
Monitoring / identification aspect of tool

Responding to a deterioration in health 

Health & social care 

activities
Individuals’  journey

Outcome Measures – LeDeR Pilot for the Management of Deterioration for people with 

Learning Disabilities in supported living settings: individuals’ journey (summary)

21st October 2021; East & West Midlands Steering 

Group 

(Captured by Glen Howard, EMAHSN); v0.2 DRAFT

Individual receives 

appropriate care for their 
health needs

Note:

Some individuals may not 

have their health routinely 
monitored 

Individual has an existing 

diagnosis of learning disability 

and lives in a supported living 

setting 

(and are registered with a GP)

May have comorbidities (known 

or unknown)

Has a non-life threatening 

deterioration in physical or 

mental wellbeing 

Some individuals (particularly those 

with a greater amount of support):

Routine proactive (soft signs) support 

as part of their care plan 

Set a baseline from which to better 
enable a change in health

Some individuals may have an 

existing care plan

(Some may not)

Tool may used to identify a 

deterioration

Prevention /  reduction  in 

the impact of illness

Individual and their 

releatives are reassured 
that there is a process for 

indentifying a change in 

health

May have an annual health check – 

should be a separate appointment 

(via GP or Specialist Nurse)

Health action plan may be 

created

Note:

Some individuals may have 
an existing care plan

(Some may not) 

Tools used for ongoing 

proactive (soft signs) 
support

Note:

If there is an sudden severe health emergency an 

ambulance would be called as currently. Skills gained 

from using SBARD may be helpful in this event

Care provider / relative is supported in escalating 

and communicating needs
Tool may provide suggestions for where to obtain 

support

Tool is used to better 
understand and 

communication that change 

in health



Monitoring / identification aspect of tool

Responding to a deterioration in health 

Health & social care 

activities
Individuals’  journey

Note:

Some individuals may not 

have their health routinely 

monitored 

Outcome Measures – LeDeR Pilot for the Management of Deterioration for people with 

Learning Disabilities in supported living settings: individuals’ journey (detailed)

Individual has an existing 

diagnosis of learning disability 

and lives in a supported living 

setting 

(and are registered with a GP)

May have comorbidities (known 

or unknown)

Has a non-life threatening 

deterioration in physical or 

mental wellbeing 

Some individuals (particularly those 

with a greater amount of support):

Routine proactive (soft signs) support 

as part of their care plan 

Set a baseline from which to better 

enable a change in health

Some individuals may have an 

existing care plan
(Some may not)

Tool may used to identify a 

deterioration

Prevention /  reduction  in 

the impact of illness

Individual receives 

appropriate care for their 

health needs

Individual and their 
releatives are reassured 

that there is a process for 

indentifying a change in 

health

May have an annual health check – 

should be a separate appointment 

(via GP or Specialist Nurse)

Health action plan may be 
created

Note:

Some individuals may have 

an existing care plan

(Some may not) 

Assessment of information 

provided and decision on 

appropriate treatment made 

and documented

Tools used for ongoing 

proactive (soft signs) 

support

Relative or support worker uses 

the tool (escalates to senior as 
appropriate) 

Contacts appropriate 

services using a structured 

communication tool (such 

as SBARD)

Note:

If there is an sudden severe health emergency an 

ambulance would be called as currently. Skills gained 
from using SBARD may be helpful in this event

Carer / relative / individual 

advised on immediate 

actions 

May include advice on 

modification of assessment 

(e.g. what to look out for)

Tool is used to help monitor 

effectiveness of treatment

Individual in optimum state 

of health

Assessment as to the need to 

commence or increase the 

support provided (e.g. care 
plan / care routine)

Note:

If the care received is not 

as effective as anticipated, 

the tools can be used to re-
escalate if required

(previous care would be 

included in the SBARD)

Most appropriate service 

identified via local policy 
(including escalation 

pathway)

21st October 2021; East & West Midlands Steering 

Group & Project Team

(Captured by Glen Howard, EMAHSN); v0.2 DRAFT



Individual, relative or carer 

contacts GP

Appointment that day

If no appointment today 

added to on call list

If no on-call then advised to 

call 111

Receptionist records the soft signs / 

SBARD data

Outcome Measures – LeDeR Pilot for the Management of Deterioration for people with 

Learning Disabilities in supported living settings: individuals’ journey (detailed):

Process that would be expected to be followed when contacting GP

Receptionist captures key information
Soft signs / SBARD helps to capture 

health concern more accurately Individual is seen by GP 

(virtual or in person as 

appropriate)

21st October 2021; East & West Midlands Steering 

Group & Project Team

(Captured by Glen Howard, EMAHSN); v0.2 DRAFT
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