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Executive Summary 

The South Yorkshire and North Lincolnshire Transforming Care Partnership (TCP) is a 

partnership led by Jackie Pederson, Accountable Officer from Doncaster CCG, as the Senior 

Responsible Officer.  The TCP has developed our area plan to reduce our reliance on in-

patient specialist beds for people with learning disability.  The plan is written in response to 

Building The Right Support and the National Service Model, published in October 2015, 

which sets out the national vision to transform models of care and support for people with 

learning disability and autism.  It fully describes how the TCP will work collaboratively to 

deliver the 9 key principles of the BRS framework. 

 

In three years’ time, we will have: 

 Reduced the number of in-patient beds across the TCP footprint, to 10-15 beds. 

 Reinvested in new models of care, such as expanded crisis teams, greater use of 

personal health budgets and a more coherent response to offender and forensic 

health. 
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 Developed a coherent engagement strategy to ensure that service users and their 

families are genuine co-producers of models of care. 

 Development of the workforce, not just for statutory services, but also supporting the 

independent and private sector to access training across the system. 

We recognise that there are gaps in our ability to fully articulate across the TCP exactly what 

we will change and by when at this early stage.  However, we have set out our high level 

aspirations and early assessment of what needs to change.  

We will therefore in the first instance: 

 Continue to identify and analyse key commissioning and population data 

 Set out plans to continue to scope and develop our plans across the foot print to 

support those who have complex and challenging needs. 

 Engage further with stakeholders particularly service users, carers and their families.   

 Articulate how we intend to engage, consult and inform those with a vested interest in 

growing out of hospital care and life long support. 

 Identify areas for investment, opportunities for de-commissioning and  co-

commissioning 

 Develop services and pathways with experts by experience – co-design and 

coproduction with service users, carers and families 

It should be recognised that this plan is being written at the time of financial constraints and 

with some uncertainty, therefore the success of the plan requires a collaborative approach of 

the partner Clinical Commissioning Groups (CCG) and the Local Authorities (LA) 

However, the TCP are committed to the purpose of this joint Delivery Plan by ensuring that 

people in our localities experience the right care, in the right place and as quickly as 

possible.  Most of all is that the care they receive has their wellbeing at the centre and that 

they are included in the decisions that are made about their future. 

Aims and ambitions of the plan 

We have been set the challenge to remove the need for permanent hospital care for people 

with a Learning Disability, people with complex and challenging care needs and/or Autism by 

March 2019.  Our plan sets out how we aim to achieve reducing the need for hospital beds 

whilst moving to a more proactive community based care model, which is in line with 

Building the Right Support core values and principles.  Our planning assumptions are 

grounded in an in-depth capacity and demand review, pan-footprint health needs 

assessment and in consultation with service users and their family/carers to ensure that our 

services are developed and designed in partnership with those who have expert experience. 

It is accepted that we will need access to some in-patient provision to manage complex 

behaviour when this has become difficult to manage without a hospital environment, but this 

will be planned, short-lived and discharge planning will start at the beginning.  In line with our 

TCP footprint area of just over 1 million population we plan to commission no more inpatient 

capacity than is required and in line with the national guidance as follows: 

 10-15 inpatients in CCG-commissioned beds (such as those in assessment and 
treatment units)  
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We will also work with our NHS England Specialist Commissioning Team to design care in 
the community, both as individual areas, but also with the help of co-production and co-
commissioning, to reduce the need for specialist beds as follows: 
 

 20-25 inpatients in NHS England-commissioned beds (such as those in low-, medium- 
or high-secure units)  

This is an implementation plan and it will follow an iterative process.  The outline plan is 
creative and ambitious, but is based on our local and collective understanding of the 
changing needs and requirements of the people we are aiming to support now and in the 
future.  It has the full engagement of lead clinicians, including primary care to co-design the 
care pathways.  We will work with local providers to influence their future business plans and 
with Local Authorities’ housing strategies to ensure that we collectively develop a market 
position statement that fully outlines our future requirements so we can attract the right 
housing providers.  Most importantly, we will be working to develop children and young 
people services in collaboration with the Children’s Transformation Plans to prevent any 
unnecessary out of area placements. 

Our plan places a strong emphasis on ensuring the understanding of the needs and 
aspirations of people with a Learning Difficulty/Disability and/or Autism, their families and 
carers.  Therefore our main ambition will be to work collaboratively with people with Learning 
Difficulties/Disabilities and their families from the first step and will therefore follow the 
national principles of engagement. 

Understanding the current position and meeting the Target 

Since Winterbourne View and the Transforming Care for people with Learning Difficulties 

guidance, commissioners have a greater understanding of the number of people who they 

buy care for and who are out of authority.  

The following table shows the predicted South Yorkshire and North Lincolnshire TCP bed 

reduction trajectory to be delivered over the next three years. 

 Total number of inpatients 

31/12/2015 31/03/2016 31/03/2017  31/03/2018 31/03/2019 

CCG commissioned 

patients 

 

39 

 

49 

 

32 

 

23 

 

15 

NHS England 

Specialised 

Commissioned 

patients 

 

35 

 

36 

 

32 

 

30 

 

26 

All inpatients 

originating from TCP 

population 

 

74 

 

85 

 

64 

 

53 

 

41 
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 NHS England Funded Placements SY & NL Funded Placements 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
The priority will be to identify those who have been in a hospital bed for 5 years and over 
and work to transfer them into appropriate, safe environments with the right support that will 
enable to live as independently as possible  
 
 
 
 
 
 
 

   

                  

           

 

                         
 
Number of SY&NL people with a learning 
disability + /or autism in an inpatient bed 
(Mental Health or Learning Disability)  

 

 

                

 
 
 
Number of SY&NL people with a learning 
disability + /or autism in a secure bed (Mental 
Health or Learning Disability) 
 

  

 

 

 

         
Number of people in a hospital bed for over 
five years  

 
 
 

 
Number of people in a hospital bed for over 
five years  
 
   

In order to meet the number of beds required over the next 3 years, the TCP will need to 

develop enhanced and comprehensive community support and at the same time, grow and 

develop the market so it is responsive to meet the needs 

 
   

 

 
 
         

Number of beds required to support people in 
the community  

 
 
 
 

 
Number of beds required for specialised 
commissioning 
 

 

Delivering the South Yorkshire & North Lincolnshire Service Model 

The service pathways developed across our area will start with the person and their 

family/carers.  We believe that health services should only be needed if the support for 

people living in the community alters or breaks down.  Therefore the emphasis on service 

development across the TCP will be in line with the national service model.  This will hinge 

on proactive care planning, ensuring that all partners who are involved in the delivery of the 

support package understands their role and responsibility and has the capacity and 

capability to meet the care needs of the person. 
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 Supporting independence that enables choice and control for the individual about how 

they will receive their support  

 Access to mainstream services to support general health and wellbeing – access to 

good health reviews and proactive health action planning 

 Crisis response and early intervention to prevent crises from happening - enhancement 

of Learning Disability Community Teams to provide responsive support and reducing the 

need for a hospital bed.  

 Building on the work of the Crisis Care Concordat so that the police and ambulance 

emergency services can de-escalate a crisis by having direct access to the Intensive 

Support Teams 

 Support for families and carers to prevent breakdown in care.  This will include training 

for families and carers 

 Sharing information across health and social care.  The care plan needs to be clear and 

include input from the team around the person.  The role of the TCP will be to support 

information sharing arrangements across health and social care so that care is co-

ordinated not impeded by blocks in information sharing. 

 Using the information we gather at Care and Treatment Reviews (CTR), looking at 

themes and trends to understand how care placements failed and to inform what 

services we need in place to facilitate early intervention 

The model will be developed with the following priorities which will shape the services and 

care pathways: 

Local Priority 1: Early Intervention and Crisis Prevention 

Local Priority 2: Intensive Support Team / Complex care behaviour 

distress pathway – this will include working with criminal 

justice services and other agencies for those co-

morbidities 

Local Priority 3 Intermediate Care Model in the Community – access to 

step-up/step-down provision working in partnership with 

the Intensive Community Support Team. 

Local Priority 4: Acute Liaison 

Local Priority 5: Advocacy 

Local Priority 6: Communication techniques, sensory profiling 

 Local Priority 7: Further market development 

 

To support the delivery and implementation of the South Yorkshire and North Lincolnshire TCP plan’s 

delivery a number of change work streams will be developed.  As the four footprint areas are at different 

stages within the transformation process the application of these work streams may differ across the 

footprint with some operating across the full footprint whilst others may have a particular focus at a local 

level. The change work streams will be delivered through an infrastructure which enables the good practice 

and learning from each area to be shared across the footprint. 
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Key change work streams 

 Children & Young People Transformation Plans – There are existing work streams to deliver the 
children and young people plans. The leads from each area will engage with their local work stream 
AND Children Commissioners, education and CAMHS will form part of the membership of the South 
Yorkshire and North Lincolnshire TCP Operational Board.  There will be a Board to Board Workshop 
session planned for later this year to provide a forum for strategic service planning between the TCP 
Board and the Children’s Commissioning Board members from each area.  This workshop will focus 
on: 
 
 Early intervention and prevention 
 Development of Universal Services  
 Improving Access to early support and family intervention 
 Transition to Adult Services 

 

 Care Pathway development (Hospital & Community) - This change work stream will undertake a 

review of the current hospital and community provision currently commissioned across the footprint.  It 

will explore the current profile of those people with a learning disability and /or Autism within a hospital 

bed (ATU, Locked Rehabilitation and Secure services) to better understand their needs, reason for 

admission and to look at how alternative community provision could be developed to prevent 

inappropriate admissions. It will also establish robust CTR and ‘At Risk Register’ processes across the 

footprint, review current commissioning arrangements, work with partners to strengthen Crisis 

Pathways across the footprint, improve forensic step down and complex patient pathways.  

 

 Community Support and access to general medical services and help 

 People with a learning disability and/or Autism will experience similar access to services as the 

general population.  The Community Learning Disability teams will facilitate this access by supporting 

staff to make reasonable adjustments to cater for those with a learning disability and/or Autism, 

including implementing the principles of positive behavioural support. Particular mainstream services 

that will be supported to make these reasonable adjustments include: 

 Education, training and employment services 

 Working with Primary care to develop enhanced pathways for people with complex and challenging 

needs 

 Physical healthcare services and mental health services, including primary care 

 Services that prevent or reduce anti-social or offending behaviour 

 Liaison and diversion schemes to enable people to exercise their rights and/or where appropriate 

diverting people to appropriate support from health and care services 

 Mainstream forensic services 

 Dental care 

 Generic housing services 

 Settled accommodation options including home ownership or security of tenure 

 Substance (drugs and alcohol) misuse services 

In the new model there will be a stronger emphasis on the support available from communities and 

networks, both community networks that are of interest to the whole population, and peer support 

networks around those with a learning disability and/or autism and their family carers. 

 

 Workforce development and Training & Education – Sir Stephen Bubbs report, February 16, “Time 
for Change: the Challenge Ahead” gives us a challenge to develop a strategic approach to workforce 
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development across education, health and social care for adults and children.  

We recognise that across our TCP that extra members of staff will be needed if the majority of people 

are to be moved from inpatient settings and supported in community-based services.  This is a 

challenge to clinical provision, managerial, leadership and front line staff across the full range of 

statutory, private and voluntary sector provision.  We acknowledge this as a potential increase of at 

least 8% based on national workforce figures.  Additional capacity will need to be provided to address 

the development of proactive and preventative community interventions as an alternative to 

admission, including for children and young adults.  We will therefore develop TCP Footprint 

Workforce Development Plan.  The implementation of which will be done in partnership with the 

Independent and Private Sectors.  We will look at innovative approaches of sharing access and 

delivery of the training programmes across all sectors and develop Provider Networks to support on-

going skills development. 

The development of community based Crisis Teams and teams with skills around forensic and 

offender health in addition to behaviour that challenges is a key priority, with the relevant workforce 

plan in place to train and develop these skills.  

However, this function across the TCP will need to be delivered concurrently with the development of 

similar skills within support provider organisations, so that competent providers with enhanced skills 

around supporting people with complex needs are available to work within a “symbiotic relationship” 

with clinicians, when required, to best support people with complex needs in the least restrictive 

environment. 

This “symbiotic relationship”, where expert providers, work collaboratively with clinical and other 

expertise in an agreed model of care underpinned by Positive Behaviour Support will aim to reduce 

dependence on the need for a crisis response by having collaborative proactive care plans in place to 

support individuals in community settings. 

We recognise that the key to ensuring that support providers have their own in built skills, expertise 

and an agreed model of service delivery is to specify this through an enhanced skills contract. This will 

help to create a resilient and capable community-based workforce, working in collaboration with 

clinical expertise. 

People with learning disabilities and their families are critical in building in the insight, empathy and 

compassion into development of this skilled market of support providers. 

We also recognise that the development of the skills of families, carers, siblings and people with 

learning disability themselves is a major part of delivering competent communities, who can support 

the needs of people with behaviours that challenges, autism and mental health conditions. 

We recognise the opportunities that integrated commissioning and Better Care Fund agreements 

provide us, in addressing workforce development across health and social care bodies, as well as 

across the voluntary sector and working collaboratively with family carers. 

We see that workforce development is the key to developing the “proactive development of supportive 

environments” based on Positive Behaviour Support, as identified by Sir Stephen Bubb. 

Positive Behavioural Support (PBS)  

We will utilise the PBS Coalition’s Competency Based Framework for PBS, as our standard tool, until 

further national guidance is available. 

We have identified a proposal by one of our main NHS providers to develop a PBS Academy across 

the region.  We will explore this model as part of our workforce development plan.  This will enable us 

to develop an interim local accreditation for PBS training courses, and a network of support and 

monitoring of PBS practitioners.  This supports the “symbiotic relationship” that we have described 
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above, relating to developing “proactive development of supportive environments.” 

 

This change work stream will deliver a workforce development programme across the footprint to 

underpin the transformation programme.  A workforce development plan will be developed which will 

operate at both a footprint and local level.  It will build upon the good practice already established in 

the footprint, such as expert by experience autism awareness training as well as identify the new 

workforce development requirements which will emerge through the implementation of the 

programme.  All staff will be trained and experienced in supporting people with behaviours that 

challenge, and have an appropriate, evidence-based, range of responses to meeting people’s needs 

and addressing challenging behaviours to ensure seamless care and support. In particular staff will be 

able to deliver proactive strategies to reduce the severity and frequency of behaviour that challenges, 

such as positive behavioural support (PBS) including person-centred ethical reactive strategies where 

behaviour poses a threat to the person or those around them. This will have a significant and positive 

impact not only on the individual but also on their care team, developing practical skills and resilience.  

 

 Engagement - Central to the successful delivery of the South Yorkshire and North Lincolnshire TCP 

plan will be the ability to work in partnership with people with a learning disability and/or autism, their 

families/carers and other key stakeholders to deliver the transformation plan.  Work will be undertaken 

to develop an engagement and communication plan which operates both across the footprint and at a 

local level.  In the development of this plan consideration will be given to ensure that information is 

produced in an appropriate format in line with the Department of Health’s Accessible Information 

Guidance. 

 

 Quality, Commissioning and Finance – Central to the delivery of this programme will be changing 

the way in which services have been traditionally commissioned and delivered.  This will require the 

health and social care commissioners, people with a learning disability and/or autism, their carers and 

other key stakeholders to use the resources already available in different ways, such as through co-

commissioning, personal health budgets, decommissioning some services to enable the 

commissioning of new services.  This change work stream will take a whole system approach to how 

in the future services can be commissioned and funded to provide a less hospital reliant more person-

centred approach. 

In conclusion, the evidence base is clear that the success of delivering cohesive and 

comprehensive care for people with Learning Disability, complex needs and/or Autism, 

depends on a wide range of commissioners, services and services providers coming together 

to centre around the individual.  While the NHS has a fundamental role, it cannot independently 

transform care or deliver the outcomes required to enable people to live healthy fulfilling lives.  

This collaboration is essential and the development of the Foot Print Model for Transforming 

Care will be the vehicle to deliver the models we aspire to.   

The next 3 years will be exciting and challenging.  The South Yorkshire and North Lincolnshire 

Transforming Care Partnership are willing to meet that challenge and are looking forward to 

working in partnership with our service users and carers to design and deliver good quality 

services in the future. 
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