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1 Introduction

This report outlines the current and predicted level of need for people with Learning 
Disabilities living in Enfield. The report is split into the following sections:

 n Definition of a Learning Disability
 n What do we know about people with learning disabilities who are known to 
services in Enfield?

 n What can we predict about the current and future needs of people with 
learning disabilities, including those not currently known to services?

 n Market analysis: what do we know about current service provision?
 n What does good practice guidance tell us about how services for people with 
learning disabilities should be organised?

 n How can services in Enfield be improved?

2 Definition of a Learning Disability

To engage in good commissioning practice it is important that all stakeholders 
share the same definition of who they are commissioning services for. As set 
out in Valuing People (HM Government, 2001, p14), individuals with learning 
disabilities are those who have:

 n A significantly reduced ability to understand new or complex information, to 
learn new skills (impaired intelligence), with:
 – A reduced ability to cope independently (impaired social functioning)
 – Which started before adulthood with a lasting effect on development

(The definition above does not include those with Learning Difficulties e.g. 
dyslexia. Learning Difficulties is more broadly defined in the education literature).

The degree of these difficulties varies considerably from mild to severe and each 
individual is different and therefore the range of support required varies from 
minimal to extensive.

While some people with mild learning disabilities may have few significant problems, 
those with severe learning disabilities may have a variety of interconnecting needs 
that impact greatly on all aspects of their lives.

People with a learning disability will often experience other difficulties. Autism 
itself, for example, is not a learning disability but around half of people with autism 
will also have a learning disability. For some people it is not the degree of learning 
disability that determines the level of support they need but the presence of some 
other significant factor, e.g. mental illness, offending behaviour or autism.
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3 What do we know about people with Learning 
Disabilities who are known to services in Enfield?

3.1 Number of people known to services

3.1.1 Number of adults with learning disabilities receiving services funded by the 
Local Authority

The data outlined in the table below provides a snapshot of how many people 
were in receipt of types of service as of March for each of the corresponding 
years. The data suggests that there has been a small increase in community 
based services and a small increase in the number of people in residential or 
nursing care since 2012. 

Table 1: Number of clients with learning disabilities in Enfield receiving services during 
the period, provided or commissioned by the authority

2009-10 2010-11 2011-12 2012-13 2013-14
Community Based 
Services (includes 
Direct Payments)

18 to 64 585 650 615 655 695
65 and over 45 45 35 35 40
Total 630 695 650 690 730

Residential Care 18 to 64 165 120 115 105 110
65 and over 30 15 20 20 20
Total 195 135 135 125 130

Nursing Care 18 to 64 5 5 5 0 0
65 and over 5 10 5 5 5
Total 10 10 10 5 10

Total 830 785 790 820 870
Source: NASCIS RAP P1

3.1.2 Number of people with learning disabilities receiving services funded by 
continuing health care 

There were 69 clients funded by the NHS in January 2013. 15 of the clients had 
mild learning disabilities and were being supported due to challenging behaviour, 
3 had moderate learning disabilities, 5 had profound and multiple learning 
disabilities and 27 had severe learning disabilities. 19 records do not list the level 
of learning disabilities.

15 of the clients supported by the NHS were based out of the area.

3.1.3 Number of people with learning disabilities know to GP practices

In 2011-12 836 adults with learning disabilities were known to GPs in Enfield. 
This is significantly lower than the average for England. However, the number of 
eligible adults with a learning disability who had received a health check was 355 
which was significantly better than the average for England. 
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3.2 Demographics of people known to services

3.2.1 Age (current clients)
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3.2.2 Gender

 Male, 61%
 Female, 39%
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3.2.3 Ethnicity

57% of people with Learning Disabilities known to services in Enfield are White 
British, Mixed British.

Table 2 Ethnicity External Code No of Clients %
A1 - White British, Mixed British 484 57%
A2 - Irish 10 1%
A3 - White Other 142 17%
A5 1 0%
B1 - White and Black Caribbean 7 1%
B2 - Mixed Black African & White 2 0%
B3 - Mixed Asian & White 1 0%
B4 - Any Other Mixed Background 6 1%
C1 - Indian or British Indian 21 2%
C2 - Pakistani or British Pakistani 3 0%
C3 - Bangladeshi or British Bangladeshi 11 1%
C4 - British Asian 29 3%
D1 - Caribbean 28 3%
D2 - African 19 2%
D3 - Black British 45 5%
E1 - Chinese 6 1%
E2 - Other Group 27 3%
E3 - Refused/Declined 6 1%
E4 - Not yet Obtained/Not Established 3 0%
Total 851 100%

Of the 142 people in the ‘White Other’ category, 30% (43 people) are Greek 
Cypriot.

 Albanian, 1%
 Cypriot (part not stated), 1%
 Greek, 6%
 Greek Cypriot, 30%
 Italian, 9%
 Kurdish, 1%
 Mediterranean UK, 2%
 Other White, White Unspecified, 4%
 Polish, 3%
 Turkish, 18%
 Turkish Cypriot, 15%
 White European, European Unspecified, 
European Mixed, 10%
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3.2.4 Location

Of those living in borough Chase has the largest proportion with 9% (80 people) 
of existing clients living in this ward.

Table 3 Ward Number of people % of people known to services
Angel Road 3 0%
Bowes 20 2%
Bush Hill Park 47 6%
Chase 80 9%
Cockfosters 18 2%
Edmonton Green 35 4%
Enfield Highway 33 4%
Enfield Lock 28 3%
Grange 22 3%
Haselbury 36 4%
Highlands 35 4%
Jubilee 21 2%
Lower Edmonton 24 3%
Palmers Green 29 3%
Ponders End 41 5%
Southbury 32 4%
Southgate 33 4%
Southgate Green 32 4%
Town 73 9%
Turkey Street 42 5%
Upper Edmonton 26 3%
Winchmore Hill 29 3%
Out of Borough 112 13%

There were 112 clients placed out of the borough as at 2012-13, which 
represented 13% of clients for the year.1 Of those 63% (70 people) are living in 
residential/nursing care.

3.2.5 Needs

700 people with learning disabilities known to services (82%) are recorded with 
a substantial need. This is made up of 634 people aged 18-64 and 66 people 
aged over 64.

Table 4 18-64s Over 64s
Low 21 0
Moderate 92 1
Substantial 634 66
Critical 30 6
Grand Total 777 73

1 Learning disability needs assessment, Enfield Council
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 Low, 3%
 Moderate, 11%
 Substantial, 82%
 Critical, 4%

60% of people known to Enfield with Dementia (24 people) have an existing 
package. 

88% of people known to Enfield with Autism (73 people) have an existing package.

3.2.6 Mortality

80 people with a known learning disability have died since 2008. Of those 11 
were aged 60-64. Our commissioning strategy will look more closely behind the 
factors that have attributed to cause of death. 

Table 5 Year Deceased Number of people 
with a known LD

2008 8
2009 15
2010 18
2011 14
2012 10
2013 15
Total 80

3.3 Adults with learning disabilities in employment

Table 6 Male % Male Female % Female Total
2008/09 25 63% 15 38% 40
2009/10 55 61% 30 33% 90
2010/11 80 64% 50 40% 125
2011/12 90 64% 50 36% 140
2012/13 90 64% 50 36% 140
2013/14 95 68% 52 37% 140
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3.4 Adults with learning disabilities in settled accommodation

Table 7 Male Female Total
2008/09 175 130 300
2009/10 345 220 570
2010/11 390 235 625
2011/12 420 265 685
2012/13 420 270 690
*2013/14 393 246 639

35% (293 people) are settled and living with a relative permanently. 21% (171 
people) are non-settled and living in a residential/nursing placement.

Tenure type Settled/Non-Settled
Adult Placement Settled 10
Council Accommodation Settled 57
Housing Association Settled 17
Living with relative permanently Settled 293
Living with relative temporarily Non-settled 2
NULL Tenure type not loaded 11
Owner/Part Owner Settled 26
Property owned by Relative Settled 6
Rented Private Settled 10
Residential/Nursing Placement Non-settled 171
Secure Unit Non-settled 5
Sheltered Accommodation Settled 3
Supported Tenancy Settled 217
Sum 828

3.5 Families and carers of children and adults with learning disabilities

The Personal Social Services Survey of Adult Carers in England (2009/10) 
reported that:

 n 75% of carers of an adult with learning disabilities had been caring for more 
than 20 years

 n 26% reported not being in paid employment due to their caring responsibilities
 n Carers of people with learning disabilities have higher levels of dissatisfaction 
with support or services received from social services compared to the 
average for all carers in England (13%)

 n Carers of a person with a learning disability are more likely to be caring for 20 
or more hours per week

Research by Mencap (2001) showed that, on average, 60% of parents of children 
with profound and multiple disabilities spent more than 10 hours per day on 
essential physical care. Nearly half the families interviewed received no support 
from outside the family to help with care tasks and less than a quarter received 
more than two hours support a week. 70% of families said they had reached or 
nearly reached breaking point because of the lack of short-break services.
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4 What can we predict about the current and future 
needs of people with learning disabilities, including 
those not currently known to services?

4.1 How many people with learning disabilities are there likely to be?

The figures below illustrate how many people aged 18 and over in Enfield are 
predicted to have a learning disability that fits the definition outlined above (and 
does not include those with Learning Difficulties). A significant proportion of 
people with Learning Disabilities will not require social care services or specialist 
health services. Like the rest of the population they will come into contact with 
universal services and many are likely to find universal services more accessible 
if universal services make reasonable adjustments.

Table 8:  Number of people aged 18 and over in Enfield predicted to have a learning disability

Age Group 2014 2016 2018 2020
% change 

2014-2020
18-24 799 787 776 762 -4.86
25-34 1,317 1,367 1,394 1,417 7.06
35-44 1,149 1,182 1,233 1,286 10.65
45-54 1,058 1,084 1,096 1,092 3.11
55-64 680 724 774 831 18.17
Total population aged 18-64 5,002 5,144 5,273 5,387
65-74 468 484 495 503 6.96
75-84 282 286 297 308 8.44
85 and over 110 117 127 137 19.71
Total population aged 18 
and over 5,862 6,031 6,191 6,335 7.47

Source: POPPI and PANSI

Currently there are 5,862 people in Enfield predicted to have a learning disability. 
This number is set to rise by 7.47% to 6,335 by 2020. Changes in the learning 
disability population profile include a decrease in the number of people aged 18-
24 but a significant increase in the number of people aged 55-64 and those aged 
85 and over.
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The table below distils this figure down to the people more likely to require social 
care and/or specialist health services.

Table 9:  People in Enfield predicted to have a moderate or severe learning disability by age

Age group 2014 2016 2018 2020
% change 

2014-2020
18-24 184 182 180 177 -3.95
25-34 266 281 292 302 11.92
35-44 288 297 310 323 10.84
45-54 238 244 247 246 3.25
55-64 148 158 170 182 18.68
Total population aged 18-64 1,126 1,162 1,197 1,230
65-74 76 79 80 81 6.17
75-84 29 30 31 32 9.38
85 and over 10 11 12 13 23.08
Total population aged 18 
and over 1,242 1,282 1,320 1,356 8.41

Source; POPPI and PANSI

There is forecast to be an increase of 114 people in the population in Enfield 
with moderate or severe learning disabilities between 2014 and 2020. Similar to 
whole population projections, there is expected to be a notable increase in the 
55-64 group of 18.68% between 2014 and 2020. This increase represents an 
additional 34 people. The 18-24 population with moderate or severe learning 
disabilities is expected to fall slightly during the next six years.

The increase in the number of all people with moderate or severe learning 
disabilities aged 65 and over during this period is forecast to be 11 in total. This 
increase is quite small but these individuals may be expected to require greater 
support as they get older.

The total increase in the population with severe learning disabilities is forecast to 
be 23 between 2014 and 2020, with a total population in Enfield of 327 in 2020.

4.2 Adults with learning disabilities predicted to be eligible for social 
care funding in the future

Recording systems in Enfield indicate that there were 851 people aged 18 and 
over with learning disabilities receiving services in October 2014, a figure which 
has increased significantly since 2005-06, when the number was 670 (NASCIS, 
RAP, P1). This figure is markedly lower than the estimate provided for the number 
of adults in Enfield with moderate or severe learning disabilities, which for 2014, 
was expected to be 1,242. The difference may represent individuals who have 
been supported/received an intervention and who now no longer need to access 
services but it may also identify people whose needs are not being addressed in 
Enfield. 

Emerson and Hatton (2011b) predict an annual 1.2% increase in those who will 
need services. This estimate is based on only providing services to those with 
critical and substantial needs.
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Table 10 Year (October 2014 there 
were 851 people in receipt 
of services)

Critical and Substantial 
(1.2% annual increase)

Critical and Substantial 
and 50% of Moderate (2.7% 
annual increase)

2015 861 874
2016 871 898
2017 881 922
2018 892 947
2019 903 973
2020 914 999

There are 99 people currently identified as having complex needs and behaviour 
that proves challenging at times that are supported by Enfield’s Integrated 
Learning Disabilities Service and/or the Clinical Commissioning Groups Continuing 
Healthcare Service.

These figures must be used with caution as they are simply a prediction on need 
as opposed to actual demand. Changes in demand are likely to outstrip changes 
in need due to a variety of factors combining to reduce the capacity of informal 
support networks to provide care, networks that have primarily relied on the 
unpaid labour of women. These factors include:

 n Increases in lone parent families
 n Increasing rates of maternal employment
 n Increases in the percentage of older people with learning disabilities (whose 
parents are likely to have died or be very frail)

 n Changing expectations among families regarding the person’s right to an 
independent life

(Emerson and Hatton, 2011b)

4.3 How healthy are people with learning disabilities likely to be?

Children, young people, adults and older people with learning disabilities are at 
increased risk of experiencing physical health difficulties. People with learning 
disabilities die younger and experience poorer health than the general population. 
These differences are to a large extent avoidable and thus represent health 
inequalities (Emerson et al, 2011). The inequalities which occur are the result 
of the interaction of several factors, including increased rates of exposure to 
common ‘social determinants’ of poorer health (e.g. poverty, social exclusion) 
and the barriers people with learning disabilities face in accessing health care 
and health screening. These barriers have been well documented in numerous 
reports including ‘Death by Indifference’ (Mencap, 2007); ‘Equal Treatment’ 
(Disability Rights Commission, 2006) and ‘Healthcare for All’ (Michael, 2008).

 Mortality

All-cause mortality rates among people with moderate to severe learning 
disabilities are three times higher than in the general population, with mortality 
being particularly high for young adults, women and people with Down’s 
Syndrome (Tyer and McGrother, 2009).
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 Cancer

Overall, the proportion of people with learning disabilities who die from cancer 
in the UK is lower than among the general population (12-18%, compared with 
26%), although people with learning disabilities have proportionally higher rates 
of gastrointestinal cancer (48-59% vs 25% of cancer deaths) (Emerson et al, 
2011). Using the current population projection for Enfield of 5,862 people with 
learning disabilities aged 18 and over, we would estimate that between 703 and 
1,055 of the current learning disability population will die of cancer, approximately 
half of whom will die from gastrointestinal cancer.

People with learning disabilities with cancer are less likely to be informed of their 
diagnosis and prognosis, to be given pain relief, to be involved in decisions about 
their care and they are less likely to receive palliative care (Bemal, 2008; Tuffrey-
Wijne et al, 2010).

 Coronary heart disease 

Coronary heart disease is a leading cause of death amongst people with learning 
disabilities (14-20%) (Emerson et al, 2011). Using the current population projection 
for Enfield of 5,862 people with learning disabilities aged 18 and over, we would 
estimate that between 821 and 1,172 of the current learning disability population 
will die of coronary heart disease. These rates are expected to increase due to 
increased longevity and lifestyle changes associated with community living.

Almost half of all people with Down’s syndrome are affected by congenital heart 
defects. For Enfield this means that there are predicted to be approximately 64 
people with Down’s syndrome and congenital heart defects.

 Respiratory Disease 

Respiratory disease is possibly the leading cause of death for people with learning 
disabilities (46-52%) with rates much higher than for the general population (15-
17%) (Emerson et al, 2011). Using the current population projection for Enfield of 
5,862 people with learning disabilities aged 18 and over, we would estimate that 
between 2,697 and 3,048 of the current learning disability population will die of 
respiratory disease.

Adults with learning disabilities are 2.6 times more likely to die from asthma 
than people who do not have learning disabilities (Sturdy et al, 2002). There is 
some evidence to suggest that the prevalence of asthma in the learning disability 
population is higher than it is in the general population (12% vs 5.7%) (Gale et al, 
2009).

 Epilepsy

The prevalence of epilepsy in the British population is between 0.5% and 1%: 
among those with moderate learning disability this prevalence rises to 15%. 
Among those with severe and profound disability the rate raises further to 30% 
(Emerson et al, 2011), with seizures commonly being multiple and resistant to 
drug treatment (Matthews et al, 2008; Arshad et al, 2011). 

Uncontrolled epilepsy can have serious negative consequences on both quality 
of life and mortality. A recent review of English language papers found evidence 
of the misdiagnosis of epilepsy in people with learning disabilities. This includes 
both false positives and false negatives and may result in inappropriate treatment 
(Chapman et al, 2010). 
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 Diabetes

Increased rates of diabetes among adults with learning disabilities have been 
reported in population-based studies undertaken in the Netherlands and USA. 
There is a lack of UK-based data on the prevalence of diabetes among people 
with learning disabilities.

People with learning disabilities are more likely than the general public to be 
admitted to hospital as an emergency with complications of diabetes. This is an 
Ambulatory Care Sensitive Condition meaning that it is a condition which can 
normally be treated effectively in primary care (Turner and Emerson, 2013).

 Osteoporosis

Studies from other countries indicate that people with learning disabilities may 
have increased prevalence of osteoporosis and lower bone density than the 
general population. Contributory factors include lack of weight-bearing exercise, 
delayed puberty, earlier-than-average age at menopause for women, poor 
nutrition, being underweight and use of anti-epilepsy medication. Fractures can 
occur with only minor injury and can be multiple. 

There is a lack of UK-based data on the prevalence of osteoporosis among people 
with learning disabilities but one recent UK study has identified that people with 
learning disability have a greater prevalence of some risk factors for osteoporosis 
than other people, namely use of anti-epileptics (64%), immobility (23%), history 
of falls (20%) and fractures (11%) (Srikanth et al, 2011).

 Endocrine Disorders

Hypothyroidism is relatively common among people with Down’s syndrome, 
with prevalence increasing with age. Reported prevalence rates in children with 
Down’s syndrome range from 9-19% and in adults 22%. In Enfield this means 
that there are predicted to be approximately 28 people with Down’s Syndrome 
and hypothyroidism.

 Injuries, Accidents and Falls

Adults with learning disabilities experience higher rates of and different types 
and causes of, injuries, falls and accidents than the general population. They 
experience more fractures, burns, poisoning, cuts; injuries caused by falls, trips 
and slips; burns from using kitchen equipment (a kettle or an iron) and causes 
not relevant for the general population (e.g. walking or banging into furniture). 
Incident fall injury is predicted by having epilepsy, incident fall injury excluding 
epilepsy-related injury is predicted by urinary incontinence (Finlayson et al, 2010). 

 Women’s Health

It has been noted that women with learning disabilities have markedly different 
patterns of contraceptive use to women in the general population, with greater 
use of long term methods such as depot injection, oral contraceptive, intrauterine 
device or sterilisation and significantly less use of barrier methods. Evidence 
suggests that women with learning disabilities are not given sufficient information 
or fully involved in decisions about contraception. Furthermore, there is evidence 
that women are prescribed contraception even when they are not sexually active 
or when they are past child-bearing age (McCarthy, 2009).
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Studies in other countries have shown that women with learning disabilities and 
in particular women with Down’s syndrome tend to have earlier menopause than 
other women. A recent UK study found that women with learning disabilities had 
similar experiences of menopausal symptoms to other women but they had a 
poorer understanding of menopause and menstruation (Willis et al, 2011). 

 Personal Health Risks and Behaviours

Fewer than 10% of adults with learning disabilities in supported accommodation 
eat a balanced diet, with an insufficient intake of fruit and vegetables (Robertson 
et al, 2000). In Enfield this would suggest that out of the 225 people with learning 
disabilities living in supported accommodation, only 23 of them eat a balanced 
diet.

Over 80% of adults with learning disabilities engage in levels of physical activity 
below the Department of Health’s minimum recommended level. In Enfield this 
would suggest that approximately 4,690 people with learning disabilities are not 
engaging in the recommended levels of physical activity.

People with learning disabilities are much more likely to be either underweight or 
obese than the general population. The high level of overweight status amongst 
people with learning disabilities is likely to be associated with an increased risk 
of diabetes.

Fewer adults with learning disabilities who use learning disability services smoke 
tobacco or drink alcohol compared to the general population. However, rates of 
smoking are considerably higher among adolescents with mild learning disability 
and among people with learning disabilities who do not use learning disability 
services.

Little is known about inequalities in the sexual health status of people with learning 
disabilities in the UK. There is, however, evidence to suggest that they may face 
particular barriers in accessing sexual health services and the informal channels 
through which young people learn about sex and sexuality.

4.4 Where are people with learning disabilities likely to live?

55% of people with a learning disability are predicted to be living in the parental 
home (Emerson and Hatton, 2008). This means that in Enfield there are predicted 
to be 3,224 people with a learning disability living in the parental home.

The Valuing People White Paper suggested that one third of all adults with a 
learning disability living at home do so with carers aged over 70 years of age. For 
Enfield this means that there are likely to be 1075 people with a learning disability 
currently living with a carer over the age of 70. It is also notable that 10% of 
people with learning disabilities living in private households help care for another 
adult who is elderly, ill or has a disability.

If we focus on the people aged 18-64 with moderate to severe learning disabilities 
we would predict that 35% (471 people) are expected to be living at home with 
a parent.
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4.5 What do we know about children with learning disabilities?

The expected prevalence for children with moderate learning difficulties of primary 
school age is 3.55% - 4.33%. The expected prevalence for children with severe or 
profound learning difficulties of primary school age is 0.43% - 0.45%.

School census data indicates that 85.9%–90.3% of primary aged school children 
with moderate learning difficulties and 21.6–28.7% of primary aged school 
children with severe or profound learning difficulties are educated in mainstream 
schools in Enfield (IHaL, 2013).

Table 11: Number of pupils in Enfield with moderate and severe learning difficulties at 
primary, secondary or special schools

Moderate 
Learning Difficulty

Severe or profound 
Learning Difficulty

State-funded primary schools 251 44
State-funded secondary schools 203 11
Special schools 27 141
Total 481 333

Source: Department of Education (School Census, 2013)

The number of children identified as being in need and having learning disabilities 
in Enfield ranges from 0.94–1.95% (IHaL, 2013). National data suggests that 
the risk of being looked after continuously for at least 12 months by the Local 
Authority as of March 31 2012 was:

 n 19.9 per 1,000 for children with MLD
 n 25.1 per 1,000 for children with SLD
 n 31.2 per 1,000 for children with PMLD

(Emerson et al, 2012)

Based on the school census data above the number of young people with 
moderate, severe or profound learning difficulties in education is 814, so a 
significant number of people with potential needs are moving through the 
education system in Enfield. Analysis conducted by Enfield indicates that the 
number of young people in Enfield coming through transition and expected to 
be eligible for social care will remain fairly consistent, changing slightly from 55 in 
2014-15 to 58 in 2017-18.2

4.6 What can we predict about adults with profound and multiple 
learning disabilities?

People with profound and multiple learning disabilities are among the most 
disabled individuals in our community. They have a profound learning disability 
which means that they have severely limited understanding. In addition, they 
have multiple disabilities, which may include impairments of vision, hearing and 
movement as well as other problems like epilepsy and autism. Most people in 
this group are unable to walk unaided and many people have complex health 
needs requiring extensive help. People with profound and multiple learning 
disabilities have great difficulty communicating; they typically have very limited 
understanding and express themselves through non-verbal means, or at most 
through using a few words or symbols. 

2 Information from Enfield Market Engagement Event presentation, 21st August 2013
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This means that people with profound and multiple learning disabilities need high 
levels of support with most aspects of daily living: help to eat, to wash, to dress, 
to use the toilet, to move about and to participate in any aspect of everyday life. 
Despite such serious impairments people with profound and multiple learning 
disabilities can form relationships, make choices and enjoy activities (Mansell, 
2010).

Based on Emerson (2009) there are currently predicted to be approximately 
99 people with profound and multiple learning disabilities in Enfield rising to 
approximately 108 by 2020.

4.7 What can we predict about adults with learning disabilities and 
sensory impairments

4.7.1 Visual impairments

People with learning disabilities are 10 times more likely to have a serious sight 
problem than other people. 6 in 10 people with learning disabilities need glasses 
and often need support to get used to them.

People living independently or with family are significantly less likely to have had 
a recent eye examination than people living with paid support staff.

Approximately 586 people aged 18 and over in Enfield are predicted to be blind 
or partially sighted.

Approximately 3517 people aged 18 and over in Enfield are predicted to need 
glasses.

4.7.2 Hearing impairments

The Foundation for People with Learning Disabilities states that around 40% of 
adults with a learning disability experience moderate to severe hearing loss. In 
Enfield this equates to approximately 2345 people with a learning disability aged 
18 and over who have a moderate to severe hearing loss. 

In some cases the hearing loss may exacerbate the effects of an individual’s 
learning disability, because it may sometimes go unrecognised or undiagnosed, 
with the behaviours associated with hearing loss being instead considered part 
of the learning disability. 

Untreated hearing loss can contribute to delayed speech and language 
development, difficulties with learning, and problems communicating with others, 
so a diagnosis as early as possible is vital, especially for people who may already 
experience difficulties in these areas. 

Hearing problems are particularly common among people with Down’s syndrome, 
and, as with the general population, become both more likely and more extensive 
as people age. 
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4.8 What can we predict about adults with learning disabilities and 
mental health issues?

The prevalence of mental health problems in people with learning disabilities 
is considerably higher than in the general population. Mental health difficulties, 
learning disability, behaviours that challenge and offending behaviour can coexist 
and be difficult to distinguish especially with coexisting communication difficulties 
(JCPMH, 2013).

The prevalence of psychiatric disorders is 36% among children with learning 
disabilities, compared to 8% among children without learning disabilities.

Reported prevalence rates for anxiety and depression amongst adults with learning 
disabilities vary widely, but are generally at least as high as in comparison groups 
drawn from the general population. Anxiety and depression are particularly common 
amongst people with Down’s syndrome (Mantry et al, 2008). There is some evidence 
to suggest that the prevalence rates for schizophrenia in people with learning 
disabilities may be three times greater than for the general population, with South 
Asian adults with learning disabilities having a higher prevalence than White adults 
with learning disabilities (Tsakanikos et al, 2010). In one recent study people with 
learning disability who lived with their families were found to be more likely to have 
anxiety disorders whilst those who lived independently of their family were more 
likely to have personality disorders and overall higher rates of psychopathology 
(Chaplin et al, 2010). Adults with learning disability who have ADHD have been 
shown to be more severely affected by mental health problems and less likely to 
improve over time than other people with ADHD (Xenitidis et al, 2010).

Effective identification of mental health and other emotional difficulties amongst 
people with learning disabilities depends upon active recognition that symptoms 
of mental health difficulty, such as depression or psychosis, may be presented 
differently amongst individuals who have learning disabilities compared to those 
who don’t.

Table 12:  Estimated prevalence rates from population-based studies of adults with learning 
disabilities

Disorder Rate

Number of 
people with 

LD & MH 
disorder 

in Enfield 
(2014)

Number of 
people with LD 
& MH disorder 
unlikely to be 

in receipt of LD 
services

Predicted 
Number of 

people with LD 
& MH disorder 

in Enfield in 
2020

Schizophrenia 3% 176 155 190
Bipolar affective disorder 1.5% 88 78 95
Depression 4% 234 207 253
Generalised anxiety disorder 6% 352 311 380
Specific phobia 6% 352 311 380
Agoraphobia 1.5% 88 78 95
Obsessive-compulsive disorder 2.5% 147 129 158

Source: JCPMH, 2013

There is a clear need for partnership working between mainstream mental health 
services and learning disability services to ensure that people with learning 
disabilities have access to the full range of support. Access to mental health 
services should not be denied on the basis of learning disability (and/or autism).
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4.9 What can we predict about adults with learning disabilities and 
dementia

The prevalence of dementia is higher amongst older adults with learning disabilities 
compared to the general population (22% vs 6% aged 65+) and they also tend to 
develop it at a younger age and at a faster rate. 

Table 13 2012 2014 2016 2018 2020
30-39 2 2 2 2 2
40-49 5 5 5 5 5
50-59 20 21 23 24 25
60-64 13 13 13 14 15
Total males aged 30-64 39 40 42 45 47
30-39 2 2 3 3 3
40-49 6 6 6 6 6
50-59 13 14 15 16 17
60-64 8 8 8 9 9
Total females aged 30-64 30 31 32 33 35

People with a learning disability living in Enfield aged 18-64 predicted to have 
early onset Dementia is projected to increase by 19% by 2020.

4.10 What can we predict about adults with Down’s Syndrome

Table 14: Number of adults with Downs Syndrome aged 18 and over in Enfield

2014 2020
18-24 18 18
25-34 33 36
35-44 29 33
45-54 28 29
55-64 19 23
65 and over 1 2
Total 128 141

Source: PANSI and POPPI

People with Down’s syndrome are at particularly high risk of developing 
dementia, with the age of onset being 30-40 years younger than that for the 
general population (Emerson et al, 2011). According to the Down’s Syndrome 
Association, as many as one in three people with Down’s Syndrome develop 
dementia in their lifetime, usually as a result of Alzheimer’s disease. 

Symptoms of dementia in people with Down’s syndrome are generally similar 
to those in the general population, although there are a few differences. For 
example, people with Down’s syndrome are more prone to epilepsy, to a younger 
onset of the disease and to faster progression. 

The mid-to-late stages of dementia in people with Down’s syndrome are very 
similar to these stages in the general population. However, signs of epilepsy in 
someone with Down’s syndrome which start appearing only later in life are almost 
always a sign of dementia and should be investigated. 
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4.11 What can we predict about adults with learning disabilities and 
autism?

Table 15:  People aged 18-64 living in Enfield predicted to have autistic spectrum disorders, 
projected to 2020

 2012 2014 2016 2018 2020
18-24 291 296 292 289 284
25-34 482 503 521 535 544
35-44 446 457 474 492 514
45-54 423 440 453 459 459
55-64 280 292 312 335 358
Total population aged 18-64 1,922 1,987 2,052 2,110 2,159

Source: PANSI

The Enfield population of people aged 18-64 with an autism spectrum disorder is 
projected to increase by 12% (237 additional people). The age bracket with the 
largest percentage increase in population is the 55-64 group which are projected 
to increase by 27%. 

Research findings on the proportion of people with autism spectrum disorders 
who also have learning disabilities vary considerably as they are affected by the 
method of case finding and the sample size. Fombonne et al (2011), in their 
research review of 14 prevalence studies that mentioned IQ, found a range of 
30% to 85.3% with a mean of 56.1%. Emerson and Baines (2010) in their meta-
analysis of prevalence studies found a range of people with learning disabilities 
and autism from 15% to 84% with a mean of 52.6%. (Explanation of why these 
findings are so variable and the reliability of the figures can be found in both 
Emerson and Baines (2010) and in Fombonne et al (2011)). 

An approximation of the mean figures tend to be used to predict the number of 
people with Autism who also have a Learning Disability. If we apply this to Enfield 
using the approximation of 50% we find that there are predicted to be 994 people 
aged 18-64, living in Enfield who have autism and a learning disability.

The adult prevalence study, The NHS Information Centre, Community and Mental 
Health Team, Brugha et al.(2012), found between 31% and 35.4% of people with 
a learning disability have autism. If we use the lowest estimate of 31% and apply 
it to Enfield we find that 1,550 people aged 18-64 living in Enfield are predicted 
to have a learning disability and autism.

Clearly there is a discrepancy in the figures depending on which way it is calculated 
and it therefore might be useful for Enfield to consider ways in which they might 
collect data that is more reliable.
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4.12 What can we predict about adults with learning disabilities who 
display behaviours that challenge services

Challenging behaviour usually begins in childhood or young adulthood and without 
effective intervention is highly persistent; around 30 per cent of young children 
(aged 0 to 3) and 10-15% of adults with learning disabilities display behaviour 
difficulties (Emerson and Enfield, 2011) or 0.045% of the population aged 5 or 
over based on the study Challenging behaviours: Prevalence and Topographies, 
(Lowe et al (2007) Journal of Intellectual Disability Research, Volume 51). Not all 
of these people will have a moderate, severe or profound disability and hence not 
all of them will be in receipt of learning disability services. Many of these people 
will be at risk of offending and will have come into contact with the criminal 
justice system, substance misuse services or mental health services. Interestingly 
though a study in 2007 indicated that of those in receipt of services, it tended 
to be the more able people with learning disability and challenging behaviour 
who experienced placement breakdown and eventually more secure settings 
(Broadhurst and Mansell, 2007).

Table 16 2014 2015 2020 2025
18-24 13 13 13 13
25-34 23 24 25 25
35-44 21 21 23 25
45-54 20 21 21 21
55-64 14 14 17 19
Total population aged 18-64 91 92 98 103
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5 Market Analysis: what do we know about current 
service provision?

5.1 Current Service Provision

5.1.1 Integrated Learning Disabilities Service

Enfield has an Integrated Learning Disabilities Service (ILDS), a jointly 
commissioned service which includes staff from the Council and the NHS 
organisations providing expertise in health and social care through partnership 
arrangements. The service seeks to support people to be independent and to 
maintain their health and wellbeing. Around 900 people are supported each year, 
a figure which is forecast to increase through growth in the population and a rise 
in the number of young people coming through transition in Enfield.3

The ILDS service includes an ‘Equals’ team which deals specifically with 
employment, training and volunteering opportunities for people with disabilities. 
The ILDS also includes a carers’ assessment worker who is responsible for 
providing advice to the ILDS workforce and undertaking Carers Assessments as 
per the Care Act 2014.

5.1.2 Community Intervention Service

The Community Intervention Service (CIS) provides ‘nurse led’ preventative/crisis 
intervention support in the community and facilitates timely discharge for people 
with learning disabilities who are at risk of falling into crisis; being admitted to 
assessment and treatment services. The CIS was set up in March 2014 as an 
integration pilot for a 6 month period. The pilot was recommended as a key 
action of local implementation of the Winterbourne View Programme. 

The CIS targets those with complex needs and behaviour that can prove 
challenging at times who are at greater risk of falling into crisis especially where 
there are other factors to take into consideration such as carer fatigue, transition, 
bereavement, safeguarding issues, etc. 

During the 6 month pilot CIS significantly reduced assessment and treatment 
admissions from an average of 121 OBN’s per month to 43. There was also a 
reduction in the number of people with learning disabilities being sectioned under 
the Mental Health Act and consequently a reduction in the number of people 
being discharged under a section 117 Aftercare in the community.

The CIS receives referrals between 09:00 and 17:00, Monday to Friday. 
Community nursing is available from 08:00 to 20:00 with enhanced community 
nursing out of hours as required. There is also 24 hour community/home based 
support where required and access to un/planned respite where carer fatigue is 
a contributing factor to the episode of crisis.

The CIS operates as a ‘virtual’ team to allow for greater flexibility and use of 
resources. The delivery model is based on four areas of intervention:

 n Preventative interventions with individuals and their families
 n Intensive support/crisis intervention to individuals and their families living at 
home or people living in supported tenancies

3 Learning Disabilities – proposal to fund Community Intervention Service for 6-month period through existing partnership 
arrangements (sect.75), NHS Enfield CCG, 5th December 2013
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 n Medication and holistic therapeutic assessment and review
 n Crisis intervention to those in residential care and training and consultancy to 
residential care providers

 n Rapid discharge service
 n Intense community resettlement programme

5.1.3 Hospital Settings

Enfield has two hospitals within the borough, Chase Farm and North Middlesex. 
Chase Farm Hospital includes the Seacole Assessment and Treatment Unit, 
which offers specialist multi-disciplinary assessment and treatment to people 
with learning disabilities, including emergency accommodation. The Seacole 
Centre includes 12 beds in two units and is provided by Central North West 
London Foundation Trust (CNWLFT).

At the time of preparing this report, it was reported in interviews with Enfield that 
there were eight people with learning disabilities in assessment, treatment or 
psychiatric assessment. Three of these people were expected to be discharged 
shortly. It must be noted that not all the patients would have been referred by 
Enfield as other Health and Care authorities use this provision. The authority has 
a nurse placed in the acute trust providing a link with health providers.

A review of admissions to the Seacole Assessment and Treatment Unit 
undertaken in January 2013 considered 18 cases over the previous two years, 
which indicates that the service has relatively limited use given the size of the 
adult population with learning disabilities in Enfield. 

A subsequent report prepared in December 2013 noted that use of the Seacole 
Assessment and Treatment Unit had reduced significantly and that costs had 
been reduced as a result. It acknowledges that such provision will continue to 
be needed for some individuals. The use of overnight beds has been reduced 
through more proactive commissioning of services, significantly reducing costs 
for the NHS CCG and Enfield Council (Enfield CCG, 2013).

In October 2014 a business case for the ongoing funding for the community 
intervention service (CIS) identified the reduction in usage of the Seacole 
assessment and treatment unit and a recommendation for continuing to reduce 
its usage.

5.1.4 Contracting Arrangements

The March 2014 activity report produced by Enfield reported that there were 
622 live contracts for individual clients with learning disabilities in Enfield aged 
18-64. Of these, the majority (445, 71.5%) were in receipt of support costing less 
than £1,000 per week. A number of people are supported by the LD community 
service (within the Multi Disciplinary Team) and the EQUALS employment service 
that do not have a commissioned package of care. The LD Community service will 
also support or care manage people who are eligible for Continuing Healthcare 
Care (CHC) that will not have a funding package from the Council as funding for 
these individuals will be reported through the Clinical Commissioning Group’s 
finance reporting for CHC. The 622 is commissioned packages of care that are 
purchased by the local authority. 



Learning Disability Needs Assessment22 Report  March 2015

Only 42.4% of the total weekly spend was spent on service users receiving under 
£1,000 per week, so the majority of the Council’s support is aimed at service 
users with higher levels of need i.e. 57.6% of the total budget directed at 28.5% 
of clients.

Table 17:  Local authority care packages for individual clients with learning disabilities in 
Enfield in March 2014

Range of costs  
of packages

Number of 
packages 

within range

Average cost 
within each 

range

Total value of 
contracts within 

this range
Proportion of 

packages
£3,501-4,000 2 £3,678 £7,356 1.54 
£3,001-3,500 3  £3,152 £9,457 1.98 
£2,501-3,000 6 £2,633 £15,796 3.31 
£2,001-2,500 22 £2,204 £48,489 10.16 
£1,501-2,000 38 £1,707 £64,882 13.59 
£1,001-1,500 106 £1,217 £129,008 27.03 
£501-1,000 192 £752 £144,331 30.24 
£0-500 253 £229 £58,007 12.15 
Total 622 - £477,325 -

Source: Enfield Council

As the information above demonstrates, the cost of care packages for individual 
clients varies considerably. The average cost of support offered to all clients with 
learning disabilities was £767 and the median figure was £675. 

The ten most expensive packages are detailed below. The care packages are 
described as set out in the March 2014 activity report. One of the packages is 
a Direct Payment, three are for residential care. The remaining packages are for 
supported living, with four of the five most costly packages provided by a single 
personal care provider, Edward Marcus. This provider also supports the tenth 
client listed below.

Table 18:  Top ten most costly support packages provided to clients with learning disabilities 
in Enfield, March 2014

We will add pen pictures into the strategy.

Total weekly cost of 
open contracts

Service type (as defined by 
Enfield Council)

Service element (as defined by 
Enfield Council

£3,813 Supported Tenancy Ld St Additional Sup Ld
£3,543 Supported Tenancy Ld St Additional Sup Ld
£3,220 Residential Ld. Residential For Ld
£3,118 Supported Tenancy Ld S.T. Add Sup Ld Pb
£3,118 Supported Tenancy Ld St Additional Sup Ld
£2,772 Residential Ld. Ld Res Short Stay
£2,677 Residential Ld. Residential For Ld
£2,634 Direct Payments Ld Dp Add Suppss0335
£600 Daycare Ld Daycare For Ld
£1,999 Supported Tenancy Ld St Additional Sup Ld
£2,586 Supported Tenancy Ld St Additional Sup Ld

Figures are rounded Source: Enfield Council
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5.1.4.1 Direct payments

Enfield supported 140 individuals with Direct Payments in March 2014, with 
the majority of these clients receiving payments below £500 and 61% of them 
receiving less than £250 each week. Only 18 clients with learning disabilities 
received Direct Payments of more than £500 per week.

Table 19:  Direct Payments for individual clients with learning disabilities in Enfield in March 
2014

Range of costs  
of packages

Number of 
packages 

within range

Average cost 
within each 

range

Total value of 
contracts within 

this range
Proportion of 

packages
£2,001-3,000 2 £2,450.86 £4,901.71 11.23 
£1,001-2,000 5 £1,380.75 £6,903.75 15.82 
£501-1,000 11 £649.99 £7,149.92 16.39 
£251-500 36 £381.88 £13,747.72 31.51 
£0-250 86 £127.10 £10,930.73 25.05 
Total 140 - £43,633.83 100

Source: Enfield Council

5.1.4.2 All provider records

The March 2014 activity report provided by Enfield illustrates the extent and type 
of contracts the Council has with adults with learning disabilities. 1,758 contracts 
are listed relating to 684 individual clients. Of these contracts, 1,713 were spot 
contracts. The remaining 45 contracts were for respite care provided by a single 
organisation to 17 clients.

Within the spot contracts, 24 have no budget recorded against them so they 
have been removed from this analysis.

The 602 service users with learning disabilities in receipt of conventional services 
were supported by 191 providers and the value of the work carried out by those 
providers totalled £23,433.978. Providers were paid sums between £1,014 and 
£1,830,369 with a mean income of £122,690. The mean average income per 
client was £26,569. 110 of the providers supported a single client with learning 
disabilities. The information provided does not provide details of clients in other 
groups who may be supported by individual providers.

5.1.4.3 Live provider records

The records for March 2014 have also been considered with the completed 
contracts removed. This information provides details of the active work of 
providers in this month, which may offer a more useful snapshot of activity within 
Enfield. The list of providers points to Enfield having a diverse market. 
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Table 20:  Providers with active contracts with the lowest and highest client numbers and 
incomes, sorted by client numbers

HIGHEST
Number 

of clients

Total weekly 
income for 

active contracts

Average income 
per client 

with learning 
disabilities

Carterhatch Supported Tenancy Project 34 £15,517 £456 
St. Mark’s Day Service 33 £19,556 £593 
Person Centred Care Homes 32 £14,886 £465 
Edenvale Care Ltd 30 £27,973 £932 
Hilton Care (Access) 27 £16,923 £627 
Browns Cross Health Care Ltd 27 £4,729 £175 
Radiomarathon 26 £4,390 £169 
Marcus & Marcus Ltd 23 £35,739 £1,554 
Saint John Of God Care Services 22 £3,784 £172 
Enfield Mencap 21 £6,558 £312 

LOWEST
Number 

of clients

Total weekly 
income for 

active contracts
The Kennedy Leigh Family Centre 1 £110 
Sprawston Adult Training Centre 1 £109 
Enfield Asian Care Consortium 1 £100 
Enfield Cars Ltd 1 £91 
Community Focus 1 £88 
Rupaal Care And Training 1 £81 
Enfield Clubhouse 1 £80 
Personal Assistant (Name removed due to DPA) 1 £77 
Danso Care Limited 1 £68 
Elsi Project (Mencap) 1  £48 

Figures are rounded Source: Enfield Council

The records above include all of the top earning providers in Enfield and these 
are listed below in order of their total income. The earnings of these providers fall 
within normal levels when divided by the number of individual clients.

Table 21: Providers with highest incomes

Number 
of clients

Total income 
2013-14

Average income 
per client 

Marcus & Marcus 23 £35,739 £1,554 
Edenvale Care Ltd 30 £27,973 £932 
St.Mark's Day Service 33 £19,556 £593 
Hilton Care (Access) 27 £16,923 £627 
Carterhatch Supported Tenancy Project 34 £15,517 £456 
Person Centred Care Homes 32 £14,886 £465 

Figures are rounded Source: Enfield Council
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5.2 Service Quality

There is a high level of satisfaction overall with service provision in Enfield. The 
two measures offered to support this are ASCOF benchmarking and a survey of 
service users at the assessment stage.

5.2.1 ASCOF

The 2013-14 ASCOF benchmarking for Enfield recorded 80% of adults in Enfield 
with learning disabilities living in their own home or with family, placing the Council 
second out of 33 London boroughs. ASCOF also recorded that 17.5% of adults 
in Enfield with learning disabilities were in paid employment, another relatively 
high proportion which places Enfield third out of 31 London boroughs which 
reported returns. 

The level of overall satisfaction with services provided in Enfield is very high 
according to survey information. In the ASCOF survey of service users for 2012-
13, 71% of respondents were extremely satisfied with the care and support 
services received, with an additional 17% very satisfied. Overall, therefore, the 
rating for service quality in Enfield is very high – 88%.

93% of respondents considered that care and support services helped them 
to have a better quality of life and 89.17% considered that care and support 
services helped them to have control over their daily life. In addition, 93% of 
respondents believed that the services provided helped them to feel safe.

5.2.2 Internal survey of clients with learning disabilities

The survey of clients was conducted among 351 people with learning disabilities. 
The responses recorded 88% of people as extremely or very satisfied with care 
and support services received. 96% of respondents considered their quality of 
life to be good, very good or ‘so good, it could not be and 93% considered care 
and support services to contribute to this. 

When asked about specific aspects of their lives, the percentages of people who 
were very happy was lower. 71% of people said they felt ‘clean and am able 
to present myself the way I like’; 68% said they got all the food and drink they 
wanted when they wanted. 
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5.3 Resources

5.3.1 Use of resources 2013-2014

 Percentage distribution of Total Gross Expenditure on Adult Social Services
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Source: PSS-EX1

In 2013-2014 Enfield spent 35.2% of Gross Current Expenditure for Adults with 
learning disabilities (18-64) on Nursing and Residential Care. 3.4% less than the 
average for England and 7.1% less than the comparator group average. It is 
however a slight increase (3%) since 2012-13 and 2011-2012.

In 2013-2014 Enfield spent 60.1% of Gross Current Expenditure for Adults with 
learning disabilities (18-64) on Day and Domiciliary Care. 4.1% more than the 
average for England and 10.3% more than the comparator group average. This 
is a slight decrease (3%) since 2012-2013 and a 4% decrease since 2011-2012.

In 2013-2014 Enfield spent 4.7% of Gross Current Expenditure for Adults with 
learning disabilities (18-64) on Assessment and Care Management. 0.7% less 
than the average for England and 3.2% less than the comparator group average. 
This figure has remained relatively stable since 2011.

Table 22:  Summary of Unit Costs

Service

Total LD 
Spend 

£000 Activity

Published 
PSSEX unit 

cost
Manual 

adjustment Revised
Nursing 127 104 1,221 105 1,010
Daycare 7,999 472 326 7,936 323
Direct payments 2,120 89 458 2,087 451
Residential 9,961 8,036 1,240 9,903 1,232
Homecare 6,259 203 593 6,100 578
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5.3.2 Future resources 

Similar to most local authorities in England and Wales, Enfield faces budgetary 
pressures in coming years. The Council has sought to make savings in service 
areas across the authority and the planned saving in the Health, Housing & 
Adult Social Care Department in 2014-15 is £5,146,000 (Enfield Council, 2014). 
Essentially, Enfield will need to continuously review its current practice and find 
new and creative ways of meeting the care needs of the people we support, 
including carers. We will seek to continuously improve the way we deliver and 
commission services placing the person at the centre of everything we do and 
ensuring that the promotion of independence, choice and control is our main 
focus while prioritising wellbeing and offering the right intervention at the right 
time. We will actively support people with learning disabilities to be engaged 
in the community around them and exercise their right to live a meaningful and 
fulfilling life and a life like any other. 

Within these savings there are specific efficiencies within service provision for 
people with learning disabilities, specifically:

Table 15.7.1: Budget savings planned for 2014-15 in social care service 
provision for adults with learning disabilities in Enfield

Table 23 Description of service area Planned saving for £2014-15
Learning Disability Day Care procurement review £150,000
Learning Disability – Care purchasing procurement 
efficiencies and continuing to implement a range of 
interventions including integrated working reviewing 
care packages to further reduce dependency and 
contain the on-going cost of care

£700,000

Total savings specifically related to services for people 
with learning disabilities £850,000

Source: Enfield Council Budget 2014/15 and  
Medium Term Financial Plan 2014/15 to 2017/18, 12th February 2014

These savings represent 16.5% of the total planned savings for the Health, 
Housing and Adult Social Care Department, whereas adults and older people 
with learning disabilities receiving services from the council comprise just 11.29% 
of all service users (NASCIS).
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6 What does good practice guidance tell us about 
how services for people with learning disabilities 
should be organised?

Research indicates that people with learning disabilities want to lead ordinary 
lives and do the things that most people take for granted. They want to study at 
college, get a job, have relationships and friendships and enjoy leisure and social 
activities. The key theme that runs through national policy and good practice 
guidance is the need to provide services that support people to have healthy, 
meaningful and fulfilled lives. 

The Human Rights Act (1998) and the Equality Act (2010) provide the basis 
against which commissioners and providers should measure their actions and 
services. The concept that people with a learning disability have the same rights 
and aspirations as those without is the foundation upon which commissioners 
and providers should develop progressive and enabling services.

 Service Organisation for People with Learning Disabilities

Level 1: Universal Services

Level 2: GP services, primary health care, health 
promotion/screening and some community based 

secondary health care

Level 3: Community based Social  
Care and Continuing Health Care  

funded Services

Level 4:  
Universal hospital  

based services and  
community based  
specialist services  

CMHTs, CLDTs

Level 5: 
Secure/ 
Forensic  
Inpatient  
Services

All people with LD will 
need to access level 1 
& 2 services but only 
those with more severe 
LD and complex needs 
may need to access 
level 3, 4, & 5 services

Costs fall as less 
intensive support 

models are used and 
independent living 

skills are gained
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6.1 Universal Services for adults with learning disabilities

6.1.1 General Principles

The vast majority of people with learning disabilities are not eligible for social care 
and hence live in the community with limited support. As demonstrated earlier 
people with learning disabilities are at higher risk of many physical and mental 
health conditions, have fewer opportunities to work and often experience social 
deprivation. Supporting people with learning disabilities to lead healthy, meaningful 
lives and preventing the need for more intensive service provision requires universal 
services to be accessible. Making services accessible means that ‘reasonable 
adjustments’ need to be made to the service.

It is a statutory requirement under the Equality Act 2010 and the NHS and Social 
Care Act 2008 that public sector agencies make ‘reasonable adjustments’ to 
their practice that will make them as accessible and effective as they would be 
for people without disabilities. Reasonable adjustments include removing physical 
barriers to accessing health services, but importantly also include making whatever 
alterations are necessary to policies, procedures, staff training and service delivery 
to ensure that they work equally well for people with learning disabilities.

Universal services include: leisure services (e.g. sports centre, cinema, social clubs, 
community and faith groups etc); information services (e.g. library, job centre, 
citizen’s advice, charitable organisations etc); education services (e.g. college, adult 
education, etc); health services (e.g. dentist, optician, counselling, pharmacy etc).

6.1.2 Examples

Below are some examples of how universal services can make reasonable 
adjustments to better meet the needs of people with learning disabilities.

 Dental Services

Reasonable adjustments include:

 n Desensitisation work/visits
 n Car parking for carers/families
 n Longer consultation slots
 n Alternative arrangements in relation to using the waiting room
 n Easy Read information leaflets
 n Liaising with community learning disability teams

(Turner et al, 2012)

 Eye Care Services

The Local Optical Committee Support Unit (LOCSU) has developed a Community 
Eye Care Pathway for Adults and Young People with Learning Disabilities. The 
pathway has been developed in conjunction with Mencap and SeeAbility, and 
is based on established, successful, learning disability services provided by 
community optometrists in a number of areas in England. The pathway gives 
Local Optical Committees the basis for a proposal to improve the way eye care for 
people with learning disabilities is delivered in their local area www.locsu.co.uk/
uploads/enhanced_pathways_2013/locsu_pwld_pathway_rev_nov_2013.pdf

http://www.locsu.co.uk/uploads/enhanced_pathways_2013/locsu_pwld_pathway_rev_nov_2013.pdf
http://www.locsu.co.uk/uploads/enhanced_pathways_2013/locsu_pwld_pathway_rev_nov_2013.pdf
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 Leisure Services

The environment, including some public buildings and the facilities within them 
(e.g. swimming pools), are often inaccessible to wheelchair users. Even where 
there is good access the ability for people with profound and multiple disabilities 
to spend time in the community can be hindered by things such as a lack of 
appropriate toilets/changing places. There is an ongoing need to work with 
planning departments to encourage public buildings to provide a Changing Places 
toilet. Many people with profound and multiple disabilities cannot use standard 
accessible toilets. Changing Places toilets are toilets with enough space and 
the right equipment, including a height adjustable changing bench and a hoist 
(Mansell, 2010).

 Services for families and carers

Whilst the focus on the rights and needs of the individual is paramount, working 
in partnership with family carers is essential. Working in partnership should 
include:

 n Supporting family carers to lead a full family life and to maintain their physical 
and emotional resilience

 n Close involvement of family carers throughout assessment, planning and 
intervention pathways

 n Specific training and support programmes that empower family carers to 
most effectively support their relative

 n Support for the emotional wellbeing and resilience of family carers in 
recognition of the high rates of stress and other emotional difficulties found 
amongst those who support people with learning disabilities

 n Access to short break and respite services

6.2 GP services, health promotion/screening, primary and community 
based secondary healthcare for adults with learning disabilities

6.2.1 General Principles

On average people with learning disabilities have poorer health and die younger 
than other people. In part this is because they are more exposed to causes 
of ill health through greater levels of material deprivation, poorer health-related 
behaviours and physical conditions often associated with causes of learning 
disabilities. But it is also partly a result of poorer understanding of physical 
changes and problems that indicate illnesses or conditions that could be treated 
and of how to get help from health services.

People with learning disabilities should be able to access primary and community 
based secondary healthcare services in the same way as the general population. 
There is a need for support for people with learning disabilities across the life 
course to understand and express their needs in relation to their health and 
wellbeing, and to access health-based information together with support and 
opportunities to lead healthy lifestyles (NDTi, 2012; LGA, 2014).

As in the previous section, reasonable adjustments to services must be made. As 
opposed to other public sector organisations, the law governing the regulation of 
healthcare services is more explicit about the requirement for healthcare providers 
to ‘avoid unlawful discrimination including, where applicable, by providing for 
the making of reasonable adjustments in service provision to meet the service 
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user’s individual needs’ and to have systems in place to enable them to regularly 
assess and monitor the quality of the services provided against this and other 
requirements.

For people with physical disabilities, required reasonable adjustments can mean 
alterations to buildings, provide lifts, wide doors, ramps and tactile signage.

For people with learning disabilities it more commonly involves clear, simple and 
possibly repeated explanations of what is happening, and of treatments to be 
followed, helping with appointments, managing issues of consent in line with the 
Mental Capacity Act.

6.2.2 Examples

Below are some examples of how the above types of services can make reasonable 
adjustments to better meet the needs of people with learning disabilities.

 Wheelchair services

Wheelchair services are often a major source of difficulty for adults with profound 
and multiple disabilities. Individuals often have to wait months or years for 
wheelchairs; the chairs provided are often not suitable for the postural care or 
use of the individual; their repair is often difficult to arrange. The gap between 
the performance of the NHS wheelchair service and the potential contribution 
that good wheelchairs make to the quality of life of disabled people has been 
recognised by government for some time (CSIP, 2006). Reform of the wheelchair 
service remains a pressing priority. Alternative service delivery arrangements 
which provide more useful wheelchairs more quickly, apparently at no greater 
overall cost, have already been developed in children’s services (Whizz-Kidz and 
Accenture, 2009).

 Cancer Screening

Cornwall Cancer Screening Team have developed pathways for breast, cervical 
and bowel screening for people with learning disabilities. The pathways can be 
adapted to suit other areas and can be found at: www.improvinghealthandlives.
org.uk/publications/1126/Making_Reasonable_Adjustments_to_Cancer_
Screening

 Annual Health Checks

Annual health checks for people with learning disabilities detect unmet health 
need and are one important ‘reasonable adjustment’ that general practices can 
make to tackle health inequalities. Annual health checks should not necessarily 
be conducted by specialist services such as community learning disability teams 
as this is not always cost-effective (NDTi, 2012).

6.3 Social Care and Continuing Health Care Funded Services

6.3.1 General principles

Research indicates that people with learning disabilities want to lead ordinary 
lives and do the things that most people take for granted. They want to study at 
college, get a job, have relationships and friendships and enjoy leisure and social 
activities. 

The vision for services is that people with learning disabilities are empowered 
to have control over the design and delivery of quality services that enables 

http://www.improvinghealthandlives.org.uk/publications/1126/Making_Reasonable_Adjustments_to_Cancer_Screening
http://www.improvinghealthandlives.org.uk/publications/1126/Making_Reasonable_Adjustments_to_Cancer_Screening
http://www.improvinghealthandlives.org.uk/publications/1126/Making_Reasonable_Adjustments_to_Cancer_Screening
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equal access to opportunities and supports individuals to realise their desired 
outcomes. NDTI (undated) highlight a number of themes that commissioners 
need to consider if they are to achieve this vision.

 An ordinary life in an ordinary setting

It is important that there is a shared commitment amongst commissioners 
and providers to support people to live as ordinary a life as possible in their 
communities. People with learning disabilities should choose where they live and 
who they live with. Individuals should have a network of people in their lives 
who are not paid. People with learning disabilities should be supported to have 
friends and intimate relationships, have opportunities for employment, education 
and leisure, and have opportunities to contribute to their local communities 
(this means mainstream communities, rather than segregated/isolated services 
designed for people with disabilities).

Commissioners need to be committed to:

 n Only placing people in non-restrictive settings
 n Avoiding readmission to hospital/restrictive settings at all costs
 n Evidence-based outcomes
 n Financial return over the medium term

All organisations involved need to commit themselves to doing whatever it takes 
to support people to live better lives and remain in the community rather than 
being admitted to secure/hospital style settings.

 Outcome Based Person Centred Approaches

Successful services are individualised in a number of ways and everyone involved 
recognises the individual’s needs. The starting point is the person’s aspirations 
and not the way they challenge services or the staff’s perception of what they 
might want. Ways of supporting them to live a full life are the key consideration. 
Nurturing their friends, family and relationships are central considerations. If a 
family member is not actively involved, then independent advocacy (where 
necessary the local IMCA service) and support is brought into play.

 A whole systems life course approach

‘Life course’ encompasses all age groups from pregnancy and birth through 
childhood, adulthood and older-adulthood (to the point of death). Services need 
to be flexible and adjust to changes in need over the life course.

Particular attention should be paid to times of transition both between and within 
services which are focused on the needs of children and young people and those 
which are focused on the needs of adults and older adults. Services focusing on 
each age group need to work closely, well in advance of a transition to support 
individuals and families effectively.

At all ages, education, health and social care services should work in partnership 
to deliver the kind of consistent and holistic support that is required to meet the 
needs of individuals with learning disabilities.
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 Prevention of the need for social care

A recent paper by Parrott (2013) highlighted the need for commissioners and 
support planners to start ‘thinking without the money’. Parrott describes this 
concept as ‘helping people realise their own strengths and resources to be as 
independent as possible’. He argues that whilst the concept of personalisation 
includes a strong emphasis on universal services, social capital, early intervention 
and prevention the thinking, culture and practice in relation to preventing the 
need for social care is underdeveloped. What we do know from the work 
conducted so far is that prevention of the need for social care requires not only 
a whole life course approach but also a whole system perspective. The funding 
and legislative separation between children’s and adults’, health, education 
and social care does not help. Real life is complex, and real people gloriously 
refuse to fit into administratively convenient silos. Whole system and whole life 
approaches demand a mature relationship between the main commissioners 
and a commitment to pooled budgets.

6.3.2 Examples

Below are some examples of how services can be designed to better meet the 
needs of people with learning disabilities.

 Housing

A clear separation of housing and support provision gives the individual housing 
rights and the knowledge that they will remain supported in the same location – in 
part removing the temptation and the ability of services to move the person on in 
difficult times to a more restrictive environment. Quality and location of housing is 
an important factor in ensuring the success of support.

 Advocacy

Commissioners should ensure the availability of independent advocates especially 
for those whose situations are at increased risk (for e.g. because of limited 
family involvement or placement far from home). The provision of independent 
advocacy at these times is central to safeguarding vulnerable people across the 
life course and needs to be tailored accordingly to take into consideration mental 
and physical capacity. 

The most important reasons for funding advocacy identified by advocacy 
organisations and commissioners included giving people with learning disabilities 
a voice, achieving equality and gaining rights, empowerment, choice and control, 
and accessing and challenging services. Commissioners should try to ensure 
that an appropriate mix of advocacy services are made available for people with 
learning disabilities, including self-advocacy and group advocacy as well as both 
statutory and non-statutory professional or case advocacy.

Alongside this there is a heightened need to ensure access to independent 
advocacy for people with profound and multiple disabilities, particularly as parents 
age. There seem to be few advocacy schemes which can support people with 
profound and multiple disabilities and yet this group of people are probably the 
most in need of independent advocacy.
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6.4 Hospital based secondary care and community based specialist 
services e.g. Community Mental Health Teams and Community 
Learning Disability Teams

6.4.1 Hospital Care

Several reports (for example, Mencap, 2007 and 2012, Michael, 2008) have 
highlighted the poor experience and poor health outcomes, including premature 
death, of learning disabled people of general hospital services. Reports also note 
the failure of organisations to make changes in the way they deliver services to 
take into account people’s differing needs.

People with learning disabilities have the right to the same level of medical and 
nursing care as that provided to the general population. ‘Reasonable adjustments’ 
mean that services must anticipate and be responsive and flexible so that any 
diagnosis or treatment takes into full account the learning disabilities and needs 
of the person, so that the best possible health outcome for that person can 
be achieved. However, ‘equality’ for a patient with a learning disability does 
not necessarily mean receiving the same service as patients without a learning 
disability, and may mean providing additional and alternative methods of support 
established with the patient and/or their families/carer in order to achieve a 
positive outcome (GAIN, June 2010).

The aim is for a strategic, cultural long-term shift to achieve better experiences 
and outcomes for people with learning disabilities when they access general 
hospital services, with greater integration, communication and information 
sharing between general hospital and learning disability services as the norm. 
A step in this direction is a concept called the ‘care bundle’ which has been 
developed and trialled in Wales.

The care bundle sets out key steps which should be taken consistently for all 
patients who have a learning disability:

 n Steps to be taken within 4 hours of attendance or admission of a patient who 
has a Learning Disability 
 – Notify patient advocate/care co-ordinator/Care Manager/acute liaison 

nurses/specialist Learning Disability services to help liaison with 
investigating departments 

 – Notify next of kin and/or primary carer of admission
 – Request hospital passport (e.g. traffic light assessment) for the person

 n Steps to be taken daily (regardless of length of stay)
 – Patient-centred plan, developed with the patient, primary carers and/or 

family, reviewed and updated
 –  Care plan communicated and shared with ward team members
 – Named nurse identified to patient/family and other staff throughout the 

duration of stay

 n Steps to be taken within 7 days of admission of a patient with a Learning 
Disability 
 – Full multi-agency/family/carers discussion held, with the aim of reviewing 

progress and/or planning discharge
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6.4.2 Mental Health Services provided by health and social care

Delay in detection, assessment and treatment can lead to a progressive 
deterioration of mental health and behaviour. This can lead to the need for more 
intensive services for a longer period of time, often in a more restrictive and 
distant setting. As well as causing unnecessary suffering to the individual and their 
family, this can increase costs significantly. Therefore proactive and preventive 
approaches should always be employed. It should be recognised that initially, the 
cost of supporting an individual in the community may be more than the cost of 
a bed-based service. However, commissioners are strongly urged to consider 
‘invest to save’ options, as the cost of services that meet people’s needs and 
provide good outcomes is likely to reduce over time (JCPMH, 2013).

Furthermore, only people known to social services are eligible for an annual health 
check. In Enfield’s case this leaves 88.3% of people with learning disabilities 
ineligible. It is therefore extremely important to improve the access to generic 
services. Consequently:

 n Reasonable adjustments are a legal requirement and should be put in place 
to enable access to all mainstream services where appropriate

 n Learning disability services should be provided alongside mainstream mental 
health services so that the skills and expertise from both services can be 
utilised in order to respond to individual need

 n There should be clarity with regard to commissioning arrangements between 
learning disability and mental health commissioners, with a presumption of 
accessing generic services wherever possible and there should be protocols 
setting out clear pathways between mainstream and specialist services

 n Reasonable adjustments should be made to local Access to Psychological 
Therapies (IAPT) services to ensure that people with learning disabilities can 
access them

 n Clear pathways should exist between local IAPT services and community 
learning disability services (CLDTs) to ensure that no one who requires access 
to psychological therapies meets exclusion criteria for both services

6.4.3 Community Learning Disability Teams

Specialist learning disability services are an important resource for people with 
learning disabilities, families and providers. There are a variety of models of 
community teams. Teams can include, or have access to a range of professionals 
but no matter who sits within them, community teams have two main roles (NDTI, 
2012):

 n Enabling access to other services including:
 – Health facilitation and support to primary care on the implementation of 

health checks and health action plans
 – Support to secondary care to ensure reasonable adjustments are in place
 – Teaching, advice and support to both mainstream and specialist services 

including access to those responsible for wider health and wellbeing issues 
such as housing and employment

 – Service development
 – Health promotion
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 n Specialist provision including:
 – Direct support to people and their families when their needs cannot be 

met by mainstream services alone
 – Assessment and formulation of needs to inform support needs
 – Planned, evidenced based interventions including a variety of treatments 

and therapy
 – Support to service providers and others in the provision of longer term 

support for people with complex and continuing health needs
 – Emergency support, sometimes in partnership with mental health 

colleagues 

Specialist provision that supports the early detection of risk factors and systematic 
assessments of behaviour is the key to prevention of behaviour difficulties and 
the basis for reducing the need for inpatient services. 

As set out in Challenging Behaviour: A Unified Approach (Royal College of 
Psychiatrists et al, (2007) p14) challenging behaviour is behaviour ‘of such an 
intensity, frequency or duration as to threaten the quality of life and/or the physical 
safety of the individual or others and is likely to lead to responses that are restrictive, 
aversive or result in exclusion’. A variety of factors are likely to contribute towards 
the development, maintenance and escalation of behaviour that challenges, these 
include biological and genetic factors, physical health difficulties, communication 
difficulties, mental health difficulties, neurological difficulties, quality of support, 
and exposure to adversities. Behaviour that challenges is generally considered as 
learned behaviour that serves important functions for the person who displays it 
(it helps the individual to cope better or exert some control over their immediate 
environment). 

Positive Behavioural Support (PBS) is built on a strong evidence base for 
supporting individuals with behaviour that challenges. PBS is a multi-component 
framework for delivering a range of evidence based supports to increase quality 
of life and reduce the occurrence, severity or impact of behaviours that challenge. 
Specialist provision delivered by community learning disability teams should 
demonstrate a clear PBS policy and pathway.

6.5 Secure/Forensic Inpatient Services

Although commissioning services for people with learning disabilities should be 
based on preventing problems arising in the first place, a small number of people 
with learning disabilities may need time limited access to inpatient services as 
part of their pathway of care. Where a need for inpatient services is identified, the 
Community Learning Disability Team must be involved in planning the admission, 
monitoring progress and planning and supporting the person’s discharge from 
the in-patient service.

Describing all types of specialist in-patient services for people with learning 
disability as ‘assessment and treatment units’ does not capture the spectrum 
of in-patient services and their different functions in meeting the needs of those 
with complex presentations. The narrative should be that of inpatient services 
complementing community teams to achieve good treatment outcomes and 
being part of the pathway of care for those who present with complex needs. 
Indeed, depending on patient needs, an admission to a low secure, in-patient 
bed can sometimes be appropriate and beneficial early on in the care pathway, 
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to undertake a multidisciplinary assessment and provide early interventions to 
prevent rapid deterioration.

A report by the Royal College of Psychiatrists’ (2013) sets out 6 categories of 
inpatient provision:

 n Category 1: high, medium and secure forensic beds
 n Category 2: acute admission beds within specialised learning 
disability units

 n Category 3: acute admission beds within generic mental health 
settings

 n Category 4: forensic rehabilitation beds
 n Category 5: complex continuing care and rehabilitation beds
 n Category 6: other beds including those for specialist 
neuropsychiatric conditions

If, in the absence of significantly improved community services, the less 
restrictive in-patient facilities (categories 2-5) are further reduced because they 
are all uniformly described as assessment and treatment beds, then many more 
people will have unmet needs that compromise their mental health and safety. 
The result of this could be even more people ending up in the far more restrictive 
forensic beds (category 1). There is potential for many people in category 1 beds 
to move to less restrictive rehabilitation beds (category 4 or 5). However, this is 
often problematic as the funding streams for secure, category 1 beds is different 
from that of all the other categories. In addition there is significant geographical 
variation in the current distribution of in-patient beds.

The emphasis should be on in-patient provision as close to the person’s place of 
residence as possible and an aim for patients to move back to the community in 
a timely fashion. It is therefore important to consider all categories of in-patient 
beds, not just category 1 beds. When it is deemed appropriate by a multi-
disciplinary team that a patient does need to do stay in hospital for an extended 
period of time, there should be demonstrable evidence of ongoing therapeutic 
input.
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7 How can services in Enfield be improved?

7.1 Level 1: Universal Services

There are two key gaps in relation to information. The first is around the number 
of people with learning disabilities know to either social care or health services 
versus the predicted number of people likely to be living in Enfield according to 
prevalence rates and population data. There is a significant gap and if Enfield is 
to predict future need more accurately more needs to be done to identify people 
with a learning disability.

The second gap is in relation to information about the barriers to using universal 
services. From the information IPC received it is not clear how accessible people 
with learning disabilities find universal services or what the barriers to accessing 
them might be in Enfield. Further information needs to be gathered on peoples’ 
experiences. In the West Midlands commissioners have begun to gather this 
information by commissioning a service-user led organisation to engage in 
‘mystery shopper’ style activities and report on their experiences.

7.2 Level 2: GP services, primary health care, health promotion/screening 
and some community based secondary health care

The key gaps in level 2 services are related to the number of people known 
to GP services. This is a figure that is slightly higher than the London average 
but significantly lower than the average for England and hence needs to be 
increased. Whilst the figure for annual health checks is significantly higher 
than both the London and England average, further analysis of information 
gathered from stakeholder interviews indicates that this may be due largely to 
the significant input from the community learning disability team (CLDT). Whilst 
this demonstrates a clear commitment from the CLDT to improve the health 
inequalities of people with learning disabilities it is also unlikely to be a cost-
effective and hence sustainable approach. An alternative way of supporting GP 
surgeries to take on this responsibility needs to be investigated.

It is unclear from the data that has currently been gathered as to how accessible 
or effective health promotion and screening services are for people with 
learning disabilities in Enfield. Improving health inequalities will require a deeper 
understanding of this issue and hence further data collection on this issue is likely 
to be required.

7.3 Level 3: Community based Social Care and Continuing Health Care 
funded Services

7.3.1 Whole life approach

Preventing the need for adult social care requires commissioners and providers 
to take a whole life approach to supporting people with learning disabilities. The 
National Audit office estimated that the cost to the public purse of supporting 
a person with a moderate learning disability through adult life (16-64) is £2-3 
million. Equipping a young person with the skills to live in semi-independent rather 
than fully supported housing could, in addition to quality-of-life improvements, 
reduce these lifetime support costs by around £1 million. Supporting one person 
with a learning disability into employment could, in addition to improving their 
independence and self-esteem, reduce lifetime costs to the public purse by 
around £170,000.
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A good whole life approach requires better transition pathways and joined up 
thinking between children, adults, education, social and health care. It also 
requires a focus on outcomes – setting and monitoring them. Supporting people 
to move through the life course requires services to monitor progress in the form 
of monitoring the outcomes that people achieve.

7.3.2 Whole system approach: pooled budget

Achieving a whole life approach depends upon the ability of the various bits of the 
system to work as one. There is a need for a whole system approach if we are to 
prevent people from needing social care or more costly services. One key aspect 
of a whole system approach is the commitment and use of a pooled budget. On 
its own a pooled budget will not achieve effective, integrated services but it is one 
of the key ways of ensuring that services work together.

7.3.3 Low level services and market development

There is a need to develop the market to support people to access leisure 
and community services by pooling their individual budgets to buy appropriate 
support.

7.3.4 Organisational approach to promoting positive behaviour support

Specialist services need to work in a more proactive way with providers to develop 
the expertise and skill base in using positive behaviour support. With more 
complex people likely to need support in the future and the need to reduce the 
use of costly services and prevent admission to secure settings commissioners, 
providers and the community learning disability team need to work in partnership 
to up skill support workers, personal assistants, families and other informal carers. 

7.4 Level 4: Universal hospital based services and community based 
specialist services CMHTs, CLDTs

The key gap in service provision for level 4 services is in relation to people with 
learning disabilities who require support from the community mental health team. 
As the needs assessment showed there are a significant number of people with 
learning disabilities and mental health issues predicted to be living in Enfield. 
Preventing or reducing the need for social care will depend on peoples’ ability 
to access effective support that either prevents or significantly reduces (either in 
intensity or duration) a crisis situation. The community mental health team has a 
statutory duty to make reasonable adjustments but successful support will also 
require the community mental health team and the community learning disability 
team to work in partnership to ensure that no individual requiring support is 
excluded from both teams.

7.5 Level 5: Inpatient secure/forensic services

Enfield only has a small number of people still living in secure settings and work 
is underway to facilitate their discharge. The wider issue is about ensuring that 
people with learning disabilities do have access to appropriate inpatient services 
but that these are only accessed when there is a clear medical or forensic need. 
There should be evidence of ongoing therapeutic intervention and discharge 
should be planned at the same time as admission. 
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Research has shown that many people with learning disabilities end up in secure 
settings due to a series of placement breakdowns (Broadhurst and Mansell, 
2007; Phillips and Rose, 2010). It is therefore important that commissioners and 
providers understand the predictors of placement breakdown so as to design/
support services to reduce the service-related risks.

Table 24:  Risk factors for placement breakdown

Individual
Service-related

Service External Support Staff factors
Presence of 
challenging 
behaviour

Poorly supported 
staff

Less access to 
professional support

Staff believe the 
individual with 
learning disabilities 
is displaying difficult 
behave simply to 
‘wind staff up’ or that 
the individual could 
stop the behaviour if 
they wanted to

Higher level of 
ability (e.g. mild 
to moderate LD)

Poor physical 
environment

Limited emergency 
respite provision

Poor social 
environment

Gaps in local service 
provision (e.g. mental 
health, autism)

Poor guidance and 
documentation

Prior psychiatric 
or behavioural 
admissions
Smaller urban area

Commissioners and the community learning disability team need to work in 
partnership with families and providers to tackle these issues.
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