
non-pharmacological advice, and assessing the side
effects of drugs.

Ambulatory blood pressure monitoring
The role of 24 hour ambulatory blood pressure

monitoring is being evaluated.25 At present it has little
place in routine management, largely because of costs
and the absence of long term prognostic data. It is used
in specialist centres in the assessment of borderline
hypertension and "white coat" hypertension.2627

Stopping treatment
Patients (usually with mild hypertension) whose

blood pressure is consistently within the target range
and in whom there is no evidence of target organ
damage may have their doses of antihypertensive
drugs reduced with careful monitoring. In some
patients drug treatment may be withdrawn. Non-
pharmacological measures should be continued
indefinitely. Subsequent regular long term blood
pressure monitoring is mandatory.
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For the past decade patients with learning disabilities
living in long stay mental handicap hospitals have
been resettled in the community. Local authorities
have also taken on the care of new patients who
would once have been long stay residents. The
imperfect data that are available suggest that in
England about half the residents in mental handicap
hospitals in 1981 are now the responsibility of local
authorities; the figures for Wales and Northern
Ireland are 38% and 330/0. Data on revenue suggest
that the savings to the health service are much less
-perhaps 90/o in Northern Ireland and 3.6% in
England, although there have also been capital gains
through the sale of hospitals. Existing methods of
transferring money from health to local authorities-
joint finance and "dowries" for individual patients
-do not seem adequately to have compensated local
authorities. Moreover, as patients still to be trans-
ferred are more severely disabled local authorities
will require larger sums-about £26 000 per patient
per year plus £39 200 in capital. If the government
chooses not to transfer these resources from health
authorities it will be switching funds away from
learning disabled people to other care groups.

Department of Health figures show that over the past
decade the number of residents of hospitals for people

with learning disabilities has substantially declined.
This reflects a progressive transfer of responsibility for
the care of these people from health authorities to local
authority social services departments. This transfer
has been government policy since 1959.1 Desirable as
such a transfer might be, if it is to work the money for
the care of these clients needs to follow them. We look
here at some new information about how much of the
burden of care has shifted in the past decade and how
much of the funding has followed.
Two new sources of information have become

available. Detailed evidence about the City of West-
minster and the Royal Borough of Kensington and
Chelsea has been collated by the academic department
of public health and epidemiology at Charing Cross
and Westminster Medical School, where two of us
(RDTF and JR) have recently studied the register of
the learning disabled people of the two boroughs
covering the past eight years. National data come
from responses to a series of written questions to the
four secretaries of state with responsibility for the
British health service, put down in the last weeks of the
old parliament by the then Liberal democrat health
spokesperson, Charles Kennedy MP.2
The information is incomplete and comes in an

imperfect format, and we have had to make several
assumptions in analysing it. Nevertheless, in view of
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the importance of the subject to a particularly disabled
group we thought that the present, imperfect analysis
was worth presenting.

How many people have been transferred?
By 1991 the number of inpatients in mental handi-

cap units in England had dropped to 22 000, a fall of
just under half the 1981 figure. In Wales and Northem
Ireland the decline was less, 38% and 32% respectively
(table I). Some of these hospital residents had died, and
others had been resettled in community based accom-
modation.
There is no evidence that the overall number of cases

of learning disability per thousand population declined
over this period. Fryers suggests that there was a rise in
the number ofnew cases in the early 1960s with a fall to
previous levels in the early 1970s.3 This would give an
increased adult caseload in the forthcoming decade. In
addition the life expectancy of Down's syndrome
sufferers is known to have increased. It is thus
reasonable to suppose that each person with leaming
disability dying in hospital has been succeeded by at
least one new person, no less disabled, who has not
entered long stay hospital care. Indeed, the assumption
of one successor is probably an underestimate.
The Kensington and Westminster figures show an

annual death rate of 2 4% for residents of mental
handicap hospitals. Applied to the figures presented,
which cover the 9 years 3 months from December 1981
to March 1991, this would give a total decline in the
inpatient population of 20-1%. (The figure is slightly
less than 9 25x2 4 since a steady percentage decline
produces a declining baseline.) Given the annual
numbers of residents of mental handicap hospitals in
England, Wales, and Northem Ireland, this suggests
annual average resettlement rates of about 4-7%,
2-75%, and 1.75% respectively. Table I shows esti-
mated numbers of deaths and resettlements in 1981-90
in each part of the United Kingdom based on these
figures.

TABLE I-Numbers of residents in mental handicap hospitals, 1981
and 1990, and implied net departures from hospital over the decade
with estimated numbers ofdeaths and resettlements

England Wales N Ireland

No of residents in:
1981 43 019 2153 1737
1990 22 117 1335 1185

Implied No of net departures: 20 902 818 552
Deaths 7 041 382 320
Resettlements 13 861 436 232

TABLE II-Capital resources
ansingfrom sales offormer
inpatient mental handicap units,
1981-1990

England Not available
Wales 319 800
Scotland 1 484 500
Northern Ireland 840 000

Such a projection assumes that the death rate
among residents of mental handicap hospitals from
Kensington and Westminster broadly reflects the
national picture. There are no data available to support
or contradict this assumption. The individuals con-
cerned are mostly people who have lived in hospital for
several decades. Thus the institutional framework of
the hospitals would probably minimise other factors
that might affect their life expectancy. In this respect
there is no reason to believe that the hospitals serving
Kensington and Westminster are exceptional. It is
possible that admissions to mental handicap hospitals
may have declined earlier in this area than in other
parts of Britain, giving rise to a current patient group
which is on average older than the national patient
group. This would be expected to give them a higher
death rate. However, this issue is important only to the
question of how much of the transfer of care has
happened by death and succession as opposed to
resettlement. It does not affect the estimate of the scale
of the overall transfer.

How much has the health service saved?
Of the government departments questioned, only

the Northem Ireland and Welsh offices produced
figures on the level of revenue spending in mental
handicap hospitals over the period. The figures for
Northem Ireland illustrate that savings have not been
in proportion to the reduction in the numbers of
patients. Between 1981 and 1990 the number of
inpatients fell by 32% from 1737 to 1185. The total
revenue budget, however, fell by only 9% from L23-4m
to £21 3m, representing an increase in the annual cost
per resident of333% from £1 3 500 per person to £1 7 900
per person. (All figures at constant 1991 prices.)
Department of Health figures given to the House of

Commons Social Services Select Committee indicate
that for England the savings have been even less.4
Between 1979 and 1989 the number of inpatients fell
by 40% from 45 419 to 27 700. This was accompanied
by a fall in revenue spending (at 1988-9 prices) of only
£22-2m or 3-6%, from £608 3m to £586- Im.
There are two likely explanations for the failure to

achieve substantial savings by this stage. Firstly, many
of the costs of running a hospital cannot be recouped
until the whole hospital is closed (the "fixed" costs).
Secondly, the first patients discharged were probably
the least disabled,5 so it would not have been possible to
make proportionate reductions in nursing staff.

Information about the scale of capital resources
liberated was more readily available and is summarised
in table II. The parliamentary answers giving these
figures indicated differences in the method of alloca-
tion of these resources. In Wales all the proceeds were
said to have been used for the same care group. In
Scotland one fifth went into the central Scottish health
service capital programme and the remainder to the
health board concerned. Some boards chose to use
these funds for projects for people with learning
disabilities; others did not.

Transfer ofresources
Money has been transferred from the health service

to local authorities in two ways-through joint finance
and dowries. Joint finance money was first allocated in
the late 1970s as "pump priming" for new community
care projects. Some, though it is not clear exactly how
much, has been used for work with learning disabled
people. However, for each project this revenue subsidy
is of limited duration, usually only three years. At the
end of that time the local authority is expected to take
up the funding commitment from its general funds.

In the middle 1980s the mechanism of "dowry"
payments was developed. Capital dowries were single
payments made at the time individuals were dis-
charged into the care of the local authority. Revenue
dowries were initially intended to be paid annually
thereafter with no limit of time: they would continue
after the death of the discharged person and thus would
recognise that natural replacement was occurring. An
early North West Thames region policy statement on
dowry arrangements concluded that the amount
should be £20 000-30 000 capital plus an average of
£11 000 a year for each transferred patient (more or less
depending on the degree of disability).6 At 1991 prices
this would equate to £26 100-39 200 capital plus
,14 400 revenue. The revenue dowry figure assumed
that the individuals would be housed in homes pro-
vided by the independent sector and thus be able to
draw on substantial social security payments such as
the board and lodging allowance. The dowry payments
were for top up payments the local authorities would
have to make to cover the shortfall between the benefit
and the real cost and to fund the additional local
facilities, such as day centres, which would be needed.
For new transfers from patients still in hospital,

BMJ VOLUME 306 10 APRIL 1993988

 on 27 A
pril 2024 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.306.6883.987 on 10 A
pril 1993. D

ow
nloaded from

 

http://www.bmj.com/


North West Thames region is now prepared to pay a

higher revenue dowry rate of C23 000-29 000 a year.
This reflects the more extensive disability levels in the
remaining patients.
Only the English Department of Health provided

figures about the scale of transfer payments. (In Wales,
joint purchasing groups have been set up, and in
Northern Ireland health and social services funding is
administered by dual purpose boards, so formal trans-
fer of funds is not necessary.) Total transfer payments
in England amounted to J6-6m in 1988-9 and f12.3m
in 1989-90. At a rate of §14 400 per person, if all this
were revenue funding, it would cover about 850
individuals. Table I suggests that over the decade local
authorities in England have, by a combination of
resettlement and succession, assumed responsibility
for about 25 times that number. Dowry payments of
JC 14400 a person should thus amount to a little over

/§300m for England.
If capital had been transferred with each patient on

the scale suggested by the North West Thames policy,
this would have amounted to a further series of single
payments which, assuming all those transferred were

at the "cheap" end of the spectrum, would have
totalled I472m. Probably much of this would have
gone to specialist housing associations.

In its recent discussion of the progress towards
community care, the Audit Commission considered
the extent to which local authorities have increased
their spending on people with learning disabilities over

the past decade.' They found a figure for 1989-90
which was about £150m higher than that for the year
1979-80 (at 1989-90 prices). Since this would not
include the pump priming money available through
joint finance, it would seem that the figure of C1 1 000

per individual is a reasonable reflection of the new

spending commitment local authorities have taken
over with the first group of learning disabled people to
be transferred.

Unfortunately no good data are available on how
local authon'ties are spending this money. Research has
been commissioned by the Department of Health on

this point, but as yet no results are available.

Conclusion
Over the past decade, by a combination of resettle-

ment and death and succession, local authorities in
England alone have assumed responsibility for nearly
21 000 people with severe learning disabilities, nearly
half of those who would formerly have been residents
in mental handicap hospitals. If the earlier, lower
dowry payment had accompanied each transfer, the

total gain to local authority budgets would have been
about J300m. The transfer has not achieved a propor-
tionate saving to the health service, costs for England
having reduced by only around C22m. In the most
recent year for which figures are available, local
authorities received just over £12m in the form of
dowry and a further, probably small, amount as time
limited joint finance.

It used to be argued that care in the community was
cheaper than care in hospitals. Recent research from
the personal social services research unit makes it clear
that this is not the case for patients with learning
disabilities.8 Indeed, the cost of providing community
based care is about 17% higher than that of the old
hospital services.

Transfer of the remainder of the hospital residents is
likely to make greater financial demands on the
receiving authorities as the group so far resettled
appears to have been predominantly the younger, less
disabled members of the original hospital population.
These conclusions must be tentative because the

data sources are poorly developed. The difficulty
ministers had in answering comparatively straight-
forward questions is eloquent testimony to the
inadequacy of current systems. Within the health
service the new Korner systems go some way to
answering this problem, but producing data that
straddle health and social services authorities, essen-
tial to planning for this care group, remains difficult.

It is a great tribute to local government that it has
achieved so much diversion of funds to this new area of
responsibility, particularly as local authority finance is
currently characterised by tight constraints on total
budgets. Authorities are unlikely to be able to divert
further substantial resources to take up the care of
people with learning disabilities. What new money can
be found in the near future is likely to be committed to
picking up the funding of existing projects currently
receiving joint finance.

If the government wants transfer of care to proceed
local authorities must be allowed the resources to meet
the cost. This funding should be considered in two
parts: that which relates to the part of the caseload
already transferred and that which relates to the
remainder.
The transfer of revenue to local authorities is only

around half what has actually been saved. This dowry
money relates to only a few of the resettled patients.
With regard to the element of the caseload transferred
through death and succession there has been no
transfer, even of those resources which have already
been liberated.
The multiple disabilities of the remaining hospital

residents suggest that the new spending demands they
will make on local authorities will substantially exceed
the cost of the first half of the transfer. A figure of
around C575m (or C26 000 the middle of the current
North West Thames range for each remaining
patient) would seem to be realistic for England. This
should be funded as a new element in local authorities'
standard spending assessment, although the govern-
ment might wish in the first instance to ring fence it.
Capital resources will also be needed. These could be
made available through local authorities or through the
Housing Corporation. The uprated North West
Thames estimate of C39 200 of capital per severely
disabled patient would suggest a sum of about £867m
for the whole of England, phased over the remainder of
the resettlement period, which could be a further
decade or more.

In the longer term all the revenue element should be
saved by health authorities, and the old hospital sites
will be available for sale. The government may choose
to leave these resources with the health service. If it
does this would constitute a choice to switch resources
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away from the learning disabled to other care groups.
For parents in their 70s and 80s, still caring for their
often very disabled offspring, this can only make
matters worse. Without a funding package of a new
order of magnitude, their outlook, along with that
of school leavers with learning disabilities, will be
increasingly bleak.

We thank Charles Kennedy MP and Dr Tad Baecker for
their help in this study.
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Countdown to Community Care

Helping disabled people-the user's view
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The main needs for most people with physical
disabilities are housing and help with daily living.
Thus, many of them will find the new emphasis on
social aspects of community care particularly
relevant. Peter Swain is a disabled man who leads a
project in east Devon which ensures that disabled
people have a voice in helping to shape the services
they need. In this article he explains how the project,
Living Options East Devon, works and how the new
legislation for community care might affect disabled
people.

All disabled people would get a good deal if unlimited
funding were available for community care. They
would have individual assessments of need to identify
care packages and equipment required for independent
living. Care managers would have the satisfaction of
working in a system that allowed them to solve
problems and use the skills they had learnt during
training. Until recently, the strong Swedish and
Danish social welfare systems offered such services
with few cost constraints.'

But our new world of community care is cash
limited. Clearly, priorities will have to be set and only
the most pressing needs will be met. People with
physical disabilities have certain key priorities for care
(see box), the most basic of which is somewhere to
live.

Special housing
Without suitable housing, community care for dis-

abled people is doomed to failure. But the govem-
ment's initial publications on the reforms did not
mention housing. Subsequent documents highlighted
the need for and lack of adequate "special needs"
provision. New building programmes for disabled
people have been reduced substantially2 and the avail-
ability of suitable rented accommodation was deci-
mated in the 1980s by the policy that gave council
tenants the right to buy their homes.
The lack of housing is lamentable, given the growing

numbers of people who have long life expectancy but
severe disability after surviving accidents. There are
also many more young people who now hope to live
independently in the community, rather than in insti-
tutions or their parents' homes, after passing through
special education. Expectations are growing constantly
and packages of care must begin to match them.

Care packages
There is nothing new about care packages. They

have been used for years by a few disabled people, but
often at huge cost. The concept of care management is
not new, either. A similar job has been done for years
by good home care organisers who know their patches
and can mobilise swiftly a range of services to meet a
variety of needs. The reforms simply identify and
formalise this role.

Clearly identified care managers could make the
process of referral relatively straightforward, predict-
able, and quick. Effective referral should take into
account clients' views on services, and this will depend
on good, up to date information on what is available so
that clients can make informed choices. Social services
departments must ensure that such information is
readily available. They must also decide on realistic
minimum standards and time intervals for responding
to referrals, setting up assessments, and initiating
packages of care.

Assessment should be a joint exercise, with disabled
people and, when appropriate, their carers participat-
ing. They will be in the best position to ensure that
their other essential needs-access, mobility, and
opportunity are provided for along with housing and
domiciliary support. These "value added" factors open
the way to further and higher education, employment,
personal relationships, and all those other things that
contribute to an acceptable quality of life. Ignoring
these factors during assessment would reduce con-
siderably the potential benefits of the new system and
would leave many disabled people unfulfilled and
unnecessarily limited.
Thus, good holistic care management could help the

overall development of disabled people's potential.
Some people might want to act as their own care
managers, although they would probably need training
to acquire the skills needed to employ and organise
teams of care staff.
As well as providing for clients' basic needs and

potentials, care packages must be responsive, flexible,
and reliable (see case study 1). Whenever possible a
single agency should provide the bulk of care. This
approach is less intrusive for clients, cheaper to
provide, and less bureaucratic to administer than a
multiagency package.4 When many services are
provided, they must be coordinated properly-having
staff stacking up at the door waiting to do the next job
is almost as frustrating as having no one tum up.

Finally, what about the frustrations of the care
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