
Role of Health Facilitation 
Nursing Team
SHSCT



Health Facilitation Nurse 

Ø Work within primary care practices 
completing part of the Annual Health 
check

Ø Liaise with Community LD Teams
Ø Health promotion and education
Ø Referral work



Why do people with learning 
disabilities experience poorer 

health?

ØUnhealthy lifestyles
ØInaccessibility to health care
ØSocial and economic factors
u Syndrome specific health risks



Barriers to Health Care
§ Communication difficulties (50-90%)
§ Lack of health awareness
§ Lack of recognition of ill health
§ Reliance on third party: family 

members/carers to accompany to 
GP/hospital

§ Problematic symptom description
§ Diagnostic overshadowing
§ Fear of unknown place and 

procedures or routines
§ Lengthy waiting times in public areas



What Can We Do?
The Service Framework for Learning 
Disability (DHSSPS 2015) requires that 
‘All people with a learning disability  
should have equal access to the full 

range of health services including 
services designed to promote positive 

health and wellbeing.’
o Direct Enhanced Services Monies
o Improve access to health services, 

by making reasonable adjustments 
to ensure accessibility



Cardiff Health Assessment

Ø Used for the annual health check. It is a 
12 page assessment, which leads to 
symptom recognition, diagnostic tests 
and treatment where necessary. 

Ø This includes organising screening: breast, 
AAA & Bowel

Ø In 22/23 we are targeting individuals with 
a BMI over 30 for a health and wellbeing 
Improvement Plans



Validation of the GP LD 
Registers

u There are people who are incorrectly coded 
on the GP Registers ( patients with mental 
health problems) 

u There are people who GP believes has a LD 
but who have never been diagnosed via 
psychometric assessment (particularly people 
in the mild range)

u There are people known to the SHSCT as 
having a learning disability who aren’t coded 
correctly in the practice and are missed



Common issues that arise:
u There are patients known to GPs  who have 

never accessed Trust services and are not known 
on trust databases.

u Access criteria is that the individual should have 
IQ score of 70 or below

u George et al (2019) stated that the GP practice 
would make the final decision about whether an 
individual would be put on or remain on the LD 
register, within their practice. 



HF Nurse Practice visit
Ø Check Trust data against GP population 

list to ensure correct coding
Ø Search for evidence of LD if someone is 

identified on the practice population 
register  within the paper records in the 
surgery for older terminology i.e. ESN, 
Mental Handicap or special school 
attendance.

Ø Check for diagnosis of a syndrome which 
has associated LD, such as Fragile X.



Health Improvement Plans 
Plan’s u are a simple way to identify 

the personal health needs 
of individuals and describe 
the actions that determine 
what the person can do to 
improve their health. They 
identify any help and 
support that might be 
needed to achieve and 
maintain good health. Such 
as going to the gym, walks, 
swimming, local weight watchers 
groups.



Meet Pam

• Late 50s
• Lives on her own at home
• Had never previously 

attended her breast 
screening invite until she 
received her easy read 
letter. 
• Attended with support from 

HF. 



Meet Gail

• Mid 30s
• Lives at home with 

her elderly father
• Has had regular 

health checks with 
GP and treatment 
room nurse. 

• Unknown to LD 
services for approx. 
15 years

Outcome

Referral for psychometrics
• Diagnosed LD
• Access to CLDT
• Case manager 

appointed, day care 
and respite organised

• Regular therapeutic 
input from  MDT, 
psychiatry and 
behaviour support



Meet Lucy
• Lady with Down 

Syndrome aged 50 
• BMI clinically 

obese
• Regularly attended 

yearly health 
checks

• Presenting with 
uncharacteristic 
behaviours that 
posed risk and 

• Recent referral to 
psychiatry and 
commenced on 
medication

What happened 
next....
• Bloods completed
• Referral to respiratory 

clinic for sleep 
apnoea

• Sleep apnoea 
diagnosed.

• CPAP introduced
• Successful discharge 

from psychiatry



He lives independently in a flat 

Meet John
• 62 year old male
• Lives independently and 

works part time
• Health check revealed 

significant weight loss + 
frequency of micturition

• Bloods done
• Physical exam revealed  

malignant feeling 
prostrate.

• Referral made to 
Urology

• HF attended 
appointments and John 
diagnosed with  Prostate 
Cancer

• The Hf accompanied him to 
hospital appointments to 
ensure that John 
understood the decisions 
he needed to make to 
consent for treatment

• HF also linked in with the 
CLDT and family re: 
diagnosis and needs.

• John cooperated with the 
investigations and follow-
up treatment (regular 
injections & radiotherapy.

• Reviewed regularly and 
presently remains in good 
health



Good News
u Health checks consistently led to the 

detection of unmet health needs and 
targeted actions to address health needs 
(Robertson et al (2014).

u The comprehensive structure of annual 
health checks, alongside sufficient time 
to carry them out effectively, would 
double the number of clinical needs 
identified compared to  standard GP 
care for a year (Slowie & Martin 2014)


