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FORWARD: ASHOK ROY 
 

A career as a psychiatrist working in the field of Intellectual Disability offers doctors a unique range of 

opportunities to provide treatment, help and support to a disadvantaged section of society, to innovate 

and develop services, to carry out research and to develop leadership roles within services and across 

systems. 

There have been changes in the perception of medicine as a career as reflected by worsening recruitment 

and retention levels. This trend has been replicated in ID Psychiatry with negative consequences for 

people needing services. Kent, Surrey and Sussex have had a disproportionately negative outcome due to 

a number of historic reasons such as loosening ties with London training networks and thus not being 

able to develop local training opportunities and “grow” their own psychiatrists 

This report summarises a unique initiative that provides the local context for the current situation and 

using a number of qualitative methods using interviews, workshops and conferences involving local and 

national leader has developed a range of practical recommendations pertaining to recruitment, training 

and retention. 

These include provision of high quality and exciting exposure to people with ID and their families and 

carers, to services accompanied by opportunities for participation in audit, service improvement and 

research and reorganising training. Organising training across broader and more sustainable geographical 

areas, provision of joint training and exposure to ID psychiatry or specialties are other possibilities which 

should be tried. The authors make an urgent case for looking at novel workforce solutions in the face of 

increasing demand for equitable health care for a section of the population which is still characterised by 

high levels of morbidity and premature mortality. 
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EXECUTIVE SUMMARY 
 

 

Changing legislation and an increased focused on learning disability and wider neurodevelopmental 

conditions, for example in the NHS 10 year plan, alongside ongoing evidence of mixed levels of care 

highlighted in identified situations of abuse, for example Whorlton Hall, highlighted the need for ongoing 

specialist services for people with intellectual disability. Despite this, recruitment and retention and 

training of Medical Consultants within the KSS region has been absent. It is the only region in the UK not 

to have a higher specialist training scheme, partly due to historical links with London. The increased 

potential demand in this area alongside an ageing population and growing wider neurodevelopmental 

understanding offers challenges and needs not previously highlighted. 

 

This project was to understand and evaluate the need for ongoing Consultant Psychiatrist in ID as well is 

identify possible other workforce solutions and provide some options going forward. Combination of 

interviews with selected individuals as well is a one-day conference was designed to gather information 

alongside a broader review of published literature to guide recommendations.  

 

Four broad themes were identified from the qualitative interviews. These were , 

 

Theme 1:  Good experiences are important to recruiting people into the ID specialty. 

Theme 2:  Bad experiences or lack of exposure to people with ID are likely to prevent 

engagement with this field.  

Theme 3:  There is an ongoing need for specialist psychiatrists in ID services and a developing 

need for people in neurodevelopmental disorders. 

Theme 4:  The challenges faced in providing quality services in an environment of reducing 

resources means we need to think differently about how we approach the task of developing a 

workforce. 

 

Specific set questions at the one-day conference highlighted that there was an ongoing need for 

consultants psychiatrists but that the roles would continue much as they are now other than developing 
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ongoing specialties such as in neurodevelopmental disorders to supplement their current core skills. 

Alternative staffing models were also highlighted but bring their own difficulties and complexities in that 

for example nurse recruitment and training is also being affected and may not be the definitive solution. 

Ensuring adequate training locally to counteract the effects of higher cost of living through people being 

established from an earlier point in their career in the area will help with recruitment and retention of 

quality staff.  

 

The following recommendations were made as result of the overall project.  

 

1. Need to increase the opportunities at all stages for exposure to LD. This included from Medical 

Student up through all branches of training with preferably core placements both available at CT 

and HST level. This potentially should be a mandatory placement at all levels and not just token 

exposure. 

2. Trainers should not be based solely on service delivery but should be with enthusiastic trainers 

who will promote the specialty. 

3. Needs to have established training schemes in all areas of the UK in a coordinated way, with 

more opportunities for dual training. 

4. Need potentially have wider geographical collaboration when training number for smaller areas 

do not support a stand alone program 

5. More strategic review of training to support developing fields by deaneries should be undertaken 

to fill future as well as current workforce issues. This could again be via dual training. 

6. Year placements and experience in LD, NDD should be part of other training schemes. 

7. Better provision, planning and recognition for other methods of post training accreditation. 
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INTRODUCTION AND BACKGROUND  

THE DEVELOPMENT OF ID SERVICES IN KENT, SURREY AND SUSSEX 
The provision of services in Surrey to support people living with intellectual disabilities can be dated 

back to 1855 with the purpose-built Royal Earlswood Hospital at Redhill (originally called the Royal 

Earlswood Asylum for Idiots)(3).  This hospital joined the NHS in 1948 and closed in 1997, following 

many changes in the way care was being provided to those with Intellectual disabilities.  Today, the 

Surrey and Borders Partnership NHS Foundation Trust (SABP) provides NHS services for people with 

Intellectual disabilities in Surrey and continues to pursue improvements to its services.  Similar 

services in Kent are provided by the Kent and Medway NHS and Social Care Partnership Trust, and in 

Sussex the services are provided by Sussex Partnership NHS Foundation Trust.  The need for change 

to deliver good quality services is driven by a number of factors. 

 

Royal Earlswood Hospital, Redhill 

DRIVERS FOR CHANGE   
The need for good services is highlighted by a long history of substandard care.  For example, the 

Mental Deficiency Act 1913 enabled people with Intellectual Disabilities to be ‘imprisoned’ within an 

asylum(4).  Although this should have ceased with the Mental Health Act 1959, ‘the number of 

people in hospitals continued to rise’.  Efforts to improve the care and treatment of people with 

Intellectual Disabilities have been exerted since the 1950s, but it was only through the 1980s and 

1990s that people with Intellectual disabilities moved into residential care homes in the community 

and they were able to exercise choice in the services they wanted.  Nevertheless, people with an 

Intellectual Disability are likely to have a shorter lifespan compared with people without such a 

disability. For example, Mencap has attributed this health inequality to institutionalised discrimination 

within the NHS against people with a Intellectual Disability (5).  This has led to health neglect which 

in the worst case scenario results in a premature death.  
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In Death by Indifference: Following up the ‘Treat me right!’ report(5), Mencap suggests that 

reasonable adjustments are not made for people with an Intellectual Disability because they are a low 

priority when reporting on performance, and healthcare professionals do not understand about 

Intellectual Disability or how best to work with this group of people and their families or carers.  

Mencap makes suggestions on how to improve this situation. 

The need to improve the care and health treatment of people with Intellectual Disabilities is 

increasingly accepted, as shown by increasing legislation related to this group for example the Valuing 

People white paper in 2001(6) through to the recent inclusion of Intellectual Disability as a focus of 

care in the 10 Year NHS forward plan(7).  Despite this, relatively recent examples of abuse of people 

with Intellectual Disabilities within institutions have been publicised.  The two most notable 

examples are Winterbourne View and Whorlton Hall(8, 9). 

Winterbourne View 

 

In 2011, the BBC Panorama programme disclosed evidence of abuses in the treatment of people with 

Intellectual Disabilities at Winterbourne View, a care home in Gloucestershire.  This establishment 

was inspected urgently and the allegations investigated by the Care Quality Commission (CQC) for 

safeguarding deficiencies.  As a result of the investigations, the Winterbourne was closed and some 

of the staff were imprisoned for their treatment of the residents at the time it was(8). 
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Whorlton Hall 

 

More recently, serious abuses of people with Intellectual Disabilities were uncovered at Whorlton 

Hall, County Durham in May 2019.  Once again, these issues were revealed on BBC Panorama 

despite frequent visits from the CQC and commissioning agents.  Whorlton Hall has since closed and 

the CQC has commissioned independent reviews to identify how they may be able to accurately 

assess the service provided to people with Intellectual Disabilities(9). 

The highly publicised abuses of people with Intellectual Disabilities at Winterbourne led to reviews on 

how care for this group may be improved.  The documents of note are the Bubb Report and the 

NICE Quality Standards(10, 11). 

The Bubb report 

 

Following the problems of Winterbourne View, NHS England commissioned a report from Sir Stephen 

Bubb and a steering committee of representatives with interests in the provision of good quality care 

for people with Intellectual Disabilities.  The focus of the report was to recommend how to 

transform care from long stay institutions to community-based support, as the target set following 

Winterbourne had been missed.  .  

The Bubb Report acknowledged that the issues were not new(10).  They reported what they 

considered a good service would look like and there were earlier reports on what kind of 
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commissioning would be needed.  This Report did identify that changes were hard to introduce, so it 

recommended changes to empower people with Intellectual Disabilities and their families and carers 

as well as suggesting ways to make change easier by changing funding. 

NICE Quality Standards 

Best practice guidance for the frontline staff who work with people with Intellectual Disabilities is 

available from the National Institute for Health and Care Excellence (NICE)(11).  A search within the 

NICE website (see https://www.nice.org.uk/) for Intellectual Disability documents retrieves almost 

700 items at the date of writing.  Amongst these items are three quality standards, one of which 

concerns the overall care and management of people with Intellectual Disabilities who have mental 

health issues.  Quality Standard [QS142] “Learning Disabilities: identifying and managing mental 

health problems” was developed following the Bubb Report(11). 

This quality standard sets out five areas that are high priorities for quality improvement:  

1. People with an intellectual disability should have an annual health check that also includes a 

review of their mental health status. 

2. People with an intellectual disability who need a mental health assessment should be 

referred to a professional with expertise in the mental health problems of people with ID. 

3. People with ID and a serious mental health problems should have a key worker to coordinate 

their care. 

4. People with ID and mental health problems who are receiving psychological interventions 

should have these tailored to the person’s preferences, level of understanding, strengths and 

needs. 

5. People with ID who are taking antipsychotic drugs that are not reduced or stopped over an 

extended period should have annual documentation giving the reasons for continuing the 

prescription. 

The standard covers ‘the prevention, assessment and management of mental health problems in 

people with Intellectual Disabilities in all settings’ and covers family members, carers and care 

workers.  However, NHS services face a number of challenges in delivering on these areas. 

 

CHALLENGES 
The challenges faced by NHS services include managing the differing expectations of various 

stakeholders who include people with Intellectual Disabilities, their families and carers, local 

authorities, charities, and central governing bodies.  These expectations need to be managed against 

a background of changing resources such as a growing population, a static budget, and difficulties 

recruiting staff.  Realising that there may be workforce challenges in the future, the UK government 

commissioned the Centre for Workforce Intelligence (CfWI) to provide information and advice on the 

health and social care workforce.  From 2011 to 2015 the CfWI published a number of policy papers.  

The final policy paper was Horizon 2035, Future demand for skills: initial results(12). 

https://www.nice.org.uk/
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Horizon 2035 projected that there would be changing demands for a healthcare workforce:  

• The demand for workforce time was projected to increase from 9.0 billion hours in 2015 

to 12.2 billion by 2035 (this includes the unpaid and voluntary support staff).  

• Over 80% of the additional demand may be attributed to the needs of long term 

conditions resulting from an ageing population and a projected increase in the prevalence 

of such conditions across age groups. 

• The skills profile in 2035 is anticipated to be different from today with a greater expansion 

of the unpaid and unqualified groups compared with qualified staff.  

• New ways of thinking will be needed to deliver care. 

 
Figure1 from the report shows that one of the fastest growing area of demand is in Intellectual 

Disabilities. Even when uncertainty is taken into account this highlights the potentially greatest need 

will fall in this area. This poses a recruitment challenge for all professionals working in this field.  As 

non-medical professions were reviewed earlier. This report will focus on the medical profession(12). 

Against a background of increasing demand for healthcare services, the British Medical Association 

(BMA) undertook a review into medical recruitment in England (British Medical Association, 2017). Its 

findings indicate that a potential crisis is building up.  The summary of findings is reproduced below 

(British Medical Association, 2017)(2). 
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Applications to medical school 

Table 1 shows the applications made to medical schools in the UK from 2013 to 2017(2).  Over this 

period there has been a significant and sustained fall in the number of applications made.  While 

speculation may be made as to the reasons for this, the important issue for NHS services is that this 

will affect the population from which future consultants may be recruited. 

  

Box 1: Summary of reasons for changes to medical student recruitment: From BMA review 2017 (2) 

• Although still highly competitive, fewer people are applying to medical school. 

• Foundation Programme posts and applications are decreasing. 

• Applications to specialty training are decreasing. 

• More trainees are choosing to take time off after F2 before entering specialty training. 

• Nearly three quarters of all medical specialties faced under-recruitment in 2016 (see Figure 3). 

• There continue to be some specialties that face recruitment shortfalls year on year (to varying degrees). 

• There are geographical variations in recruitment trends with the northern regions bearing the brunt of the 

recruitment crisis 

• Recruitment shortfalls lead to junior doctor rota gaps and could signal problems staffing services down the 

line 

• After Brexit, the NHS will continue to rely on EU and overseas recruitment to fill workforce gaps 

• Ultimately, long-term fixes to service pressures and greater investment in the health service are needed, 

but steps can be taken now to help improve recruitment and retention to medicine in the short-medium 

term 
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Table1 of Medical School application over 5 years by area and percentage change(2). 

Domicile 
of 
applicant 

2013 2014 2015 2016 2017 % 
change 
2016-17 

% 
change 5 
years 

England 14520 14670 12930 12620 12320 -2.4 -15.2 

UK 17000 17140 15220 14820 14450 -2.5 -15 

EU ( non 
UK) 

1990 2110 1940 2050 1720 -16 -13.6 

Non EU 3130 3490 3230 3240 3040 -6.2 -2.9 

All 22130 22740 20390 20100 19210 -4.4 -123.2 

 

 

 

 

 

Shortages in the workforce are widely recognised in a number of specialties, including psychiatry, and 

there are initiatives to tackle these.  Within psychiatry, the psychiatry of Intellectual Disabilities (ID) 

is experiencing shortages.   

Since the introduction to changes in training with Modernising Medical Careers and subsequent 

reviews the training in UK has been separated into Core and then Higher Specialist training. These 

follow two years of Foundation training following qualification from medical school.  

(Centre for Workforce Intelligence, 2014)(12)As consultants often historically have tended to work in, 

or close to, the locality where they trained, this has clear implications for the geographical distribution 

of fully trained psychiatrists across England and the provision of equitable access to psychiatric care. 
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Figure 2: Overview of current psychiatric training leading to Consultant post. Minimum 13 years from 

entry to medical school. 

Historically some areas have been combined which also lead to inefficiencies by area. For example: 

• CfWI combines the London Local Education and Training Board LETB with Kent, Surrey and 

Sussex so that training to fill rate ratio looks strong – reflects period when LETB for 

foundation training etc. combined.  BUT 

• London differs starkly from KSS – London is densely populated and has strong transport 

networks; KSS is rural and requires workforce to be able to drive. 

• London LETBs cover all training specialties; KSS does not cover ID. 

Psychiatry of Intellectual Disability future training needs(13) 

 
The baseline demand projection sees demand for psychiatry of Intellectual Disability CCT holders to 
remain at around the same level as today at around 240 FTEs while the four scenario-specific demand 
forecasts anticipate between 1 per cent decrease and 18 per cent increase in demand (to between 
240 and 290 FTEs). The baseline supply projection suggests the psychiatry of Intellectual Disability CCT 
holder workforce in England could remain at present level by 2033.  
The four scenario-specific supply forecasts anticipate between 9 per cent decrease and 7 per cent 
increase in workforce supply (to between 220 and 260 FTEs) by 2033.  
The baseline demand and supply projection anticipates there may be no shortage of CCT holders in 

psychiatry of Intellectual Disability by 2033. However, the four scenario-specific forecasts anticipate a 

shortage of CCT holders in psychiatry of Intellectual Disability approximately between 4 and 26 FTEs 

by 2033. 
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Box 2: Example of Ratio of application to different speciality 2018(1) 

Allergy Medicine: 11 

Cardio thoracic: 8.18 

Sexual and reproductive health: 9.3 

Core Psychiatry CT1: 2.1 

Child Psychiatry ST1: 8.55 

Gen Psychiatry ST1 : 1.02 

ID Psychiatry: 0.35 

 

Analysis shows that the specialties most at risk of an undersupply are psychiatry of old age, child and 

adolescent psychiatry, psychiatry of Intellectual Disability and General Adult Psychiatry 

Significant workforce undersupply over the medium to long term is also projected in three other 

specialties: general adult psychiatry, child and adolescent psychiatry and psychiatry of Intellectual 

Disability. 

Reducing application for Psychiatry of ID across county 

 

A review of recruitment rates, as reported in the competition ratios from application to training 

review by specialty, would suggest that there has been a reduction in rates of application in some 

specialties whilst others receive greater applications that demand allows. The table below from 2018 

highlights this change. They highlight that those with lower rates need to think more about the appeal 

of that specialty and also how training is distributed to ensure equity. 

 

EXPECTATIONS FOR CONSULTANT ROLES  
 

Several attempts have been undertaken to define the broader role of a Consultant, that of a 

Consultant Psychiatrist but also that of a Consultant in Intellectual Disability. Broadly these could be 

separated in to three broader headings of Clinician, Leader and Educator with each of these have sub 

themes. Having a Consultant as a component of a team was suggested to deliver the following 

tangible benefits. 

• rapid and appropriate decision-making 

• improved outcomes 

• more efficient use of resources 

• general practitioner (GP) access to a consultant opinion 

• access to skilled clinical opinion. 
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Further, when considering the role of the Consultant it has been defined that they should be able to 

also offer; 

• Patients receive a thorough assessment of their circumstances, taking account of their history 

and current situation; 

• Patients are given a clear diagnostic formulation that is in line with internationally recognised 

standard classificatory systems, the DSM (American Psychiatric Association, 2013) and the ICD 

(World Health Organization, 1992)(14, 15); 

• Patients are given a clear understanding of how this formulation might affect their need for 

care and treatment, and are informed of treatment options that are available to them; 

• Patients are supported to develop a set of realistic recovery goals and a care plan that will 

allow them most appropriately to reach these goals; and 

• Patients with enduring illnesses are provided with continuity of care 

Even here however, there are limitations. For example whilst there are definitions of existing 

specialities, newer and emerging specialties such as Adult Neurodevelopmental Disorders 

(encompassing ADHD, ASD and other developmental conditions) are not specifically addressed. These 

have tended to be through specialist interest accreditations which lack the consistency in cases of 

rigorous evaluation.  

 

TRAINING IN PSYCHIATRY 
 

Training in Psychiatry has been defined and fairly consistent for several years. Whilst there are regular 

reviews of curricula there has been relative stability on the broader areas covered. In most cases if a 

minimum period post medical school qualification is applied, it would take at least 8 years for an 

individual to complete training prior to being eligible to apply for a consultant post. In many cases the 

time taken is longer. Currently the Royal college of Psychiatry offer the following area of training. 

• General Psychiatry  

• Old Age Psychiatry  

• Forensic Psychiatry  

• Child and Adolescent Psychiatry  

• Psychiatry of Intellectual Disability  

• Medical Psychotherapy 

Since medical training was modified by Modernising Medical Careers, the intention was to allow 

transferable and post training accreditation to ensure lifelong learning and allow prior learning to be 

accredited(16). Despite this there are limitation set by the different Royal Colleges as to what is 

accepted. Whilst any training in psychiatry can only be approved into GP training the following for up 

to one year can be accepted toward psychiatric training. 



 

Page 17 of 64 

 

• Public Health 

• Paed+ Child Health 

• GP 

• Gen Med 

• Generic training 

This has in itself been recognised in more recent reviews such as the Shape of Training review. Whilst 

all aspects of that document were not taken forward fully the following were highlighted as 

important.. 

• Patients and the public need more doctors who are capable of providing general care in 

broad specialties across a range of different settings.  

• This is being driven by a growing number of people with multiple co-morbidities, an ageing 

population, health inequalities and increasing patient expectations. 

• We will continue to need doctors who are trained in more specialised areas to meet local 

patient and workforce needs. 

• Postgraduate training needs to adapt to prepare medical graduates to deliver safe and 

effective general care in broad specialties. 

• Medicine has to be a sustainable career with opportunities for doctors to change roles and 

specialties throughout their careers. 

• Local workforce and patient needs should drive opportunities to train in new specialties or to 

credential in specific areas. 

These included the need for more generic doctors such as GP but also specialist in each area to meet 

local need. It further concluded that local training and workforce planning need to consider these 

issues. It further reinforced the view that it should be possible to transfer skills where needed and 

allow adaptability for new and developing areas and obtain credentials. For new and emerging 

specialties linked to Intellectual Disabilities such as Neurodevelopmental Disorders, this was 

particularly relevant. 

ROYAL COLLEGE 2015 REPORT ON ID NEEDS (SUMMARY)(13) 
 

In anticipation of changes to the expected needs of the psychiatric provision for people with 

Intellectual Disability, in 2015, the Royal College Of Psychiatry, Intellectual Disability Faculty produced 

a review for the future. When taken alongside other documents considering the wider workforce 

needs and changing roles of the wider support teams it offered some insights and focus for future 

requirements. The following were highlighted. 

• Services work better when delivered around individual need in a person-centred approach. 

• People with severe mental illness and borderline intellectual functioning benefit from 

intensive community-based care in terms of reduced length of time in hospital. 

• Positive behavioural support works well in community-based settings. 

• A multi-agency approach reduces at-risk behaviours. 
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• There is little evidence of routine collection of outcome data by community services. 

These recommendations were important to be placed in the context of a changing role for 

community and wider Intellectual disability services. A review by Moore and Thurley in 2011(17) 

highlighted the following range of teams found at the time in Intellectual Disability and that these 

would need to have input from a range of professionals including psychiatry.  

• Generic MH teams 

• Specialist MH teams 

• Intensive community support teams 

• Generic Outpatient teams 

• Specialist Challenging Behaviour teams 

• Assertive community treatment teams 

• Specialist forensic teams 

• Inpatient services  

These in some areas were separate whilst yet others combined. Overall they summarised that any 

future community team provision for people with Intellectual Disability should address the following 

areas. 

• Delivering specialist interventions and advice 

• Reducing health inequalities 

• Supporting health professionals in general and mental health services 

• Reducing out-of-area placements 

• Supporting personalisation 

• Improving safeguarding in services 

• Supporting patient transition between teams (e.g. child to adolescent) 

• Developing strong working ties with criminal justice system. 

The Royal college report(13) in summary went on to identify seven areas of further focus. 

1. Intellectual Disability services must take a person-centred approach. 

2. A strategic approach to the local development of pathways between specialist, adult mental 

health and other service. 

3. Community intellectual Disability services are key in supporting people in their homes and 

local communities. 

4. More research is needed 

5. Community services need to be supported by local in-patient facilities 

6. A comprehensive survey of community services is required. 

7. There needs to be a strategic approach to the development of the workforce. 

 

In order to address these the document built on prior work that highlighted the need for a tiered 

approach to service delivery by a consultant with appropriate time being allocated to each tier. The 
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more complex an issue the smaller the caseload but the greater the demand and time allocation to 

resolve issues. These roles were therefore separated between primary and secondary care with the 

reallocation of responsibility for those in the community increasingly away from specialist provision to 

generic. 

Tiered approach to needs 

• 1: Primary care. Limited role for specialist but may occasionally offer advice and guidance or 

linking with partnership boards and community groups 

• 2: General community service: general assessing needs, formulating and treating general MH 

in people ID. Consulting to and offering education and management support to others. 

• 3: Specialist community service: specialist assessment, formulation and management (NDD, 

Epilepsy, dementia, CB) including liaison with other specialist groups e.g. Neurology for 

Epilepsy. 

• 4: Specialist Inpatient services 

These models would need to be supported through changing training delivery to accommodate 

the developing needs and allow flexibility to address new and emerging associated areas such as 

Neurodevelopmental issues. 

ISSUES SPECIFIC TO THE KENT, SURREY AND SUSSEX REGION 
Kent Surrey and Sussex represent three counties in the South east of England bordering London. 

Table 2 represents population demographics from the 2017 national figures. Transport links in the 

area often gravitate to London rather than across the three counties themselves therefore historically 

links have been in this region with London and not separate from London. Also prior to the 

establishment of Brighton and Sussex Medical School in 2002 there was no specific medical training in 

the region. The training of Intellectual Disability and placement in that medical school is also limited. 

Kent is currently in the process of establishing a new medical school. Surrey is without any such 

provision.  

 

Table 2 Population estimates at 30 June Census 2017: 

 

Kent 1 554 636 

Surrey 1 185 321 

Sussex 1 404 612 

Total 4 144 569 
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Due to the prior links in this area with London, the separation from this region to a separate area left 

discrepancies that continue. To date KSS remains the only deanery in the UK to have no formal 

training program for ID. On separation the training numbers that were allocated to London remained 

there. This has led to workforce issues in terms of recruitment and retention. When combined with 

the lack of medical school structure to support wider academic achievement and development KSS 

has fallen behind other areas in training its future medical workforce in Intellectual Disability 

Psychiatry. 

For core training numbers in Intellectual Disability also are low. Across there region there are very few 

formal places with our initial review finding based on interviews of local training directors, only 3 

formal Core Trainees and 1 GP trainee allocated regularly to ID ( out of 57 Core trainees in total). 

There was no wider requirement for placements of any length in the specialty. This contrasts with the 

period when developmental training was a requirement with placements wither in Child or 

Intellectual Disability posts. 

The need here again is not in keeping with the demand as the region has historically been a net 

importer of people to the area from London when residential placements are required. This is partly 

through the historical establishment of long stay hospitals in the region in contrast to London and also 

the cheaper land values to establish residential care placements. This places a greater burden on the 

region, 

Another disadvantage for the region in attracting individuals to settle and work in the area, who are 

not already established in the region, is the cost of living in the South East of England. Unlike London 

that has extra pay and weighting, This area in many cases does not yet has some of the highest living 

costs in the UK. Without training in the region being able to recruit into the area therefore is a 

significant challenge, 

Kent Surrey and Sussex remain the only region in the UK without a formal managed training structure 

for HST. Where some training does take place it has been through a link to a different specialty such 

as Forensic, or as a result of local trust direct investment and not through direct Deanery support. 

Numbers remain low and insufficient to fill future workforce needs. Surrey for example has never had 

a higher specialist trainee. 

As an example of approaches to address this, in Surrey non medical posts have had to be created to 

fill the recruitment gap. Nurse Prescribers and pharmacists have taken on some of the wider roles 

previously undertaken by a Doctor. Whilst this has been shown to have some tangible benefits, the 

replacement post have not filled all the gaps and abilities that a doctor would have offered. Also 

whilst these posts can fill the gap created by the lack of trainees, it does not fill the need for 

Consultants. One example of this need is in relation to the MHA. 
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PURPOSE OF THIS PROJECT 
 

Following a similar piece of work completed in KSS for non medical workers, it was proposed a similar 

approach be taken to identify the medical need for people with ID. The purpose was to identify the 

service gaps that existed but also to as far as possible identify reasons for the gaps as well as 

solutions. The ultimate aim is to develop recommendations for the region that can be used to support 

future workforce planning at all levels and to ensure that the region is not under established for 

appropriate workforce in the future.  

 

A mixed methods approach was taken to try and triangulate findings. Whilst primarily qualitative in its 

approach this allowed more in depth understanding of why things occurred in the region rather than 

the lack of availability of training which became clear from the initial scoping exercise taken to 

establish the project. 
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QUALITATIVE EVALUATION PROCESS 

METHODS 
The project was registered within SABP as a service evaluation in order to provide adequate 

governance for the project.  It was deemed important to understand the needs of a service to 

support people with Intellectual disabilities in order to assess what might be required of future 

consultant psychiatrists in ID and consider options for how various professionals in a multidisciplinary 

team might work together to deliver a good quality service.  This should suggest how we might 

educate the workforce for future ID services. 

The evaluation comprised a selective review of existing literature using Google Scholar, the library of 

resources available in the Trust, and accessing references available via Open Athens.  This provided a 

background against which the specific needs for Kent, Surrey and Sussex could be evaluated.  In 

order to understand the service needs within this region, interviews were conducted with various 

stakeholders and these were analysed using appropriate qualitative methodology. 

INTERVIEWS WITH STAKEHOLDERS 
A purposive sampling strategy was adopted when inviting people to participate in the evaluation 

process.  The aim was to gather input from a range of geographical areas, service types and 

stakeholder backgrounds.  However, not everyone could take part or had time to do so within the 

timeframe of the evaluation process. 

RECRUITMENT PROCESS 
Key contacts within each Trust in the Kent, Surrey and Sussex area were contacted individually by 

email which briefly introduced the purpose of the evaluation and invited them or a colleague to 

participate in the evaluation.  An internal email was also sent to staff within the PLD services inviting 

people to contact us to discuss availability to participate in the project. Other Key individuals at the 

Royal College of Psychiatrists and Deanery were also contacted. Further, people in the charity sector 

who represented people who might use ID services and/or their carers were also sought.  

QUALITATIVE INTERVIEWS 
A semi-structured discussion schedule was drafted based on an internal discussion and a list of basic 

questions (see Appendix 1).  This schedule was tested through an internal pilot.  The interviews 

were recorded using a digital recorder.  The recordings were transcribed and transferred to NVivo to 

manage the analysis. 

ANALYSIS 
The transcripts of the interviews were analysed using a basic thematic analysis approach and ideas 

expressed during the interviews were coded and refined from broader to later summary themes.  

Ideas that were similar were grouped together with progressive grouping refined.  The two main 
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reviewers then met to consider the outcomes, agree categorisation, at which point the groups of 

ideas were reduced to core themes. 

RESULTS 

PARTICIPANTS 
A total of 16 people were interviewed from March to May 2019.  The majority of participants (9) 

were consultant psychiatrists with a variety of experiences, including a senior member of the Royal 

College of Psychiatrists LD Faculty, a senior member of the KSS Deanery and a medical director.  

There was also an interview with a GP who practices within the Surrey area. 

The other professions who were represented included two people from nursing, three people from 

the service management function who included two with a speech and language therapy background 

and one who has followed the NHS Fast Track Graduate Programme, and one person with from the 

HR function. 

INTERVIEWS 
Transcribing the interviews were undertaken. The use of Dragon voice recognition software 

supported the process best when used as a dictation tool by the transcriber.   

ANALYSIS 
Analysis of interview transcriptions resulted in the development of four themes relevant to the 

objective of recruiting people into the field of ID and retaining them to develop high quality services. 

Theme 1:  Good experiences are important to recruiting people into the ID specialty. 

Theme 2:  Bad experiences or lack of exposure to people with ID are likely to prevent 

engagement with this field.  

Theme 3:  There is an ongoing need for specialist psychiatrists in LD services and a 

developing need for people in neurodevelopmental disorders. 

Theme 4:  The challenges faced in providing quality services in an environment of reducing 

resources means we need to think differently about how we approach the task of developing 

a workforce. 

Theme 1:  Good experiences are important to recruiting people into the specialty  

An overwhelming majority of participants were attracted to working in the field of ID from early 

experiences in the field prior to entering specialist training.  For psychiatrists, this experience was 

usually gained during their core training period.  For example,  

ID7:  When I was a core trainee in x, … From that experience I decided that I would actually 

pursue a career working with people with ID.  During that 6 months there I began to 

appreciate all that it had to offer.  
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For other professions, this experience was gained from volunteering or work as a support worker.  

Exposure to this group of people was considered to be life-changing. 

ID4:  I did a sabbatical before my nurse training and volunteered in various areas.  I chose 

the branch of LD after working in a special needs school.  

ID12:  experiencing people with LD in school or in your community during your early training 

or later is very powerful.  From my own experience that is what made me like working with 

people with ID. 

Among non-medical professionals it was estimated that most had some exposure to people with ID 

either from family members or through volunteering. 

Both psychiatrists and non-medical staff indicated that variety and a broad range of experiences were 

attractive. 

ID7:  Offers opportunities to work within MDT… Working with systems and families… offering 

opportunities to work with adults, children or with offenders, in inpatient or community….  

ID1:  so if people come [maybe as] part of work experience, or whatever, people really enjoy 

themselves.  People see the different range of work that our staff do … Once they’ve 

experienced it you will find a lot of people really decide they’d like to carry on working in this 

field.  When we’ve had students from the different branches, some of them have swapped 

over after doing their placement within the Intellectual Disability service because they’ve 

enjoyed it. 

In contrast, bad experiences or simply lack of exposure to people who live with ID can prevent people 

from considering a career in ID.  

Theme 2:  Lack of exposure or bad or limited experiences stop engagement  

Lack of exposure 

People who lack exposure to people with ID are more likely to absorb the messages that exist within 

society about what work with this group might be like.  There is still an element of stigma associated 

with people with ID and, by association, working with this group of people. 

ID14:  I understand that ID is seen as the Cinderella of the psychiatry profession.  It is not 

seen as the trendy, cool place to be. 

There has also been much negative press on services for people with LD such as Winterbourne View 

and Whorton Hall, which may well deter people from considering this specialty if they have no 

alternative views to consider.  This lack of understanding of what is involved in supporting people 

with LD is widespread even among groups that might be expected to know something about this, 

such as the commissioning groups:  

ID3:  I went to a meeting with CCG and began by having to explain what our service did 

Ignorance appears to be a big barrier to overcome when encouraging people to enter the field. 
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Bad experiences 

Participants told us that poor experiences are unlikely to help people engage with ID services.  Junior 

doctors on core training are unlikely to consider specialty training in ID if they have a bad experience.  

ID7:  The major barrier appears to be the quality of the experience they get when they are 

doing their training.  They don’t get to see the difference between ID and the general Adult 

service. 

While poor exposures through bad placements are detrimental to both trainees and the people with 

LD.  

ID4:  we have had some students who only have to “set eyes on” someone with ID and that is 

not okay.  You don’t see the whole person; they come to us only to fill out their portfolio 

This sense of ‘tokenism’ is seen by current ID professionals as undermining the importance of 

considering PLD with respect and consideration albeit some adjustments may be necessary to enable 

their full participation in activities of daily life. 

Limited experiences  

Currently there is also a lack of academic links to medical schools which may stimulate an interest in 

the specialty among junior doctors with aspirations for academic involvement. 

ID10: … We need to teach how it is not just phenomenological approaches and how the 

neurological, biological, genetic and biochemical can influence the presentation in this area 

but also treatment.  That is more advanced than some other areas, but people don’t see that 

as they don’t do it. 

The lack of academic links in ID may also mean that the best candidates in other professions may not 

apply to jobs in the KSS area. 

ID1:  You have several universities that attract money for ID research, perhaps we need to 

look at that in future as something we can grow here. We have so much to do it’s a luxury to 

be able to do research. 

Theme 3:  Ongoing need for specialists in ID and developing need in 

neurodevelopmental disorders 

All participants felt that there would be an ongoing need for psychiatrists in ID in future services.  

Other professionals expressed the importance of strong leadership from psychiatrists and identified 

that while people are being referred to mainstream services where possible, with advice on making 

reasonable adjustments, there is still a need for specialist ID services especially for those with 

challenging behaviours. 

ID1:  for people with ID and challenging behaviours, who perhaps our mental health 

colleagues can’t cope with in their services 
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There was general consensus about the need to develop services for neurodevelopmental disorders.  

Currently, there are assessment services for ADHD and ASD which are accessible by people without 

ID. 

ID1:  We now have our ADHD and ASD services for people without ID.  People did not realise 

what the demand would be for those services 

However, these services are operating with waiting times of approximately 12 to 13 months. 

ID4: the waiting lists for ASD and ADHD assessments are tremendous.  I think that is 

frustrating for people who assume we can just do the assessment and start working with 

them, but there is a lengthy wait 

A few participants indicated that adopting a neurodevelopmental approach to assessing conditions 

presents new insights into suitable interventions and management strategies.  However, scope for 

adopting such an approach is limited because:  

ID10:  there is a gap in terms of broader training in neurodevelopmental disorders across the 

lifespan 

The combination of high demand and low resources in respect of suitably knowledgeable staff means: 

ID14:  there are massive gaps clinically as to what we can do to support people with ASD. 

There is clearly a need to develop a workforce with the skills and knowledge to reduce the service 

gaps and with the flexibility to adapt to changing demands of the population. 

Theme 4:  Need to think differently about how to develop a workforce 

Since the closure of large institutions and people have moved into supported living in the community, 

the NHS workforce in LD has reduced significantly and comprises only a small proportion of the 

psychiatric workforce.  This means that the number of consultant psychiatrists needed is small which 

poses a problem for developing a training scheme in the psychiatry of ID. 

ID9:  Because the consultant workforce is small, you only need a low rate of new consultant 

posts over time.  So you only need to produce a small number of consultants in ID from a 

training scheme.  If you only need to produce relatively few consultants, any training scheme 

would be so small it would not provide a great deal of experience 

There is also the risk that the number of consultants that complete training would exceed the number 

of posts available over time.  This means we need to think differently about how to train the medical 

workforce.  One person suggested joint posts with other services. 

ID14:  there needs to be more joint posts with Forensic and Adult Mental Health  

Currently, the over-production of consultants in ID is managed by relying on the recruitment of 

people who have trained outside the KSS area.  However, wider research indicates that people rarely 

move far from where they train.  This is supported by the responses of the participants.  
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ID10:  If, for example, people train in the north and the south-east is one of the most 

expensive areas to live in, people don’t want to move.  They tend to stay where they are 

established. 

As KSS does not currently have a higher training scheme for psychiatry in ID, there is a need to think 

differently about how to train consultant psychiatrists for the future. 

 

DISCUSSION OF INTERVIEW FINDINGS 
 

The point at which doctors choose to go into the field of ID appears to differ from that at which other 

professions make their choice.  Those from a non-medical background frequently have experience of 

people with ID prior to entering training.  This experience may be gained from a family member or 

from volunteering with a group supporting people with ID.  In contrast, doctors appear to make their 

choice during their training programme.  As the number of courses dedicated to training people to 

work in ID appears to be diminishing within the South-East region, options to introduce trainees to 

people with ID during general training may be necessary to reduce the impact of the reduced number 

of training programmes for ID professionals.  The rationale for this lies in the importance of early 

exposure to people with ID.  Furthermore, as people with mild ID are being channelled through 

mainstream healthcare services it would be beneficial to equip healthcare professionals with some 

basic skills on how to work with this group of people.  Options for non-medical trainees to gain 

experience of interacting with people with ID may also be suitable for medical students, for example, 

introducing a befriending scheme to help break down any barriers that may be held unconsciously by 

students.  

Whatever initiatives are undertaken to introduce medical and non-medical students to people with 

ID, they should be carefully structured to ensure people have a positive experience.  For example, 

opportunities should be provided to enable students to learn to see people with ID firstly as people, 

rather than someone with a condition.  This frequently means having interactions with people over 

an extended period in a similar fashion to the ‘Time for Dementia’ initiative currently seen as an 

example of excellence at Brighton and Sussex Medical School.  Placements while training may be 

considered to provide an opportunity to work with people with ID, but thought should be given as to 

whether the length of the placement would provide sufficient exposure to the range of experiences 

work in ID would involve.  A poor experience at this stage would reinforce barriers to entering the 

field.  

Research among junior doctors highlighted the importance of seeing the unique opportunities 

provided by a field during their rotations on foundation training and core training.  It has been 

emphasized that good quality experiences during training enable doctors to see the challenges, 

opportunities and added-value they can bring to someone’s quality of life.  The growing demand for 

clinicians who can work with people with neurodevelopmental disorders such as autism and ADHD 

may attract people with a special interest in this area, particularly if links can be developed 
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academically with universities.  The opportunity for academic development was voiced primarily by 

medical staff, although such opportunities may also be available to other professions.  If the KSS 

region wishes to attract the best staff it may need to develop a culture of active research and strong 

academic links to achieve this.  

Throughout the interviews the competition with posts in London was evident.  The lack of a training 

programme in the KSS region means it has to offer something that the potential staff cannot get in 

the place where they are already established.  The south-east region is an expensive place for 

housing so may not be able to compete strongly for staff established in other areas of the country.  

The rural nature of the region requires that staff can drive in order to respond to the needs of those 

who may be in crisis and those who have settled in London may not drive as it has a good public 

transport system.  The lack of universities with a medical school may also deter those with academic 

ambitions.  A number of people who were interviewed mentioned the need for specialist trainees in 

the region as trainees tend to stay where they are trained.  Risks of training too many people for the 

number of posts available in ID may be mitigated if people were able to train across more than one 

specialty, e.g. ID and child psychiatry.  The issues of isolation may be addressed to some extent by 

having trainees placed across the three areas and regular meetings held for networking.  

LIMITATIONS 
Not all professions were represented among those who were interviewed; for example, there were 

no psychologists, no occupational therapists and no physiotherapists interviewed.  Most of those 

interviewed were from the Surrey area, so representative views of those working in Kent and Sussex 

may not have been captured.  Only NHS staff were interviewed; it was not possible to capture the 

opinions of those who work in the third sector, although a significant amount of work is done by 

charities. 
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CONFERENCE WORKSHOPS  

A one-day conference was held on 13 June 2019 at SABP.  The details of this conference were 

publicised throughout Kent, Surrey and Sussex by emailing contacts in the area as well as by mailing 

charitable organisations that represented carers and families of people living with ID.  The event was 

also publicised by HEE via a specialist online forum. 

PARTICIPANTS 
There were 43 delegates to the conference as well as six speakers, two sponsors from HEE KSS and 

the researchers, making a total of 53 people.  The majority of delegates were either psychiatrists 

(17) or nurses (11) of varying levels and backgrounds – some were Intellectual Disability nurses, some 

were mental health nurses and some were dual qualified.  The next largest group comprised 

managers (12) of varying seniority (including two directors) and backgrounds.  The remainder 

comprised a few psychology staff, support workers, academics and social workers, as well as some 

carers and charities supporting carers and people with Intellectual Disabilities.  Delegates from 

Surrey dominated the conference (there were 29 people from Surrey); there were five people from 

Kent and two from Sussex, and another three people with interests in Kent, Surrey and Sussex.  

There were also 10 people from London and another four people from further afield.  

CONFERENCE PROCEEDINGS 
The morning sessions comprised a series of talks that set out the background for the afternoon ).  

After a welcome from Fiona Edwards, CEO of SABP, the conference started with a talk by Baroness 

Professor Sheila Hollins who gave an overview of the development of the psychiatry of ID training in 

the region and then moved on to a talk by Dr Ken Courtenay who presented the current state of 

training nationally.  Dr Alastair Forrest presented the current state of training in the KSS deanery and 

was followed by a presentation from Dr Ashok Roy who spoke about how to make training more 

attractive. 

After a break, Dr Justin Wilson spoke about the impact of higher specialty training on recruitment to 

psychiatry of ID posts at SABP.  After a presentation from Jim Blair, Consultant Nurse, on challenging 

health inequalities for people with ID, the morning sessions concluded with an introduction to the 

current issues for ID and neurodevelopmental services in KSS region which prompted this research 

and the agenda for the afternoon workshops. 
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CONFERENCE AGENDA AND PROGRAMME 

Fit for the Future? 

How can we develop Intellectual Disabilities and 

Neurodevelopmental Services to meet future demands? 

Thursday 13 June 2019 

09:30 – 16:30 

 

 

The Open Space 
Surrey and Borders Partnership NHS Foundation Trust 

18 Mole Business Park 
Leatherhead 

KT22 7AD 
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Conference Agenda 

09:00 am to 09:30 am Registration 

09:30 am  Welcome from Fiona Edwards, Chief Executive, Surrey and Borders 

Partnership NHS Foundation Trust 

09:40 am to 10:00 am  Developing the Psychiatry of Intellectual Disabilities through Higher 

Specialist Trainees  

Baroness Sheila Hollins, Emeritus Professor of Intellectual Disability,  

St George’s Medical School  

10:00 am to 10:20 am Higher Specialist Training in Psychiatry of Intellectual Disability within the 

UK  

Dr Ken Courtenay, Consultant Psychiatrist, Barnet, Enfield and Haringey 

Mental Health NHS Trust and Chair of Faculty of Psychiatry of Intellectual 

Disability, Royal College of Psychiatrists 

10:20 am to 10:40 am Higher Specialist Training in Psychiatry of Intellectual Disability in Kent, 

Surrey and Sussex  

Dr Alastair Forrest, Head of the School of Psychiatry, Health Education 

Kent, Surrey and Sussex  

10:40 am to 11:00am Intellectual Disability Psychiatry – how to make training more attractive  

Dr Ashok Roy OBE, Associate Medical Director, Coventry and Warwickshire 

Partnership NHS Trust, and Clinical Adviser, Health Education England 

11:00 am to 11:20 am BREAK 

11:20 am to 11:40 am Impact of higher specialty training on recruitment to Intellectual Disability 

Posts at SABP  

Dr Justin Wilson, Medical Director, Surrey and Borders Partnership NHS 

Foundation Trust  

11:40 am to 12:00 noon Challenging health inequality for people with Intellectual Disability,  

Jim Blair, Independent Consultant Nurse Learning Disability and Associate 

Professor Learning Disabilities Kingston and St George’s Universities 

12:00 noon to 12:30 pm Current issues for Intellectual Disability and Neurodevelopmental services 

in the Kent, Surrey and Sussex area  

Dr Raja Mukherjee, Consultant Psychiatrist in Intellectual Disability and 

Neurodevelopmental Disorders and  

Mary Ondrusz, Assistant Psychologist both from Surrey and Borders 

Partnership NHS Foundation Trust 

12:30 pm to 01:15 pm LUNCH 
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01:15 pm to 01:45 pm Workshop Session 1 

01:45 pm to 02:15 pm Workshop Session 2 

02:15 pm to 02:35 pm BREAK 

02:35 pm to 03:05 pm Workshop Session 3 

03:05 pm to 03:35 pm Workshop Session 4 

03:35 pm to 04:15 pm Feedback 

04:15 pm to 04:30 pm Closing remarks Dr Raja Mukherjee, Consultant Psychiatrist in Intellectual 

Disability and Neurodevelopmental Disorders 

WORKSHOP PROGRAMME 
Delegates were invited to organise themselves into four groups; each group was seated around a table.  

Each group was provided with A1 sheets of paper and marker pens.  Then they were asked to discuss 

within their groups four questions.  Only question was tackled in each workshop session and the groups 

asked to make notes on their sheets.  Each group was asked to feed back the results of their discussions 

after 20 minutes.  Once the feedback was completed, one or two individuals from each group were 

asked to move to join a new group before the next question was tackled.  This process was followed for 

each question and feedback from the groups was sought in a different order for each question. 

Question 1: What do you see as the role for a psychiatrist in ID now and in the future? 

• What is it that they do  

• Not just global descriptions but real practical examples 

Question 2: What are the developing and emerging needs in KSS (or wider) that require a psychiatrist in 

ID? 

Question 3: What solutions are there for better recruitment into this area and field? 

• How to get people in earlier 

• How to make it more exciting and interesting 

Question 4: What other solutions are there to support what may be a reduced workforce but increasing 

need? 

• How to fill some of the identified gaps 

• Other people who can do some of the roles especially considering nurse recruitment also difficult 
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ANALYSIS 

QUESTION 1:  WHAT DO YOU SEE AS THE ROLE FOR A PSYCHIATRIST IN ID NOW 

AND IN THE FUTURE? 
 

Clinical leadership 

Psychiatrists are viewed as providing clinical leadership to junior doctors and other clinicians within an 

MDT by providing advice and direction especially for complex cases.  This leadership role includes 

supporting others by ‘containing their anxiety’ (i.e. providing reassurance on direction) as well as acting as 

a role model living the values of the service and acting in a person-centred way.  

Core medical skills and mental health specialist  

Psychiatrists hold core medical skills as well as being a mental health expert.  Hence they are often 

involved with diagnosis and prescribing within the STOMP agenda.  Psychiatrists hold Mental Health Act 

knowledge and an official role under that Act.  They can therefore provide specialist advice and 

consultation in crisis management situations.  This specialist knowledge enables them to provide 

training, education and supervision of their peers and other professions, and also to external services 

within the region.   

Advocacy 

Psychiatrists are viewed as advocates of physical health who can help to reduce health inequalities and 

improve a person’s quality of life.  Their role in advising GPs and the knowledge that enables them to 

train external agencies provides psychiatrists with opportunities to build relationships with external 

networks, e.g. GP networks, and work across systems and boundaries.  This networking enables 

psychiatrists to develop a wider awareness of the options available to support PLD and their families and 

so provide signposting to the services available, as well as referrals to acute services. 

Developing specialisms 

The psychiatry of ID is currently seen as a broad discipline and the groups perceived scope for the 

discipline to branch out into other areas and for developing specialisms in the future.  The specialisms 

may develop through further training or through research which help the psychiatrists to become 

national or international experts.  
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QUESTION 2:  WHAT ARE THE DEVELOPING AND EMERGING NEEDS IN KSS (OR 

WIDER) THAT REQUIRE A PSYCHIATRIST IN ID? 
 

Autism and Neurodevelopmental Disorders 

The current autism assessment services have a waiting time of 12 to 14 months between referral and 

assessment.  In order to provide a service that is more responsive to the needs of people with autism, 

the groups suggested that more psychiatrists should be trained to diagnose this condition.  It was also 

suggested that there should be provision for people who have NDD but who are above the threshold for 

ID services or who are borderline and have mild ID. 

Out of hours support and forensics services 

Delegates saw a need for out of hours support services for service providers to help with low level crises 

as well as a similar service for the community.  Such a service may help people with ID avoid going into 

mainstream forensic services that may not be suitable for them.  A forensics service for people with ID 

was seen as needed in Surrey and Sussex as Kent already has such a service. 

Ageing population 

People with ID are ageing along with the general population.  There is therefore a perceived need to 

provide for this group and be ‘responsive to the increased frailty and other physical health changes’ of 

this group as well as the onset of dementia.  It seems likely that there will be an ‘overlap between ID and 

the elderly mental health services’ that will need to be addressed.  

Digital support  

As resources are limited while the population is growing, there is pressure to find new ways of working in 

order to continue providing a good quality, responsive service against a background of increasing 

pressure.  One of the ways of increasing capacity has been the use of digital technology.  This may well 

need increased education and support in using this technology.  

QUESTION 3:  WHAT SOLUTIONS ARE THERE FOR BETTER RECRUITMENT INTO THIS 

AREA AND FIELD? 
 

Flexible working 

A number of groups mentioned flexible working options to enable posts to be more family-friendly and 

carer-friendly.  Suggestions included providing child care, offering flexible hours or shifting the times 

when people work as well as job shares. The increased use of technology may also help in this area.  
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Financial support 

Many delegates suggested providing and highlighting financial incentives.  For example, clinicians are 

eligible for key worker housing and the Trust offers apprenticeships.  Further financial incentives 

included covering relocation expenses, sponsorship of students and funding of training for employees.  

Career development 

Emphasizing the career opportunities available to those who choose to work in ID may attract some 

people.  Features that may affect recruitment are the types of rotations available.  Some people 

mentioned having rotations across the KSS region and some mentioned developing rotations across the 

UK.  Opportunities to work in some subspecialties within ID such as those with NDD may affect the 

talent pool available, and the accreditation of the specialism post-qualification was also mentioned.  For 

people who are interested in research, research grant opportunities may be an incentive.  Some people 

also suggested bringing back associate specialists on to the staff.  

Promotion and Publicity 

All workshop groups identified the importance of media in influencing recruitment into the field.  

Solutions provided included developing a website to promote the whole field of ID such as the HEE portal 

‘Step into …’ which could feature ‘a day in the life of …’ the various professionals who work in this field.  

Promotion for the KSS region would also extend to the benefits of working in the region as well as 

promoting the reputation of the Trusts academically and the opportunities available for career 

development.  

Visits to schools and universities on careers days were also identified as important for recruiting people 

into the field.  Giving talks to students on working in this field would also be a part of this programme.  

Further promotional activities could include providing taster periods to enable people to gain better 

insight into what working in ID is like.  Such experience could inspire people to choose a career in this 

field and counter any stigma that may be associated with it.  Taster sessions of the order of days were 

suggested for people in schools and higher education whereas for foundation doctors it was of the order 

of weeks.  Providing opportunities to volunteer would enable people to gain more extended experience 

of working in ID.  

QUESTION 4:  WHAT OTHER SOLUTIONS ARE THERE TO SUPPORT WHAT MAY BE A 

REDUCED WORKFORCE BUT INCREASING NEED? 
 

Suggestions for covering for a shortage in psychiatrists in ID encompassed reassigning some tasks to other 

professionals such as pharmacists and occupational therapists on the same basis as for nurses with the 

creation of the Advanced Nurse Practitioner roles.  Other roles that might be introduced are Physician 

Associates with the capability of issuing prescriptions and posts for GPs with a special interest in ID.  
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Suggestions for covering for shortages in nursing included engaging nurse associates and developing staff 

via the apprenticeship route; employing generic support workers so that they can work across specialties; 

and upskilling all professions including healthcare assistants and support workers so that tasks could be 

delegated with confidence.  Other suggestions included integrating the various professions further so 

that the workload could be shared among the staff.  For example, there was a suggestion that 

psychologists could be used more and that therapy assistants could also be used.  Other people who 

could be engaged are ‘experts by experience’ such as carers who could provide peer support as well as 

mentoring and signposting sources of support for other carers.  

The adoption of digital methods of healthcare management was also suggested as a possibility for 

increasing the numbers that could be supported by a reducing workforce.  Currently work is being done 

on the use of digital technologies to monitor health status, care and treatment in different settings.  

 

DISCUSSION OF CONFERENCE WORKSHOPS 
By and large psychiatrists in ID were seen to be holding similar roles in the future to that held now.  The 

only change in the future may be the development of specialisms within what is currently a broad 

discipline.  These specialisms were likely to arise as a result of continuing research in the field and the 

introduction of new services, for example, neurodevelopmental disorders (NDD) such as autism, ADHD 

and/or other wider emerging NDD understanding.  

The need for NDD assessment expertise is needed as the introduction of assessment services for autism 

and ADHD have found there is a waiting time of between 12 and 14 months from referral to assessment.  

Some have suggested that it shows the demand is greater than anticipated.  Conference delegates 

highlighted that the introduction of the NDD services has raised issues around delivering an ID service 

based on an IQ measure as there are some people with support needs who have NDD despite not 

qualifying on the basis of IQ.  

Conference delegates also identified the need to support a population that is ageing just as the general 

population is ageing, and they anticipated there would be an overlap between the ID and older adult 

mental health services that would need to be tackled.  Research into new ways of working to meet the 

growing demands of a population that is both increasing and ageing have included looking at the use of 

digital technology to provide support remotely.  If digital devices were to be adopted within ID services 

some thought may well be required as to the education and support needed to enable adoption by the 

intended population as well as the training of staff and carers.  

The Office of National Statistics data shows that the population within the Kent, Surrey and Sussex area is 

growing proportionately with the growth in the overall UK population.  Thus the number of people with 

ID requiring services is likely to be increasing as well.  Together with an ageing population, the demand 

for services may well increase year on year.  However, recruitment into the field of ID is difficult, so 

delegates were asked to consider how recruitment could be improved.  This is crucial to ensure ID 
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services can provide a responsive and safe service.  Suggestions ranged from improving staff retention 

through the provision of flexible working options and career development ideas.  These would be 

equally useful for attracting new staff.  Attracting staff into the region where they may not already have 

some roots poses some challenges, one of which is the costs of living in the region.  Some of the 

suggestions for overcoming this were financial incentives, for example by covering relocation costs.  

Another challenge to recruitment is the diminishing pool of people to draw from.  Nurse recruitment is 

highly likely to be affected by the closure of the training school at the University of Surrey, while the 

department at Kingston University has combined with that at St George’s Medical School, most likely to 

be financially viable.  So how can the continued provision of training be maintained?  Suggestions on 

attracting people to consider working in the field of ID centred on publicising and promoting the field and 

the interesting challenges it can provide for a fulfilling career.  Ideas included providing opportunities for 

people to gain work experience either through volunteering or on training rotations, as well as attending 

careers fairs and providing careers talks to schools and colleges.  However, some of the suggestions are 

beyond the power of KSS organisations to implement, e.g. secondments throughout the UK.  

Further suggestions on how to deliver a good quality service in an environment of increasing demand but 

reducing resources encompassed recently introduced initiatives to engage and train nurse associates as 

well as delegate some tasks to other professionals, such as has occurred with the introduction of 

Advanced Nurse Practitioners.  Other professionals who may be able to take on additional tasks are 

pharmacists, occupational therapists and psychologists.  However, the pursuit of these avenues may 

require investigating the possibilities jointly with other professional bodies and lie beyond the power of 

KSS Trusts to adopt freely.  

Ultimately however, there will be an ongoing need for Consultant Psychiatrists in ID and as a result any 

workforce plan will need to accommodate to this need, whilst strategically building potentially different 

models around that to deliver high quality ongoing care. 

LIMITATIONS 
The various professions involved in the care of people with ID were not evenly represented from the 

three counties of Kent, Surrey and Sussex, neither did we have carers from all three counties.  Since 

people were invited to sit at any table and were subsequently asked to move around in a semi-structured 

fashion it is likely that each table had a mix of backgrounds participating in the discussions.  As the 

conversations were not moderated by the organisers, it is unclear whether all the voices were heard, 

whether there were synergistic conversations or whether the mix of voices constrained ideas.  Likewise, 

it is unclear whether the feedback reflected the range of ideas around the table or whether it was 

affected by the influence of dominant personalities.   
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SUMMARY OF FINDINGS 
The discussions within the one-to-one interviews and the feedback from conference delegates in 

workshops indicated that there is an ongoing need for medical specialists to work with people with ID.  

The role of the medical professional is seen as that of clinical leadership and support in complex cases 

and one that is anticipated to be needed in the future.  The only difference between the future and 

today may be the development of specialisms within the field.  

Both those interviewed and the conference delegates spoke of a need for more people to be trained to 

conduct assessments in autism and ADHD, as the introduction of these services have revealed a high 

demand such that the time from referral to assessment is generally around a year or so.  The effect of 

such a long lead time to assessment is deemed unacceptable for those applying to the service, and 

participants in both interviews and conference were concerned that the people seeking help may well 

form unrealistic expectations of what the service can provide as staffing is limited.  

The autism and ADHD services are considered to be NDD issues by the medical profession, and there are 

currently initiatives to introduce NDD services as this provides new insights on groups of symptoms and 

diagnoses.  However, the NDD perspective challenges the provision of a service based purely on an IQ 

measure as ID services do.  Both groups of participants (interviews and conference) mentioned the need 

to sometimes provide support to people with NDD yet do not have and IQ that is within the threshold to 

qualify for ID services.  This suggests that some thought may be needed as to whether there should be 

an ID service independent of NDD or whether ID is a part of NDD.  

The ability to provide any service is dependent on the levels of staffing available.  Recruitment to the 

field of ID is difficult.  Consultant psychiatrists in ID must be recruited from outside the KSS region as it 

does not run a Higher Specialist Training programme.  So recruitment must attract people from the 

London area or further afield.  However, people may be reluctant to move to the KSS region if they do 

not already have links in the area.  

People may be deterred from moving from other areas of the UK as housing in the KSS region is expensive 

by comparison. This may also be true in that it could be difficult to attract consultants from London if they 

have an established life there.  It is especially difficult if consultants in London do not drive as there is a 

highly developed public transport system in London, whereas the KSS region is fairly rural and requires 

the ability for people to be able to drive to different locations in the course of work.  These issues have 

already had an impact on the recruitment of consultants in Surrey, which led to the introduction of 

Advanced Nurse Practitioners in order to cover the duties that were left.  

If consultant positions are to be retained in the future, some thought should be given to introducing a 

HST scheme in KSS, especially as it is the only region in England that does not run its own higher specialty 

training scheme.  Concerns have been raised that introducing such a scheme may lead to the 

over-supply of consultants in ID if it took enough people each year to avoid trainees from feeling isolated.  
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Some ideas broached to overcome these problems include running a HST scheme jointly between all the 

Trusts in the KSS region, or possibly consider dual training schemes such as ID and Forensics.  

Various initiatives have been undertaken to develop a wider workforce in the face of difficulties recruiting 

consultant psychiatrists, for example, the introduction of ANPs to cover the work.  However, there are 

also difficulties in nurse recruitment.  Suggestions on how to overcome difficulties in recruiting nurses 

include the introduction of Associate Nurses, as well as the delegation of tasks to other professionals, for 

example, having pharmacists to rum STOMP clinics.  The availability of professionals trained in ID may be 

at risk of reducing as the number of training schools are reducing.  Within KSS the University of Surrey 

has closed its programme.  This means the region is reliant upon people training at the recently merged 

departments from Kingston University and St George’s University Medical School.  To overcome the 

potential shortage of suitably trained staff, it may be necessary for KSS to reach out to the universities 

and negotiate ways of training people in ID through the general training programmes.  This would be 

particularly useful in equipping staff as more people with ID are being channelled through mainstream 

services. 

In developing training schemes in ID for all professions it is important that they provide people with good 

experience and insight into what is involved in working with people with ID.  For medical trainees, 

research suggests that their work experience during core training should show how work in ID differs 

from other areas such as general adult psychiatry.  For non-medical professions, placements should be 

of a suitable duration to enable people to appreciate the impact that the service has on the quality of life 

of people with ID.  Feedback from the interviews suggests that placements should be of at least 6 

months duration for this to be achieved.  

Those who were interviewed all stressed the importance of their early exposure to the field and the 

positive aspects of that experience leading them to choose the field for further training.  The early 

exposure may be developed through promotion and publicity through careers fairs and other 

opportunities in schools and colleges, as well as providing work experience opportunities through 

volunteering.  Once qualified, it was felt there is need for the development of further career paths to aid 

staff retention among non-medical professions. 
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RECOMMENDATIONS 
 

1. Need to increase the opportunities at all stages for exposure to LD. This included from Medical 

Student up through all branches of training with preferably core placements both available at CT 

and HST level. This potentially should be a mandatory placement at all levels and not just token 

exposure. 

2. Trainers should not be based solely on service delivery but should be with enthusiastic trainers 

who will promote the specialty. 

3. Needs to have established training schemes in all areas of the UK in a coordinated way, with 

more opportunities for dual training. 

4. Need potentially have wider geographical collaboration when training number for smaller areas 

do not support a stand alone program 

5. More strategic review of training to support developing fields by deaneries should be undertaken 

to fill future as well as current workforce issues. This could again be via dual training. 

6. Year placements and experience in LD, NDD should be part of other training schemes. 

7. Better provision, planning and recognition for other methods of post training accreditation. 
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APPENDIX 1 FIT FOR THE FUTURE: SEMI-STRUCTURED 

QUESTIONNAIRE  
 

Person:      Date:   

Attending conference?   

CONTEXT (BACKGROUND - PAST) 
• Please tell me how you came to work in the field of ID? (Personal connection?) 

• What is your experience of working in ID in the KSS region?  (Qualifications / Total years in LD / 

Years in LD in KSS) 

PSYCHIATRY IN ID AND AUTISM (PRESENT) 
• What do you see as the role of psychiatry in ID and Autism? 

• How easy is it to provide appropriate services to people with ID or autism in the KSS region? 

• What gaps exist in the current provision of services? 

• Has recruitment and development of psychiatrists for the ID services affected service provision? 

• What are the barriers to a career in psychiatry of ID? 

• What are the key motivators in a person’s choice of specialty? 

ID SERVICES FOR THE FUTURE (FUTURE) 
• What services do you foresee as required within KSS in the future? 

• What changes do you feel will facilitate this? 
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APPENDIX 2 WORKSHOP SUMMARY FROM FEEDBACK 
 

PROMOTE LD SERVICES TO PROFESSIONALS AND COMMUNITY 

INTEGRATE HEALTH AND SOCIAL CARE  

CHALLENGES IN SERVICE PROVISION 

RESULTS: EARLY EXPOSURE TO PEOPLE WITH ID 

 

‘MANY STAFF HAVE A REAL PASSION FOR INTELLECTUAL DISABILITIES BEFORE JOINING THE FIELD’ 

(PARTICIPANT 4)  

‘I DID SOME VOLUNTARY WORK IN AN LD INSTITUTION AND REALLY ENJOYED IT – THIS OPENED ME UP 

TO THE OPPORTUNITIES AVAILABLE’ (PARTICIPANT 1)  

 

‘IT [INTELLECTUAL DISABILITIES] WAS AN AREA OF INTEREST. … I USED TO DO SOME WORK WITH PEOPLE 

WITH DISABILITIES AND ALSO WENT ON SOME HOLIDAYS WITH PEOPLE WITH INTELLECTUAL DISABILITIES 

AND SOMETIMES WITH CHILDREN WITH INTELLECTUAL DISABILITIES.  SO I HAD EXPERIENCE OF 

WORKING WITH PEOPLE WITH INTELLECTUAL DISABILITIES PRIOR TO GOING TO MEDICAL SCHOOL’ 

(PARTICIPANT 7) 

 

RESULTS: PROMOTE LD SERVICES 

‘COUNTERPARTS IN MENTAL HEALTH AND SOME GPS DON’T KNOW WHAT THE INTELLECTUAL DISABILITY 

SERVICE IS, WHO THEY ARE AND WHAT THEY CAN DO’ (PARTICIPANT 3) 

‘AT THE MOMENT, THERE IS THIS THOUGHT WITH A LOT OF COLLEAGUES THAT IF THE PERSON HAS A 

INTELLECTUAL DISABILITY AND MAYBE HAS DEPRESSION, SCHIZOPHRENIA OR PERSONALITY DISORDER 

BECAUSE OF THE INTELLECTUAL DISABILITY THEY SHOULD BE SEEN BY THE INTELLECTUAL DISABILITIES 

SERVICE. ’ (PARTICIPANT 1)  

 

‘PSYCHIATRY OF LD IS NOT VERY WELL KNOWN.  MANY PEOPLE DON’T KNOW THE SPECIALTIES’ 

(PARTICIPANT 2)  
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‘BEING CO-LOCATED WITH THE ADULT MENTAL HEALTH TEAM HAS ALLOWED US TO IMPROVE 

UNDERSTANDING OF WHAT WE DO. … TRAINING IN ID IS UNDERTAKEN ONLY IF PEOPLE ARE 

INTERESTED.’ (PARTICIPANT 5)  

 

INTEGRATION 

RESULTS: CHALLENGES FOR SERVICE PROVISION  

‘DEMAND IS EVER-GROWING BUT THE RESOURCE FOR NEW PEOPLE – TO TRAIN MORE PEOPLE, EMPLOY 

MORE PEOPLE – JUST ISN’T THERE’ (PARTICIPANT 1,)  

‘THERE’S A HUGE DEMAND NATIONALLY AND THE NHS IS STRUGGLING TO OFFER OR MEET DEMAND, 

ESPECIALLY FOR HIGHLY SPECIALIST WORK.’ (PARTICIPANT 2,) 

 

‘I THINK IT [LD SERVICES] IS STRETCHED, LIKE MOST SERVICES ARE.  IT TICKS ALONG TILL THERE’S A 

CRISIS. BECAUSE THE CRISIS WILL TAKE PRIORITY, THEN IT PUTS MORE PRESSURE ON THE PSYCHIATRY 

SERVICE.’ (PARTICIPANT 3,)  

‘THE WAITING LISTS FOR ASD AND ADHD ASSESSMENTS ARE TREMENDOUS [C. 12-13 MONTHS.  THAT’S 

FRUSTRATING FOR PEOPLE THAT ASSUME THAT WE CAN CARRY OUT AN ASD ASSESSMENT AND START 

WORKING WITH THAT PERSON’ (PARTICIPANT 3,) 

 

CONCLUSIONS 

MULTIPLE FACTORS INFLUENCING  

SUPPORTING PEOPLE ID 

DELIVERING A  QUALITY SERVICE 

IMPROVING KNOWLEDGE OF ID AND NDD MORE WIDELY 

RECRUITMENT AND RETENTION IS A REAL ISSUE 

LOCATION: E.G. LACK OF LONDON WEIGHTING  

CONCERN ABOUT HOW SERVICES CAN BE DELIVERED IN THE FUTURE 

NEED TO THINK DIFFERENTLY IN THE FUTURE TO MAINTAIN QUALITY SERVICES 
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LIMITATIONS 

NOT ABLE TO ACCESS ALL GROUPS 

IDEA FOR THIS WORKSHOP 

AFTERNOON TO DEVELOP THE FOLLOWING FINDS MORE 

 

THE NEXT STEPS: WORKSHOPS 

2 WHAT ARE THE DEVELOPING AND EMERGING NEEDS IN KSS (OR WIDER) THAT REQUIRES A 

PSYCHIATRIST IN ID 

3 WHAT SOLUTIONS ARE THERE FOR BETTER RECRUITMENT INTO THIS AREA AND FILED 

HOW TO GET PEOPLE IN EARLIER 

HOW TO MAKE IT MORE EXCITING AND INTERESTING 

4. WHAT OTHER SOLUTIONS ARE THERE TO SUPPORT WHAT MAY BE A REDUCED WORKFORCE BUT 

INCREASING NEED 

HOW TO FILL SOME OF THE IDENTIFIED GAPS 

OTHER PEOPLE WHO CAN DO SOME OF THE ROLES ESPECIALLY CONSIDERING NURSE RECRUITMENT 

ALSO DIFFICULT 
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SLIDES FROM PRESENTATION BY DR MUKHERJEE FROM SABP 

CONFERENCE 
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