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1. Executive summary 

1.1. Background 

Transforming Care, the Department of Health’s final report on the Winterbourne View 
scandal, made a commitment to commission ‘an audit of current services for people 
with challenging behaviour to take a snapshot of provision, numbers of out of area 
placements and lengths of stay.’ A census of all of those in psychiatric inpatient care 
was carried out at midnight on 30 September 2013 and the broad findings were 
published by the Health and Social Care Information Centre (HSCIC). The aim of this 
secondary analysis is to shed light on the factors driving the current patterns of 
inpatient care in England, to give a better understanding of what needs to be done to 
achieve the aims of Transforming Care. 

Responses were received from 104 provider organisations on behalf of 3,250 
individuals with a learning disability, autistic spectrum disorder, or staying in a learning 
disability ward, in an inpatient psychiatric hospital in England on census night. 

1.2. Children and young people 

The census included 161 children and young people under 18 years old.  

Forty-three per cent of children and young people were 50km or more from home and 
17% had been in hospital for more than a year. Only 8% of girls were reported to be 
staying in single-sex wards. 

Compared to adults, children and young people were twice as likely to be receiving 
hospital treatment for autistic spectrum disorder (17% vs. 9%), and they were more 
than twice as likely to have experienced seclusion in the 3 months prior to the census 
(25% vs. 11%).  

Thirty-four per cent of children and young people were receiving active treatment, but 
with no discharge plan in place. Sixty-one per cent were receiving regular antipsychotic 
medication: of these 52% of these were reported to need hospitalisation for the 
management of mental illness and a further 15% for challenging behaviour. Thirty three 
percent had neither types of indication recorded. 

The prevalence of inpatient care for children and young people from the North East 
was 4 times higher than elsewhere in England (2.9 per 1,000 with a learning disability 
vs. 0.7 per 1,000). 
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The estimated average cost of an inpatient placement for a child or young person was 
£4,930 per week or approximately £257,000 per year. The total estimated annual cost 
to the health service of caring for these 161 children and young people was £41 million. 

1.3. Adults 

The census included 3,089 adults. The prevalence of inpatient psychiatric care in 
adults with a learning disability recorded by their GP was 1.5%, 30 times the 
prevalence of inpatient psychiatric care in the general adult population. 

Approximately 20% of adult inpatients were in acute beds (types 2 and 3 in the 
classification developed by the Royal College of Psychiatrists), 50% in forensic beds 
(type 1) and 30% in rehabilitation beds (types 4 and 5). (RCPsych Faculty of Psychiatry 
of Intellectual Disability, 2013) Thirty-seven percent of women were reportedly staying 
in mixed-sex wards. Mental illness was the primary reason for hospital treatment for 
28%, challenging behaviour for 21% and other reasons for the remaining 51%. All but 
21% were detained under some type of mental health legislation. 45% were detained 
under civil provisions of the Mental Health Act (those operated purely by clinicians and 
social workers). Thirty one per cent were detained under Part III of the Mental Health 
Act, indicating in most cases that they would have been hospitalised as a result of 
being charged with, or convicted of a criminal offence (a few were transferred from 
prison). 60% of adults detained under Part III sections, (20% of all adult in-patients) 
were also under restriction orders, meaning they could not be discharged without the 
agreement of the Ministry of Justice as the trial judge considered their release could 
give rise to risks of harm to the public.  

There was wide variation in the regional prevalence of inpatient care for adults with a 
four-fold difference between the lowest prevalence in the South West (0.6%) and the 
highest prevalence in the North East (2.4%). This variation was reflected in both 
informal and detained patients.  

Nearly half of all adults were recorded as receiving active treatment with no discharge 
plan in place, including 857 informal or Part II section inpatients. Five per cent of adults 
were reported to be in hospital because there was no onward placement available. 
Regular antipsychotic use in the absence of licensed indications was common. Fifty 
three per cent of adults with no recorded mental illness were on this type of medication 
on a regular basis.  

Reported restrictive interventions and adverse patient experiences were commonplace. 
Hands-on restraint in the three months prior to the census was reported for 34% of 
adult inpatients; seclusion for 11%; self-harm for 25%; accidents for 21% and physical 
assault for 22%. Frequent (more than 10 times in the previous 3 months) hands-on 
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restraint and physical assault were 3 times more common in women; frequent self-harm 
was 4 times more common.  

Forty-four per cent of adults had stayed in hospital for more than 2 years and 19% had 
stayed more than 5 years. Long stays were associated with male gender, larger 
hospital sites, no recorded home address and independent sector provision.  

The estimated average cost of an inpatient placement for an adult was £3,210 per 
week or approximately £167,000 per year. The total estimated annual cost to the health 
service of caring for these 3,089 adults was £517 million. The estimated annual cost of 
caring for 144 adults with no onward placement was £25 million. 

Providers in England reported 3,250 inpatients for the census on 30 September 2013. 
Six months later commissioners in England reported 2,615 inpatients – a difference of 
635. Furthermore no valid commissioner code was recorded for 566 of the census 
patients. This could indicate that there are more than 500 patients receiving care 
without the active engagement of a commissioner. The difference between the datasets 
is unlikely to reflect a shift to community-based support as commissioning data do not 
show a fall in the number of patients in the intervening period. 

1.4. Key messages 

The most striking findings from this first census were:  

1. The large proportion of the patients in hospital who were detained under criminal 
justice provisions of the Mental Health Act, particularly under restriction orders. 

2. The high proportion of patients for whom there seemed to be no current discharge 
planning. 

3. The extent to which numbers of patients in hospital appeared to exceed those known 
about by mental health and learning disability commissioners. 

4. The large variation between regions in the use of in-patient mental healthcare. 

5. The number of children and young people in hospital was relatively small, and their 
hospitalisation rate much smaller than that for adults, but those that were in hospital on 
average were further from home. Regional disparities in the hospitalisation rate for 
children and young people were greater than for adults. 
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2. Background 

A 2011 BBC Panorama documentary ‘Undercover Care’ revealed appalling abuse of 
patients at Winterbourne View, a private (for profit) inpatient mental health unit in the 
South West of England. Transforming Care, the Government’s report into this scandal, 
identified system-wide failure to ensure that patients with learning disabilities or autism 
were treated wherever possible in the community, and that when inpatient stays were 
unavoidable, those stays were close to home and short-term. It set out a programme of 
action to transform services with the aim of reducing admissions, and moving those 
patients currently inappropriately in hospital to community-based support as soon as 
possible (Department of Health, 2012). 

Transforming Care committed the Department of Health to commission work to identify 
the scale of the problem – ‘to take a snapshot of provision, numbers of out of area 
placements and lengths of stay’. At the time, the extent of inpatient psychiatric care 
funded by the NHS was not fully apparent from routine English hospital inpatient 
statistics. This was because a significant proportion of secure inpatient care as well as 
some specialist behavioural inpatient treatment happened in independent sector 
hospitals which, at the time, did not report details through the long-established statistical 
data collections monitoring NHS inpatient care. To fulfil their commitment, the 
Department of Health commissioned a census designed to cover patients in all inpatient 
psychiatric providers. This was carried out at the end of September 2013, to be followed 
by a repeat census to measure progress a year later.  

The Health and Social Care Information Centre (HSCIC) were commissioned by the 
Department of Health to manage this census and provide descriptive analysis. As part 
of its commitment to the Winterbourne View Joint Improvement Programme, the Public 
Health England Learning Disability Team agreed to undertake detailed secondary 
analysis of the census data, with the aim of shedding some light on the factors driving 
patterns of inpatient care in England, with the intention of clarifying what needs to be 
done to achieve the aims of Transforming Care.  
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2.1. Aims 

The aim of the census undertaken at midnight on 30 Sept 2013 was to establish the 
following: (1) the number and basic demographics of all child and adult patients resident 
in NHS or independent sector learning disability beds, or in general psychiatric beds but 
known to have a learning disability or autistic spectrum disorder on that date; (2) the 
primary reason for their hospital treatment, length of stay to the census date and 
readiness for discharge; (3) the relationship between local community-based services 
and inpatient services in terms of care planning, distance from their place of origin, and 
discharge plans; (4) the extent of regular and PRN antipsychotic medication use, and 
the relationship to diagnosis and primary reasons for hospital treatment and (5) the use 
of restrictive interventions.  

HSCIC have published 2 reports on the census. The first described patient 
demographics, length of stay and distance from home (Health and Social Care 
Information Centre, 2013a). The second focussed on the care received by patients 
including antipsychotic medication use, restrictive interventions and adverse events. It 
also included information on uses of the Mental Health Act (1983), care planning and 
the cost of inpatient care (Health and Social Care Information Centre, 2014). 

The overarching objective of this report is to explore further the reasons for admission to 
inpatient units and the barriers to discharge and support in the community. This report is 
dependent on the information provided and whilst it can explore associations between 
the factors reported, as with any set of information collected at a single point in time, it 
cannot confidently establish causal relationships.  

2.2. Census criteria 

The census included all patients in inpatient psychiatric care in hospitals in England at 
midnight on 30 September 2013 who were either in a bed normally designated for the 
care of people with learning disabilities or were identified as having a learning disability, 
an autistic spectrum disorder or both. HSCIC worked from a comprehensive list of 
providers that potentially had inpatients who met the census inclusion criteria.  

Excluding nil returns, responses were received from 104 provider organisations on 
behalf of 3,313 children, young people and adults; 3,250 of these met the census 
criteria. Two provider organisations were unable to respond in the required time frame. 
Further details of the census methods were reported by HSCIC (Health and Social Care 
Information Centre, 2013a).  
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2.3. Census questions 

The census was set up quickly in response to the urgency of the final report on the 
Winterbourne View scandal. The process was complicated further because it happened 
in the context of the extreme turbulence of the 2013 NHS reorganisation. It was decided 
broadly to follow the tried and tested design of the earlier Count-Me-In census (Care 
Quality Commission, 2011). The questions used in that census were largely followed 
unaltered. A full set of the questions asked about each included patient is provided in 
Appendix III: Census questions.  

2.4. Reporting categories 

The categories used in this report to describe reasons for hospital treatment, legal 
status, care plan and review details and review, restrictive interventions and adverse 
experiences reflect the categories for response provided by the census (see Appendix 
III: Census questions). These categories are outlined below: 

Available reasons for hospital admission were: 

• mental illness 
• learning disability 
• challenging behaviour 
• personality disorder or self-harm or other 
• autistic spectrum disorder including Asperger’s syndrome 
For each patient, respondents were asked to indicate whether each reason was: 

1. Not present or does not require hospital treatment 

2. Present and requires hospital treatment 

3. Main reason for patient currently being in hospital (only one permitted per 
patient) 

Legal status on day of census was categorised into broad groups as follows: 

• informal 
• formally detained under Mental Health Act Part II Section 2 or 3 
• formally detained under Mental Health Act Part III, no restriction order Including: 

Sections 35, 36, 37, 38, 44, 45A, 46, 47, 48 
• formally detained Mental Health Act Part III, with restriction order including: Section 

37 with section 41 restrictions; Section 47 with section 49 restrictions; Section 48 
with section 49 restrictions 
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• other including: formally detained Mental Health Act Sections 4, 5(2), 5(4), 135, 136; 
formally detained under Criminal Procedure (Insanity) Act; Formally detained under 
other acts; Subject to guardianship under Mental Health Act Section 7, 37 
 

The census asked for the details of the patient’s care plan, and the possible responses 
were:  

• currently not dischargeable because of mental illness 
• currently receiving active treatment plan, discharge plan not in place 
• working towards discharge to identified placement or with discharge plan in place 
• requires indefinite inpatient care because of behavioural needs 
• requires indefinite inpatient care because of physical needs 
• no onward placement available, delayed transfer of care 

 
In order to understand who was involved with reviewing care the census asked: ‘In the 
last year, there has been…’ 

• a shared review which involved an independent, face-to-face assessment by a 
clinician from a relevant community clinical team 

• discussions with members of the relevant community clinical team in the last year, 
but not including independent clinical assessment 

• discussions with the placement commissioner/care manager 
• none of the above 
(Mutually exclusive categories) 

For restrictive interventions (hands-on restraint and seclusion) and adverse experiences 
(accidents, physical assault and self-harm) providers were asked to record the number 
of times the incident was recorded for the patient ‘during the hospital spell, or within the 
last three months (if hospital spell is longer)’. 

2.5. Analysis strategy 

We considered children and young people (inpatients under 18 years old) separately 
from adults. This was because many aspects of the considerations involved in 
hospitalising children and young people are different from those relating to adults. 
Numerically there are many fewer of them. If reported together messages about them 
would be largely lost unless separate rows for everything were provided in which case 
the small numbers involved would regularly have been problematic. We placed the 
chapter describing children and young people first. This was partly because of the 
sensitivity of this issue and partly in recognition of its critical importance. Institutional 
patterns of care for individuals established in childhood may easily persist into adult life 
with long term adverse consequences for the people involved.  
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HSCIC initially reported 185 patients under 18 years old, but on close examination of 
the data we considered 24 of these were almost certainly adults; we have reported 
these as adults ‘age unknown’ (see page 129). Thus our analyses are based on 161 
children and young people under 18 years, and 3,089 adults 18 years and over. 

Our analyses are organised along the following themes:  

• type of hospital 
• distance from home 
• legal status 
• reasons for being in hospital 
• treatment and management 
• care planning and review 
• placement costs 
• comparison of commissioner and provider data 
• regional variation 
• restrictive interventions and adverse patient experiences 
• length of stay 
• concerning patient groups and patterns of care 

 
For each theme we present some basic descriptive statistics, then cross-tabulate with 
other characteristics, to see how those characteristics correlate for each theme. We 
considered the impact of ethnicity throughout our analyses, but provide results only 
where ethnic group was significantly associated with other factors.  

We use multiple logistic regression to identify leading predictors of patterns of care, 
while controlling for other factors that could confound such associations. For length of 
stay and distance from home we use cumulative proportion plots to illustrate differences 
by various subgroups. Further details of the data analysis methods are given in 
Appendix I: Methods.  
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3. Children and young people 

• one hundred and sixty one children and young people with a learning disability or 
autistic spectrum disorder were staying in an inpatient psychiatric hospital in 
England 

• only 8% of girls and 26% of boys were staying in single-sex wards 
• forty-three per cent of children and young people were more than 50km from home 
• compared to adults, children and young people were twice as likely to be receiving 

hospital treatment for autistic spectrum disorder (17% vs. 9%) 
• thirty-four per cent were receiving active treatment with no discharge plan in place 
• sixty-one per cent were receiving regular antipsychotic medication, including 49% of 

those with no recorded mental illness 
• the estimated average cost of an inpatient placement for a child or young person 

was £4,930 per week or approximately £257,000 per year 
• the prevalence of inpatient care for children and young people from the North East 

was four times higher than elsewhere in England (2.9 per 1,000 school age children 
with a learning disability vs. 0.7 per 1,000) 

• children and young people were more than twice as likely to experience seclusion as 
adults (25% vs. 11%) 

• twenty-eight children and young people had stay lengths of between one and five 
years 
 

3.1. Overview 

At midnight on 30 September 2013, there were reported to be 161 children and young 
people (aged less than 18 years) with a learning disability or autistic spectrum disorder, 
or in a learning disability ward, in inpatient psychiatric hospitals in England. There are 
estimated to be around 180,000 children in England with what are termed moderate, 
severe, or profound and multiple learning difficulties identified at school action plus level 
or in a statement of Special Educational Needs (Department for Education, 2013). So 
we estimate the prevalence of inpatient care in England to be 1 per 1,000 children with 
moderate, severe or profound and multiple learning disabilities. This rate is not 
comparable with the rate for adults described in chapter 4 because schools identify 
learning disabilities in pupils much more comprehensively than GPs do in adult patients 
registered with them. 

The circumstances that lead to the admission of children and young people with 
learning disabilities or autistic spectrum disorder are likely to be very different to those 
for adults. More family support is typically available hence the threshold for admission is 
likely to be higher. There is also an alternative type of provision in the form of residential 
special schools, some providing 52 weeks of care per year. We do not have detailed 
statistics about the numbers of places in these institutions currently being used for 
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children and young people with learning disabilities. We might expect this to be reflected 
in the patterns of care and adverse patient experiences.  

 

 

Figure 3.1. Number of children and young people by Royal College of Psychiatry 
learning disability inpatient bed classification. 

3.2. Types of hospital and ward 

Two-thirds of children and young people (108 of 161) were staying in NHS hospitals and 
one-third (53) in independent sector hospitals. Nearly two-thirds (100) were staying in 
general (non-secure) facilities, 13% (21) in low secure and 25% (40) in medium secure 
facilities. Six children and young people whose legal status was informal were staying in 
low or medium forensic secure wards. 

The number of children and young people reported for the census by an individual 
hospital site ranged from one to 31. Nearly half (78 of 161) were reported to be staying 
in one of 29 sites with five or fewer patients who met census criteria, and 16% (26) were 
staying at one of 3 sites with 6 to 10 patients. The remaining 35% (57) of children and 
young people were reported to be staying at 1 of 2 larger sites, each with more than 25 
patients reported to the learning disability census. 

Nearly two-thirds of children and young people (100 of 161) were reported to be staying 
in learning disability wards and approximately a third (56) on mental illness wards. The 
remaining 5 were reported to be staying on wards reported as ‘other’. These seem likely 
to be schools specialising in educating children and young people with mental illness or 
a learning disability. 

35% 

22% 

10% 
4% 

8% 

21% 

Secure forensic (n=57)

Acute learning disability
(n=35)

Acute generic mental illness
(n=16)

Forensic rehab / Complex
continuing care / rehab (n=7)

Other (n=13)

Missing or invalid (n=33)
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Thirty-five per cent of children and young people were reported to be staying in secure 
forensic beds (Figure 3.1); 22% were staying in acute learning disability beds; with 
smaller proportions in acute generic mental illness or ‘other’ beds. Data on bed 
classification were missing or invalid for 20% of children and young people. 

No children or young people were reported to be staying in gender-inappropriate wards. 
Twenty-six per cent of boys (26 of 99) and 8% of girls (5 of 62) were reported to be 
staying in single-sex wards, the remainder in mixed accommodation. Of the 130 
children and young people reported to be staying in mixed accommodation, fewer than 
5 did not have a single-sex sleeping area, 16 (12%) did not have access to single-sex 
bathing areas and 52 (40%) did not have access to single-sex-day areas. 

Nine children and young people were apparently staying in wards designated for 
working age adults. It is possible however that at least 6 of these patients were adults 
with incorrect dates of birth1. The remaining 152 children and young people were in 
age-appropriate wards. 

3.3. Distance from home 

Distance from home could not be calculated for 1 in 5 children and young people. Fewer 
than 5 had a residential postcode that was reported to be the same as their hospital 
postcode. Among those for whom distance from home could not be calculated a 
residential postcode was not reported by the provider for fewer than 5; for the remainder 
an invalid hospital postcode was supplied. 

Forty-three per cent of children were reported to live 50km or more from the hospital 
and 37% less than 50km from the hospital (Figure 3.2). The situation for children and 
young people appears to be worse than for adults, among whom a smaller proportion 
(35%) were 50km or more from home (cf. Figure 5.1). This may simply reflect a greater 
likelihood that care for less complex problems, often managed by hospitalisation in local 
inpatient units for adults, is more likely to be provided for children either without 
admission or possibly in different types of unit not covered by the census.  

1 We identified and re-classified 24 “children” as adults (see Appendix I: Methods) but HSCIC have subsequently 
identified a further six “children” with incorrect dates of birth using the NHS number tracing service (Health and 
Social Care Information Centre, 2014). 
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Figure 3.2. Distance of hospital from home for children and young people. 

3.4. Reasons for being in hospital 

The census asked about 5 possible types of reason for being in hospital (Figure 3.3 
shows the range of reasons allowed). For each subject the question was whether the 
reason applied and whether it was the primary reason for their being in hospital. Only 1 
primary reason was permitted for each individual. Mental illness, learning disability and 
challenging behaviour were the most commonly cited primary reasons for current 
hospital treatment (Figure 3.3). Compared to adults, autistic spectrum disorder was 
more likely to be cited as a primary reason for hospital treatment (17% vs. 9%) and 
learning disability was less likely to be cited (26% vs. 35%) (cf. Figure 6.1). The framing 
of the question suggested unfortunate shorthand in this area. Learning disability and 
autistic spectrum disorder are not in themselves conditions for which hospital treatment 
has anything to offer. Admission should presumably usually be for management of 
mental health illnesses. Chapter 6 provides further discussion of what this might 
represent in the context of this census. 
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Figure 3.3. Main reasons for currently being in hospital for children and young people. 

More than half of children and young people (92 of 161, or 57%) were reported to have 
2 or more conditions currently requiring hospital treatment. The most common 
combinations were learning disability and challenging behaviour (9%); this plus mental 
illness (7%); and mental illness and autistic spectrum disorder (6%). Five children and 
young people (3%) were reported to require hospital treatment for all of these plus the 
fifth reason, personality disorder. 

The census also asked providers to report whether or not patients had a learning 
disability or autistic spectrum disorder, regardless of whether those conditions required 
current hospital treatment. More than a quarter (29%) were reported to have a learning 
disability but not autistic spectrum disorder (cf. 55% in adults, Figure 6.2); 29% had a 
learning disability and autistic spectrum disorder; 20% had autistic spectrum disorder 
only (cf. 5% in adults). Fewer than 5 children and young people were reported to have 
neither a learning disability nor autistic spectrum disorder. Data on either learning 
disability or autistic spectrum disorder diagnosis were missing for roughly 20%. 

3.5. Legal status 

More than half the children and young people were detained under the Mental Health 
Act or other legal powers (cf. more than three-quarters of adults, Figure 7.1). Nine per 
cent were detained under the provisions of Part III of the Act (which deals with people 
accused or convicted of criminal offences) and 46% were detained under the provisions 
of Part II of the act, which is administered by care professionals (Figure 3.4). 
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Figure 3.4. Legal status on census day for children and young people. 
 
3.6. Treatment and management 

More than a third of children and young people (36%) were reported to be receiving 
active treatment with no discharge plan in place, or to require indefinite inpatient care 
for behavioural or physical needs (Figure 3.5). Forty-one per cent were reported to be 
working towards discharge or have a discharge plan in place (cf. 29% of adults, Figure 
8.1); and 18% were considered not dischargeable due to mental illness. ‘No onward 
placement available, delayed transfer of care’ was reported for 5% of children and 
young people.  

 
Figure 3.5. Details of current care plan for children and young people. 
 
Regular antipsychotic drug use (including conventional and atypical antipsychotics, with 
and without PRN use) was reported for 61% of children (Figure 3.6). Regular and PRN 
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use in the 28 days before the census was reported for 24% and PRN only use was 
reported for 5%.  

Antipsychotic drugs are indicated for treatment of psychotic disorders, aggression 
associated with autism in children and the management of acute behavioural 
disturbance (Paediatric Formulary Committee, 2014). The first 2 indications would be 
likely regular use, the latter PRN. The question then is to what extent are antipsychotic 
drugs being used for these 2 purposes, and we can answer this to some extent by 
looking at regular and PRN antipsychotic use in patients with mental illness and/or 
challenging behaviour that require hospital treatment. A limitation of the census is that 
there is no information collected on mental health issues that do not require current 
hospital treatment. Nor do we have data on the specific antipsychotic drugs prescribed 
(treatment of aggression in autism is a licenced indication only for Risperidone) 
(Paediatric Formulary Committee, 2014). 

 

Figure 3.6. Antipsychotic medication use in the 28 days before the census for children 
and young people. 

Reported regular use of antipsychotics was most common in children and young people 
who were recorded as having mental illness requiring hospital treatment (with or without 
challenging behaviour). 80% of children recorded as needing hospitalisation for mental 
illness were on regular antipsychotics. In the absence of mental illness as a reason for 
hospitalisation, 58% of children recorded as having autism were receiving regular 
antipsychotics as were 38% of those with challenging behaviour requiring hospital 
treatment.  

‘As required’ use of antipsychotics in the 28 days before the census was only marginally 
higher in children and young people requiring hospital treatment for challenging 
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behaviour compared to others of their age group, 33% vs. 26% (chi square = 0.33, one 
degree of freedom, P not significant). 

Antipsychotic medication in children and young people is licensed for treatment of 
psychotic illnesses and for severe aggression in behaviour disorders. Regular use of 
antipsychotics was reported for 99 (61%) children and young people. 51 (52%) of these 
had mental illness reported as a reason for hospitalisation and 15 (15%) others were 
reported to be in hospital for the management of challenging behaviour. 33 (33%) were 
in neither category.  

3.7. Planning and reviewing care 

Action 42 of Transforming Care committed health and social care commissioners, 
working with service providers, service users and their families, to review the care of all 
people in learning disability or autistic spectrum disorder inpatient beds and agree a 
personal care plan for each individual (Department of Health, 2012). The deadline for 
completion was 1 June 2013, 4 months prior to the census.  

By midnight on 30 September 2013 35% of children and young people were reported to 
have had in the last year a shared review of their care with independent face-to-face 
assessment by a clinician from the relevant community clinical team (Figure 3.7). Forty-
two per cent were reported to have had discussions with the community clinical team, 
but no independent clinical assessment, and discussions with the placement 
commissioner or care manager were reported for 9%. Children were twice as likely as 
adults to have had no such care review in the last year (14% vs. 7%, cf. Figure 9.1). 
This is likely to be at least partly a consequence of their shorter stays, which mean that 
at any point in time, a larger proportion will be too recently admitted to have completed 
initial assessments. 

The narrowest possible interpretation of the commitment in Transforming Care to 
review the care all people in learning disabilities or autism beds is that it applies only to 
those in hospital in December 2012, when the report was published. Thirty eight of the 
children and young people had been in hospital this long; and of them nine (24%) had 
not had their care reviewed by or discussed with their community clinical team, however 
122 of the children and young people had been in hospital 28 days or longer and of 
these 20 (16%) had not had a review involving their community clinical team.  
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Figure 3.7. Care review in the previous year for children and young people. 

Nearly three-quarters of children and young people (116 of 161, or 72%) were reported 
to have a care plan that had been agreed by both the commissioner and the community 
clinical team. A further 22% (35) had a care plan agreed by either the commissioner or 
the community clinical team, and ten children and young people (6%) did not have a 
care plan agreed by either. It is not surprising that the commissioner was involved in 
most of the care plan agreements (141 of 161, or 88%); contracting for these generally 
rare admissions would commonly be done on an individual basis and was almost 
always expensive.  

3.8. Cost of placements 

Based on the average weekly charges reported by providers we estimate that caring for 
these 161 children and young people costs the health and social care economy £41 
million per year, or almost £5,000 per person per week (Table 3.1). This equates to 7% 
of the total annual estimated cost (£558 million) of all inpatients with a learning disability 
or autistic spectrum disorder. Weekly charges for the care of children and young people 
were high compared to those for adults, presumably reflecting the more complex 
problems leading to admission and the greater levels of care required. (cf. Table 10.1). 

Estimated weekly cost per person rose with legal system involvement (informal < Part II 
section < Part III Section) and increasing security level, and this could explain why 
independent hospital placements, those further from home, and those on larger sites 
were more expensive on average (Table 3.1). With the exception of hospital sector and 
legal status, these trends were mirrored for adults (cf. Table 10.1). It is notable that 
despite the positive relationship between cost and security level, acute learning 

35% 

42% 

9% 

14% 

Shared review with independent
face-to-face assessment by
clinician from the community
clinical team (n=57)

Discussions with the
community clinical team but no
independent clinical
assessment (n=67)

Discussions with the placement
commissioner / care manager
(n=14)

None of these (n=23)
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disability beds were on average more than £1,000 per person per week more expensive 
than forensic secure beds. 

Consistent with its relationship to security level, estimated weekly cost per person rose 
with increasing complexity of patient needs (Table 3.2). It also increased with number of 
reasons for current hospital treatment, and with length of stay. Patients whose main 
reason for current hospital treatment was reported to be autistic spectrum disorder were 
the most expensive per week, followed by those whose main reason was reported to be 
challenging behaviour.  

As reported above, eight children were considered by hospital staff to be ready for 
discharge but with no onward placement yet identified. The annual cost for these 8 
inpatient places is estimated to be £1.7 million.  

3.9. Commissioning data returns 

As part of its commitment to Transforming Care NHS England is collecting data from 
clinical commissioning groups and specialised commissioning teams on inpatient care 
commissioned for patients with a learning disability and autistic spectrum disorder 
(Department of Health, 2012).  

A more detailed comparison of commissioner and provider data is provided for the 
whole inpatient population in Chapter 11, but we note that as of 31 March 2014, 
commissioners in England believed there to be 99 children and young people in 
inpatient services, compared to the 161 who were reported by providers to the census 
on 30 of September 2014. Given the reported lack of progress to date in discharging 
patients from hospital placements this is unlikely to reflect a substantial number of 
discharges in the three months between the estimates (NHS England, 2014b).  

21 



Learning Disabilities Census 2013 

3.10. Regional variation 

The prevalence of inpatient care for children and young people with a learning disability 
or autistic spectrum disorder from the North East2 was significantly higher than 
elsewhere: nearly 3 inpatients per 1,000 children and young people with learning 
disabilities, compared to less than 1 per 1,000 elsewhere (Figure 3.8). A similar pattern 
was seen for adults, although the difference was not so marked (cf. Figure 12.1).  

Regional variation in prevalence could be due to differences in rate of admission or 
length of stay. Analysis of length of stay did not reveal longer stays in children and 
young people from the North East (data not shown), and so this points to a higher rate 
of admission.  

We cannot confirm that children and young people from the North East were more likely 
to be treated closer to home than those elsewhere as the HSCIC were unable to resolve 
incorrect hospital postcodes and calculate distances for nearly three quarters of children 
resident in the North East, however all children and young people hospitalised from the 
North East were placed in region whilst the proportion placed in region elsewhere 
ranged from approximately 10% in the South East to 75% in the East Midlands and East 
of England. 

The hypothesis that effectively a lower threshold for inpatient admission was operated in 
the North East is supported by regional patterns in hospital and patient characteristics. 
The high prevalence of inpatient care in the North East appears to be primarily 
associated with greater use of acute learning disability beds; these accounted for 
around 80% of the beds in use for children and young people from the region, 
compared to 0 to 30% elsewhere. More than three-quarters of children and young 
people resident in the North-East were informal inpatients, the highest proportion in the 
country. For more than half the patients in the North East the main reason for hospital 
admission was challenging behaviour, compared to 0 to 40% elsewhere. This raises the 
question of whether other types of facility, such as residential special schools are used 
less in this area.  

Compared to England as a whole, children and young people from the North East were 
more than twice as likely to have a diagnosis of learning disability without autistic 
spectrum disorder. In terms of their treatment plan, patients in the North East were more 
likely than those elsewhere to be receiving active treatment with no discharge plan or be 
subject to delayed transfer of care.  

  

2 The regions we refer to in this report are the former Government Office Regions, retained by the Office for 
National Statistics for statistical purposes (Office for National Statistics, 2011). 
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Figure 3.8. Prevalence of inpatient care for children and young people with learning 
disabilities by region of residence. Error bars are 95% confidence intervals; * indicates a 
statistically significant difference from the England average. 

The hypothesis of a lower threshold for admission is further supported by care review 
status: less than a quarter of patients in the North East were reported to have had a 
shared review and independent assessment in the previous year. Elsewhere, this 
proportion ranged from approximately a quarter to a half of patients; a low proportion of 
cases with shared review could indicate that cases were generally less complex and 
were managed in local services as part of routine contracts thus not require direct 
involvement of the commissioner.  

The estimated weekly cost for children and young people resident in the North East was 
the highest of any England region (Table 3.3). This would seem to argue against the 
idea that their care was less complex than that for children and young people from other 
parts of the country.  
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3.11. Restrictive interventions and adverse patient experiences 

Hands-on restraint in the 3 months before the census was reported for 41% of children 
and young people (Figure 3.9). For 17% hands-on restraint was reported as having 
been used on more than 10 occasions in the 3 months before the census, higher 
proportions than those reported for adults (cf. Figure 13.1). 

Seclusion in the 3 months before the census was reported for 25% of children and 
young people (Figure 3.9). For 6% seclusion was used on more than 10 occasions in 
the 3 months before the census. Children and young people were twice as likely to have 
experienced seclusion as adults (cf. Figure 13.1).  

Reported use of seclusion varied by provider and hospital site. Among the providers 
that responded to the question (see below), use of seclusion in the 3 months before the 
census was reported at 29% of hospital sites (10 of 34). On those sites, the proportion 
of patients who experienced this in the 3 months before the census ranged from 19% to 
80%. More than half of the patients reported to have been secluded in the 3 months 
before the census (23 of 40) were in just 2 hospitals, which were low and medium 
secure facilities. 

Paragraph 88 of the Department of Health report, ‘Positive and Proactive Care’ states 
that ‘only people detained under the Mental Health Act should be considered for 
seclusion’ (Department of Health, 2014). Seclusion in the previous 3 months was 
reported for 7 children and young people who were informal inpatients (ie not detained 
under the Mental Health Act, subject to guardianship or short term orders). 

Accidents were reported on at least 1 occasion in the 3 months before the census for 
21% of children and young people (Figure 3.9). Physical assault was reported on at 
least 1 occasion for a similar proportion (20%). These proportions were similar to adults 
(cf. Figure 13.1). 

Reported self-harm was more common in children and young people than adults: 1 or 
more episodes in the 3 months before the census were reported for 35% compared to 
25% of adults (cf. Figure 13.1). Frequent self- harm (more than 10 episodes in the 3 
months before the census) was reported for 11% of children and young people, 
compared to 5% of adults. Higher frequency of self-harm in children and young people 
could reflect a higher threshold for admission. 

Two providers supplied incomplete information on restrictive interventions and adverse 
events for children and young people. One supplied no information for any of the 5 
patients at a single hospital site; the other provided no information on hands-on 
restraint, accidents, physical assault or self-harm for 1 of 2 patients reported to the 
census. 

24 



Learning Disabilities Census 2013 

 

 (a) Hands-on restraint 

 

 (b) Seclusion 

 (c) Accidents 

 

 (d) Physical assault 

 

 (e) Self-harm 

 

Figure 3.9. Proportion of children and young people with reported instances of hands-
on restraint, seclusion, accidents, physical assault and self-harm in the three months 
before the census. 
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3.12. Length of stay 

Length of stay at time of census for children and young people ranged from 1 day to 
more than 3 years. Approximately half (52%) had a stay length of up to 3 months, 
compatible with a period of assessment (Figure 3.1). Stay lengths of between 3 months 
and 1 year – broadly compatible with a period of active treatment – were reported for 
31%. Twenty-eight children and young people (17%) had been in hospital between 1 
and 5 years. Twenty of these patients were in low or medium secure facilities. Of the 
remaining 8, 5 were in a single institution which specialises in the care of children and 
young people with learning disabilities and complex mental health or behavioural needs. 
We know from referral data that at least 12 children and young people were transferred 
from another inpatient placement. For these individuals the calculated duration will 
under-estimate the time they had spent in hospital. 

 

Figure 3.10. Length of stay at time of census for children and young people. 
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Table 3.1. Estimated placement cost by hospital characteristics, children and young 
people. 

     
n 

 
Mean estimated 

weekly cost, £ 

Total estimated  
annual cost, 

£ million 

Total   161 £4,930 £41.4 

Sector NHS 108 £4,590 £25.8 

  Independent 53 £5,620 £15.5 

Ward security level General 100 £4,540 £23.7 

  Low 21 £4,860 £5.3 

  Medium 40 £5,930 £12.4 

Distance from residence Up to 10km 15 £3,370 £2.6 

  10 to 20km 11 £2,910 £1.7 

  20 to 50km 34 £3,490 £6.2 

  50km or more 70 £5,500 £20.1 

  Missing, or Same postcode for residence        

  and ward stay 31 £6,680 £10.8 

Number of learning disability  1 to 5 43 £3,820 £8.6 

census patients on site 6 to 10 30 £4,430 £6.9 

  11 to 25 12 £5,750 £3.6 

  26 to 50 31 £6,390 £10.3 

  More than 50 45 £5,090 £11.9 

Royal College of Psychiatry Forensic secure 57 £5,280 £15.7 

learning disability bed Acute learning disability 35 £6,430 £11.7 

classification Acute mental illness 16 £4,050 £3.4 

  Forensic rehab / Complex cont. care / rehab 7 £3,000 £1.1 

  Other 13 £4,580 £3.1 

  Missing or invalid 33 £3,700 £6.4 
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Table 3.2. Estimated placement cost by patient characteristics, children and young 
people. 

     
n 

 
Mean estimated 

weekly cost, £ 

Total estimated  
annual cost, 

£ million 

Total   161 £4,930 £41.4 

Gender Male 99 £5,110 £26.4 

  Female 62 £4,640 £15.0 

Length of stay Up to 6 months 102 £4,510 £24.0 

  6 months to 2 years 50 £5,560 £14.5 

  2 years or more 9 £6,110 £2.9 

Legal status Informal 72 £4,160 £15.6 

  Part II Section 2 or 3, or other legal detention 74 £5,470 £21.1 

  Part III with or without restriction order 15 £5,930 £4.6 

Primary reason for current Challenging behaviour 38 £5,530 £10.9 

hospital treatment Mental illness 44 £4,590 £10.5 

  Autistic spectrum disorder 28 £5,860 £8.6 

  Personality disorder 9 £5,000 £2.3 

  Learning disability 42 £4,110 £9.0 

Number of reasons for One 69 £4,880 £17.5 

current hospital treatment Two 33 £4,780 £8.2 

  Three 39 £4,920 £10.0 

  Four 15 £5,270 £4.1 

  Five 5 £5,600 £1.5 

Diagnosis of learning disability Learning disability only 46 £4,710 £11.3 

or autistic spectrum disorder ASD only 33 £4,450 £7.7 

(ASD) Learning disability and ASD 46 £4,800 £11.5 

  Neither or Missing 36 £5,810 £10.9 

Details of current care plan Not dischargable because of mental illness 29 £5,310 £8.0 

  Active treatment no discharge plan, or        

  Indefinite inpatient care for behavioural or        

  physical needs 58 £5,300 £15.9 

  Working towards discharge 66 £4,570 £15.7 

  No onward placement available 8 £4,000 £1.7 

Care plan review in the Shared review 57 £5,150 £15.3 

previous year Discussions with community clinical team 67 £5,180 £18.1 

  Discussions with commissioner only 14 £5,360 £3.9 

  None of these 23 £3,370 £4.0 

Who agreed the care plan? Commissioner and community clinical team 116 £5,090 £30.8 

  Commissioner only 25 £4,860 £6.3 

  Community team only 10 £5,100 £2.7 

  Neither 10 £3,000 £1.6 
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Table 3.3. Estimated placement cost by region of residence, children and young people. 

   
n 

 
Mean estimated 

weekly cost, £ 

Total estimated  
annual cost, 

£ million 

Total 161 £4,930 £41.4 

North East 30 £5,670 £8.9 

North West 19 £5,210 £5.2 

Yorkshire and The Humber 16 £5,550 £4.6 

East Midlands 8 £3,940 £1.6 

West Midlands 26 £4,460 £6.0 

East of England 12 £4,580 £2.9 

London 15 £4,870 £3.8 

South East 17 £4,000 £3.5 

South West 11 £5,090 £2.9 

Same postcode for residence and ward stay,        

or Other UK country, or Unknown 7 £5,140 £1.9 
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4. Adults: type of hospital and ward 

• forty two per cent of adults were in beds classified as secure forensic, 18% were in 
non-secure acute beds 

• seventy seven per cent of those in non-secure acute beds were in acute learning 
disability beds, 23% in acute generic mental illness beds 

• twenty five per cent of adults were in rehabilitation beds 
• more than a third of women were staying in mixed-sex accommodation 

 

 

Figure 4.1. Number of adults by Royal College of Psychiatry learning disability inpatient 
bed classification. 

4.1. Overview 

Three thousand and eighty nine adults were in learning disability inpatient beds or 
general psychiatric beds but with a learning disability or autistic spectrum disorder in 
England on the night of the census. 3,028 were known to be usually resident or were 
‘stateless’3 in England. There were approximately 206,000 adults in England known by 
their GP to have a learning disability at the end of March 2013. So using the number of 
inpatients known to be usually resident or stateless in the England, we estimate the 
prevalence of inpatient care in England to be 1.5% of adults with learning disabilities 

3 By ‘stateless’ we mean their postcode of previous residence recorded as the hospital postcode or 
missing. 
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known to their GP (Health and Social Care Information Centre, 2013b). This is 30 times 
the prevalence of inpatient psychiatric care in the general adult population4. 

Forty-five per cent of adults (1,696 of 3,089) were staying in an NHS bed and 55% 
(1,393) in an independent sector bed. Nearly half were staying in general (non-secure) 
facilities (1,370), with fewer patients in low (1,174, or 38%), medium (472, or 15%) and 
high-secure facilities (73, or 3%). The number of patients reported to be in high secure 
facilities was higher than expected since it had been anticipated that these would be 
primarily confined to the learning disability facilities at Rampton Hospital in 
Nottinghamshire which can accommodate only about 60 patients. However the other 
two high secure psychiatric hospitals in England (Broadmoor Hospital in Berkshire and 
Ashworth Hospital in Merseyside) both identified relevant patients. A small number of 
the 73 were reported by an independent provider, suggesting a possible coding error.  

Eighty-two adults whose legal status was reported as informal were in low or medium 
forensic secure wards. 

More than a quarter of adults (807, or 26%) were reported to be staying at 1 of 8 
hospital sites with more than 50 patients who met the census criteria. The largest of 
these reported 218 patients. Forty-one per cent were staying on one of 62 sites with 11 
to 50 patients, and the remaining 33% (1,013) were staying at hospitals with 10 or fewer 
learning disability census patients.  

More than three-quarters of adult inpatients (2,381) were reported to be staying on a 
learning disability ward, 19% (597) on a mental illness ward, and for 4% (111) the ward 
type was described as ‘other’. Of the 5 largest wards reported as ‘other’: 3 offered 
specialist care for autistic spectrum disorder and 2 were mental illness wards, (thus 
probably incorrectly reported). 

4.2. Royal College of Psychiatry learning disability bed classification 

Service providers were asked to assign inpatients to Royal College of Psychiatry 
learning disability inpatient bed categories (RCPsych Faculty of Psychiatry of 
Intellectual Disability, 2013). More than half were reported to be staying in a secure 
forensic or forensic rehabilitation bed (51%) (Figure 4.1). Seventeen per cent were 
staying in a complex continuing care or rehabilitation bed, 14% in an acute learning 

4 The number of occupied mental illness beds (NHS England, 2014a) divided by the adult population of 
England (Office for National Statistics, 2014) minus those recorded by their GP as having a learning 
disability (Health and Social Care Information Centre, 2013b): 19,653/(42,359,366-206,000) = 0.046%. 
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disability bed, with smaller proportions in acute generic mental illness or ‘other’ beds. 
Data on bed classification were missing or invalid for 12% of adult inpatients. 

Adults in secure forensic beds tended to be younger and male. More than half had a 
length of stay at census of more than 2 years (54%) and more than half were 50km or 
more from their home (51%) (Table 4.1).  

Acute learning disability and mental illness beds were more likely to be provided by 
NHS than independent sector organisations (Table 4.1). Adults in acute beds were 
more likely to be female than those in other beds (36% female in acute learning 
disability beds compared to 19% of those in forensic beds for example). Compared to 
patients in forensic or complex care beds, stays for those in acute learning disability and 
mental illness beds tended to be shorter and closer to home.  

Twenty two per cent of adults in acute learning disability beds (94) and 12% of adults in 
acute mental illness beds (15) were reported to be in low secure accommodation. This 
is surprising since it is expected that acute beds would be in general (non-secure) 
facilities. This suggests some variability in the way bed types or ward security levels 
were reported. 

Many of the characteristics we have identified as being associated with use of particular 
categories of bed are also associated with each other, making it hard to see which are 
key to understanding the patterns. Logistic regression allows us to see whether people 
with particular characteristics are more or less likely to be in any bed type after all the 
other characteristics have been taken into account. In this analysis forensic secure beds 
were directly associated with stays far from home, and stays at larger sites. For 
example, compared to patients at a site with 1 to 5 learning disability census patients, 
those on a site with 50 or more patients were 5 times more likely to be in a secure 
forensic bed (Spread sheet table 1.1.a). Patients in acute learning disability beds tended 
to be on sites with 6 to 25 learning disability patients, and were less likely to be more 
than 50km from home (Spread sheet table 1.1.b). Patients in complex continuing care / 
rehabilitation beds were more likely to be older, and more likely to be very close or very 
far from home. Black people were twice as likely as white people to be in complex 
continuing care / rehabilitation beds (Spread sheet table 1.1.e). 

4.3. Independent sector service provision 

We comment throughout the report on characteristics associated with either NHS or 
independent sector provision, but as noted above logistic regression allows us to 
examine associations while taking other factors into account. Patients in independent 
sector placements were more likely to be receiving treatment for autistic spectrum 
disorder; more likely to be in a low secure as opposed to a general ward; and were 
more likely to be on a site further from home. Patients more than 100km from home 
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were 40 times more likely to be in an independent unit than those less than 10km from 
home (Spread sheet table 1.3). 

4.4. Gender and age appropriateness of wards 

Issues of gender appropriateness are of most concern for women patients. Sexual 
harassment and assaults by patients on other patients (most commonly by men on 
women) have been well documented and the need for both preventive arrangements 
and policies for dealing with situations that may arise are well established (Lawn & 
Mcdonald, 2009). Gender segregated facilities, required under the 2008 revision of the 
Mental Health Act code of practice, are an important preventive measure (Department 
of Health, 2008). Women staying in mixed-sex wards, without access to single sex 
facilities are at particular risk.  

Sixty one per cent of women (465 of 762) were reported to be staying in female-only 
wards. More than a third (285, or 37%) were reported to be staying in mixed-sex wards, 
and 12 (1.6%) were reported to be staying in male-only wards. A greater proportion of 
men (1,838 of 2,325, or 79%) were reported to be in gender-appropriate single-sex 
accommodation. 

Of the 285 women reported to be staying in mixed-sex accommodation, seven (2%) did 
not have a single-sex sleeping area, 36 (13%) did not have access to a single-sex 
bathing area, and 104 (36%) did not have access to a single-sex day area. The 
proportions of men in mixed sex accommodation without access to single-sex facilities 
were similar. 

The majority of adults were reported to be staying in age-appropriate wards, with 99% 
of those aged 18 to 64 in wards designated for working age adults. Twenty-four adults 
(0.8%) were reported to be staying in children's wards (20 of these were aged 20 or 
younger). Less than a third of adults aged 65 or over (20 of 71, or 28%) were staying in 
a ward designated for older people. Five adults aged 18 to 64 (5 of 2,994, or 0.2%) 
were reported to be staying in a ward designated for older people. 
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Table 4.1. Key characteristics of adults (column %) by Royal College of Psychiatry learning disability bed classification. 

    

 
Forensic  

secure 

 
Acute  

learning 
disability 

 
Acute  

mental 
illness 

 
Forensic 

rehabilitation 

Complex 
continuing 

care / 
rehabilitation 

 
 

Other 

 
Missing  

or invalid 

 
 

Total 

  n 1,304 431 127 257 528 84 358 3,089 

Age group 18 to 34 57 52 51 42 45 40 49 51 

(chi square = 65.3**) 35 to 64 40 45 46 56 51 55 48 46 

 65 and over 1 3 2 2 4 5 3 2 

Gender Male 81 64 62 84 70 82 72 75 

(chi square = 91.2**) Female 19 36 38 16 30 18 28 25 

Provider sector NHS 47 87 92 61 17 44 88 55 

(chi square = 750.6**) Independent 53 13 8 39 83 56 12 45 

Ward security level General 12 78 88 66 66 67 52 44 

(chi square = 1200.0**) Low 51 22 12 31 31 33 34 38 

 Medium 31 0 0 3 3 0 12 15 

  High 5 0 0 0 0 0 2 2 

Length of stay Up to 6 months 14 50 71 12 17 62 35 26 

(chi square = 540.7**) 6 months to 2 years 32 29 22 23 36 14 30 31 

  2 years or more 54 21 7 65 46 24 35 44 

Distance from residence Hospital postcode 8 3 2 9 10 1 12 8 

(chi square = 561.0**) Up to 10km 10 34 60 19 18 26 22 19 

 10 to 20km 9 19 17 12 12 18 20 13 

 20 to 50km 20 23 15 36 18 24 28 22 

 50km or more 51 17 5 22 37 30 17 35 

  Missing 3 3 2 3 5 1 1 3 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length of stay are 
excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than expected under the 
null hypothesis. 
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5. Adults: distance from home 

• fifty five per cent of adults were within 50km of their home 
• eleven per cent of adults had no recorded previous residential address 
• greater distances from home were associated with higher levels of security, longer 

lengths of stay and independent service provision 
 

 

Figure 5.1. Distance of hospital from home for adults. 

5.1. Overview 

For 239 adults (8%) the residential postcode supplied by the provider or identified by the 
NHS number tracing was the same as the hospital postcode (Figure 5.1). This is 
important because resettling individuals involves close liaison with services in their 
home area. The task of finding a placement cannot start until there is clarity about 
where that is.  

For more than half of all patients (55%) their home address was less than 50km from 
the hospital; 35% were in a hospital more than 50km from their home address. 
Compared to those closest to home (up to 10km), those 50km or more from home were 
twice as likely to be in a secure ward (71% vs. 34%); 4 times more likely to be in an 
independent hospital (70% vs. 16%) and twice as likely to have a stay length of 2 years 
or more (49% vs. 26%) (Table 5.1).  
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Missing (n=91)
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5.2. Same postcode for hospital and residence 

Eight providers (from 104 who responded to the census) accounted for three quarters of 
the 239 adults whose residential address was recorded as the hospital. Sixty per cent of 
those patients were in independent hospitals (Table 5.1). It might be expected that 
these would mainly be patients who had been in hospital a long time and whose earlier 
details had been lost in a period when long term hospitalisation was not necessarily 
considered inappropriate, however while 28% (66) of this group had been in hospital 
more than 10 years, the other 174 were admitted in the decade prior to the census, well 
after the publication of ‘Valuing People’ (Department of Health, 2001). Sixty-nine of 
them (29%) were admitted within 2 years of the census, and a similar proportion were 
aged under 35. Thus the assignment of a hospital postcode for these individuals does 
not fit with the ‘lost patient’ hypothesis. An alternative explanation advanced by 
commissioners at a presentation of the data is that patients may have been recorded as 
resident at their hospital placement as a requirement for registration with a local general 
practitioner.  

5.3. Cumulative proportion plots 

Cumulative proportion plots – analogous to Kaplan-Meier curves (Bland & Altman, 
1998) – provide a visual representation of the distance from home for all patients, and 
by plotting separate lines for different patient, hospital, treatment and review 
characteristics we can see how distance from home varies depending on those 
characteristics. For a given point on the curve the value on the vertical axis represents 
the proportion of patients with a distance from home equal to or greater than distance 
on the horizontal axis. Note that whilst the plots illustrate proportions of patients, the 
commentary refers to percentages (ie proportions multiplied by 100). 

The horizontal axes are truncated at 200 km – beyond this only a small proportion of 
patients remained and little or no separation in the curves was apparent. Patients 
whose residential postcode was recorded as the hospital were excluded from these 
analyses as their distance from home – zero – cannot be taken to indicate that they are 
truly close to their home community. All the following plots had significant separation in 
the curves as determined by univariate log-rank test. 
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Patients in independent hospitals, many of which are secure facilities, were more likely 
to be further from home than those in NHS facilities (Figure 5.2). This fits well with the 
patterns observed by security level and Royal College of Psychiatry learning disability 
bed classification. Distance from home increased with each step up in security level 
(Figure 5.3); those in acute mental illness beds and learning disability beds tended to be 
closest to home, those in secure forensic beds furthest away (Figure 5.4).  

 

Figure 5.2. Cumulative proportion plot of distance from home and hospital sector. 

Patients with stay lengths of less than 6 months tended to be closer to home than those 
with longer stay lengths (Figure 5.5). Patients with a stay length of 6 to 12 months were 
twice as likely as those with a stay length of less than 3 months to be more than 50km 
from home. 

Grouped by their stated ethnicity, Asian and Asian-British patients tended to be closer to 
home (Figure 5.6).  
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Figure 5.3. Cumulative proportion plot of distance from home and ward security level. 

 

Figure 5.4. Cumulative proportion plot of distance from home and Royal College of 
Psychiatry learning disability bed classification. 
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Figure 5.5. Cumulative proportion plot of distance from home and length of stay at 
census. 

 

Figure 5.6. Cumulative proportion plot of distance from home and ethnic group. 
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5.4. Logistic regression 

In order to better understand the characteristics of patients with placements closer to 
home and further away, we separately modelled factors associated with distance from 
home less than 20km and 100km or more.  

Hospital characteristics associated with stays 100km or more from home were: 
independent sector provision; high secure ward; and sites with 50 or more learning 
disability census patients. Once these factors were taken into account other 
characteristics including age, gender, ethnicity, reason for hospital treatment and care 
planning details were not associated with distance from home (Spread sheet table 2.1). 

Patient and hospital characteristics associated with stays closer less than 20km from 
home were: Asian or Asian-British ethnicity; staying in a general (non-secure) ward; 
staying in an NHS ward; on a smaller site (5 or less learning disability census patients); 
having a shared review involving independent face-to-face assessment by the relevant 
community clinical team; and having a stay length of less than 3 months (Spread sheet 
table 2.2). 
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Table 5.1. Key characteristics of adults (column %) by distance from home. 

    Hospital  
postcode 

 
Up to 10km 

 
10 to 20km 

 
20 to 50km 

 
50km or more 

 
Missing 

 
Total 

  n 239 597 404 685 1,073 91 3,089 

Age group 18 to 34 28 50 54 54 56 35 51 

(chi square = 95.2**) 35 to 64 68 46 43 44 41 58 46 

  65 and over 4 4 2 2 1 2 2 

Gender Male 81 71 77 77 76 62 75 

(chi square = 23.1**) Female 19 29 23 23 24 38 25 

Provider sector NHS 40 84 70 67 30 44 55 

(chi square = 584.2**) Independent 60 16 30 33 70 56 45 

Ward security level General 41 66 57 43 29 52 44 

(chi square = 309.5**) Low 42 27 32 41 44 33 38 

 Medium 17 8 11 14 22 12 15 

  High 0 0 0 1 6 3 2 

Length of stay Up to 6 months 9 46 34 24 16 19 26 

(chi square = 288.2**) 6 months to 2 years 19 29 29 30 35 33 31 

 2 years or more 72 25 36 46 49 48 44 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length of stay 
are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than expected 
under the null hypothesis. 
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6. Adults: reasons for being in hospital 

• the primary reason for being in hospital was reported as treatment of mental illness 
for 28% of adults, and treatment of challenging behaviour for 21%; for 35% the 
primary reason given was the unsatisfactory category of ‘learning disability’ 

• a third of adult inpatients with learning disabilities also had autistic spectrum 
disorder; three-quarters of those with autistic spectrum disorder also had learning 
disability 

• adults primarily in hospital for treatment of mental illness or challenging behaviour 
trended to be closer to home; those primarily being treated for autistic spectrum 
disorder or where the reason given was ‘learning difficulty’ tended to be further away 

• patients with autistic spectrum disorder but not learning disability tended to have 
shorter stay lengths 

 

Figure 6.1. Main reasons for currently being in hospital for adults. 

6.1. Overview 

The reasons why patients were in hospital was obviously important, however, because 
it was necessary to set up the census at very short notice its design drew heavily on a 
previously successful format, that of the Count-Me-In census (Care Quality 
Commission, 2011). The question on reasons for hospitalisation in that context (the 
Count-Me-In census covered all psychiatric inpatient beds in England) gave simply a 
broad classification into mental illness, learning disability and personality disorder. For 
the 2013 learning disability census this was modified slightly to add challenging 
behaviour and autistic spectrum disorder as possible reasons, but the other 3 options 
were left unchanged; Figure 6.1 shows the range of options.  
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9% 
7% 

35% 

Challenging behaviour
(n=653)

Mental illness (n=852)

Autistic spectrum disorder
(n=293)

Personality disorder (n=202)

Learning disability (n=1089)
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Learning disability, mental illness and challenging behaviour were the most commonly 
reported primary reasons for current hospital treatment (Figure 6.1). Notwithstanding 
the fact that learning disability was offered as an option on the census schedule, it is 
surprising that more than a third of adults (35%) were reported as requiring hospital 
treatment primarily for this reason, and that of those, 296 reportedly required hospital 
treatment for learning disability alone. 

The question is unsatisfactory. Neither learning disability not autistic spectrum disorders 
are conditions for which there is appropriate treatment . Admissions under these 
categories are therefore presumably for mental or behavioural disorders, or situational 
crises occurring in people who also have a learning disability or autism and for whom 
this type of facility is considered most appropriate. If this is the case, the terms learning 
disability and autistic spectrum condition are being used here as a shorthand. 
Discussion with a number of providers about why they might have reported patients’ 
reasons for hospitalisation in this way suggested this may have indicated patients 
referred by courts under the provisions of the Mental Health Act relating to the treatment 
of people with mental disorders who have committed criminal offences. The ‘mental 
disorder’ in this case could be a learning disability. To qualify as a sufficient basis for 
hospitalisation in the absence of other mental illness this would need to be associated 
with what was considered to be ‘abnormally aggressive or seriously irresponsible 
conduct’. Referrals in these cases may not necessarily relate to behaviour normally 
considered to be challenging in the sense in which this is usually understood.5 This 
hypothesis is explored further in Chapter 7 Adults: Legal status. 

More than three-quarters of adults (78%) reportedly had 2 or more conditions currently 
requiring hospital treatment. The most common combinations were mental illness and 
learning disability (8%); the above plus challenging behaviour (9%); and all of the above 
plus personality disorder (8%). Five per cent were reported to require hospital treatment 
for all 5 reasons. 

The census also asked providers to report whether patients had a learning disability or 
autistic spectrum disorder, regardless of whether those conditions required current 
hospital treatment (Figure 6.2). More than half (55%) were reported to have a learning 
disability but no autistic spectrum disorder; 28% had a learning disability and autistic 
spectrum disorder; 5% had autistic spectrum disorder only; and 1% were reported to 
have neither. (Patients with neither learning disability nor autistic spectrum disorder 
were included in the scope of the census if they were staying in a learning disability 
bed.) Data on learning disability or autistic spectrum disorder were missing for 11% of 
adults. 

5 We are grateful to Jane Alltimes at the Local Government Association who explored this and shared her findings 
with us. 
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Figure 6.2. Diagnoses of learning disability and autistic spectrum disorder in adults. 

6.2. Logistic Regression 

We did not consider what factors ‘predicted’ reasons for current hospital treatment, 
diagnosis of learning disability, or diagnosis of autistic spectrum disorder as we 
conceptualised these as explanatory variables in our logistic regression models.  
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5% 

1% 11% Learning disability only (n=1701)

Learning disability and autistic
spectrum disorder (n=862)

Autistic spectrum disorder only
(n=145)

Neither (n=40)

Missing (n=341)
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6.3. Reasons for current hospital treatment 

Nearly half of the patients (45%) whose main reason for current treatment in hospital 
was reported to be challenging behaviour were aged 35 or older (Table 6.1).  

People whose primary reason for being in hospital was reported as challenging 
behaviour or mental illness were more likely to be in NHS hospitals; those whose 
primary reason as autistic spectrum disorder, personality disorder or learning disability 
were more likely to be in independent hospitals. Compared to those with challenging 
behaviour or mental illness, patients whose primary reason for current hospital 
treatment was reported as learning disability, autistic spectrum disorder or personality 
disorder were more likely to be in a low secure facility (e.g. 45% of learning disability 
patients vs. 28% of mental illness patients, supporting the explanation for this 
designation described above). 

Figure 6.3 shows that the profile of lengths of stay at the time of the census differed 
between groups defined by their primary reason for being in hospital. A higher 
proportion of patients whose primary reason was mental illness had had relatively short 
stays and a comparatively high proportion of those where it was challenging behaviour 
had had particularly long ones.  

 

Figure 6.3. Cumulative proportion plot of length of stay at census and main reason for 
currently being in hospital. 
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Those with a learning disability or autistic spectrum disorder as their primary reason for 
current hospital treatment were more than twice as likely as those with mental illness to 
be placed further from home: 42% of those with a learning disability and 48% of those 
with autistic spectrum disorder were 50km or more from their home address compared 
to 22% of those with mental illness. This pattern is further emphasised by a cumulative 
proportion plot (Figure 6.4). In the case of autistic spectrum disorder, this may reflect 
referrals to specialist Autism units.  

Analysis of primary and secondary reasons for current hospital treatment did not 
substantively alter the patterns described (data not shown).  

 

Figure 6.4. Cumulative proportion plot of distance from home and main reason for 
currently being in hospital. 

A number of ‘dose-response’ relationships were apparent for the number of reasons for 
current treatment (Table 6.2). Women tended to have more types of reason for 
admission. The proportion of adult patients who were female increased with increasing 
number of reasons for treatment: 35% of those with 6 reasons for treatment were 
female, compared to 21% of those with 1 reason (chi square for trend p<0.001). This 
would be compatible with the idea that women with a learning disability may need to be 
more disturbed or behaviourally disordered than men for the level of consequent 
disturbance to reach the point at which hospitalisation is considered necessary.  

0.
00

0.
25

0.
50

0.
75

1.
00

P
ro

po
rti

on
 o

f p
at

ie
nt

s
 

0 50 100 150 200
 

Distance from home, km

Challenging behaviour

Mental illness

Autistic spectrum disorder

Personality disorder

Learning disability

46 



Learning Disabilities Census 2013 

People in higher security beds tended to have fewer types of reasons for admissions 
reported. Twenty per cent of patients with one reason for treatment were reported to be 
in a medium secure ward, decreasing to 7% for those with 5 reasons for treatment. This 
could indicate that patients in medium secure facilities were more likely than those in 
general or low secure wards to have been admitted for a serious index offence which 
was the focus of treatment intervention.  

Patients with a greater number of reasons for treatment were less likely to have a stay 
length of less than 6 months. Adults with 1 reason for treatment were twice as likely to 
have a stay length of less than 6 months as those with 5 reasons (32% vs. 15%). 

Multiple reasons for current hospital treatment were also related to an increasing 
likelihood that residential address information would be missing. Information on 
residential address was 5 times more likely to be missing for patients with four or more 
reasons for treatment than those with one reason for treatment (5.8% vs. 1.2%).  

6.4. Diagnoses of learning disability and autistic spectrum disorder 

This section considers the questions asking whether patients had a learning disability 
and/or autism as distinct from those asking whether these were reasons why they had 
been hospitalised. Compared to those with a learning disability alone, those with both a 
learning disability and autistic spectrum disorder were more likely to be younger (58% 
aged 18 to 34 vs. 45%) and male (80% vs. 71%) (Table 6.3). This is likely to reflect 
patterns of recognition of autistic spectrum disorder in the wider population with 
improved awareness and diagnosis in recent decades (Bishop, Whitehouse, Watt, & 
Line, 2008). Contrary to what we might expect for a group of individuals with both 
intellectual and social impairments, a greater proportion of those with a learning 
disability and autistic spectrum disorder were reported to be staying in general (non-
secure) wards compared to those with only learning disability (54% vs. 42%). This 
appears to be at odds with the finding above that patients reported to be receiving 
hospital treatment primarily for learning disability or autistic spectrum disorder were 
more likely to be in a low secure ward than those treated for mental illness. 

The cumulative probability plot for length of stay at census shows that those with autistic 
spectrum disorder tended to have had shorter stays (Figure 6.5). We hypothesised that 
due to the additional challenge of assessing and treating a patient with intellectual 
disability and social impairment, patients with a learning disability and autistic spectrum 
disorder would have longer stays on average. This did not appear to be the case; their 
stay length curve was indistinguishable from those with a learning disability alone. 

It should be noted that more than half of those with information missing on either 
learning disability or autistic spectrum disorder diagnoses (58%) were reported to be 
more than 50km from their home address. 
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Figure 6.5. Cumulative proportion plot of length of stay at census and diagnoses of 
learning disability and autistic spectrum disorder. 
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Table 6.1. Key characteristics of adults (column %) by primary reason for being in hospital. 

    
 

Challenging 
behaviour 

 
Mental illness 

Autistic  
spectrum  
disorder 

 
Personality 

disorder 

 
Learning  
disability 

 
Total 

  n 653 852 293 202 1,089 3,089 

Age group 18 to 34 55 44 63 59 50 51 

(chi square = 59.6**) 35 to 64 43 51 36 37 47 46 

  65 and over 2 4 1 3 1 2 

Gender Male 75 73 87 62 77 75 

(chi square = 44.4**) Female 25 27 13 37 23 25 

Provider sector NHS 57 72 37 44 47 55 

(chi square = 178.4**) Independent 43 28 63 56 53 45 

Ward security level General 59 55 29 21 36 44 

(chi square = 224.5**) Low 30 27 48 56 45 38 

 Medium 9 14 23 21 17 15 

  High 2 3 1 1 2 2 

Length of stay Up to 6 months 24 34 22 20 22 26 

(chi square = 54.3**) 6 months to 2 years 28 29 32 33 33 31 

  2 years or more 48 37 46 47 46 44 

Distance from residence Hospital postcode 13 6 4 4 8 8 

(chi square = 222.4**) Up to 10km 16 31 13 12 15 19 

 10 to 20km 14 17 13 12 10 13 

 20 to 50km 23 23 21 26 20 22 

 50km or more 30 22 48 44 42 35 

  Missing 4 2 1 1 4 3 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length of stay 
are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than expected under 
the null hypothesis. 
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Table 6.2. Key characteristics of adults (column %) by number of reasons for current hospital treatment. 

    Number of reasons for current hospital treatment   

    One Two Three Four Five Total 

  n 686 811 924 531 137 3,089 

Age group 18 to 34 53 51 48 53 58 51 

(chi square = 16.1) 35 to 64 44 46 49 43 39 46 

  65 and over 3 3 2 2 1 2 

Gender Male 79 77 76 69 64 75 

(chi square = 27.6**) Female 21 23 24 31 35 25 

Provider sector NHS 52 65 53 49 48 55 

(chi square = 48.4**) Independent 48 35 47 51 52 45 

Ward security level General 43 42 47 45 44 44 

(chi square = 70.4**) Low 36 35 39 42 43 38 

 Medium 20 19 13 9 7 15 

  High 1 3 1 4 6 2 

Length of stay Up to 6 months 32 25 25 23 15 26 

(chi square = 26.9*) 6 months to 2 years 28 30 31 35 35 31 

  2 years or more 40 46 45 42 50 44 

Distance from residence Hospital postcode 7 8 9 7 9 8 

(chi square = 74.5**) Up to 10km 23 20 20 15 9 19 

 10 to 20km 13 13 12 15 13 13 

 20 to 50km 16 25 24 22 25 22 

 50km or more 40 32 32 36 39 35 

  Missing 1 2 3 6 5 3 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, 
gender or length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue 
shading: proportion higher than expected under the null hypothesis. 
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Table 6.3. Key characteristics of adults (column %) by diagnoses of learning disability and autism spectrum. 

    

 
 

Learning 
disability only 

 
Autistic 

spectrum 
disorder only 

Learning 
disability and 

autistic 
spectrum 
disorder 

 
Neither 

 
Missing 

 
Total 

  n 1,701 145 862 40 341 3,089 

Age group 18 to 34 45 66 58 45 60 51 

(chi square = 86.8**) 35 to 64 51 32 41 55 35 46 

  65 and over 3 1 0 0 5 2 

Gender Male 71 89 80 65 77 75 

(chi square = 43.7**) Female 29 11 19 35 23 25 

Provider sector NHS 60 50 54 60 33 55 

(chi square = 82.5**) Independent 40 50 46 40 67 45 

Ward security level General 42 48 54 25 33 44 

(chi square = 135.6**) Low 39 34 37 58 35 38 

 Medium 16 15 9 13 31 15 

  High 3 3 1 5 1 2 

Length of stay Up to 6 months 26 27 26 20 25 26 

(chi square = 9.7) 6 months to 2 years 29 37 30 30 35 31 

  2 years or more 45 36 44 50 40 44 

Distance from residence Hospital postcode 8 6 9 8 3 8 

(chi square = 130.4**) Up to 10km 20 30 18 13 15 19 

 10 to 20km 14 14 14 13 7 13 

 20 to 50km 25 13 22 28 12 22 

 50km or more 30 33 35 35 58 35 

  Missing 3 3 3 5 4 3 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or 
length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: 
proportion higher than expected under the null hypothesis. 

 

 

51 



Learning Disabilities Census 2013  

7. Adults: legal status 

• twenty one per cent of adult inpatients were informal; 45% were detained under the 
Mental Health Act using Part II sections; 32% were detained under Part III sections 

• twenty per cent of adult inpatients were detained with restriction orders; this means 
they cannot be discharged from hospital without the agreement of the Ministry of 
Justice 

 

Figure 7.1. Diagnoses of learning disability and autistic spectrum disorder in adults. 

7.1. Overview 

More than three-quarters of adult inpatients were detained under the 1983 Mental 
Health Act or other legal powers associated with compulsory hospitalisation on account 
of mental disorder (2,447 of 3,089) (Figure 7.1).6 Forty-five per cent of patients were 
detained under powers from part II of the Act (1,389 people were under section 2 or 
section 3). These permit doctors and social workers to detain people with ‘mental 
disorders’ in hospital for assessment and treatment in the interests of their health or 
safety or for the protection of others. More than 95% of these were under section 3 
powers which allow treatment, but require that the person has a treatable condition.  

6 It is worth noting here that the mental health act considers that learning disability constitutes a 
‘mental disorder’ although most of the powers it establishes that allow people to be 
compulsorily hospitalised are only applicable for people where learning disability is the only 
type mental disorder if it is characterised by abnormally aggressive or seriously irresponsible 
conduct’. 
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Thirty-two per cent of people (1,002) were detained under powers exercised to the 
criminal justice system under part III of the Mental Health Act. For 61% of these (610 
out of 1,002 people), the court or the Ministry of Justice had imposed a Restriction 
Order. This means that it was considered that detaining the person in hospital is 
necessary for the protection of the public from the risk of serious harm. The effect of this 
is that the power of detention has an indefinite duration and the person cannot be 
discharged without the agreement of the Ministry of Justice.  

Deprivation of liberty authorisations were applied for or in place for 43 adults (1%). 
Nearly half of those with deprivation of liberty orders in place or applied for (21) were 
reportedly already detained under the Mental Health Act or other legal powers. Of these 
the majority (14 of 21) were detained under section 2, the shorter (1 month) assessment 
order under part II of the Act. 620 (20%) adult patients were not under any of these 
powers. 

7.2. Legal status on census day 

Adult inpatients detained under part II sections, or part III sections but without restriction 
orders were more likely to be in the 18 to 34 years age group than informal patients or 
those detained under part III sections with restriction orders (Table 7.1). Women were 
over-represented among informal patients and those detained under part II sections, 
while men were over-represented among those under part III sections. As expected, 
length of stay tended to be shorter for informal patients (44% with a stay of less than 6 
months), intermediate for patients detained under part II sections or part III sections 
without restriction orders and longer for patients detained under part III sections with 
restriction orders (62% with a stay of 2 years or more). Informal patients were generally 
in hospitals closer to their usual place of residence (a third within 10km) and those 
detained under part III sections with restriction orders were generally further away 
(nearly half 50km or more from their usual place of residence). 

Compared to those detained under the Mental Health Act or other legal powers, 
informal patients were more likely to be reported to be receiving hospital treatment for 
challenging behaviour (Table 7.2). Forty-two per cent of adults detained under part III 
sections were reported as requiring hospital treatment primarily for learning disability 
(420 of 1,002). This primary reason for being in hospital was reported for 34% of those 
under part II sections (474 of 1,389), and 27% of informal inpatients (172 of 642). This 
partly supports the hypothesis set out in Chapter 6 that the category of ‘learning 
disability’ as a primary reason for being in hospital may have been being used for 
patients coming into hospital through the criminal justice system having committed an 
offence for which treatment in hospital was considered the most appropriate response. 
In these cases the mental disorder justifying hospitalisation under the Mental Health Act 
would be a learning disability.  
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This explanation is not borne out by the reported referral source profiles of patients in 
relation to their specified reason for being in hospital. Among patients reportedly 
requiring hospital treatment for learning disability alone, 13% were referred from the 
criminal justice system, compared to 10% among those with a learning disability and 
another reason for hospital treatment, and 11% in those without learning disability as a 
reason for hospital treatment (chi square = 2.31, two degrees of freedom, P not 
significant). 49% were under part III sections, a higher proportion than amongst those 
for whom other reasons for hospitalisation were given but nowhere near a full 
explanation (vs. 31% of others, chi square = 39.3, df=1, p<0.001).  

Patients detained under part II sections were more likely than others to have multiple 
reasons for being in hospital: more than a quarter had 4 or 5 reasons. Those detained 
under part III sections were more likely than others to have only 1 or 2 reasons for 
hospital treatment. This may indicate that part III sections typically relate to individuals 
with a specific problem behaviour that has led to a criminal offence. Whether or not it 
this actually poses a continuing threat to others, it may make resettlement a lot harder.  

Compared to those detained under part III sections, a greater proportion of informal 
patients and those under part II sections patients had diagnoses of both learning 
disability and autistic spectrum disorder.  

Figure 7.2 shows a cumulative probability plot for length of stay at census in relation to 
legal status. The line for informal patients shows an interesting cross-over between 3 
and 4 years. Approximately half of all informal patients had stay lengths of less than a 
year, however roughly a quarter had stay lengths of 5 years or more. Since the census 
is a ‘snapshot’ of patients on a given day it includes patients admitted over the years 
under changing policies and attitudes to the use of inpatient care. The longer stay 
informal patients could be a cohort of patients admitted under older, now outmoded 
approaches who have nonetheless proved hard to discharge. 

54 



Learning Disabilities Census 2013 

 

Figure 7.2. Cumulative proportion plot of length of stay at census and legal status on 
census day. 
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The cumulative probability plot for distance from home supports the evidence from 
Table 7.1 that informal patients tended to be closer to home and patients detained 
under the Mental Health Act were likely to be further from home, with those under Part 
III sections and particularly those also subject to restriction orders progressively more 
distant (Figure 7.3).  

 

Figure 7.3. Cumulative proportion plot of distance from home and legal status on 
census day. 

7.3. Logistic regression 

We did not consider what factors ‘predicted’ legal status as we conceptualised legal status as 
an explanatory variable in our logistic regression models. 
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Table 7.1. Key characteristics of adults (column %) by their legal status on census day. 

     
Informal 

Part II  
Section 2 or 3 

Part III, no 
restriction order 

Part III, with 
restriction order 

 
Other 

 
Total 

 n 642  1,389  392  610  56  3,089  
Age group 18 to 34 43 55 59 46 59 51 

(chi square = 67.8**) 35 to 64 51 42 39 52 39 46 

  65 and over 5 1 2 2 2 2 

Gender Male 69 69 86 87 82 75 

(chi square = 108.9**) Female 31 30 14 13 18 25 

Provider sector NHS 63 49 58 58 54 55 

(chi square = 44.5**) Independent 37 51 42 42 46 45 

Ward security level General 86 46 18 15 25 44 

(chi square = 958.2**) Low 13 42 54 43 45 38 

 Medium 1 10 25 35 25 15 

  High 0 1 3 7 5 2 

Length of stay Up to 6 months 44 27 15 11 13 26 

(chi square = 274.2**) 6 months to 2 years 21 35 38 27 18 31 

 2 years or more 35 38 47 62 70 44 

Distance from residence Hospital postcode 11 5 7 10 4 8 

(chi square = 232.0**) Up to 10km 34 19 12 10 9 19 

 Up to 20km 15 13 12 11 16 13 

 Up to 50km 18 23 27 21 32 22 

 50km or more 19 36 41 44 38 35 

  Missing 2 4 2 2 2 3 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length of 
stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than 
expected under the null hypothesis. 
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Table 7.2. Reasons for treatment for adults (column %) by their legal status on census day. 

     
Informal 

Part II  
Section 2 or 3 

Part III, no 
restriction order 

Part III, with 
restriction order 

 
Other 

 
Total 

 
n 642  1,389  392  610  56  3,089  

Main reason for hospital Challenging Behaviour 33 22 13 12 14 21 

treatment Mental Illness 31 28 20 27 25 28 

(chi square = 188.6**) ASD 6 11 13 9 11 9 

 Personality Disorder 3 5 13 10 9 7 

  Learning Disability 27 34 42 42 41 35 

Number of reasons One 26 17 31 23 27 22 

requiring hospital treatment Two 26 23 27 34 30 26 

(chi square = 109.4**) Three 30 32 26 27 36 30 

 Four 15 21 14 13 7 17 

  Five 3 6 2 3 0 4 

LD or ASD diagnosis LD only 54 48 60 69 63 55 

(chi square = 188.2**) ASD only 4 5 5 4 4 5 

 LD and ASD 35 35 16 13 13 28 

 Neither 0 1 2 1 4 1 

  Missing 6 11 17 12 18 11 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length of stay 
are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than expected under 
the null hypothesis. 
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8. Adults: Treatment and management 

• nearly 50% of adults were receiving active treatment with no discharge plan in place, 
and they were among the furthest from home 

• five per cent of adults were in hospital only because of a lack of onward placement 
• regular antipsychotic use was most common in patients receiving hospital treatment 

for mental illness (72%), but was also reported for 53% of adults without recorded 
mental illness 
 

 

Figure 8.1. Details of current care plan for adults. 

8.1. Overview 

Figure 8.1 shows the profile of treatment plan situations. Nearly half of those in hospital 
(47%) were reported to be receiving active treatment with no discharge plan in place; 
29% were reported to be working towards discharge or have a discharge plan in place; 
15% were considered not dischargeable due to mental illness; and 4% were reported to 
require indefinite inpatient care for behavioural or physical needs. Delayed transfer of 
care was reported for 5% of adults.  

Figure 8.2 shows the pattern of use of antipsychotic medication. Sixty-four per cent of 
adults were reported to be receiving these compounds (including conventional and 
atypical antipsychotics) regularly with or without the addition of PRN doses. Regular and 
PRN use in the 28 days before the census was reported for 23% and PRN only use was 
reported for 5%.  

15% 

47% 

29% 

3% 1% 
5% 

Currently not dischargeable because
of mental illness (n=467)

Currently receiving active treatment
plan, discharge plan not in place
(n=1453)
Working towards discharge to
identified placement or discharge
plan in place (n=887)
Requires indefinite inpatient care
because of behavioural needs
(n=113)
Requires indefinite inpatient care
because of physical needs (n=25)

No onward placement available,
delayed transfer of care (n=144)
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Figure 8.2. Antipsychotic medication use in the 28 days before the census for adults. 

8.2. Current care plan details 

Four hundred and sixty seven adults were reported to be not dischargeable because of 
mental illness. More than two thirds (68%) of these had stay lengths greater than 6 
months (Table 8.1). Compared to those with a discharge plan in place, these patients 
were twice as likely to be in a medium secure ward (21% vs. 10%), twice as likely to 
have an autistic spectrum disorder diagnosis (8% vs. 4%) (Table 8.2), and nearly twice 
as likely to have missing information regarding autistic spectrum disorder or learning 
disability diagnoses (17% vs. 10%).  

Cross-tabulation with legal status revealed that a disproportionately high proportion of 
those receiving treatment with no discharge plan in place were detained under a Part III 
Section (39% or 567 of 1,453) (Table 8.3). Only 2% of those detained under a Part III 
Section were subject to delayed transfer of care (compared to 11% of informal 
inpatients), this could be because the Ministry of Justice would not agree to a discharge 
in principle unless a placement was identified. 

Compared to those with a discharge plan in place, those receiving active treatment with 
no discharge plan in place were more likely to be male (80% vs. 69%), more likely to be 
further from home (40% more than 50km from home, compared to 29%), and more 
likely to be in a secure ward (66% vs. 42%) (Table 8.1). Examining the cumulative 
proportion plot reveals that those receiving active treatment with no discharge plan in 
place tended to be among the furthest from home (Figure 8.3). Similar patterns were 
seen in logistic regressions (Spread sheet tables 3.2 and 3.3). Patients with a discharge 
plan in place were more likely to be female; informal patients; on a smaller site; have a 

41% 
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5% 
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Regular (n=1256)

Regular and PRN at least
once in the last 28 days
(n=709)

PRN at least once in the
last 28 days (n=148)

None (n=976)

60 



Learning Disabilities Census 2013 

stay length of more than three months; and have shared review with independent 
assessment, or discussions with the community clinical team in the last year.  

 

Figure 8.3. Cumulative proportion plot of distance from home and current care plan 
details. 

One hundred and forty-four patients were reported as being in hospital only because of 
lack of an onward placement. One hundred and two of these (71%) were in NHS 
hospitals. Eighty-one (56%) had stay lengths of 2 years or more and 25 (17%) were 
assigned the hospital postcode, raising the question of whether for these patients, lack 
of information on previous residence may be delaying their discharge (Table 8.1).  

In logistic regression, the significant independent predictors of delayed transfer of care 
were being in an acute learning disability bed, informal admission, intermediate sized 
sites (26 to 50 learning disability census patients), stay lengths at census of 2 years or 
more, and absence of antipsychotic use (Spread sheet Table 3.1).  

Compared to other subgroups, patients reported to require indefinite inpatient care for 
behavioural reasons were more likely to be in a high secure facility (10% vs. 1.2% of 
those with a discharge plan in place) (Table 8.1). Sixty per cent had a stay length of 
more than 2 years, and challenging behaviour was reported as the main reason for 
hospital treatment for 36% (Table 8.2).  
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In contrast to patients reported to require indefinite inpatient care for behavioural needs, 
the 25 individuals requiring indefinite inpatient care for physical needs tended to have 
short stay lengths (76% with a stay length of less than 6 months vs. 19%). The apparent 
contradiction of indefinite care and short stay lengths could be explained if this relates 
mainly to end of life care.  

8.3. Antipsychotic medication use 

A substantial proportion of patients (68%) were receiving antipsychotic medication. This 
was more common in women than men (75% vs. 66%), at higher security levels, and in 
those staying longer.  

Patients in NHS hospitals were less likely to be treated with antipsychotics than those in 
independent hospitals (Table 8.4). Although hospital sector (NHS or independent) is 
closely associated with the complexity of cases, it persisted as a predictor in multiple 
logistic regression (see below). Cross-tabulation with legal status revealed more 
frequent use of combined regular and PRN antipsychotic medication and PRN alone in 
patients detained under Part II Section 2 or 3 sections compared to others. This could 
reflect treatment of acute mental illness. Thirty-seven per cent of patients detained 
under Part III sections with restriction orders were not receiving any antipsychotic 
medication. 

PRN antipsychotic use is common. Paton (2011) suggests that this reflects situations 
where ward teams find a patient difficult to predict or difficult to de-escalate. It might be 
expected that the need for PRN antipsychotics would decrease as staff become more 
familiar with (and familiar to) patients and effective behavioural approaches to managing 
difficult situations are established. PRN antipsychotic use did not appear to fall off with 
longer stay length.  

In logistic regression regular antipsychotic use was significantly and independently 
associated with the following characteristics: mental illness as a current reason for 
hospital admission; a forensic secure bed; independent sector provision; a diagnosis of 
learning disability; and frequent restraint (more than 5 reported instances in the three 
months before the census) (Spread sheet table 4.1).   
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Unlike regular use, PRN antipsychotic use was not associated with ward or bed type, 
but was more common in women and was directly associated with reported use of 
restraint – in other words hands-on restraint and chemical restraint appear to go hand in 
hand. Patients restrained 6 or more times in the 3 months before the census were more 
than 3 times as likely to have received PRN antipsychotic medication than those who 
had not been restrained (Spread sheet table 4.2).  

Antipsychotic drugs are indicated for treatment of psychotic disorders and the 
management of acute behavioural disturbance (Joint Formulary Committee, 2014). The 
former would likely involve regular use, the latter PRN. There is no firm evidence that 
regular antipsychotic use is beneficial for the treatment of challenging behaviour despite 
widespread use for this type of indication, and antipsychotics are not licensed for this 
type of use (Emerson & Einfeld, 2011). It would be helpful to know the extent of use of 
antipsychotic drugs as regular medication for the management of psychotic disorders 
and also for the management of acute behavioural disturbance where it is a measure of 
the extent of chemical restraint being used. We can answer this to some extent by 
looking at regular and PRN antipsychotic use in patients with mental illness and/or 
challenging behaviour that require hospital treatment, however a limitation of this 
census was that no information was collected on the nature of the mental health issues 
requiring hospitalisation or on mental health issues not requiring current hospital 
treatment. Nor do we have data on the specific antipsychotic drugs prescribed. 

As would be expected, regular use of antipsychotics was most common in adults with 
mental illness requiring hospital treatment (with or without challenging behaviour): 72% 
compared to 55% of those with challenging behaviour requiring hospital treatment but 
no recorded mental illness, and 51% of those with neither mental illness nor challenging 
behaviour requiring hospital treatment.  

PRN use of antipsychotics in the 28 days before the census was only marginally higher 
in adults requiring hospital treatment for challenging behaviour compared to others, 
29% vs. 25%.  

When we looked at regular and PRN use of antipsychotics in patients with neither 
mental illness nor challenging behaviour requiring hospital treatment, both were higher 
for patients with personality disorder requiring hospital treatment: regular use in 60% 
compared to 50% and 52% of those with a learning disability and autistic spectrum 
disorder; PRN use in the last 28 days in 34% compared to 24% and 23% of those with a 
learning disability or autistic spectrum disorder.  

Regular and PRN use of antipsychotics were reported for 51% (327 of 644) and 25% 
(163) patients who were reported as having neither a mental illness nor challenging 
behaviour requiring hospital treatment. We cannot rule out the possibility that some of 
these patients had psychotic illnesses well controlled by medication; for them regular 
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antipsychotic use may be appropriate to prevent relapse and their mental illness may 
not have been a reason for hospitalisation. However it seems unlikely that this would 
have been common. 
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Table 8.1. Key characteristics of adults (column %) by details of current care plan. 

    

 
 

Not dischargable 
because of 

mental illness 

 
Receiving active 

treatment plan, 
no discharge 
plan in place 

Working towards 
discharge to 

identified 
placement or 

discharge  
plan in place 

 
Requires 
indefinite 

inpatient care  
for behavioural 

needs 

 
Requires 
indefinite 

inpatient care  
for physical 

needs 

 
No onward 
placement 
available, 

delayed transfer 
of care 

 
 

Total 

  n 467 1,453 887 113 25 144 3,089 

Age group 18 to 34 51 55 47 48 44 41 51 

(chi square = 52.4**) 35 to 64 43 43 49 45 44 54 46 

  65 and over 3 1 2 7 12 5 2 

Gender Male 74 80 69 79 56 72 75 

(chi square = 44.9**) Female 26 20 31 21 44 28 25 

Provider sector NHS 60 51 56 42 84 71 55 

(chi square = 42.8**) Independent 40 49 44 58 16 29 45 

Ward security level General 40 34 58 35 96 75 44 

(chi square = 251.5**) Low 37 45 31 42 4 19 38 

 Medium 21 18 10 13 0 6 15 

  High 2 3 1 10 0 1 2 

Length of stay Up to 6 months 32 24 25 19 76 23 26 

(chi square = 73.7**) 6 months to 2 years 27 33 32 21 4 21 31 

  2 years or more 41 43 43 60 20 56 44 

Distance from residence Hospital postcode 7 7 7 11 4 17 8 

(chi square = 159.9**) Up to 10km 21 14 25 17 76 23 19 

 10 to 20km 13 11 16 13 0 17 13 

 20 to 50km 21 24 21 16 4 20 22 

 50km or more 35 40 29 40 12 21 35 

  Missing 3 4 2 4 4 1 3 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length of stay are excluded 
from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than expected under the null hypothesis. 
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Table 8.2. Royal College of Psychiatry learning disability bed classification, main reason for hospital treatment, and learning 
disability and autistic spectrum disorder diagnoses (column %) by details of current care plan. 

    

 
Not 

dischargable 
because of 

mental illness 

 
Receiving active 

treatment plan, 
no discharge 
plan in place 

Working towards 
discharge to 

identified 
placement or 

discharge  
plan in place 

 
Requires 
indefinite 

inpatient care  
for behavioural 

needs 

 
Requires 
indefinite 

inpatient care  
for physical 

needs 

 
No onward 
placement 
available, 
 delayed  

transfer of care 

 
 

Total 

  n 467 1,453 887 113 25 144 3,089 

RCPsych bed Secure forensic 48 50 31 51 8 16 42 

classification Acute learning disability 10 11 19 2 20 33 14 

(chi square = 267.7**) Acute mental illness 8 2 6 7 0 6 4 

 Forensic rehabilitation 3 10 10 4 4 8 8 

  Complex cont. care/rehab 15 16 19 27 52 13 17 

Main reason for  Challenging behaviour 10 22 23 36 8 31 21 

hospital treatment Mental illness 53 19 30 19 8 25 28 

(chi square = 211.3**) Autistic spectrum disorder 11 10 8 9 4 15 9 

 Personality disorder 4 9 4 6 0 5 7 

  Learning disability 22 40 35 29 80 24 35 

Learning disability or Learning disability only 49 57 55 51 92 44 55 

autistic spectrum ASD only 8 4 4 7 0 5 5 

disorder diagnosis Learning disability and ASD 23 27 30 28 4 40 28 

(chi square = 72.1**) Missing 17 10 10 12 4 11 11 

* P<0.01 ** P<0.001 ASD, autistic spectrum disorder. Numbers may not add up to the total and percentages may not sum to 100% as patients ‘Other’ or ‘Missing’ RCPsych bed classification, 
and ‘Neither’ learning disability or autistic spectrum disorder diagnosis are excluded from the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue 
shading: proportion higher than expected under the null hypothesis. 
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Table 8.3. Current care plan and antipsychotic medication use (column %) by legal status at census of adults. 

     
Informal 

Part II  
Section 2 or 3 

Part III, no 
restriction order 

Part III, with 
restriction order 

 
Other 

 
Total 

  n 642  1,389  392  610  56  3,089  
Current care plan  
details Currently not dischargable because of mental illness 8 18 16 16 16 15 

(chi square = 359.0**) Currently receiving active treatment plan, discharge 
plan not in place 28 49 57 57 52 47 

 
Working towards discharge to identified placement 
or discharge plan in place 47 27 22 19 25 29 

 
Requires indefinite inpatient care because of 
behavioural needs 3 3 3 7 2 4 

 
Requires indefinite inpatient care because of 
physical needs 3 0 0 0 0 1 

  No onward placement available, delayed transfer of 
care 11 4 2 2 5 5 

Antipsychotic  None 40 23 38 37 36 32 

medication use Regular 40 41 39 42 32 41 

(chi square = 112.5**) PRN at least once in the last 28 days 3 6 4 4 7 5 

  Regular and PRN at least once in the last 28 days 18 29 19 17 25 23 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length of stay are excluded 
from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than expected under the null hypothesis. 

 

  

67 



Learning Disabilities Census 2013 
 

Table 8.4. Key characteristics of adults (column %) by antipsychotic medication use in the 28 days before the census. 

     
None 

 
Regular 

 
PRN only 

Regular  
and PRN 

 
Total 

   n 976 1,256 148 709 3,089 
 Age group 18 to 34 51 48 61 56 51  

(chi square = 26.1**) 35 to 64 46 49 33 42 46  
  65 and over 2 3 4 1 2  
Gender Male 80 77 70 66 75  
(chi square = 52.7**) Female 20 23 30 34 25  
Provider sector NHS 63 54 53 47 55  
(chi square = 41.4**) Independent 37 47 47 53 45  
Ward security level General 48 44 43 40 44  
(chi square = 24.2*) Low 38 38 37 39 38  

 Medium 13 16 19 17 15  
  High 2 3 1 3 2  
Length of stay Up to 6 months 30 24 24 23 26  
(chi square = 15.8) 6 months to 2 years 28 30 32 34 31  
  2 years or more 42 46 43 43 44  
Distance from residence Hospital postcode 6 9 3 8 8  
(chi square = 33.3*) Up to 10km 20 20 14 17 19  

 10 to 20km 14 13 14 12 13  

 20 to 50km 24 21 26 22 22  

 50km or more 32 34 41 39 35  
  Missing 3 3 2 3 3  

* P<0.01 ** P<0.001 PRN, pro re nata or as needed. Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, 
gender or length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than 
expected under the null hypothesis. 
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9. Adults: planning and reviewing care 

• thirty five percent of adults had been seen face-to-face by a clinician from their 
community team in the previous year; for 32% there had been discussions but no 
independent assessment; for 26% there had only been discussions with the 
placement commissioner 

• one hundred and three adults had been admitted for more than 1 year with no 
recorded review in that time 

• adults whose care planning process did not involve their local community team were 
more likely to be in secure wards, more likely to be further from home, and more 
likely to have longer stays 

 

Figure 9.1. Care review in the previous year for adults. 

9.1. Overview 

The census asked 2 questions about the process of care planning and review. The first 
explored the level of involvement of the community clinical team, the second looked at 
whether clinicians or commissioners or both had been involved in agreeing the current 
care plan. 

Transforming Care committed commissioners to review the care of all people in 
learning disability or autism beds by 1 June 2013 (Department of Health, 2012). By 
midnight on 30 September 2013 only a third of adults (35%) were reported to have had 
in the previous year a shared review of their care with independent face-to-face 
assessment by a clinician from the relevant community clinical team (Figure 9.1). A 
similar proportion (32%) were reported to have had discussions with the community 

35% 

32% 

26% 

7% 
Shared review with independent
face-to-face assessment by
clinician from the community
clinical team (n=1086)
Discussions with the
community clinical team but no
independent clinical
assessment (n=977)
Discussions with the placement
commissioner / care manager
(n=812)

None of these (n=214)
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clinical team but no independent clinical assessment, and discussions with the 
placement commissioner or care manager were reported for 26%. Seven per cent were 
reported to have had no care review involving either the community clinical team or the 
commissioner in the previous year. Of the 214 with no recorded review in the previous 
year 103 (48%) had been admitted for more than a year. If the narrowest interpretation 
of this Commitment is followed (excluding patients whose stay does not predate mid-
December 2012) the figures are almost the same.  

More than two thirds of adults (68%) were reported to have a care plan that was agreed 
by both the commissioner and the community clinical team (Figure 9.2). A further 27% 
had a care plan agreed by either the commissioner or the community clinical team, but 
4% did not have a care plan agreed by either. It was surprising that only 10% had a 
care plan agreed by the community clinician only, given that we would expect 
commissioners mainly to be involved in more long-term, complex cases where a patient 
required more specialist, secure or customised care. This apparently high level of 
security could reflect a ‘stay length bias’ inherent in any census whereby people who 
spend a long time in the population being studied have a greater prominence than those 
who pass through it quickly (see page 107). 

Twenty three adults (0.7%) were reported to have no care plan review in the previous 
year and no care plan agreed by either the commissioner or the community clinical 
team. 

 

Figure 9.2. For adults, who has agreed the patient’s care plan? 

  

69% 

17% 

10% 
4% Both commissioner / care

manager and community clinical
team (n=2144)

Commissioner / care manager
only (n=525)

Community clinical team only
(n=300)

Neither (n=120)
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9.2. Care plan review 

When considering the review of patients, those with input only from the commissioner 
tended to have the longest stays (Figure 9.3). The ideal, a shared review with 
independent face-to-face assessment by a clinician from the relevant community team 
does not appear to be associated with shorter lengths of stay than other arrangements. 
This may reflect the clinical complexity and expense associated with cases that receive 
shared review. Patients with no review in the last year, or discussions with the 
community clinical team only had shorter stay lengths. This could reflect more recently 
admitted, less complex patients being managed locally without the direct involvement of 
the commissioner – a hypothesis supported by the observation that more than 3 
quarters of patients with no reported review in the last year were in NHS hospitals.  

Direct assessment by a community clinician was more common in people hospitalised 
close to home. The proportion of adults who have had direct assessment by a 
community clinician in the last year falls from 46% in those staying than 10km from 
home to 29% in those 50km or more from home (Table 9.1). This pattern is illustrated 
by the cumulative proportion plot (Figure 9.4). 

In logistic regression analysis, having a shared review was significantly associated with 
absence of learning disability and personality disorder as reasons for hospital treatment. 
It was associated with general (non-secure) beds; intermediate stay lengths of 2 to 5 
years and being 10km or less from home. Compared to those receiving active 
treatment, but without a discharge plan, patients working towards discharge were more 
likely to have had a shared review (Spread sheet table 3.1d). 

9.3. Care plan agreement 

Compared to the 525 patients whose care plans had been agreed by the community 
clinical team only, the 300 adults with care plans agreed by the commissioner with no 
involvement of the community team were twice as likely to be in a secure ward (64% vs. 
27%), twice as likely to have a stay length greater than 2 years (57% vs. 31%), and 
twice as likely to be 20km or more from home (60% vs. 32%) (Table 9.2). The majority, 
2,144 patients with care plans agreed by both community clinical team and the 
commissioner fell largely between the 2 extremes. These patterns were borne out in the 
cumulative proportion plots (Figure 9.5 and Figure 9.6). This pattern largely tallies with 
the findings for care plan review (above). 
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Figure 9.3. Cumulative proportion plot of length of stay at census and care review in the 
previous year. 

 

Figure 9.4. Cumulative proportion plot of distance from home and care review in the 
previous year. 
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Figure 9.5. Cumulative proportion plot of length of stay at census and care plan 
agreement. 

 

Figure 9.6. Cumulative proportion plot of distance from home and care plan agreement. 
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Table 9.1. Key characteristics of adults (column %) by care review status. 

    

Shared review 
with independent 

face-to-face 
assessment by 

clinician from the 
community team 

Discussions  
with community 

clinical team but 
no independent 

clinical 
assessment 

 
Discussions with 

commissioner / 
care manager 

only 

 
 

None of these 

 
 

Total 

   n 1,086 977 812 214 3,089 
 Age group 18 to 34 48 56 52 47 51  

(chi square = 31.4**) 35 to 64 49 43 44 46 46  
  65 and over 2 1 3 7 2  
Gender Male 76 69 83 72 75  
(chi square = 54.3**) Female 24 31 17 29 25  
Provider sector NHS 56 54 45 86 55  
(chi square = 117.3**) Independent 44 46 55 14 45  
Ward security level General 57 41 31 50 44  
(chi square = 160.3**) Low 29 43 45 32 38  

 Medium 13 14 20 12 15  
  High 1 3 3 6 2  
Length of stay Up to 6 months 26 28 18 39 26  
(chi square = 54.7**) 6 months to 2 years 28 33 32 25 31  
  2 years or more 45 39 50 36 44  
Distance from residence Hospital postcode 10 7 7 3 8  
(chi square = 88.4**) Up to 10km 25 17 13 22 19  

 10 to 20km 13 13 13 13 13  

 20 to 50km 19 24 23 26 22  

 50km or more 29 37 41 30 35  
  Missing 3 2 3 5 3  

* P<0.01 ** P<0.001 PRN, pro re nata or as needed. Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, 
gender or length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than 
expected under the null hypothesis. 
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Table 9.2. Key characteristics of adults (column %) by who has agreed their care plan. 

    

Commissioner / 
care manager and 
community clinical 

team 

 
Commissioner / 

care manager 
only 

 
Community 

clinical team only 

 
 

Neither 

 
 

Total 

   n 2,144 525 300 120 3,089 
 Age group 18 to 34 52 49 52 50 51  

(chi square = 4.1) 35 to 64 46 45 44 47 46  
  65 and over 2 3 2 3 2  
Gender Male 74 88 72 48 75  
(chi square = 98.3**) Female 26 12 28 52 25  
Provider sector NHS 51 62 67 64 55  
(chi square = 46.1**) Independent 49 38 33 36 45  
Ward security level General 42 36 73 48 44  
(chi square = 158.8**) Low 40 38 20 43 38  

 Medium 16 20 7 5 15  
  High 2 6 0 3 2  
Length of stay Up to 6 months 24 19 42 43 26  
(chi square = 107.9**) 6 months to 2 years 33 24 27 30 31  
  2 years or more 43 57 31 28 44  
Distance from residence Hospital postcode 8 6 9 3 8  
(chi square = 128.3**) Up to 10km 18 15 37 21 19  

 10 to 20km 12 14 20 18 13  

 20 to 50km 23 24 12 23 22  

 50km or more 37 36 21 29 35  
  Missing 2 5 2 7 3  

* P<0.01 ** P<0.001 PRN, pro re nata or as needed. Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, 
gender or length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than 
expected under the null hypothesis. 
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10. Adults: placement costs 

• the estimated average weekly cost of inpatient care for an adult is £3,210 per week 
or approximately £167,000 per year, markedly lower than the cost for children and 
young people (£4,930 per week) 

• the total estimated spend on hospitalisation for adults is £517 million pounds 
• the average weekly cost is markedly higher for those with autistic spectrum disorder 

(£3,850 per week); similar to the average for those with restriction orders (£3,270 
per week) 

• the estimated cost of inpatient care for adults with no onward placement is £25 
million per year, or 5% of the estimated total cost of inpatient care 
 

Based on the average weekly charges reported by providers we estimate that caring for 
these 3,089 adults costs the health and social care economy £517 million per year, or 
£3,210 per person per week (Table 10.1). 

Stays in medium and high secure wards were more expensive per week than general or 
low secure wards, and stays on larger hospital sites or further from home were more 
expensive than stays on smaller sites or closer to home. Consistent with what was 
found for children and young people (Table 3.1), acute learning disability beds were 
more expensive on average than forensic secure beds. 

Unlike children and young people, there was no graded relationship between legal 
status and cost. For adults detention under the Mental Health Act (any section) was on 
average £350 per week more expensive than informal admission (Table 10.2). Mirroring 
the findings for children (Table 3.2), characteristics of patients and treatments that 
indicated more complex needs were associated with higher costs (Table 10.2). Cost 
increased with number of reasons for current hospital treatment, and was highest for 
those with both a learning disability and autistic spectrum disorder. In terms of main 
current reason for hospital treatment, autistic spectrum disorder and then challenging 
behaviour were the most expensive.  

The continuing inpatient care of the 144 patients who were reported ready for discharge 
but with no available onward placement was estimated to be £25 million per year, or 
£3,270 per person per week (Table 10.2).  
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Table 10.1. Estimated placement cost by hospital characteristics, adults. 

     
N 

 
Mean estimated 

weekly cost, £ 

Total estimated  
annual cost, 

£ million 

Total   3,089 £3,210 £517.0 

Sector NHS 1,696 £3,300 £291.8 

  Independent 1,393 £3,100 £225.2 

Ward security level General 1,370 £3,110 £222.4 

  Low 1,174 £3,090 £188.9 

  Medium 472 £3,640 £89.5 

  High 73 £4,250 £16.2 

Distance from residence Same postcode for residence and ward stay 239 £2,900 £36.2 

  Up to 10km 597 £3,080 £96.0 

  10 to 20km 404 £3,230 £68.0 

  20 to 50km 685 £3,210 £114.6 

  50km or more 1,073 £3,340 £186.7 

  Missing 91 £3,300 £15.7 

Number of learning disability  1 to 5 463 £2,840 £68.5 

census patients on site 6 to 10 547 £3,310 £94.5 

  11 to 25 749 £3,050 £118.9 

  26 to 50 523 £3,090 £84.2 

  More than 50 807 £3,580 £150.8 

Royal College of Psychiatry Forensic secure 1,304 £3,330 £226.3 

learning disability bed Acute learning disability 431 £3,770 £84.7 

classification Acute mental illness 127 £2,640 £17.5 

  Forensic rehabilitation 257 £3,070 £41.2 

  Complex continuing care / rehabilitation 528 £2,740 £75.4 

  Other 84 £3,210 £14.1 

  Missing or invalid 358 £3,100 £57.9 
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Table 10.2. Estimated placement cost by patient characteristics, adults. 

     
N 

 
Mean estimated 

weekly cost, £ 

Total estimated  
annual cost, 

£ million 

Total   3,089 £3,210 £517.0 

Age group 18 to 34 1,587 £3,350 £277.1 
  35 to 64 1,407 £3,060 £224.8 
  65 and over 71 £2,760 £10.2 
  Adult, age unknown 24 £3,880 £4.8 
Gender Male 2,325 £3,230 £391.7 
  Female 762 £3,150 £125.0 
  Missing 2 * * 
Length of stay Up to 6 months 790 £3,240 £133.5 
  6 months to 2 years 945 £3,160 £155.5 
  2 years or more 1,353 £3,230 £228.0 
  Missing 1 * * 
Legal status Informal 642 £2,940 £98.4 
  Part II Section 2 or 3 1,389 £3,320 £240.2 
  Part III, no restriction order 392 £3,220 £65.9 
  Part III, with restriction order 610 £3,270 £104.0 
  Other 56 £2,900 £8.5 
Primary reason for current Challenging behaviour 653 £3,400 £115.7 
hospital treatment Mental illness 852 £3,060 £135.9 
  Autistic spectrum disorder 293 £3,850 £58.8 
  Personality disorder 202 £3,070 £32.3 
  Learning disability 1,089 £3,070 £174.2 
Number of reasons for One 686 £3,220 £115.3 
current hospital treatment Two 811 £3,050 £129.1 
  Three 924 £3,220 £155.0 
  Four 531 £3,370 £93.3 
  Five 137 £3,390 £24.2 
Diagnosis of learning disability Learning disability only 1,701 £3,030 £268.4 
or autistic spectrum disorder ASD only 145 £2,980 £22.5 
(ASD) Learning disability and ASD 862 £3,430 £154.2 
  Neither 40 £2,980 £6.2 
  Missing 341 £3,690 £65.7 
Details of current care plan Not dischargable, mental illness 467 £3,060 £74.5 
  Active treatment, no discharge plan 1,453 £3,290 £249.4 
  Working towards discharge 887 £3,140 £145.4 
  Indefinite inpatient care, behavioural needs 113 £3,310 £19.5 
  Indefinite inpatient care, physical needs 25 £2,870 £3.7 
  No onward placement available 144 £3,270 £24.5 
Care plan review in the Shared review 1,086 £3,290 £186.1 
previous year Discussions with community clinical team 977 £3,090 £157.6 
  Discussions with commissioner only 812 £3,300 £139.6 
  None of these 214 £3,020 £33.7 
Who agreed the care plan? Commissioner and community clinical team 2,144 £3,170 £354.7 
  Commissioner only 525 £3,290 £90.0 
  Community team only 300 £3,390 £53.0 
  Neither 120 £3,080 £19.3 

* Cost estimates suppressed for rows with fewer than five individuals. 
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11. Adults: comparing commissioner and 
provider data 

• there is a net number of 566 patients (17%) for whom no valid commissioner has 
been recorded 

• the differences in the number of inpatients identified by the providers and the 
commissioners vary considerably by area team, in both directions 
 

As part of its commitment to Transforming Care, NHS England is collecting data from 
clinical commissioning groups and specialised commissioning teams on inpatient care 
commissioned for patients with a learning disability and autistic spectrum disorder (NHS 
England, 2014b). NHS England has been collecting quarterly data since 30 September 
2013, however we used the March 2014 round of data for comparison as the previous 2 
collections were known to be incomplete. Regional breakdowns were not provided by 
age group and so the following comparisons are based on the whole cohort of inpatients 
with a learning disability or autistic spectrum disorder. 

Providers in England reported 3,250 inpatients on 30 September 2013. Six months later 
commissioners in England reported 2,615 inpatients – a difference of 635 (Table 11.1). 
We note a minor difference in scope: the census includes 64 patients resident in other 
UK countries, and the NHS England data may include some individuals whose services 
are provided in other UK countries. We do not believe that this could account for the 
observed difference. There is also the minor difference in time, however given the 
reported lack of progress to date in discharging patients from hospital placements, the 
difference is also unlikely to reflect a substantial shift to community-based support in the 
intervening period (NHS England, 2014b). 

In the census data, 17% of people had no valid commissioner recorded (566 of 3,250). 
This was similar to the number of comparable patients in the 2010 Count-Me-In Census 
for whom no plausible commissioner was reported (Glover & Olson, 2010). Comparison 
of the census and commissioner data sets is further limited because respondents to the 
census did not identify individual regional Specialised commissioning teams, but instead 
used a generic code for all specialised commissioning. Also, a number of implausible 
commissioners were reported to the census including defunct organisations such as 
primary care trusts and specialised commissioning groups. 

With these caveats in mind there was great regional variation in the difference between 
the number of patients identified by the providers and by the commissioners (Table 
11.1). In 3 areas, the number of inpatients reported by commissioners exceeded the 
number identified by the providers. Differences are likely to reflect a combination of 
incomplete reporting of commissioner by providers (including some patients for whom 
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no current commissioner has been identified), and new admissions, discharges and 
transfers since September, as recorded in the NHS England ‘Patient Flow’ table (NHS 
England, 2014b). 

The reporting of specialised commissioned work in the published ‘Assuring 
Transformation’ figures notably ascribes the people involved to the area where they are 
currently hospitalised, not where they should eventually return to. This makes it more 
difficult to see how well the figures align, although it is clear that overall numbers differ 
substantially. This is presumably as much of an issue for resettlement planning as for 
statistical reporting.  

What is clear is that the regional differences in commissioner and provider reporting of 
inpatients are substantial and, because the directionality varies, presentation of national 
data alone tends to mask this. The confusion here is only likely to be sorted out by 
comparing the list of patients identified in the census with lists of those known to 
commissioners. This comparison has so far been impeded by restrictions relating to 
information governance, hopefully now that both the census and the commissioner 
datasets are being managed by the Health and Social Care Information Centre this may 
be possible.  
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Table 11.1. Comparison of inpatient numbers reported to the Learning Disability Census and to 
NHS England’s Assuring Transformation commissioner data return. 

  

Learning  
Disability 
 Census 

30 Sept 2013 

NHS England 
Assuring  

Transformation 
31 Mar 2014 

 
Percentage 
 difference 

Total 3,250 2,615 -20% 

Commissioner code not recognised 566  -   -  
Clinical Commissioning Groups aggregated by Area Team, total 2,077 1,231 -41% 
Q44 – Cheshire, Warrington and Wirral  58 36 -38% 
Q45 – Durham, Darlington and Tees  110 56 -49% 
Q46 – Greater Manchester  138 80 -42% 
Q47 – Lancashire  105 50 -52% 
Q48 – Merseyside  45 23 -49% 
Q49 – Cumbria, Northumberland, Tyne and Wear  255 85 -67% 
Q50 – North Yorkshire and Humber  73 56 -23% 
Q51 – South Yorkshire and Bassetlaw  57 39 -32% 
Q52 – West Yorkshire  103 33 -68% 
Q53 – Arden, Herefordshire and Worcestershire  134 30 -78% 
Q54 – Birmingham and the Black Country  71 52 -27% 
Q55 – Derbyshire and Nottinghamshire  81 80 -1% 
Q56 – East Anglia  78 41 -47% 
Q57 – Essex  56 18 -68% 
Q58 – Hertfordshire and the South Midlands  81 57 -30% 
Q59 – Leicestershire and Lincolnshire  108 39 -64% 
Q60 – Shropshire and Staffordshire  41 53 29% 
Q64 – Bath, Gloucestershire, Swindon and Wiltshire  18 19 6% 
Q65 – Bristol, North Somerset, Somerset and South Gloucestershire  21 25 19% 
Q66 – Devon, Cornwall and Isles of Scilly  51 30 -41% 
Q67 – Kent and Medway  50 32 -36% 
Q68 – Surrey and Sussex  63 42 -33% 
Q69 – Thames Valley  41 37 -10% 
Q70 – Wessex  47 31 -34% 
Q71 – London  192 187 -3% 
Specialised Commissioning Teams, total 385 1,384 259% 
12T – Birmingham and the Black Country - 140 - 
13H – Bristol, North Somerset, Somerset and South Gloucestershire - 31 - 
12G – Cheshire, Warrington and Wirral - 231 - 
12M – Cumbria, Northumberland, Tyne and Wear - 153 - 
12W – East Anglia - 237 - 
13A – Leicestershire and Lincolnshire - 260 - 
13R – London - 75 - 
12P – South Yorkshire and Bassetlaw - 158 - 
13I – Surrey and Sussex - 58 - 
13N - Wessex - 41 - 
Other commissioners total 222 -  -  
Other UK country 21 -  -  
Local authority 1 -  -  
Mental Health Trust 58 -  -  
Primary Care Trust 123 -  -  
Specialised Commissioning Group 19 -  -  
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12. Adults: regional variation 

• the prevalence of inpatient care for adults was highest in the North East and lowest 
in the South West 

• patients in the North East tended to be closer to home and those in the South West 
tended to be further away 

 

Figure 12.1. Prevalence of inpatient care for adults with learning disabilities by region of 
residence. Error bars are 95% confidence intervals; * indicates a statistically significant 
difference from the England average. 

12.1. Prevalence of inpatient care 

There was marked regional variation7 in the prevalence of inpatient care for adults with 
a learning disability or autistic spectrum disorder (Figure 12.1). There was a four-fold 
difference between the lowest prevalence for adults from the South West and the 
highest prevalence for adults from the North East (6 per 1,000 and 24 per 1,000 adults 
on their GP learning disability register respectively). Higher prevalence for patients from 
the North East was seen also among children and young people (Figure 3.8). The 
prevalence of inpatient care for adults was also significantly lower than the England 

7 The regions we refer to in this report are the former Government Office Regions, retained by the Office for 
National Statistics for statistical purposes (Office for National Statistics, 2011). 
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average for those from the South East and London, and significantly higher than the 
England average for those from the North West and the East of England.  

Regional variation in prevalence could be due to differences in rate of admission and/or 
length of stay. Analysis of length of stay did not show stays to be either exceptionally 
long in the North East or short in the South West. This suggests that difference in 
admission rates is the key to the difference in prevalence.  

The South West does not have extensive local inpatient facilities and may therefore rely 
more heavily on community-based care to avoid expensive out-of-region placements. 
The cumulative proportion plot for distance from home (Figure 12.2) shows that more 
than 75% of adults from the North East were placed less than 50km from their home, 
compared to fewer than 40% of adults from the South West. 

 

Figure 12.2. Cumulative proportion plot of distance from home and region of residence. 

Higher or lower rates of admission could reflect genuinely different rates of mental 
illness or placement breakdown crises among people with learning disabilities, or 
different likelihood of hospitalisation in the event of illness or crisis. The frequency of 
crises arising from placement breakdown could be influenced by adequacy of 
community provision, whilst likelihood of hospitalisation in the event of crises could be 
influenced by the availability of inpatient beds or of alternatives to admission in the form 
of crisis response teams or crisis accommodation. We do not have information either on 
these or on the number of adults with a learning disability or autistic spectrum disorder 
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in other types of less appropriate institution where they could potentially arrive as a 
result of crises or placement breakdowns, such as prisons or homeless 
accommodation. 

The hypothesis that the North East has a lower threshold for admitting people because 
of greater availability of beds does not seem at first sight to be supported by the data 
about the level of security being used. A lower admission threshold would suggest a 
higher rate mainly of patients in acute learning disability or generic acute beds, however 
the excess appeared to be greater in secure forensic beds. Fifty-three per cent of adults 
from the North East were in a secure forensic bed compared to 36% to 47% elsewhere 
(Figure 12.3). Given that the majority of patients in secure facilities will be placed there 
under Mental Health Act section, we would expect greater consistency in the application 
of thresholds for admission than would be found for non-secure wards.  

 

Figure 12.3. Prevalence of inpatient care for adults with learning disabilities by region of 
residence and Royal College of Psychiatry learning disability bed classification. 

Of all the powers of detention available under the Mental Health Act, Part III detentions 
with restriction orders are subject to the most judicial scrutiny, and therefore we might 
expect the greatest geographical consistency in their use, however we found a four-fold 
variation in the prevalence of Part III detentions with restriction order, highest in the 
North-East and lowest in the South-West (Figure 12.4). The scale of regional variation is 
similar to that observed for other Mental Health Act sections, and the regional pattern is 
similar to the overall pattern in inpatient prevalence. This raises important questions 
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about there is really a higher number of individuals per 1000 people with learning 
disabilities in the North-East who constitute a serious threat to public safety and who 
therefore need to be restricted to this extent or whether court judgements, presumably 
in large measure on the advice of a fairly small number of psychiatrists, are operating 
different thresholds for imposing restriction orders.  

Among those patients who were not detained under a Part III section there was 
variation in the proportion who were informal patients. This ranged from 17% in the 
South West to 40% in the South East. This is more suggestive that the South West 
operates a high admission threshold with rates of detained patients more in line with 
other places, but a very low rate of informal patients.  

The small number of deprivation of liberty authorisations reported precludes meaningful 
regional interpretation (data not shown). 

 

Figure 12.4. Prevalence of inpatient care for adults with learning disabilities by region of 
residence and legal status on census day. 
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Compared to other regions, adults from the North East were more likely to be receiving 
current hospital treatment for challenging behaviour (32% compared to between 13% 
and 27% elsewhere) (Figure 12.5), and were more likely to have learning disability 
without autistic spectrum disorder (67% compared to between 34% to 62% elsewhere) 
(Figure 12.6). Conversely, for adults from the South West challenging behaviour was 
cited as the main reason for current hospital treatment for only 18% of cases, and the 
proportion of patients with no reason for hospitalisation other than learning disability 
was only 34%. These differences would fit with a hypothesis that hospitalisation is used 
for a wider range of indications in the North East. 

In terms of care plan details we see that a relatively high proportion of patients in the 
North East are receiving active treatment with no discharge plan in place or are subject 
to delayed transfer of care (Figure 12.7), both suggestive of a lack of local community-
based services. 

12.2. Region of residence and placement costs 

Table 12.1 presents estimated placement costs by region of residence. Among patients 
with a valid region of residence in England, mean estimated weekly cost was lowest for 
adults from the East of England (£2,960 per patient per week) and highest for those 
from the West Midlands (£3,580 per patient per week). Costs varied by a surprising 
amount between regions of residence after allowing for security level. Table 12.2 shows 
average costs by security level for patients identified as normally resident in each 
region. Variations are surprisingly wide and not consistent between security levels.  

12.3. Region of residence and region of placement 

The proportion of adults placed in their region of residence ranged from 89% in the 
North East to 46% in the South West (Table 12.3). Nearly a quarter of the patients from 
the South West (33 of 136) were placed in the East Midlands. Forty-one per cent of 
patients whose residential postcode was recorded as the hospital (97 of 239) were 
placed in the East of England. Adults from other UK countries were placed mostly in the 
North East (31%), East Midlands (25%) and the West Midlands (18%). 

When we compared the number resident with the number placed in each region we 
found that the East Midlands (+242), the East of England (+204), the North East (+68) 
and the West Midlands (+20) and were net ‘importers’ of adult inpatients with learning 
disabilities or autistic spectrum disorder, while the other regions were net ‘exporters’. 
Only 37% of adults placed in the East Midlands, the largest net ‘importer’ were from the 
region (Table 12.4). This may be partly explained by the presence of Rampton Hospital 
in the region, which has the largest number of high secure learning disability beds in 
England. 
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Figure 12.5. Prevalence of inpatient care for adults with learning disabilities by region of 
residence and main reason for hospital treatment. 

 

 

Figure 12.6. Prevalence of inpatient care for adults with learning disabilities by region of 
residence and diagnosis of learning disability and autistic spectrum disorder. 
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Figure 12.7. Prevalence of inpatient care for adults with learning disabilities by region of 
residence and care plan details. 
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Table 12.1. Estimated placement costs by region of residence, adults. 

   
n 

 
Mean estimated 

weekly cost, £ 

Total estimated  
annual cost, 

£ million 

Total 3,089 £3,210 £517.0 

Same postcode for residence and ward stay 239 £2,900 £36.2 

North East 314 £3,170 £51.9 

North West 430 £3,230 £72.5 

Yorkshire and The Humber 311 £3,310 £53.7 

East Midlands 258 £3,100 £41.8 

West Midlands 331 £3,580 £61.8 

East of England 349 £2,960 £53.8 

London 273 £3,030 £43.1 

South East 321 £3,120 £52.3 

South West 136 £3,460 £24.5 

Other UK Country 61 £4,160 £13.2 

Unknown 66 £3,540 £12.2 
 

 
Table 12.2. Estimated placement costs by region of residence and ward security level, adults. 

 
 Mean estimated weekly cost (variation from England average) 

 General (non-secure) Low secure Medium secure 

Average cost (England) £3,117  £3,085  £3,611  

North East £3,272 (+5%) £2,764 (-10%) £3,872 (+7%) 

North West £3,136 (+1%) £3,024 (-2%) £4,071 (+13%) 

Yorkshire and The Humber £3,322 (+7%) £3,134 (+2%) £3,525 (-2%) 

East Midlands £3,282 (+5%) £2,793 (-9%) £3,200 (-11%) 

West Midlands £3,305 (+6%) £3,673 (+19%) £3,807 (+5%) 

East of England £3,020 (-3%) £2,656 (-14%) £3,576 (-1%) 

London £2,857 (-8%) £2,888 (-6%) £3,330 (-8%) 

South East £2,904 (-7%) £3,275 (+6%) £3,233 (-10%) 

South West £3,100 (-1%) £3,583 (+16%) £3,774 (+5%) 

The table excludes children, people in high secure placements and people recorded as resident outside England or with the same 
postcode for residence and ward stay. 
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Table 12.3. Where are adult inpatients placed? By region of residence (row %). 
  Region of placement   

 
Region of residence 

 
North 
East 

 
North 
West 

Yorkshire  
and The  
Humber 

 
East  

Midlands 

 
West  

Midlands 

 
East of  

England 

 
London 

 
South  

East 

 
South  
West 

 
Unknown 

 
Total 

Same postcode for residence and ward stay 8% 7% 4% 11% 9% 41% 4% 14% 2% 0% 239 

North East 89% 1% 3% 5% 1% 1% 0% 0% 0% 0% 314 

North West 4% 84% 1% 4% 5% 1% 0% 0% 0% 0% 430 

Yorkshire and The Humber 7% 6% 62% 19% 3% 1% 1% 1% 0% 0% 311 

East Midlands 2% 2% 10% 72% 2% 9% 2% 2% 0% 0% 258 

West Midlands 0% 3% 2% 15% 75% 2% 1% 1% 0% 1% 331 

East of England 1% 0% 0% 6% 2% 81% 7% 3% 0% 0% 349 

London 0% 0% 0% 8% 1% 20% 60% 10% 0% 0% 273 

South East 1% 1% 0% 15% 0% 14% 9% 58% 1% 0% 321 

South West 3% 1% 1% 24% 7% 9% 3% 7% 46% 0% 136 

Other UK Country 31% 10% 2% 25% 18% 5% 0% 5% 3% 2% 61 

Unknown 9% 2% 9% 14% 14% 32% 11% 6% 5% 0% 66 

Total 12% 14% 8% 16% 11% 18% 8% 9% 3% 0% 3,089 

Darker shading indicates a higher percentage.                       
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Table 12.4. Where are adult inpatients from? By region of provider (column %). 
  Region of placement   

 
Region of residence 

 
North 
East 

 
North 
West 

Yorkshire  
and The  
Humber 

 
East  

Midlands 

 
West  

Midlands 

 
East of  

England 

 
London 

 
South  

East 

 
South  
West 

 
Unknown 

 
Total 

Same postcode for residence and ward stay 5% 4% 4% 5% 6% 18% 4% 12% 6% 0% 8% 

North East 74% 1% 3% 3% 1% 0% 0% 0% 0% 17% 10% 

North West 5% 84% 2% 3% 6% 1% 0% 1% 0% 0% 14% 

Yorkshire and The Humber 6% 4% 75% 12% 3% 1% 1% 1% 0% 0% 10% 

East Midlands 1% 1% 10% 37% 2% 4% 2% 1% 0% 0% 8% 

West Midlands 0% 2% 2% 10% 71% 1% 1% 1% 1% 67% 11% 

East of England 1% 0% 0% 4% 2% 51% 10% 3% 1% 0% 11% 

London 0% 0% 0% 4% 1% 10% 65% 10% 1% 0% 9% 

South East 1% 1% 0% 10% 0% 8% 12% 66% 4% 0% 10% 

South West 1% 0% 0% 7% 3% 2% 2% 3% 79% 0% 4% 

Other UK Country 5% 1% 0% 3% 3% 1% 0% 1% 3% 17% 2% 

Unknown 2% 0% 2% 2% 3% 4% 3% 1% 4% 0% 2% 

Total 382 427 256 500 351 553 251 285 78 6 3,089 

Darker shading indicates a higher percentage.                       
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13. Adults: restrictive interventions and 
adverse patient experiences 

• frequent hands-on restraint and physical assault (more than 10 times in 3 months) 
were 3 times as common in women (15% vs. 5% and 3% vs. 1% respectively); 
Frequent self-harm was 4 times as common (12% vs. 3%) 

• hospital treatment for challenging behaviour was strongly associated with hands-on 
restraint, accidents and physical assault 

• frequent self-harm was strongly associated with use of restrictive interventions, 
accidents and physical assault 

• further work is needed to identify individual hospital sites where rates of restrictive 
intervention or adverse events are higher than would be expected given the type of 
facility and case mix of patients 
 

13.1. Overview 

Restrictive interventions, which include hands-on restraint and seclusion, should only be 
used as a last resort, when there is a real possibility of harm to the person or to others if 
no action is taken (Department of Health, 2014). Hands-on restraint in the 3 months 
before the census was reported for 33% of adults (Figure 13.1). For 8% hands-on 
restraint was used on more than 10 occasions in the 3 months before the census. Data 
from a comparable subgroup of learning disability and autism patients in the 2010 
Count-Me-In census (Glover & Olson, 2010) indicate a fall in the proportion of any and 
frequent hands-on restraint from 41% and 10% respectively. 

Seclusion in the 3 months before the census was reported for 11% of adults, an 
increase from 7% in 2010 (Glover & Olson, 2010). For 1% seclusion was used on more 
than 10 occasions in the 3 months before the census.  

Accidents were reported on at least one occasion in the 3 months before the census for 
21% of adults, comparable to the findings of the 2010 Count-Me-In census, which 
reported 22% in the 3 months before the census in a comparable subgroup of learning 
disability and autism inpatients (Glover & Olson, 2010). Physical assault was reported 
on at least 1 occasion in the 3 months before the census for 22% of adults, down from 
35% in 2010 (Glover & Olson, 2010). 
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Self-harm was reported on at least 1 occasion in the 3 months before the census for 
25% of adults, compared to 27% in 2010 (Glover & Olson, 2010). Frequent self- harm – 
more than 10 occasions in the 3 months before the census – was reported for 5% of 
adults.  

13.2. Missing data on restrictive interventions and adverse events 

Five providers supplied incomplete information on restrictive interventions and adverse 
events (Figure 13.1). One provider supplied no information on hands-on restraint or 

 (a) Hands-on restraint 

 

 (b) Seclusion 

 (c) Accidents 

 

 (d) Physical assault  (e) Self-harm 

Figure 13.1. Proportion of adults with reported instances of hands-on restraint, 
seclusion, accidents, physical assault and self-harm in the three months before the 
census. 

88% 
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seclusion for all 24 patients reported to the census, and information on accidents, 
physical assault and self-harm was also incomplete. Another provider with a single 
hospital site supplied no information on restrictive interventions or adverse events for 6 
of its 15 patients. One provider with 7 patients across 4 hospital sites supplied 
information on seclusion but not on hands-on restraint, accidents, physical assault or 
self-harm. NHS hospitals were more than 6 times more likely than independent 
hospitals to report that the number of accidents or instances of physical assault in the 3 
months before the census was not known for a patient (e.g. for physical assault, ‘not 
known’ was reported for 35 of 1,696 NHS patients vs. 4 of 1,393 independent patients). 

13.3. Hands-on restraint 

Adults aged 18 to 34 were reportedly more likely to have experienced hands-on 
restraint than those aged 35 and over, and they were also more likely to have 
experienced higher frequencies of hands-on restraint (Table 13.1). Women were 
reportedly more likely to have experienced hands-on restraint than men, and were also 
more likely to have experienced higher frequencies.  

NHS providers reported less use of hands-on restraint than independent providers – 
possibly because they were looking after patients with less complex problems. Stay 
lengths of 2 years or more were associated with lower frequencies of reported hands-on 
restraint, possibly indicating that with greater familiarity ward staff and patients develop 
effective behavioural strategies for prevention and de-escalation of behaviour that 
challenges or simply ways to accommodate each other. This is illustrated by the 
cumulative proportion plot (Figure 13.2). Similar patterns were seen for seclusion and 
physical assault (charts not presented). 

Adults staying more than 50km from home were subject to higher reported levels of 
hands-on restraint: compared to an adult staying less than 10km from home, they were 
60% more likely to have experienced any hands-on restraint in the last 3 months, and 
more than twice as likely to have experienced 10 or more episodes in the last 3 months 
(Table 13.1). Figure 13.3 shows that patients who had experienced at least one incident 
of hands-on restraint in the three months before the census tended to be further from 
home.  
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Figure 13.2. Cumulative proportion plot of length of stay at census and reported hands-
on restraint in the three months before the census. 

 

Figure 13.3. Cumulative proportion plot of distance from home and reported hands-on 
restraint in the three months before the census. 
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13.4. Seclusion 

It is more difficult to make inferences regarding seclusion from the cross-tabulations in 
Table 13.2 because the distributions do not meet the assumptions of the chi square 
test, nor common alternative tests. With this proviso in mind we note that – similar to 
hands-on restraint – reported high frequency of seclusion (more than 10 episodes in 3 
months) appeared to be more prevalent in women than men and less prevalent in those 
with stays longer than 2 years. Furthermore any reported seclusion appeared to be 
more prevalent in those staying more than 50km from home, compared to those up to 
10km from home. Figure 13.4 shows that patients who had experienced at least one 
instance of seclusion in the three months before the census tended to be further from 
home. 

Reported use of seclusion varied by provider and hospital site. Among the providers 
that responded to the question, use of seclusion in the 3 months before the census was 
reported at 24% of hospital sites (78 of 326). More than half of the patients who were 
secluded in the 3 months before the census (171 of 330) were residing in 10 hospitals. 
Those 10 hospitals tended to be larger sites (18 to 218 learning disability census 
patients), and the proportion of patients in those hospitals secluded in the 3 months 
before the census ranged from 14% to 44%. 

We explored whether seclusion may be more common in patients with autistic spectrum 
disorder but the data did not support this. 

Paragraph 88 of the Department of Health report, ‘Positive and Proactive Care’ states 
that ‘only people detained under the Mental Health Act should be considered for 
seclusion’ (Department of Health, 2014). Seclusion in the previous 3 months was 
reported for 9 adults who were ‘informal’ inpatients (ie not detained under the Mental 
Health Act, subject to guardianship or short term orders).  
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Figure 13.4. Cumulative proportion plot of distance from home and reported seclusion 
in the three months before the census. 

13.5. Accidents 

There is no strong evidence of trends in accident frequency with either length of stay or 
distance from home (Table 13.3). We hypothesised that accidents might be less 
common in patients with mobility impairment but analysis did not support this. 

13.6. Physical assault 

Reported physical assault was more common for women than men, particularly at 
higher frequencies (6 or more times in the 3 months before the census) (Table 13.4). 
Analysis by gender designation of the ward showed no difference in the rates for 
women in mixed and single-sex wards. There were no clear patterns with length of stay 
or distance from home.  
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13.7. Self-harm 

Consideration of self-harm as an ‘adverse experience’ is problematic, since it includes 
both self-harm which is effectively a response to distress or upset as a response to the 
patient’s surroundings or recent experiences, and self-injury may either be a feature of a 
mental health problem for which the patient was admitted, or (in rare cases) a feature of 
a condition causing learning disabilities such as Lesch-Nyhan syndrome. The former 
could be considered to reflect a poor treatment environment whilst the latter is much 
more an inherent part of the reasons for receiving treatment. 

Reported self-harm was more common for women than men, particularly at higher 
frequencies (6 or more times in the 3 months before the census) (Table 13.5). This 
could reflect a higher threshold of complexity for inpatient admission of women 
compared to men, ie the higher frequencies of self-harm could reflect the greater 
complexity of the cases. 

Compared to those with stays less than 6 months or more than 2 years, self-harm was 
more frequent in those with an intermediate stay.  

13.8. Logistic Regression 

In order to better understand what characterised patients who experienced restrictive 
interventions or adverse events, we used logistic regression to explore factors 
associated with those events. Frequent hands-on restraint (6 or more reported episodes 
in the 3 months before the census) was significantly associated with female gender, 
detention under Mental Health Act Part II Section 2 or 3 or Part III without restriction 
order, hospital treatment for challenging behaviour, diagnosis of learning disability, 
autistic spectrum disorder, and mobility impairment (Table 13.6). Patients with a 
learning disability diagnosis were nearly 4 times more likely to experience frequent 
restraint than those without. Those with challenging behaviour or autistic spectrum 
disorder diagnosis were around twice as likely to experience hands-on restraint, and 
those with mobility impairment nearly 4 times as likely. Frequent hands-on restraint was 
also associated with being 50 to 100km from home, frequent self-harm and being in an 
independent sector facility. 

Frequent seclusion was more common in medium secure wards compared to general 
(non-secure) wards, and – like hands-on restraint – was strongly associated with 
frequent self-harm. It was not associated significantly with other factors including 
reasons for hospital treatment, distance from home or provider sector. 

Frequent accidents were more likely in patients with challenging behaviour and in 
patients who self-harmed frequently. Compared to sites with 1 to 5 learning disability 
patients, frequent accidents were more common on sites with 6 to 25 patients.  
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In a similar pattern to frequent accidents, frequent physical assault was more common 
in patients with challenging behaviour, on intermediate sized sites (11 to 25 learning 
disability patients), and in those who frequently self-harmed. Like hands-on restraint, 
assault was more common in women and in patients detained under Mental Health Act 
Part II Section 2 or 3 compared to informal inpatients.  

99 



Learning Disabilities Census 2013  
Table 13.1. Key characteristics of adults (column %) by frequency of reported hands-on restraint in the 3 months before the 
census. 

     
No times 

1 to 10  
times 

More than  
10 times 

 
Not known 

 
Total 

   n 2,000 804 240 45 3,089 
 Age group 18 to 34 47 59 65 42 51 
 (chi square = 78.3**) 35 to 64 50 39 34 44 46 
   65 and over 3 1 1 13 2 
 Gender Male 80 71 52 76 75 
 (chi square = 99.6**) Female 20 29 48 24 25 
 Provider sector NHS 59 47 43 91 55 
 (chi square = 70.9**) Independent 41 53 58 9 45 
 Ward security level General 46 39 40 73 44 
 (chi square = 61.0**) Low 37 39 52 9 38 
 

 Medium 15 19 8 18 15 
   High 2 3 1 0 2 
 Length of stay Up to 6 months 25 24 28 47 26 
 (chi square = 35.2**) 6 months to 2 years 28 35 38 24 31 
   2 years or more 47 41 34 29 44 
 Distance from residence Hospital postcode 8 8 6 7 8 
 (chi square = 65.7**) Up to 10km 21 16 10 44 19 
 

 10 to 20km 13 13 15 7 13 
 

 20 to 50km 23 22 20 13 22 
 

 50km or more 32 39 48 24 35 
   Missing 3 3 2 4 3 
 

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length 
of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than 
expected under the null hypothesis. 
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Table 13.2. Key characteristics of adults (column %) by frequency of reported seclusion in the 3 months before the census. 

     
No times 

1 to 10  
times 

More than  
10 times 

 
Not known 

 
Total 

   n 2,722 299 31 37 3,089 
 Age group 18 to 34 50 68 55 46 51 
 (chi square = 66.5**) 35 to 64 47 32 45 38 46 
   65 and over 2 1 0 16 2 
 Gender Male 76 71 55 70 75 
 (chi square = 12.1*) Female 24 29 45 30 25 
 Provider sector NHS 54 56 48 100 55 
 (chi square = 31.5**) Independent 46 44 52 0 45 
 Ward security level General 47 18 29 89 44 
 (chi square = 244.8**) Low 38 36 58 8 38 
 

 Medium 13 38 13 3 15 
   High 2 8 0 0 2 
 Length of stay Up to 6 months 25 26 19 38 26 
 (chi square = 16.2) 6 months to 2 years 30 35 55 30 31 
   2 years or more 45 39 26 32 44 
 Distance from residence Hospital postcode 8 6 3 3 8 
 (chi square n/a) Up to 10km 20 10 6 49 19 
 

 10 to 20km 13 11 26 5 13 
 

 20 to 50km 22 24 16 14 22 
 

 50km or more 33 47 48 24 35 
   Missing 3 2 0 5 3 
 

* P<0.01 ** P<0.001 n/a table did not meet the assumptions of the Chi square test. Numbers may not add up to the total and percentages may not sum to 100% as a small 
number of patients with missing data on age, gender or length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under 
the null hypothesis; light blue shading: proportion higher than expected under the null hypothesis. 
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Table 13.3. Key characteristics of adults (column %) by frequency of reported accidents in the 3 months before the census. 

     
No times 

1 to 10  
times 

More than  
10 times 

 
Not known 

 
Total 

   n 2,401 611 38 39 3,089 
 Age group 18 to 34 52 47 53 46 51 
 (chi square = 20.4*) 35 to 64 45 48 45 44 46 
   65 and over 2 3 0 10 2 
 Gender Male 77 69 55 79 75 
 (chi square = 25.8**) Female 23 31 45 21 25 
 Provider sector NHS 53 59 66 90 55 
 (chi square = 27.9**) Independent 47 41 34 10 45 
 Ward security level General 43 48 58 72 44 
 (chi square = 42.1**) Low 38 38 37 8 38 
 

 Medium 16 13 5 21 15 
   High 3 0 0 0 2 
 Length of stay Up to 6 months 27 20 26 49 26 
 (chi square = 28.5**) 6 months to 2 years 30 34 47 18 31 
   2 years or more 44 46 26 33 44 
 Distance from residence Hospital postcode 7 9 8 8 8 
 (chi square n/a) Up to 10km 19 19 29 44 19 
 

 10 to 20km 14 12 13 3 13 
 

 20 to 50km 21 25 29 15 22 
 

 50km or more 36 32 21 26 35 
   Missing 3 4 0 5 3 
 

* P<0.01 ** P<0.001 n/a table did not meet the assumptions of the Chi square test. Numbers may not add up to the total and percentages may not sum to 100% as a small 
number of patients with missing data on age, gender or length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under 
the null hypothesis; light blue shading: proportion higher than expected under the null hypothesis. 
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Table 13.4. Key characteristics of adults (column %) by frequency of reported physical assault in the 3 months before the census.  

     
No times 

1 to 10  
times 

More than  
10 times 

 
Not known 

 
Total 

   n 2,376 636 52 25 3,089 
 Age group 18 to 34 50 56 56 56 51 
 (chi square = 8.3) 35 to 64 47 42 38 40 46 
   65 and over 2 2 4 4 2 
 Gender Male 78 68 56 76 75 
 (chi square = 34.7**) Female 22 32 44 24 25 
 Provider sector NHS 55 53 40 88 55 
 (chi square = 16.3*) Independent 45 47 60 12 45 
 Ward security level General 44 45 52 56 44 
 (chi square = 25.7*) Low 38 38 44 12 38 
 

 Medium 15 16 0 32 15 
   High 3 1 4 0 2 
 Length of stay Up to 6 months 26 24 27 60 26 
 (chi square = 33.7**) 6 months to 2 years 29 37 37 16 31 
   2 years or more 46 39 37 24 44 
 Distance from residence Hospital postcode 8 8 2 8 8 
 (chi square n/a) Up to 10km 19 21 10 44 19 
 

 10 to 20km 13 13 10 4 13 
 

 20 to 50km 22 24 27 8 22 
 

 50km or more 35 31 46 32 35 
   Missing 3 3 6 4 3 
 

* P<0.01 ** P<0.001 n/a table did not meet the assumptions of the Chi square test. Numbers may not add up to the total and percentages may not sum to 100% as a small 
number of patients with missing data on age, gender or length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under 
the null hypothesis; light blue shading: proportion higher than expected under the null hypothesis. 
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Table 13.5. Key characteristics of adults (column %) by frequency of reported self-harm in the 3 months before the census. 

     
No times 

1 to 10  
times 

More than  
10 times 

 
Not known 

 
Total 

   n 2,279 633 154 23 3,089 
 Age group 18 to 34 48 59 64 57 51 
 (chi square = 59.7**) 35 to 64 48 39 35 26 46 
   65 and over 3 1 1 17 2 
 Gender Male 81 63 43 74 75 
 (chi square = 179.9**) Female 19 37 57 26 25 
 Provider sector NHS 55 53 40 88 55 
 (chi square = 11.9*) Independent 45 47 40 13 45 
 Ward security level General 46 38 41 61 44 
 (chi square = 35.1**) Low 36 43 48 9 38 
 

 Medium 15 17 10 30 15 
   High 2 3 1 0 2 
 Length of stay Up to 6 months 26 22 22 61 26 
 (chi square = 46.0**) 6 months to 2 years 28 36 44 22 31 
   2 years or more 45 42 34 17 44 
 Distance from residence Hospital postcode 8 7 1 9 8 
 (chi square n/a) Up to 10km 20 16 16 65 19 
 

 10 to 20km 14 12 14 0 13 
 

 20 to 50km 22 24 27 4 22 
 

 50km or more 34 38 38 17 35 
   Missing 3 3 3 4 3 
 

* P<0.01 ** P<0.001 n/a table did not meet the assumptions of the Chi square test. Numbers may not add up to the total and percentages may not sum to 100% as a small 
number of patients with missing data on age, gender or length of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under 
the null hypothesis; light blue shading: proportion higher than expected under the null hypothesis. 
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Table 13.6. Variables associated with hands-on restraint, seclusion, accidents and physical assault in logistic regression 
analyses. 

  Dependent variable       

 
Independent variable 

Hands on  
restraint 

 
Seclusion 

 
Accidents 

Physical  
assault 

Gender  Female (2.2x)   Female (2.2x) 

(vs. male)         

Age  35 to 64 (0.7x)       

(vs. 18-34)         

Reasons for hospital admission Challenging behaviour (2.1x)   Challenging behaviour (3.2x) Challenging behaviour (2.1x) 

(each vs. absent)       Personality disorder (0.5x) 

Disabilities present Learning disability (3.5x)       

(each vs. absent) Autistic spectrum disorder (1.7x)    
  Mobility impairment (3.5x)       

Legal status Part II Section 2 or 3 (3.4x)   Part II Section 2 or 3 (2.5x) 

(each vs. Informal) Part III, no restriction order (2.2x)    
Ward security level    Medium secure (4.0x)     

(vs. General, non-secure)         

Number of learning disability     6 to 10 patients (3.9x) 11 to 25 patients (2.8x) 

patients on site   11 to 25 patients (4.3x)  
(vs. 1 to 5 patients)         

Distance from home 50 to 100km (2.2x)       

(vs. less than 10km)         

Self-harm (vs. 5 episodes or fewer 6 or more episodes (8.0x) 6 or more episodes (9.9x) 6 or more episodes (4.4x) 6 or more episodes (3.9x) 

 in previous three months)         

Provider sector  Independent (1.6x)       

(vs. NHS)         

Independent variables significantly associated with the dependent variables in logistic regression, P<0.01. Numbers in parentheses are odds for the dependent variable being present, 
relative to the reference category, which is stated in parentheses in the first column. See Spread sheet tables 5.1 to 5.4 for full model outputs. 
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14. Adults: length of stay 

• Forty four per cent of patients had stayed more than two years and 19% had stayed 
more than five years 

• women were less likely to have longer stay lengths 
• adults on sites with more learning disability patients were more likely to have longer 

stays 

 

Figure 14.1. Length of stay at time of census for adults. 

14.1. Overview 

Each patient’s length of stay at the time of census was calculated from their date of 
admission. As a result of a data entry error it was not possible to calculate this for one 
patient and so they are excluded from this chapter. Our stay lengths at time of census 
data give an imperfect indication of how long people spend in hospital. We do not know 
when patients will be discharged, and thus how long they will eventually spend in their 
current placement. We know from referral data that at least 403 adults were transferred 
from another inpatient placement, and for those individuals the calculated duration will 
be an underestimate of the time they have spent in hospital.  

Length of stay at time of census ranged from one day to more than 40 years. A quarter 
of adults (26%) had stayed less than 6 months, the limit of what could conceivably be 
construed as a period of assessment (Figure 14.1). Stay lengths of between 6 months 
and 2 years – compatible with a period of active treatment – were reported for 31%. A 
larger proportion (37%) had a stay length between 2 and 10 years, and 7% had stayed 
more than 10 years. 
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More than 80% of those with longer stays (2 years or more) were male, compared to 
66% of those with shorter stays (less than 6 months) (Table 14.2). Patients with stays 
less than 6 months were more likely to be in NHS than independent hospitals. Secure 
wards accounted for more than 60% of stays greater than 6 months. Those with stays of 
2 years or more were more likely to be further from home: 39% of those with stay 
lengths of 6 months or more were 50km or more from home, compared to 22% of those 
with stays of less than 6 months.  

In reading this chapter it is worth remembering that apart from being, in itself, an 
important aspect of a person’s care, stay length also affects the prominence of groups 
of people in studies taken, like this one, as snapshots of the current group of patients at 
a point in time. Assuming its findings are representative, if a census shows one bed 
occupied by a person staying a year and another occupied by a person staying a week, 
the first will represent only 1 person in a year, while the second will represent 50. In 
considering the scale and mix of facilities needed to provide for those people outside in 
the community it is important to be aware of this aspect of the prominence assumed by 
characteristics of long stayers in other analyses. 

14.2. Cumulative proportion plots 

Similar to distance from home (Chapter 5), it was possible to construct cumulative 
proportion plots for length of stay. By plotting separate lines for different patient, 
hospital, treatment and review characteristics we can see how length of stay varies 
depending on those characteristics. For a given point on the curve the value on the 
vertical axis represents the proportion of patients with a length of stay equal to or 
greater than length of time on the horizontal axis. Once again, whilst the plots illustrate 
proportions of patients, the commentary refers to percentages (ie proportions multiplied 
by 100). 

The horizontal axes are truncated at 15 years: beyond this only a small proportion of 
patients remained and little or no separation in the curves was observed. All the 
following plots had statistically significant separation of the curves as determined by 
univariate log-rank test.   
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The separation of curves in Figure 14.2. shows that Asian and Asian-British patients 
tended to have had shorter stay lengths than White, Black or mixed ethnicity patients: 
approximately 12% of Asian and Asian-British patients have a stay length of 5 years or 
more compared to more than 20% of White patients. Figure 5.6 showed that Asian and 
Asian-British patients tended to be closer to home as well. These patterns could be 
partly explained by bed types (see Figure 14.3) as compared to White patients, as 8% 
of Asian and Asian-British patients were reported to be in an acute mental illness bed 
compared to 4% of White patients.  

 

Figure 14.2. Cumulative proportion plot of length of stay at census and ethnic group. 
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There were clear and predictable distinctions in length of stay by Royal College of 
Psychiatry learning disability bed classification (Figure 14.3). Almost all patients in acute 
generic mental illness beds had stay lengths of less than 5 years, while more than a 
third of patients in forensic rehab beds and nearly a quarter in forensic secure beds had 
stays of 5 years or more.  

 

Figure 14.3. Cumulative proportion plot of length of stay at census and Royal College of 
Psychiatry learning disability bed classification. 
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We expected that length of stay would increase with higher levels of security but the 
cumulative proportion plot reveals a more complex pattern (Figure 14.4). While the 
longest stays are clearly among patients in high-secure wards, patients in general (non-
secure) wards tend to have the shortest stays until three years, after which point a 
greater proportion of low- and medium-secure patients have had shorter stays. This 
could reflect the presence in general wards of two broad groups of patients: those for 
whom admission leads to effective assessment, treatment and discharge and those who 
are deemed to require more care than their placement at admission provided, but for 
whom a community place has not yet been found.  

 

Figure 14.4. Cumulative proportion plot of length of stay at census and ward security 
level. 
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When we plot length of stay by the number of learning disability census patients on site 
(Figure 14.5), we see a clear pattern: patients on larger sites tend to have longer stay 
lengths. This could be mediated in part by security level, ie more secure sites tend to be 
larger and patients in secure units tend to have longer stay lengths. 

 

Figure 14.5. Cumulative proportion plot of length of stay at census and number of 
learning disability census patients on site. 
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14.3. Patterns of bed use 

In analysing the findings of a census at a point in time, stay length of patients up to the 
time of the census gives some impression of the rate of turnover of patients. Assuming 
the collection of patients at the point of the census is representative, it is possible to 
estimate how many patients would need to be admitted in each observed category to 
sustain this representative position. We calculated this in relation to implied variations in 
admission rates and stay lengths for regions.8 Table 14.1 shows the result.  

This calculation suggests that the patients in the census represent a position which 
would require a little under 14,000 admissions per year to sustain it. 80% of these 
(11,080) admissions would be in NHS beds. Independent sector beds, with their much 
greater estimated average stay length (188 days vs. 56 days for NHS beds) would need 
about 2,700 admissions per year to sustain the reported figures. Published Hospital 
Episode Statistics for 2012 to 2013 give a figure of 15,408 admissions under the 
specialty of psychiatry of learning disabilities. This would be a count only of NHS beds 
as independent psychiatric hospitals do not report their NHS funded activity in routine 
NHS statistics. This suggests that the extent of NHS activity may have been 
understated.  

Table 14.1 suggests that there are interesting differences between the regions in their 
patterns of admission. The South East, South West and London regions have low 
admission rates and relatively long stays. The North East and the East Midlands have 
high admission rates, but very different stay lengths (North East average and East 
Midlands low). Other regions occupy an intermediate position. This suggests very 
different patterns of bed use.  

  

8 The calculation assumes that patients are on average at the mid-point of their stay. Their stay length to 
discharge is thus taken as twice their stay length up to the census date. For each occupied bed, the 
required number of admissions is estimated as 365 (the number of days in he year) divided by twice the 
stay length to census date. The mean stay length is taken as the number of beds multiplied by 365 and 
divided by the estimated number of admissions. 
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Table 14.1. Estimated average stay lengths and total annual numbers and rates of admissions. 
 
Region 

 
Beds 

Beds per 1000  
with LD 

Estimated: 
Annual 

admissions 
Annual admissions 

per 1000 with LD 
Mean stay 

length in days 
North East 314 24 1,750 133 65 
North West 430 15 2,603 91 60 
Yorkshire and Humber 311 14 1,533 67 74 
East Midlands 258 13 2,548 131 37 
West Midlands 331 15 1,551 69 78 
East of England 349 16 1,445 65 88 
London 273 11 753 31 132 
South East 321 11 736 25 159 
South West 136 6 367 16 135 
Assignable to region  
of residence 

 
2,723 

 
13 

 
13,285 

 
64 

 
75 

Other 366   494   270 
Total 3,089  13,779  82 
      

14.4. Logistic regression 

In order to better understand what characterised patients with long stays we modelled 
factors associated with stay lengths at census lengths at census of 2 and 5 years or 
more. 

Stay lengths of more than 2 years and more than 5 years were largely predicted by the 
same patient and hospital characteristics (Table 14.3). Women and patients without a 
stated ethnic group were less likely to have a stay length greater than 2 years or greater 
than 5 years. The ethnic group association here was probably effectively a marker for 
one hospital which was responsible for three quarters of the cases with missing data in 
this field. 

Older patients, those on sites with more than 50 learning disability patients, and those 
recorded as living in hospital were more likely to have stay lengths of 2 years or more 
and 5 years or more.  

There were some differences in the factors predicting stay lengths of 2 or more or 5 or 
more years. Patients detained under Mental Health Act Part III with restriction order 
were twice as likely to have stayed for 2 years or more than informal inpatients, but 
there was no such association with stays of 5 years or more. Patients detained under 
Mental Health Act Part II Section 2 or 3, or Part III without a restriction order were less 
likely than informal inpatients to have stayed for 5 years or more.  

Being in a high secure facility was associated with stay lengths of 2 years or more, but 
not 5 years or more. Compared to those in a general (non-secure) ward, those on a 
medium secure ward were less likely to have a stay length of 5 years or more.  
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Patients in independent sector hospitals were twice as likely as those in NHS hospitals 
to have a stay length of 2 years or more, but no such association was seen for stays of 
5 years or more.  
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Table 14.2. Key characteristics of adults (column %) by length of stay at census. 

    

Up to 6 
months 

6 months  
to 2 years 

2 years  
or more 

 
Total 

  

 
n 790 945 1,353 3,089 

  Age group 18 to 34 55 59 44 51   
(chi square = 57.3**) 35 to 64 43 39 52 46   
  65 and over 2 1 3 2   
Gender Male 66 74 82 75   
(chi square = 63.6**) Female 34 26 18 25   
Provider sector NHS 72 51 48 55 

  (chi square = 121.5**) Independent 28 49 52 45 
  Ward security level General 63 39 37 44   

(chi square = 175.3**) Low 28 41 42 38   

 Medium 9 19 16 15   
  High 1 1 4 2   
Distance from residence Hospital postcode 3 5 13 8   
(chi square = 288.2**) Up to 10km 35 18 11 19   

 10 to 20km 18 12 11 13   

 20 to 50km 21 22 23 22   

 50km or more 22 39 39 35   
  Missing 2 3 3 3   

* P<0.01 ** P<0.001 Numbers may not add up to the total and percentages may not sum to 100% as a small number of patients with missing data on age, gender or length 
of stay are excluded from relevant rows of the table. Dark blue shading: proportion lower than expected under the null hypothesis; light blue shading: proportion higher than 
expected under the null hypothesis. 
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Table 14.3. Variables associated with stay lengths greater than 2 years and greater than 5 years in logistic regression 
analyses 

  Dependent variable   
   

Independent variable 
Stay length  
two years or more 

Stay length  
Five years or more 

  Gender  Female (0.6x) Female (0.6x) 
  (vs. male)     
  Age  35 to 64 (1.6x) 35 to 64 (2.4x) 
  (vs. 18-34) 65 and over (3.7x) 65 and over (5.0x) 
    Unknown (29.7x) Unknown (22.0x) 
  Ethnic group  Not stated (0.1x) Not stated (0.1x) 
  (vs. stated)     
  Legal status Part III, with restriction order (1.9x) Part II Section 2 or 3 (0.5x) 
  (each vs. Informal) Other (3.0x) Part III, no restriction order (0.5x) 
  Ward security level  High secure (3.0x) Medium secure (0.5x) 
  (vs. General, non-secure)     
  Number of learning disability 11 to 25 patients (1.5x) More than 50 patients (3.1x) 
  patients on site 26 to 50 patients (1.8x)  
  (vs. 1 to 5 patients) More than 50 patients (3.7x)   
  Distance from home Recorded as living  Recorded as living  
  (vs. less than 10km) at hospital (4.1x) at hospital (5.2x) 
  Provider sector Independent (2.0x)   
   (vs. NHS)     
  Independent variables significantly associated with the dependent variables in logistic regression, P<0.01. Numbers in parentheses are odds for the dependent variable 

being present, relative to the reference category, which is stated in parentheses in the first column. See Spread sheet tables 6.1 and 6.2 for full model outputs. 
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15. Adults: worrying patient groups 

• we identified 3 ‘worrying patient groups’ for whom discharge to community support is 
likely to be particularly problematic 

• six hundred and nineteen adults had had a long stay or were ready for discharge but 
with no onward placement; 412 posed questions about the adequacy of 
longstanding clinical management; 599 were under Ministry of Justice restriction 
orders; altogether 1,380 adults were in 1 or more of these groups 

• there were marked differences between regions in the proportion of patients in each 
of these groups 

 

Figure 15.1. Proportional Venn diagram illustrating the numbers of patients in worrying 
patient groups and the overlap. Group definitions provided in text overleaf. 
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448 171 79 520 
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 Inpatients usually resident or ‘stateless’ in England (n=3,028) 

 Inpatients with long stays or nowhere to go (n=619) 

 Inpatients with longstanding unsatisfactory clinical management (n=412) 

 Inpatients detained under Part III Section with a restriction order (n=599) 
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15.1. Overview 

A key policy aim is to establish which patients are receiving treatment of which 
hospitalisation is an appropriate component and which of the others can be discharged. 
To try to clarify this issue we tried unsuccessfully to find combinations of characteristics 
which seemed to suggest patients should definitely not be in hospital. Instead we 
explored patients with a number of characteristics that suggested either that their care 
was not progressing or who were likely to prove difficult to resettle.  

We identified 3 worrying groups: 

1. Patients with long stays or nowhere to go 

2. Patients with longstanding unsatisfactory clinical management 

3. Patients detained under Part III Section with a restriction order, who cannot be 
discharged without Ministry of Justice approval 

We defined patients with long stays or nowhere to go as those with stay lengths to 
census of 5 years or more, or those ready for discharge with no onward placement 
available, or those with no recorded previous residential address, excluding those 
detained under a restriction order. This seemed to be a group for whom discharge was 
likely to be very challenging as there was little evidence of a home setting waiting to 
receive them. Patients with longstanding unsatisfactory clinical management were 
defined as those with stay lengths to census of 2 years or more, and reported frequent 
restraint or frequent seclusion or regular antipsychotic use without mental illness as a 
reason for admission. In both cases it seemed clear that their current placement had 
had sufficient time to achieve what it was likely to achieve but that the individuals did not 
seem to have reached a settled state even on the ward. The third worrying group, 
patients detained under a restriction order was defined by that single characteristic. The 
application of a restriction order indicates in these cases that judicial authorities 
consider them to be potentially a severe risk to public safety.  

In total these groups included 1,380 adult inpatients, or 46% of adult inpatients usually 
resident in England or apparently ‘stateless’, ie without a recorded previous residential 
address (Figure 15.1).  

Twenty per cent of adult inpatients usually resident in England or apparently ‘stateless’ 
had a long stay and/or nowhere to go (619 of 3,028); 14% had longstanding 
unsatisfactory clinical management (412 of 3,028); and 20% could not be discharged 
without Ministry of Justice approval (599 of 3,028). There was some overlap with 171 
inpatients classified in both the stay length and management concern groups and 79 
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patients classified in both the Mental Health Act Part III with restriction order and 
management concern groups. 

15.2. Patients with long stays or nowhere to go 

The number of adult inpatients with long stays or nowhere to go was highest in the East 
of England (138), followed by the North East (84), North West (83) and South East (83) 
(Figure 15.2). When expressed as a proportion of all the adults with a learning disability 
known to their GP the number of inpatients with long stays or nowhere to go remained 
highest in the East of England and the North East. 

The number of patients ‘stateless’ in the East of England (90) is markedly higher than 
elsewhere. Further investigation revealed that this was driven largely by a single 
provider who recorded the hospital postcode as the usual postcode of residence for 53 
inpatients. 

 

 

Figure 15.2. Prevalence of adult inpatients with long stays or nowhere to go by region of 
residence.  
Numbers on chart are the total numbers of patients in each region with a long stay or 
nowhere to go. Most patients were defined by their region of residence but for 619 
‘stateless’ patients region was defined by their current hospital placement. 
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Figure 15.3. Prevalence of adult inpatients with longstanding unsatisfactory clinical 
management by region of residence.  
Numbers on chart are the total numbers of patients in each region with longstanding 
unsatisfactory clinical management. Most patients were defined by their region of 
residence but for 619 ‘stateless’ patients region was defined by their current hospital 
placement. 

 
15.3. Patients with longstanding unsatisfactory clinical management 

The number of adult inpatients with longstanding unsatisfactory clinical management 
was highest in the East of England (77), followed by the North West (56) and the South 
East (50) (Figure 15.3). When expressed as a proportion of all the adults with a learning 
disability known to their GP the number of inpatients with longstanding unsatisfactory 
clinical management was highest in the North East and the East of England, consistent 
with the finding for those with long stays or nowhere to go.  
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15.4. Patients detained under Part III Section with a restriction order 

 

Figure 15.4. Prevalence of adult inpatients detained under Part III Section with a 
restriction order by region of residence.  
Numbers on chart are the total numbers of patients in each region detained under Part 
III Section with a restriction order. Most patients were defined by their region of 
residence but for 619 ‘stateless’ patients region was defined by their current hospital 
placement. 

 

The number of adult inpatients detained under Part III Section with a restriction order 
was highest in the North West (100), followed by the East of England (87) and Yorkshire 
and the Humber (71) (Figure 15.4). When expressed as a proportion of all the adults 
with a learning disability known to their GP the number detained under Part III Section 
with a restriction order was highest in the East of England and the North East, 
consistent with the findings of the previous two concerning patient groups.  
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16. Discussion 

16.1. Principal observations 

There were 3,089 adults with a learning disability or autistic spectrum disorder staying in 
an inpatient psychiatric hospital on 30 September 2013. The prevalence of inpatient 
psychiatric care in adults with a learning disability recorded by their GP was 1.5%, 30 
times the prevalence of inpatient psychiatric care in the general adult population.  

Adult inpatients were distributed approximately as follows: 20% of adult inpatients in 
acute beds (types 2 and 3 in the classification developed by the Royal College of 
Psychiatrists), 50% in forensic beds (type 1) and 30% in rehabilitation beds (types 4 and 
5). (RCPsych Faculty of Psychiatry of Intellectual Disability, 2013) Mental illness was 
the primary reason for hospital treatment for 28%, challenging behaviour for 21% and 
other reasons for the remaining 51%. Thirty-two per cent were formally detained under 
part III of the Mental Health Act (the criminal justice provisions) and 20% were also 
under a restriction order. 

There was a wide variation in the regional prevalence of inpatient care for adults with a 
four-fold difference between the lowest prevalence in the South West (0.6% of adults 
known to have a learning disability by their GP) and the highest prevalence in the North 
East (2.4%). This was reflected in both informal patients and those detained under both 
civil and criminal sections of the Mental Health Act. Higher prevalence in the North East 
appeared to be driven more by higher admission rates rather than longer stays. 

Nearly half of all adults were recorded as receiving active treatment with no discharge 
plan in place. This was least common in informal patients (32%) and most common in 
patients on part III sections (57%). Five per cent of adults were reported to be in 
hospital because there was no onward placement available. 

Restrictive interventions and adverse patient experiences were reported commonly. 
Hands-on restraint in the 3 months prior to the census was reported for 34% of adult 
inpatients; seclusion for 11%; self-harm for 25%; accidents for 21% and physical assault 
for 22%. Frequent hands-on restraint and physical assault were 3 times more common 
in women; self-harm was 4 times more common.  

Forty-four per cent of adults had stayed in hospital for more than 2 years and 19% had 
stayed more than 5 years. Long stays were associated with male gender, larger hospital 
sites, no recorded home address (by no means all an old long stay group) and 
independent sector provision. Associations between security level, legal status and 
length of stay were complex.  
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The census raised questions about inappropriate use of regular antipsychotic 
medication. Sixty-four per cent of adult inpatients were being treated with antipsychotic 
medication on a regular basis. This was more common in those where mental illness 
was primary or contributory reason for hospitalisation (72%), but still common where it 
was not (53%), Regular antipsychotic use was recorded for 55% of adults with 
challenging behaviour, but no recorded mental illness and for 60% of adults with 
personality disorder but no recorded challenging behaviour or mental illness, however 
the wording of the questions about mental illness were not sufficiently clear to exclude 
the possibility that some of these may have had well controlled concurrent psychoses.  

The estimated average cost of an inpatient placement for an adult was £3,210 per week 
or approximately £167,000 per year. The total estimated annual cost to the health 
service of caring for these 3,089 adults was £517 million. The estimated annual cost of 
caring for 144 adults with no onward placement was £25 million. 

One hundred and sixty one children and young people with a learning disability or 
autistic spectrum disorder were in an inpatient psychiatric hospital on the census night. 
They made up only a small proportion of the total number of inpatients but in many 
ways their experiences appeared to be worse than those of adults. Forty-three per cent 
were 50km or more from home and 17% had been in hospital for more than a year. 
Compared to adults, they were twice as likely to be receiving hospital treatment for 
autistic spectrum disorder and twice as likely to have experienced seclusion in the 3 
months prior to the census. Thirty-four per cent were receiving active treatment with no 
discharge plan in place and 37% of those reported as having neither mental illness nor 
autism were receiving regular antipsychotic medication. The estimated average cost of 
an inpatient placement for a child or young person was £4,930 per week or £257,050 
per year. The total estimated annual cost to the health service of caring for these 161 
children and young people was £41 million. 

A little more than 500 patients seemed to be disconnected from NHS commissioners. 
This is likely to complicate their resettlement. Providers in England reported 3,186 
inpatients excluding those normally resident outside England for the census on 30 
September 2013. Six months later English NHS commissioners reported 2,615 
inpatients – a difference of 571. No valid commissioner code was recorded for 566 of 
the census patients. The difference between the datasets is unlikely to reflect a shift to 
community-based support as commissioning data do not show a fall in the number of 
patients in the intervening period. These total numbers also underestimate the level of 
confusion as the numbers at regional level show divergences in both directions.  

16.2. Reliability and confidence 

The census was government backed, well resourced, well publicised to providers and 
providers were obliged to respond. Consequently the response rate was high: only 4 
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known providers failed to respond in the required time frame. HSCIC used the NHS 
tracing service to check residential addresses and fill in gaps in this. The data collected 
were generally complete and high quality although inevitably some data entry errors 
persisted. We identified 24 patients whose dates of birth were erroneously entered as 
their admission date, and 8 hospitals (49 patients) had invalid postcodes recorded. 
Differences between the numbers of patients we report here and the numbers reported 
previously by the HSCIC relate to our decision to treat children and adults separately 
and our approach to handling the aforementioned errors. 

The census should be representative of the inpatient population with a learning disability 
or autistic spectrum disorder because it is comprehensive, however we have concerns 
about the completeness of enumeration of people in mental illness beds given that a 
markedly larger proportion of learning disability inpatients were reported to be staying in 
mental illness beds in the 2010 Count-Me-In census (Glover, Brown, & Hatton, 2014). 
Anecdotal feedback from providers suggests that the instruction to include these 
patients in the census was either not understood or not followed in some hospitals.  

Where we have drawn attention to differences between patient groups these are all 
highly statistically significant, ie the differences are unlikely to be due to chance alone. A 
general problem with the nature of this work is that it frequently involves conditions or 
groups with small numbers of patients about whom less can be confidently said.  

We have chosen not to comment on the performance of individual providers in this 
report as this cannot be done confidently without detailed understanding of the very 
specific roles often undertaken by small providers.  

16.3. Difficulties of interpretation 

As with any census what we describe here is a snapshot in time that includes a mixture 
of recently admitted short stay patients and the remaining members of increasingly old 
admission cohorts, selected for being those with the longest stays. Patients who stay in 
hospital for longer times always assume disproportionate prominence in bed censuses. 
An annual census will capture all patients who stay one year or more, but only one 
twelfth of those admitted in a year who stay for a month. Hospital Episode Statistics 
provide a rough measure of this. The most recent published data on admissions by 
treatment specialty give a figure of 15,408 admissions under the main specialty of 
psychiatry of learning disabilities in the year 2013 to 2013. (Health and social care 
information centre, 2014) This would be an underestimate of the total as independent 
sector hospitals do not report through this route.  

The number of inpatients on census day is determined by 2 factors: admission rate and 
stay length. We have no direct measurement of admission rates and can make 
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inference on possible differences in admission rate only once differences in stay length 
– which was measured – have been taken into account. 

The cross-sectional nature of the census means that correlations can be identified but 
these do not necessarily indicate cause and effect. Our analysis and interpretation was 
largely exploratory rather than hypothesis driven. Type I errors, ie finding statistically 
significant associations that have arisen by chance rather than some real causal 
relationship, are problematic in exploratory analyses with lots of statistical tests. To 
guard against these we used conservative (small) P-values to be more certain that the 
associations we reported were not due to chance. This approach comes at the expense 
of increased risk of Type II errors, ie the chance of missing true associations. 

There were problems with the structure of some of the census questions that limited 
their utility. For example, the multiple choices available as reasons for being in hospital 
included an inappropriate ‘learning disability’ category. A lack of ‘Other (specify)’ 
categories throughout the census has meant that some categories have acted as a 
‘catch all’ to collect all the responses that did not fit easily into the other available 
choices. Furthermore the census did not collect information on behavioural 
interventions. These issues have been addressed in the 2014 census questions. 

The scope of the census was limited to inpatients in psychiatric hospitals. In order to 
understand fully the nature of local barriers and enablers for resettlement in the 
community we need information on people cared for at home, by community learning 
disability nurses, GPs, in supported community units, day hospitals, prisons and many 
other settings. For children and young people 52 week residential schools are a 
particularly important omission. The only approach to studying the management of 
mental and behavioural disorders comprehensively in people with learning disabilities 
would be through developing local learning disability registers. One important 
consequence of this is that we are not able to say whether those patients who are in 
hospital have more severe problems than others not hospitalised or whether their 
hospitalisation reflects less local capacity to look after people with complex behavioural 
symptoms in residential placements. 

16.4. Policy context and key messages 

In his foreword to Transforming Care (Department of Health, 2012), the Minister of 
State for Care and Support, Norman Lamb concluded ‘There are far too many people 
with learning disabilities or autism staying too long in hospital or residential homes, and 
even though many are receiving good care in these settings, many should not be there 
and could lead happier lives elsewhere. This practice must end.’ 

Our finding is that there were more than 3,000 people with learning disabilities or autism 
in hospital and many had been there for a long time. Many were being managed with 
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high levels of restrictive interventions. More than 1 in 5 had experienced assaults in the 
3 months prior to the census, some frequently. Some were being treated with 
antipsychotic medication in the apparent absence of mental illnesses for which these 
provide specific benefit. For these the medication was presumably acting as simply a 
general sedative. These features suggest that for some patients the task of 
rehabilitation from hospital may be a substantial one.  

We have tried to identify those people in the census who could be looked after better 
outside hospital. This is difficult first because many of the questions asked in the 2013 
census were not sufficiently specific or detailed. This deficiency should be helped in the 
2014 census by the revisions to the set of questions and by enabling data linkage 
between provider and commissioner datasets, however while a need to be in hospital 
arises in part from the characteristics of patients, it is also relative to the levels of 
support (both long term and for response to crises) that can be provided in their home 
areas. Clearly some areas will be able to provide greater levels of support than others. 
In this respect a census inevitably raises questions about why some areas seem to 
place more dependence than others on inpatient care. It is probably also prudent to ask 
whether other areas are indeed providing satisfactorily for all the needs of the patients 
who do not appear in hospital.  

As a first step towards the task of identifying patients who could be looked after better in 
some place other than where they are now, we explored a number of ‘worrying’ patient 
groups (Chapter 15). This analysis is far from satisfactory and we would not wish to 
suggest that we think the other patients are all appropriately placed, however we 
thought it was clear that for these there were signs either that treatment was not 
satisfactory or that the process of eventual discharge was proving, or likely to prove 
particularly challenging. Altogether the patients in these groups made up 46% of the 
adult inpatients usually resident in England or apparently ‘stateless’ (ie with no recorded 
previous residential address). Twenty-two per cent of those in the worrying groups were 
apparently stateless. 

The worrying groups highlight different problems in different regions. The marked 
differences between regions in the rates of people subject to restriction orders were 
particularly concerning. This could reflect different underlying rates of problem 
behaviours in people with learning disabilities. It could mean that community forensic 
staff with the skill to assess and manage potentially risky people in community settings 
are less available in some areas than others, leading to greater caution in discharging 
patients with a history of having committed some types of serious offence. Or it could 
mean that doctors are advising judges (or judges are allowing themselves to be 
advised) differently in different places.  

More than 400 inpatients appear to pose longstanding management difficulties for the 
units caring for them. In other words they had been in their current placement for 2 
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years or more but the staff were still using frequent restrictive interventions in the 3 
months prior to the census.  

In order to reduce the numbers of people in hospital and improve the experiences of 
those who genuinely need inpatient care we need to focus on the following key issues:  

• understanding the reasons behind apparent regional variation in admission rates  
o a possible lack of focus on the resources and training of the community 

learning disability teams  
o deficits in availability of social care in the community 
o regional variations in criminal justice processes  

• the quality of inpatient care provided 
 

An enhanced level of expertise in monitoring and managing risk in the community in 
people who have committed serious offences is likely to be needed. It is unlikely that 
this will be available independently in all 211 clinical commissioning groups or all 150 
local authorities; some level of area or regional arrangements are likely to be needed to 
achieve country-wide coverage with the limited expertise available.  

16.5. Further work needed and questions for this year’s census 

A second census was undertaken for September 2014. PHE worked with Department of 
Health, NHS England, Care Quality Commission and HSCIC on improvements to the 
census structure and question design. At the time this report went to press, publication 
of the initial findings of this was imminent. This should provide more clarity on risks and 
reasons for being in hospital, details of the nature of behavioural interventions, and will 
permit person linkage with previous census and with the commissioner-based Assuring 
Transformation data collection. Data linkage will permit us to track the progress of 
individual patients and clarify the differences observed between Assuring 
Transformation and the 2013 census.  

We have alluded to the importance of seeing the ‘whole picture’ for learning disability 
services and in order to do this we need to be able to record and collate the care 
received by people with learning disabilities and autistic spectrum disorders in 
community and outpatient settings. This will be helped with the introduction of the 
Mental Health and Learning Disabilities Dataset, collection of which commenced in 
September 2014, however this will still not cover people receiving care from primary or 
social care agencies alone. A complete community learning disability register, similar to 
those that were common in the 1980s and has existed in Ireland for many years, would 
be the only way to establish a full picture of the way people with learning disabilities and 
mental health and/or behavioural problems are treated.  
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18. Appendix I: methods 

18.1. Data cleaning 

The data provided by HSCIC were largely cleaned and ready for analysis. Details of 
their processes are given in their reports (Health and Social Care Information Centre, 
2013a, 2014). Further data cleaning was done with SQL server 2008 R2 (Microsoft 
Corporation, Washington, USA). Comparison of dates of birth and dates of admission 
revealed 24 patients who had been misclassified as children due to their date of birth 
being erroneously entered as their admission date. Given the reported lengths of stay 
we were able to determine that these patients were all adults, and we analysed them as 
‘adults, age unknown’. One patient’s admission date was erroneously entered as their 
date of birth, and since admission date was unknown, that individual was excluded from 
analyses involving length of stay. HSCIC have since used the NHS number tracing 
service to identify a further 6 patients with incorrect date of births, but it was not 
practical to update our tables at such a late stage of the analysis (Health and Social 
Care Information Centre, 2014). 

For 8 hospitals (49 patients) the postcodes provided were not found in the NHS 
Postcode Directory. HSCIC did not resolve the incorrect postcodes and was unable 
therefore to assign the sites to government regions or other geographies, or to calculate 
distances from the hospital to residential address for those 49 patients. We were able to 
manually assign the 8 sites to their respective regions, but were unable to calculate 
distances from home for the 49 patients as we did not have access to their residential 
postcode data.  

Reported commissioner data also required manual cleaning. By comparison with a list 
of current NHS England commissioner codes we identified 125 invalid codes reported 
for 523 patients. Twenty-three codes (49 patients) were manually inspected and 
corrected. The remainder are described in Table 11.1 and include codes that could not 
be resolved; codes for commissioners from other UK countries; primary care trust 
codes; now defunct Specialised Commissioning Group codes and mental health trust 
codes. 

We received the legal status fields much later than the rest of the data, in fact as an 
earlier version of this report was about to go to press. We decided to delay publication 
to incorporate this crucial perspective. When we updated our tables to include legal 
status data we identified eight pairs of apparently identical patients, suggesting that 
there may be that number of cases for whom duplicate entries were filed and not 
spotted in earlier data cleaning. It was not practical to exclude these from our analyses 
at this late stage of the work.  
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18.2. Defining hospital sites 

In order to count the number of learning disability patients on each hospital site, it was 
first necessary to define what we meant by ‘hospital site’. Since the aim was to be able 
to distinguish ‘institutional settings’ – which might have multiple wards and buildings – 
from smaller sites that might have just a single ward, we defined adjacent buildings in 
the same grounds as a single site. These were identified on the basis of identical or 
near identical postcodes. Potentially ambiguous near-matches were checked by hand.  

18.3. Estimating costs 

Providers were asked to report the average weekly charge of each patient, in the 
following intervals: less than £1,500, then £1,000 intervals until greater than £6,499. To 
estimate weekly costs we assigned patients to the mid-point of those intervals. For 
those less than £1,500 we assigned £750; for those greater than £6,599 we assigned 
£7,000. Weekly costs were summed by patient characteristics and multiplied by 52.14 
to obtain total estimated annual costs. Weekly costs were summed by patient 
characteristics and divided by the number of patients in each subgroup to obtain mean 
estimated weekly costs. Total estimated annual costs were rounded to the nearest 
£100,000; mean estimated weekly costs were rounded to the nearest £10. 

18.4. Small number suppression 

We consulted HSCIC and Public Health England’s Office for Data release on the issue 
of small number suppression and followed the HSCIC Data Disclosure Risk 
Assessment which recognised that given the sensitive nature of the topic area (ie, a 
group of vulnerable people, some of whom are children, and some of whom are 
detained under the Mental Health Act) the risk of extra information being used to try to 
reveal identity was high. Further, the risk assessment took into account the small 
population size (3,250 people in England). Given the risk of prurience and the small 
population, aggregation and statistical disclosure control were recommended.  

Where marginal row or column totals were less than 5 we deleted or aggregated rows. 
This applied only to a small number of patients with missing data on age, gender or 
length of stay. Where pie-chart segments represented fewer than 5 patients we 
aggregated segments. To reduce the risk of deductive disclosure by differencing in 
cross-tabulations we presented percentages not counts, rounded to integers. There was 
only 1 table including a count of fewer than 5 (Table 11.1) where we felt that the benefit 
of reporting a single individual outweighed the (in this case negligible) risk that this 
information could be combined with other information to identify the individual.   
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18.5. Cross-tabulations and pie charts 

Data were analysed with Stata 12 (StatCorp LP, Texas, USA). In cross-tabulations we 
generally present column and row totals and row percentages. Due to rounding errors 
percentages in pie charts and tables may not always sum to 100%. 

Where the basic assumptions of the test were met (less than 20% of cells with an 
expected count of less than 5 and no cells with an expected count of less than 1), 
Pearson’s chi square was used to assess whether the differences in proportions 
observed in cross-tabulations were likely to be due to chance. A critical P-value of 
P<0.01 was used and when P<0.01 standardised Pearson residuals >|3| were used to 
identify the individual cells of the table contributing most to the chi square score 
(Agresti, 2002). Variance-weighted least squares was used to test for trend in cross-
tabulations with ordinal categorical variables (Sribney, 1996). 

18.6. Cumulative proportion plots 

Cumulative proportion plots, also known as ‘Kaplan-Meier’ or survival plots were used to 
illustrate patterns in length of stay and distance from residential address for census sub-
groups. Between-group differences in length of stay and distance from residential 
address were assessed by univariate log rank test (Bland & Altman, 1998). Multivariate 
Cox proportional hazards methods were not used as the underlying assumptions were 
not met by the data. 

18.7. Multiple logistic regression 

Associations between categorical variables were tested with a series of exploratory 
multiple logistic regression models. Dependent categorical variables were converted to 
a series of binary variables (e.g. stay length converted to stay less than 6 months, 
yes/no and stay length greater than 5 years, yes/no). Models were adjusted for possible 
confounders, and a complete set of model specifications and regression results is 
provided in an accompanying spread sheet. Effect sizes are expressed as odds ratios 
compared to a reference category, e.g. odds of stay length greater than 5 years for 
patients in acute learning disability compared to secure forensic beds. To control the 
likelihood of false positives from multiple testing in exploratory analyses a conservative 
Bonferroni corrected critical P-value of <0.0018 was used. The Bonferroni corrected 
critical P-value was obtained by dividing the conventional critical P-value of <0.05 by the 
number of independent tests performed, which was 28, to give 0.0018.  
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For the final 2 chapters – which focus on restrictive interventions and adverse events, 
and length of stay – we took a more hypothesis-based approach to building the logistic 
regression models, and so for those models we relaxed the significance criteria to 
P<0.01. 

18.8. Point prevalence of inpatient care for learning disability 

National and regional point prevalence estimates for inpatient care of people with 
learning disabilities were calculated separately for children and young people and 
adults. The numerators were the number of children and young people (n=161) and 
adults (n=3,089) reported to the census at midnight on 30 September 2013, overall and 
by government region.  

The denominators for children and young people were the numbers of school pupils in 
England with a statement of special educational needs or at school action plus with 
moderate, severe, or profound and multiple learning disability in January 2013, overall 
and by government region (Department for Education, 2013). The denominators for 
adults were the number of adults in England with a learning disability known to their GP 
in 2012 to 2013, overall and by former Government Office Regions (Health and Social 
Care Information Centre, 2013b).  

Byar’s approximation was used to calculate 95% confidence intervals for the prevalence 
estimates (Eayres, 2008).  

18.9. Concerning patient groups 

On the basis of all the analyses and interpretation described in the previous chapters 
we identified adult inpatients in 3 concerning groups for whom discharge into community 
care may be particularly problematic: 

1. Patients with long stays and/or nowhere to go: 

length of stay 5 years or more, or ready for discharge with no onward placement 
available, OR no recorded residential address, excluding those detained under Mental 
Health Act Part III with a restriction order. 

2. Patients with longstanding management concerns: 

length of stay 2 years or more and (frequent restraint or frequent seclusion or regular 
antipsychotic use without mental illness as a reason for admission). 

3. Patients detained under Mental Health Act Part III powers with a restriction order who 
cannot be discharged without Ministry of Justice approval  

We also looked at a fourth group, informal adults with stay lengths of 5 years or more, 
but this was a relatively small group (n=145) that was entirely contained within the ‘long 
stay and/or nowhere to go’ group. 
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The proportional Venn diagram was drawn using the ‘Euler3’ Java applet (Rodgers, 
Stapleton, Flower, & Howse, 2014).  
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20. Appendix III: census questions 

Question NHS DD 
reference 

Comments 

Patient registration information  
Q1. Full Name of 
patient? 

Patient name Full name of patient 

Q2. NHS Number 
of patient? 

NHS number NHS number of patient  

Q3. Provider 
organisation 
Code? 

Organisation 
code (code of 
provider) 

Your organisation’s code 

Q4. Organisation 
Code of 
Commissioner? 

Organisation 
code (code of 
commissioner) 

The commissioner’s code 

Q5. Full Post Code 
of last known 
home address of 
patient before 
admission to 
hospital? 

Postcode of usual 
address 

Full postcode of home address.  
(If the patient has not had a home address use (ZZ99 3WZ)) 

Q6. The full home 
address of the 
patient before 
admission? 

 Full home address of patient 

Q7. Gender of 
patient? 

Person gender 
current 

Note that ‘0 Not Known’ means that the sex of the patient has 
not been recorded. ‘9 Not Specified’ means indeterminate, ie 
unable to be classified as either male or female. 
National Codes: 
0 Not known 
1 Male 
2 Female 
9 Not specified 

Q8. Patient’s date 
of birth? 

Person birth date Patients date of birth is required in the following format:  
DD-MM-CCYY 

Q9. Patient’s 
ethnic category? 

Ethnic category National Codes 
White 
A British 
B Irish 
C Any other white background 
Mixed 
D White and black Caribbean 
E White and black African 
F White and Asian 
G Any other mixed background 
Asian or Asian British 
H Indian 
J Pakistani 
K Bangladeshi 
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L Any other Asian background 
Black or black British 
M Caribbean 
N African 
P Any other black background 
Other ethnic groups 
R Chinese 
S Any other ethnic group 
Z Not stated 
99 Not known 
 

Q10. How was the 
ethnicity 
determined? 

 Code as 
1 Self Assessed 
2 Staff Assessed 
3 Derived from other sources 
8 not stated 
9 not known 

Q11. What is the 
legal status of the 
patient on census 
day? 

Mental health act 
legal status 
classification 
code 
(amended to 
remove leading 
zeros) 

Code as 
1 Informal 

 
2 Formally detained under Mental Health Act Section 

2 
 

3 Formally detained under Mental Health Act Section 
3 
 

4 Formally detained under Mental Health Act Section 
4 
 

5 Formally detained under Mental Health Act Section 
5(2) 
 

6 Formally detained under Mental Health Act Section 
5(4) 
 

7 Formally detained under Mental Health Act Section 
35 
 

8 Formally detained under Mental Health Act Section 
36 
 

9 Formally detained under Mental Health Act Section 
37 with section 41 restrictions 
 

10 Formally detained under Mental Health Act Section 
37 
 

12 Formally detained under Mental Health Act Section 
38 
 

13 Formally detained under Mental Health Act Section 
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44 
 

14 Formally detained under Mental Health Act Section 
46 
 

15 Formally detained under Mental Health Act Section 
47 with section 49 restrictions 
 

16 Formally detained under Mental Health Act Section 
47 
 

17 Formally detained under Mental Health Act Section 
48 with section 49 restrictions 
 

18 Formally detained under Mental Health Act Section 
48 
 

19 Formally detained under Mental Health Act Section 
135 
 

20 Formally detained under Mental Health Act Section 
136 
 

31 Formally detained under Criminal 
Procedure(Insanity) Act 1964 as amended by the 
Criminal Procedures (Insanity and Unfitness to 
Plead) Act 1991 
 

32 Formally detained under other acts 
 

34 Formally detained under Mental Health Act Section 
45A 
 

35 Subject to guardianship under Mental Health Act 
Section 7 
 

36 Subject to guardianship under Mental Health Act 
Section 37 

 

Information on Admission  
12a. What was the 
legal status of the 
patient on 
admission? 

Mental health act 
legal status 
classification 
code 

Use the codes above 

Q12b. What is the 
start date of the 
legal status at 
admission? 

Start date (mental 
health act legal 
status 
classification) 

Start Date is required in the following format:  
DD-MM-CCYY 

Q13. Who is the 
referrer? 

Source of referral 
for mental health 

Code as 

 
primary health care 

A1 General medical practitioner 

A2 Health visitor 

A3 Other primary health care 
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Self-referral 

B1 Self 
B2 Carer 

 
Local authority services 

C1 Social services 
C2 Education service 

 
Employer 

D1 Employer 

 
Justice system 

E1 Police 
E2 Courts 
E3 Probation service 
E4 Prison 
E5 Court Liaison and Diversion Service 

 
Child health 

F1 School nurse 

F2 Hospital-based Paediatrics 
F3 Community-based Paediatrics 

 
Independent/voluntary sector 

G1 
Independent sector - Medium Secure 
Inpatients 

G2 
Independent sector - low secure 
inpatients 

G3 
Other independent sector mental 
health services 

G4 Voluntary sector 

 
Acute secondary care 

H1 Accident and emergency department 

H2 Other secondary care specialty 

 
Other mental health NHS trust 

I1 
Temporary transfer from another 
mental health NHS trust 

I2 
Permanent transfer from another 
mental health NHS trust 

 

Internal referrals from community 
mental health team (within own 
NHS trust) 

J1 
Community mental health team 
(adult mental health) 

J2 
community mental health team (older 
people) 

J3 
community mental health team 
(learning disabilities) 

J4 
Community mental health team (child 
and adolescent mental health) 

 

Internal referrals from inpatient 
service (within own NHS trust) 

K1 
Inpatient service (adult mental 
health) 

K2 Inpatient service (older people) 
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K3 Inpatient service (forensics) 

K4 
Inpatient Service (child and 
adolescent mental health) 

K5 
Inpatient service (learning 
disabilities) 

 

Transfer by graduation (within 
own NHS trust) 

L1 

Transfer by graduation from child 
and adolescent mental health 
services to adult mental health 
services 

L2 

Transfer by graduation from adult 
mental health services to older 
peoples mental health services 

 
Other 

M1 Asylum services 
M2 NHS Direct 
M3 Out of area agency 

M4 
Drug action team / drug misuse 
agency 

M5 Jobcentre Plus 
M6 Other service or agency 

 

Q14. Date that the 
hospital admission 
commenced? 

Start date 
(hospital provider 
spell) 

Date of admission to this hospital spell with this provider. The 
format required following format:  
DD-MM-CCYY 

Q15. What are the 
reasons for the 
patient’s admission 
at this time? 
 

 For 15 a, b, c, d, and e – only use code 2 once. 

Q15a. Reason for 
hospital admission: 
mental illness 

 Code as 
0 Not present or does not require hospital treatment 
1 Present and requires hospital treatment 
2 Main reason for patient currently being in hospital 

Q15b. Reason for 
hospital admission: 
learning disability 

 Code as 
0 Not present or does not require hospital treatment 
1 Present and requires hospital treatment 
2 Main reason for patient currently being in hospital 

Q15c. Reason for 
hospital admission: 
challenging 
behaviour 

 Code as 
0 Not present or does not require hospital treatment 
1 Present and requires hospital treatment 
2 Main reason for patient currently being in hospital 

Q15d. Reason for 
hospital admission: 
personality 
disorder or self-
harm or other 

 Code as 
0 Not present or does not require hospital treatment 
1 Present and requires hospital treatment 
2 Main reason for patient currently being in hospital 

Q15e Reason for 
hospital admission: 
autistic spectrum 
Disorder including 
Asperger’s 
syndrome 

 Code as 
0 Not present or does not require hospital treatment 
1 Present and requires hospital treatment 
2 Main reason for patient currently being in hospital 
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Q16. Is the patient 
receiving treatment 
authorised without 
their consent by a 
second opinion 
approved doctor 
under section 58 of 
the Mental Health 
Act? 

 Code as 
1 yes 
2 no 

Q17. Is the patient 
blind or does the 
patient have sight 
impairment? 

 Code as 
0 blind  
1 has a sight impairment 
2 neither 

Q18. Is the patient 
deaf or have a 
hearing 
impairment? 

 Code as 
0 deaf 
1 has a hearing impairment 
2 neither 

Q19. Does the 
patient have a 
learning disability? 

 Code as 
1 yes 
2 no 
9 not known 

Q20. Does the 
patient have an 
autistic spectrum 
disorder including 
Asperger’s 
syndrome? 

 Code as 
1 yes 
2 no 
9 not known 

Q21. Does the 
patient use a 
wheelchair or have 
mobility 
impairment? 

 Code as 
0 uses a wheelchair 
1 has a mobility impairment  
2 neither 

Q22. Patient's 
method of 
communication? 

 Code as 
0 spoken language 
1 sign only 
2 no spoken or sign 

 
Experience of care  
Q23. The number 
of times any of the 
following incidents 
have been 
recorded for the 
patient during the 
hospital spell or 
within the last 3 
months (if hospital 
spell is longer) - 
self harm? 

 Code as 
0 no times 
1 1 to 5 times 
2 6 to 10 times 
3 11 to 15 times 
4 16- to 20 times 
5 more than 20 times 
9 not known 

Q24. The number 
of times any of the 
following incidents 
have been 
recorded for the 

 Code as 
0 no times 
1 1 to 5 times 
2 6 to 10 times 
3 11 to 15 times 
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patient during the 
hospital spell, or 
within the last 3 
months (if hospital 
spell is longer) – 
accidents? 

4 16- to 20 times 
5 more than 20 times 
9 not known 

Q25. The number 
of times any of the 
following incidents 
have been 
recorded for the 
patient during the 
hospital spell, or 
within the last 3 
months (if hospital 
spell is longer) - 
physical assault on 
the patient? 

 Code as 
0 no times 
1 1 to 5 times 
2 6 to 10 times 
3 11 to 15 times 
4 16- to 20 times 
5 more than 20 times 
9 not known 

Q26. The number 
of times any of the 
following incidents 
have been 
recorded for the 
patient during the 
hospital spell, or 
within the last 3 
months (if hospital 
spell is longer) - 
hands-on 
restraint? 

 Code as 
0 no times 
1 1 to 5 times 
2 6 to 10 times 
3 11 to 15 times 
4 16- to 20 times 
5 more than 20 times 
9 not known 

Q27. The number 
of times any of the 
following incidents 
have been 
recorded for the 
patient during the 
hospital spell, or 
within the last 3 
months (if hospital 
spell is longer) – 
seclusion? 

 Code as 
0 no times 
1 1 to 5 times 
2 6 to 10 times 
3 11 to 15 times 
4 16- to 20 times 
5 more than 20 times 
9 not known 

Accommodation Information  
Q28. Is the gender 
designation of the 
ward in which the 
patient has been 
admitted to male 
only, female only 
or mixed? 

 Code as 
1 male only 
2 female only 
3 mixed 
9 not known 
 

Q29. If mixed 
ward, is there 
single sex sleeping 
area? 

 Code as 
1 yes 
2 no 
9 not known 

Q30. If mixed  Code as 
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ward, is there 
single sex bathing 
area? 

1 yes 
2 no 
9 not known 

Q31 If mixed ward, 
is there single sex 
day space? 

 Code as 
1 yes 
2 no 
9 not known 

Location Details   
Q32. Hospital site 
code where the 
patient has 
received 
treatment? 

Site code (of 
treatment) 

Small independent hospitals with only one location enter the 
hospital site code 

Q33. Hospital 
name where the 
patient has 
received 
treatment? 

 Full name of the hospital so that the location can be identified 

Q34. Postcode of 
the hospital where 
the patient has 
received 
treatment? 

 Postcode of the hospital 

Q35. What is the 
predominant 
service type of the 
ward? 

 Code as 
1 Mental Health 
2 Learning Disability 
8 other 

Q36. Intended age 
range of patients 
using ward? 

 Code as 
1 children  
2 working age adult  
3 old age 

Q37. What is the 
ward security 
level? 

Ward security 
level 

Code as 
0 General (non-secure)  

Non secure accommodation or 
accommodation that only has normal levels 
of security such as general wards 

1 Low Secure 
Low secure wards/units deliver 
comprehensive, multidisciplinary, treatment 
and care by qualified staff for patients who 
demonstrate disturbed behaviour in the 
context of a serious mental disorder and who 
require the provision of security. This 
includes (but is not limited to) Psychiatric 
Intensive Care Unit (PICU), low secure 
forensic services, challenging behaviour 
services, and secure rehabilitation services. 

2 Medium Secure 
Medium secure wards/units deliver 
comprehensive, multidisciplinary treatment 
and care by qualified staff for patients who 
demonstrate disturbed behaviour in the 
context of a serious mental disorder and who 
may present a serious risk to others. 
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3 High Secure 
High secure wards/hospitals provide 
comprehensive, multidisciplinary treatment 
and care by qualified staff for patients who 
demonstrate disturbed behaviour in the 
context of a serious mental disorder and have 
been assessed as presenting a grave and 
immediate danger to others. The Hospital 
must be part of an NHS Trust approved by 
the Secretary of State to provide high security 
psychiatric services. 

 

Q38. What is the 
ward type? 

(amended to 
remove leading 
zeros) 

Code as 
1 high, medium and low secure forensic beds 
2 acute admission beds within specialised learning 
 disability units 
3 acute admission beds within generic mental health  

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

 

Patient Details   
Q39. Was the 
patient subject to 
‘deprivation of 
liberty 
authorisation’? 

 Code as 
1 yes  
2 no  
3 applied for 

 
Q40. If yes, what 
was the start date 
of the ‘deprivation 
of liberty 
authorisation’? 

 Start date: the format required following format:  
DD-MM-CCYY 

Q41. On census 
day is the patient 
receiving any 
major tranquiliser 
class drugs (anti-
psychotics or 
atypical anti-
psychotics)? 

 Code as 
0 None 
1 regular 
2 PRN used at least once in the last 28 days 
3 Both Regularly and PRN - used at least once in the last 28 
days 
 

Q42a. Has the 
patient’s care plan 
been agreed with 
the commissioner 
of the 
placement/care 
manager? 

 Code as 
1 yes 
2 no  
 

Q42b Has the 
patient’s care plan 
been agreed with 
the relevant 
community clinical 
team? 

 Code as 
1 yes 
2 no 
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Q43. Details of 
patient's care 
plan? 

 Code as 
1 Currently not dischargeable because of mental illness  
2 Currently receiving active treatment plan, discharge plan 
not in place 
3 Working towards discharge to identified placement or with 
discharge plan in place 
4 Requires indefinite IP care because of behavioural needs 
5 Requires indefinite IP care because of physical needs 
6 No onward placement available, delayed transfer of care 

Q44. In the last 
year, there has 
been…… 

 Code as appropriate 
1 A shared review which involved an independent, face-to-
face assessment by a clinician from a relevant community 
clinical team  
2 Discussions with members of the relevant community 
clinical team in the last year, but not including independent 
clinical assessment 
3 Discussions with the placement Commissioner/Care 
Manager 
4 None of the above.  
 

Q45. What was the 
average weekly 
charge to the 
commissioner of 
the patient's 
placement? 

 Code as 
1 Under £1500 
2 £1500 - £2499 
3 £2500 - £3499 
4 £3500 - £4499 
5 £4500 - £5499 
6 £5500 – £6499 
7 more than £6499 
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