worsening of orientation for time, place and person in addition to previous difficulties. 
· 0= Can reliably find their way around familiar surroundings and relate to familiar people. 
· 1= Mostly familiar with environment/person, but with some difficulty in finding their way. 
· 2= Can relate to environment/person with occasional support and supervision. 
· 3= Can relate to environment/person with regular support and supervision. 
· 4= Not apparently able to recognise or relate to people and environments. 
6. Communication (problems with understanding) 
Include all types of responses to verbal, gestural and signed communication, supported if necessary with environmental cues. 
· 0= Able to understand first language (mother tongue) about personal needs and experience during the period rated. 
· 1= Able to understand groups of words/short phrases/signed communication about most needs. 
· 2= Able to understand some signs, gestures and single words about basic needs and simple commands (food, drink, come, go, sit, etc.). 
· 3= Able to acknowledge and recognise attempts at communication with little specific understanding (pattern of response is not determined by nature of communication). 
· 4= No apparent understanding or response to communication. 
7. Communication (problems with expression) 
Include all attempts to make needs known and communicate with others (words, gestures, signs). Rate behaviour under Scales 1, 2 and 3. 
· 0= Able to express needs and experience during the period rated. 
· 1= Able to express needs to familiar people. 
· 2= Able to express basic needs only (food, drink, toilet, etc.). 
· 3= Able to express presence of needs, but cannot specify (e.g. cries or screams when hungry, thirsty or uncomfortable). 
· 4= Unable to express need or presence of need. 
8. Problems associated with hallucinations and delusions
Include hallucinations and delusions irrespective of diagnosis. 

Include all manifestations suggestive of hallucinations and delusions (responding to abnormal experiences, e.g. invisible voices when alone). 
· 0= No evidence of hallucinations or delusions during period rated. 
· 1= Occasional odd or eccentric beliefs or behaviours suggestive of hallucinations or delusions. 
· 2= Manifestations of hallucinations or delusions with some distress or disturbance. 
· 3= Manifestations of hallucinations or delusions with significant distress or disturbance. 
· 4= Mental state and behaviour are seriously and adversely affected by hallucinations or delusions with severe distress or disturbance. 
9. Problems associated with mood changes
Include problems associated with low mood states, elated mood states, mixed moods and mood swings (alternating between unhappiness, weeping and withdrawal on one hand and excitability and irritability on the other). 
· 0= No evidence of mood change during period rated. 
· 1= Mood present but with little impact (e.g. gloom). 
· 2= Mood change producing significant impact on self or others (e.g. weeping spells, decrease in skills, withdrawal and loss of interest). 
· 3= Mood change producing major impact on self or others (e.g. severe apathy and unresponsiveness, severe agitation and restlessness). 
· 4= Depression, hypomania or mood swings producing severe impact on self and others (e.g. severe weight loss from anorexia or over activity, agitation too severe to allow time to be engaged in meaningful activity). 
10. Problems with sleeping
Do not rate intensity of behavior disturbance — this should be included in Scale 3. Include daytime drowsiness, duration of sleep, frequency of waking and diurnal variation of sleep pattern. 
· 0= No problem during the period rated. 
· 1= Occasional mild sleep disturbance with occasional waking. 
· 2= Moderate sleep disturbance with frequent waking, or some daytime drowsiness. 
· 3= Severe sleep disturbance or marked daytime drowsiness (e.g. restlessness/over activity/waking early) on some nights. 
· 4= Very severe sleep disturbance with disturbed behaviour (e.g. restlessness/over activity/waking early most nights). 
11. Problems with eating and drinking
include both increase and decrease in weight. Do not rate pica — which should be rated in Scale 3. This scale does not include problems experienced by people who cannot feed themselves (e.g. people with severe physical disability). 
· 0= No problem with appetite during the period rated. 
· 1= Slight alteration to appetite. 
· 2= Severe alteration in appetite with no significant weight change. 
· 3= Severe disturbance with some weight change during the period rated. 
· 4= Very severe disturbance with significant weight change during the period rated. 
12. Physical problems
Include illnesses from any cause that adversely affects mobility, self-care, vision and hearing (e.g. dementia, thyroid dysfunction, tremor affecting dexterity). 

Do not include relatively stable physical disability (e.g. cerebral palsy, hemiplegia). Behavioural disorders caused by physical problems should be rated under Scales 1, 2 and 3 (e.g. constipation producing aggression). 
· 0= No increased incapacity due to physical problems during the period rated. 
· 1= Mildly increased incapacity, for example, viral illness, sprained wrist. 
· 2= Significant incapacity requiring prompting and supervision. 
· 3= Severe incapacity requiring some assistance with basic needs. 
· 4= Total incapacity requiring assistance for most basic needs such as eating and drinking, toileting (fully dependent). 
13. Seizures
Include all types of fits (partial, focal, generalised, mixed, etc.) to rate the short-term effect on the individual's daily life. Rate the effects of the fits. 

Do not include behavioural problems caused by, or associated with, fits (use Scales 1, 2 and 3). 
· 0= No increased incapacity due to physical problems during the period rated. 
· 1= Occasional seizures with minimal immediate impact on daily activities (e.g. resumes after seizures). 
· 2= Seizures of sufficient frequency or severity to produce a significant immediate impact on daily activities (e.g. resumes activity after a few hours). 
· 3= Seizures of sufficient frequency or severity producing a severe immediate impact on daily activities requiring simple first aid for injuries etc. (e.g. resumes activities next day). 
· 4= Frequent poorly controlled seizures (may be accompanied by episodes of status epilepticus) requiring urgent clinical attention. 
14. Activities of daily living at home
Include such skills as cooking, cleaning and other household tasks. Do not rate problems with daily living outside the home (Scale 15). Do not rate problems with self care (Scale 16). Rate what is seen regardless of cause, for example, disability, motivation etc. Rate performance not potential. Rate the current level achieved with the existing support. 
· 0= Performs or contributes towards activities of daily living at home. 
· 1= Some limitations in performing or contributing towards household tasks. 
· 2= Significant limitations in performing or contributing towards household tasks (e.g. failure to wash or tidy up, difficulty in preparing meals). 
· 3= Major limitations in performing or contributing towards household tasks (e.g. home neglected, dirty, untidy; no domestic routine). 
· 4= Gross neglect or danger resulting from no apparent contribution to daily living activities. 
15. Activities of daily living outside the home
Include skills such as budgeting, shopping, mobility and the use of transport, etc. 

Do not include problems with activities of daily living at home (Scale 14). Do not rate problems with self-care (Scale 16). Rate the current level with the existing support. 
· 0= Regular use of facilities and public amenities (e.g. shopping). 
· 1= Some limitation in activity (e.g. difficulty with the use of public amenities or transport). 
· 2= Significant limitations of activity relating to any one of: shopping, use of transport, public amenities. 
· 3= Major restrictions in activity relating to more than any one of: shopping, use of transport, public amenities. 
· 4= Severe restrictions in the use of shops, transport, facilities, etc. 
16. Level of self-care
Rate the overall level of functioning in activities of self-care such as eating, washing, dressing and toileting. Rate the current level achieved with the existing support. Rate appearance not motivation. 
· 0= Appearance and personal hygiene maintained. 
· 1= Some deficits in personal appearance, personal hygiene or attention to health (e.g. poor grooming). 
· 2= Significant deficits in personal appearance, personal hygiene or attention to health causing a problem with social acceptability, but not sufficient to pose a health risk (e.g. body odour, unkempt hair or nails). 
· 3= Major deficits in personal appearance, personal hygiene or attention to health posing a health risk (e.g. skin rashes, gum infection, not fully dressed). 
· 4= Gross self-neglect with severe difficulties relating to appearance, hygiene and diet posing a major health risk (e.g. pressure sores). 
17. Problems with relationships
Include effects of problems with relationships with family, friends and carers (in residential and day/leisure settings). Measure what is occurring regardless of cause, for example, somebody who is known to have good relationships may still display problems. 
· 0= Positive and frequent contact with family or friend or carers. 
· 1= Generally positive relationships, but some strain or limitations in contact. 
· 2= Some positive relationships, but current disruptions of contact or worsening of relationships. 
· 3= Difficulties in relationships with risk of breakdown or infrequent contact. 
· 4= Significant relationships broken down with no current contact. 
18. Occupation and activities
Rate the overall level of problems with quality of daytime environment. Take account of frequency and appropriateness of, and engagement with, daytime activities. Consider factors such as lack of qualified staff, equipment and appropriateness with regard to age and clinical condition. Do not rate problems with self-care (Scale 16). 
· 0= Fully engaged with acceptable range of activities. 
· 1= Uses reasonable range of activities, but some limitation of access or appropriateness. 
· 2= Uses limited range of activities, limited availability or appropriateness. 
· 3= Attends daytime activity irregularly. 
· 4= No engagement with daytime activity. 

Aldridge J, (2004) Learning Disability Nursing a Model for Practice (Ch 12 pp 169-185) in Learning Disability nursing (2004), Turnbull, J (Ed)
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Communication and behaviour





How the person communicates especially about their health and well-being


How to communicate effectively with the person


What the person does to express unhappiness, pain, discomfort, content, happiness 
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What happened in the past that might have an impact on health now or in the future
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Living, communicating, feeling, wellbeing, knowing, understanding and dreaming





Now, in the past and in the future





Health & safety
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If appropriate, letter to service user/carer/advocate signposting, recommendations, advice





Letter to referrer, recommendations, signposting, advice
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2(a) Description


Describe the picture created where is most of the support, where are the gaps? 





2(b) Reflection 


How does this make you feel?


How much control does the person have over their own life? 


To what degree do you think the person is able to achieve their dreams and wishes? Is the person’s life likely to have any impact on their health and well-being? Are the persons health needs likely to have an impact on the person’s life?





2e) Care Pan


Create a person centred nursing care plan based on the identified needs, screening, assessment and reflection





2(c) Evaluate and analyse


What is good or bad about the person centred screening and assessment picture created? What sense can you make of it?





2(d) Conclusion


What do you know now and what else do you need to take into account?





1(a) Complete Person Centred Screening Tool (circles of informal and formal support)





1(b) Complete Haringey Nursing Assessment (see appendix) or other relevant Evidence Based Nursing Assessment tool 





Table 7 Assessment





Evaluation





Table 8 Care Planning





Table 5 Person centred screening tool (b)





Table 4 Person centred screening tool (a)
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Table 11 Holistic Nursing Care Plan (specific care need)








Haringey Learning Disabilities Partnership


Table 10 Overview Nursing Care Plan
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Table 2 Model of reflective practice (Gibbs 1988)





Table 3 Haringey model of nursing for people who have learning disabilities





Using the person centred screening tool as part of the model


(See table 4 & 5)





(See table 4 & 5)





Table 6 The Process





Table 9 Holistic Nursing Care Plan





Appendix 2


Person Centred Outcomes (examples)








Appendix 3 


HoNOS LD


Full scale with guidance
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