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MHSbeds for people with learning
disabilities
Nicolo M. Bailey and Sally-Ann Cooper

A questionnaire was completed by 135 of the 161
(83.9%) National Health Service (NHS) trusts who
provide specialist health services tor people with
learning disabilities in England and Wales. From these,
cumulative frequencies were calculated to describe
the current level of provision of NHS beds. Resultsvary in
different parts of the country, but the majority of NHS
trusts provide assessment and treatment admission
beds, long-stay beds (including those NHS trusts who

have completed their resettlement process) and respite
care beds. A half of NHS trustsdirectly manage NHS day
places. The high response to questionnaires indicates
the current high level of interest in this issue.

Health services for people with learning disabil
ities have undergone considerable change in
recent years. These changes have been politically
driven, and follow changing public opinion and
concepts such as normalisation and social role
valorisation (Wolfensburger, 1983). The large
institutions of the past are closing, with the
current focus of care being on the provision of
quality care in the community. The literature
regarding the research outcomes of deinstitution-
alisation of people with learning disabilities has
been recently reviewed, and shows trends to
wards improvements in quality of life on many
measures (Emerson & Hatton, 1994).

The existing provision of specialist health
services in England and Wales is diverse, with
many areas finding solutions to meet local needs.
However, it is of interest to compare the provision
of services in an existing area against national'normative' data, as a means of benchmarking,
both in terms of keeping pace with the process of
resettlement, and also in terms of quantity of
services provided. However, as no such register
of services exists, this study was undertaken in
order to provide an overview of existing NHS bed
numbers for people with learning disabilities,
against which health purchasers and providers
can compare their own locality.

The study
A record of all NHS trusts providing specialised
learning disabilities health services was com
piled, by combining information from the

National Association of Health Authorities and
Trusts with that contained in the Health ServicesYearbook (1994). No 'directly managed units'
were identified. A questionnaire was sent to the
Chief Executive of each NHS trust requesting
her/him to delegate it to the appropriate man
ager for completion and return. A letter was also
sent to the Clinical Director/Lead Clinician of
each NHS trust, together with a copy of the
questionnaire, for information. The question
naire enquired about the number of specialist
NHS beds and NHS day care places, provided
and managed directly by the NHS trust. It also
enquired about the total population size served
by the NHS trust. Both children and adults wereenquired about, although the country's provision
of NHS beds for children with learning disabil
ities is minimal. After a period of six weeks, non-
responding NHS trusts were recontacted by a
second letter to the Chief Executive, again
requesting the enclosed questionnaire to be
delegated to the appropriate manager for com
pletion and return.

Findings
Of the 166 NHS trusts in England and Wales to
whom questionnaires were sent, six were subse
quently determined not to serve people with
learning disabilities. A further NHS trust was
identified during the course of this process.
Hence, a total of 161 trusts were identified. In
no case did the Chief Executive or Clinical
Director/Lead Clinician actively decline to par
ticipate. Replies were received from 135 NHS
trusts (83.9%). Three NHS trusts did not identify
the size of their target population, and so these
results could not be included in the cumulative
frequency tables. However, their results are
included in the comment on the number of NHS
trusts who have specific types of beds. The
remaining 132 NHS trusts served a combined
population of 39 883 920. which represents
81.4% of the total population of England and
Wales (based on 1991 census data).

All results were standardised to the equiv
alent for a population size of 100 000 prior to
further calculations. Cumulative frequencies
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were employed as all distributions were skewed
to the right. Table 1 reports the cumulative
frequencies for the bed numbers of different
types managed by the 132 NHS trusts. It can
be seen in the table that 60.7% of NHS trusts no
longer have any institutional beds, reflecting that
they have completed their resettlement process.
The NHS trusts were also asked in the ques
tionnaire to identify their priorities for service
developments. This revealed that an additional
32 NHS trusts were in the process of developing
specialist assessment and treatment admission
beds. This will bring the total number of NHS
trusts with such beds up to 127/135 (94.1%).
Further NHS respite care services were being
developed by 24 trusts, which will mean that
107/135 NHS trusts (79.2%) provide such
services.

Comment
This study has focused on the current bed
provision for people with learning disabilities
who require NHS care: the provision of specialist
learning disabilities health professionals work
ing in the community has previously been
described (Bailey & Cooper, 1997), as has the
relationship between learning disabilities psy
chiatrists and specialist learning disabilities
health services (Cooper & Bailey, 1998). There
was a high response rate to the questionnaire
(83.9%), which indicates a high level of interest
in this subject by the NHS trusts.

With the closure of the institutions, social care
for people with learning disabilities has been

largely moved away from the NHS, which has
focused on providing health care largely in the
community. The NHS has, however, in many
areas, reprovided long-term beds for people with
learning disabilities who have additional health
needs e.g. profound learning and multiple
physical disabilities; severe challenging behav
iour/enduring mental illness. This study has
purposely examined NHS beds and NHS day
places managed by NHS trusts directly, rather
than those managed by social services and other
private/voluntary sectors, or beds established by
trusts but providing social care roles. This
excludes arrangements whereby NHS trusts
provide staff to assist people living in their own
homes, or to assist registered care homes and
nursing homes. These figures also exclude social
care provided (non-NHS, and therefore charged
for) through a sister wing of the NHS trust.

Health services are disparate across the
country. This is reflected in the results when
one considers the total number of long-stay beds
provided by NHS trusts. The 'average' NHS trust

(i.e. the trust at the median point) manages 10.3
long-stay beds per 100 000 (combined figure for
number of long-stay beds in an institution plus
long-stay beds in small NHS managed com
munity homes: excluding social care beds).
However, 20% of NHS trusts now have no long-
stay NHS provision at all for people with learning
disabilities; presumably having resettled individ
uals from the institution into private sector/
voluntary/charitable or social services care, or to
out of county placements. A small number of
these NHS trusts had developed a style of
provision whereby people were discharged from

Table 1. Cumulative frequencies for NHS learning disabilities bed numbers per 100000 population
provided by 132 NHS trusts in England and Wales

Gentile Assessment/
(%) treatment Day places Total long stay Institutional long stay Small homes long stay Respite care

202530354045505560657075808590951000.00.00.20.71.21.41.82.02.12.73.23.54.14.95.98.060.00.00.00.00.00.00.00.00.71.83.36.07.712.017.222.839.6268.40.00.91.94.66.28.110.314.817.621.827.132.140.046.852.272.9426.70.00.00.00.00.00.00.00.00.02.98.013.118.427.140.057.2373.30.00.00.04.07.010.012.015.818.025.032.240.052.269.077.2107.2240.00.00.00.00.00.71.21.51.72.02.42.63.13.44.05.77.312.6
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NHS care, but NHS employees provided a service
to staff the homes that they lived in (these are not
included in the figures presented in this paper).
On one hand, this may be seen as 'true'
community care, but on the other hand, it can
cause difficulties both in determining lines of
responsibility and accountability, and in the
development and operation of policies and guide
lines, thereby limiting professional practice. A
further 40% of NHS trusts had completed their
resettlement process, but retained NHSlong-stay
beds, having reprovided these as small commu
nity units directly managed by the NHS trust.
Hence a large variation exists across the country,
but the majority of NHS trusts (two-thirds) who
have completed their resettlement have retained
long-stay beds, although in a different style (in
keeping with the principles and spirit of commu
nity care).

The majority of NHS trusts provided assess
ment and treatment beds (acute admission
beds). With the closure of the institutions, the
need for such beds increases. The likelihood is
that people will move in and out of NHS care,
requiring admission at times of greatest need e.g.
when acutely psychotic, but living at home in the
community for the majority of the time. This is in
contrast to the previous style of care when people
move into the institution, and then just stayed
there. Included in this figure are both beds on
specialist learning disabilities units, as in the
model of care described by Day (1993), and also
beds on general psychiatry units which are
designated for use by people with learning
disabilities, as in the model of care described
by Bouras et al (1995). AfewNHStrusts provided
assessment and treatment beds and long-stay
beds on a regional or national basis (e.g. forensic
beds funded through extra contractual referrals):
this accounts for the high figures at the 100
percentile.

Respite care beds will continue to be required
after the closure of the institutions. The results
show a great difference between NHS trusts in
terms of the number of such placements that
they manage. In part this may reflect local
arrangements with social services depart
ments. Assessment and treatment facilities
require a high profile of qualified, multi-dis
ciplinary health professionals in order to
achieve the required tasks, but the skill mix of
staff required for the provision of NHS respite
care services is likely to include a higher
proportion of staff who do not hold health
qualifications. Hence the distribution of respite
care placements between the health and social
services may vary in different areas. However,
NHS respite services appears to be an area that
many NHS trusts are developing, in keeping
with the recognised increased lifespan of people
with learning disabilities.

Just over half of NHS trusts did not provide
NHS day care. On the basis of the information
collected, it is not possible to say whether this
reflects a deficit in service provision in these NHS
trusts, or a tendency for care to be delivered in
different ways in a given locality. Of those NHS
trusts that do provide NHS day care, the
questionnaire was not detailed enough to dis
tinguish between day care provided on a long-
term basis (to people with enduring health needs)
or short-term day care used in an assessment
and treatment model.

Menolascino (1989) reported the need for 8-19
acute/sub-acute beds (to provide assessment
and treatment services to people with acute/sub-
acute illness or challenging behaviour) for a
population in the USA of 482 000 (equivalent to
1.66-3.94 per 100 000). The results of this study
for assessment and treatment beds in NHStrusts
in England and Wales falls within this range
(with a median of 1.8 per 1000 000). Day (1993)
described bed needs in terms of provision at
national, regional, sub-regional and district
levels. In addition to national and regional beds
(special hospitals and medium-secure units),
and local community learning disabilities teams
and day placements, he reported the need for
150 beds per 500 000 population (equivalent to
30 beds per 100 000), in specialist learning
disabilities psychiatric units. This definition is
comparable to the combined long-stay, respite
and assessment and treatment beds reported in
this England and Wales survey of NHS trusts,
which demonstrated the NHStrust at the median
level to have 13.6 beds per 100 000: a lower level
than that identified to be required by Day (1993).

It is important for the appropriate balance to
be struck between the provision of locality-based
services for people with learning disabilities,
together with supra-specialist services (e.g.
forensic services). Most NHS trusts, including
those which have completed their resettlement
programme, provide long-stay homes for the
minority of people with learning disabilities who
have extensive health needs (e.g. enduring
mental illness/challenging behaviour or pro
found learning and multiple physical disabil
ities), and the majority also provide local
assessment and treatment beds (for the diag
nosis and treatment of mental illness, challeng
ing behaviour or diagnosis of change in
behaviour). In the past, facilities such as NHS
respite care and assessment and treatment
admission beds would have been provided by
the institution, and therefore lost upon its
closure unless specific provision were made.
However, it appears from this study that the
necessity for such services has been recognised,
with the majority of NHS trusts either meeting
the provision already or indicating their intention
to do so.
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The Analysis of Hysteria
Second Edition

Understanding Conversion and Dissociation
By Harold Merskey

This book is a substantial update and enlargement of the first edition, which
received exceptionally good reviews when first published in 1979. It provides
a survey of the topics which have been included under the name of hysteria
and which are still of importance under the terms conversion and dissociation.
Current concepts of repression, including the common modern problems of
"multiple personality disorder" and "recovered memory" are discussed in

detail. The whole range of hysterical phenomena is covered, from classical
paralyses and blindness to questions about hysterical personality and
epidemic hysteria. Â£30.00,486pp.,Hardback,1995,ISBN 0 902241 88 5

Available from bookshops and from the Publications
Department, Royal College of Psychiatrists, 17 Belgrave Square,

London SW1X 8PG (Tel. 0171-235 2351, extension 146)
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