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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

7th Meeting, 2014 (Session 4) 
 

Tuesday 4 March 2014 
 
The Committee will meet at 9.45 am in Committee Room 2. 
 
1. Decision on taking business in private: The Committee will decide whether 

to take item 5 in private. 
 
2. Subordinate legislation: The Committee will consider the following negative 

instruments— 
 

Infant Formula and Follow-on Formula (Scotland) Amendment Regulations 
2014 (SSI 2014/12) 
Self-directed Support (Direct Payments) (Scotland) Regulations 2014 
(SSI 2014/25) 
National Assistance (Sums for Personal Requirements) (Scotland) 
Regulations 2014 (SSI 2014/39) 
 

3. Transitions between Paediatric and Adult Services: The Committee will take 
evidence, in round-table format, from— 

 
Dagmar Kerr, Action for Sick Children Scotland Area, Action for Sick 
Children Scotland; 
 
Yvonne Hughes, Public Affairs Officer, Cystic Fibrosis Trust; 
 
Jane-Claire Judson, National Director, Diabetes UK Scotland; 
 
Sheena Dunsmore, Manager, Kidney Kids Scotland; 
 
Colin Young, Senior Policy and Outcomes Officer, Health and Social Care 
Alliance Scotland (the ALLIANCE); 
 
Jean Davies, Strategic Paediatric Educationalists and Nurses in Scotland, 
RCN Scotland; 
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Dr Ishaq Abu-Arafeh, Consultant Paediatrician, Royal College of 
Paediatrics and Child Health; 
 
Dr Stan Wright, Fellow, Consultant Respiratory Physician and Lead 
Cancer Clinician, Royal College of Physicians of Edinburgh; 
 
Scott Read, Development Worker, ARC Scotland – Scottish Transitions 
Forum; 
 
Dawn Crosby, Head of Service Strategy and Policy, Scotland and 
Northern Ireland, Teenage Cancer Trust; 
 
Margaret Kelman, Allergy Advisor, Children and Young Peoples Allergy 
Network Scotland. 
 

4. Public petitions: PE1384, PE1466 and PE1499 The Committee will consider 
petitions on speech and language therapy services, the implementation and 
regulation of local authority charges for non-residential services and suitable 
respite facilities to support younger (aged between 21 and 45) disabled adults 
with life shortening conditions. 

 
5. Access to new medicines: The Committee will consider the evidence heard at 

its meeting on 25 February 2014. 
 
 

Eugene Windsor 
Clerk to the Health and Sport Committee 

Room T3.60 
The Scottish Parliament 

Edinburgh 
Tel: 0131 348 5410 

Email: eugene.windsor@scottish.parliament.uk 
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The papers for this meeting are as follows— 
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The Infant Formula and Follow-on Formula (Scotland) 
Amendment Regulations 2014 (SSI 2014/12) 
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Self-directed Support (Direct Payments) (Scotland) 
Regulations 2014 (SSI 2014/25) 
 

HS/S4/14/7/2 

National Assistance (Sums for Personal Requirements) 
(Scotland) Regulations 2014 (SSI 2014/39) 
 

HS/S4/14/7/3 

Note by the clerk 
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Agenda Item 3  

Written Submissions 
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PRIVATE PAPER 
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HS/S4/14/7/7 
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Health and Sport Committee 
 

7th Meeting, 2014 (Session 4), Tuesday, 4 March 2014 
 

Subordinate Legislation Briefing 
 
Overview of instrument 

1. There are two negative instruments for consideration at today’s meeting.  

2. A brief explanation of the instruments, along with the comments of the 
Delegated Powers and Law Reform Committee, is set out below. If members 
have any queries or points of clarification on the instrument which they wish to 
have raised with the Scottish Government in advance of the meeting, please 
could these be passed to the Clerk to the Committee as soon as possible.  

Details on SSI 2014/12 

3. The Infant Formula and Follow-on Formula (Scotland) Amendment 
Regulations 2014 (SSI 2014/12) These Regulations amend the Infant 
Formula and Follow-on Formula (Scotland) Regulations 2007, in order to 
implement Commission Directive 2013/46/EU amending Directive 
2006/141/EC with regard to protein requirements for infant formulae and 
follow-on formulae. 

4. The new provisions:  

authorise for the first time the use of goats’ milk protein in the 
manufacture of infant formula and follow-on formula milks; 

provide that “infant formula” must be sold under that name where the 
product is not manufactured entirely from cows’ milk proteins or goats’ 
milk proteins; and infant formula must be sold as “infant milk” where the 
product is manufactured entirely from those proteins;  

lower the minimum protein levels permitted in follow-on formula 
manufactured from protein hydrolysates, to bring it in line with that for 
infant formula. (“Hydrolysate” refers to hydrolysis: the chemical process 
in which water is added to a substance). 

5. There has been no motion to annul this instrument.  

6. The Delegated Powers and Law Reform Committee has not made any 
comments on this instrument. 

Details on SSI 2014/25 

7. Self-directed Support (Direct Payments) (Scotland) Regulations 
2014 (SSI 2014/25) These Regulations accompany the Social Care (Self-
directed Support) (Scotland) Act 2013 (“the 2013 Act”) and make further 
provision about direct payments made under the 2013 Act. 

8. In January 2013 the Social Care (Self-directed Support) (Scotland) Act 
("the 2013 Act) received Royal Assent. The Act makes provision about the 
way in which certain social care services are provided. In particular, it 

http://www.legislation.gov.uk/ssi/2014/12/contents/made
http://www.legislation.gov.uk/ssi/2014/12/contents/made
http://www.legislation.gov.uk/ssi/2014/25/contents/made
http://www.legislation.gov.uk/ssi/2014/25/contents/made
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provides a variety of choices as to how a person wishes to arrange their care 
and support. During the Self-directed Support Bill’s passage through the 
Scottish Parliament, Scottish Ministers made a commitment to develop 
statutory guidance and Regulations to accompany the 2013 Social Care (Self-
directed Support) (Scotland) Act. 

9. The Scottish Government launched a consultation on the 2013 Act. The 
consultation sought views on the proposed draft Regulations and Statutory 
Guidance and ran until 10 July 2013. One hundred and forty-four consultation 
responses were received; 21 from individuals and 123 from organisations. 
Many of those responding noted their broad agreement with the underlying 
principles and values of self-directed support (SDS). Most of the comments 
made on each of the sections of the guidance and regulations were specific 
and, in very many cases, one-off issues around things which respondents 
thought had been omitted or needed clarification, or on suggested changes to 
ordering, or to words and phrases. The main theme to emerge was significant 
disagreement with the concept of excluding certain types of individual from 
receiving a direct payment. This was primarily because respondents felt that 
each potential exclusion from a direct payment should be based on 
assessment, support planning and professional judgement. The Scottish 
Government accepted the arguments behind these consultation responses, 
and the final version of the Regulations does not contain a number of the 
excluded categories which had been included in the consultation version. 

10. There has been no motion to annul this instrument.  

11. The Delegated Powers and Law Reform Committee has not made any 
comments on this instrument. 

Details on SSI 2014/39 

12. National Assistance (Sums for Personal Requirements) (Scotland) 
Regulations 2014 (SSI 2014/39) The purpose of this instrument is to 
increase the sum of money which a local authority is required to assume that 
a person needs for his or her personal requirements per week when 
assessing that person’s ability to pay for accommodation provided under the 
Social Work (Scotland) Act 1968 (“the 1968 Act”) or section 25 of the Mental 
Health (Care and Treatment) (Scotland) Act 2003 (“the 2003 Act”). The sum is 
being increased from £23.90 to £24.55. 

13. Section 22 of the National Assistance Act 1948, as applied by section 
87(3) and (4) of the 1968 Act, requires a local authority to charge people in 
residential accommodation provided under either the 1968 Act or section 25 
of the 2003 Act payment in accordance with a standard rate fixed for that 
accommodation by the authority managing the premises in which it is 
provided.  

14. Where a person is in accommodation provided by a local authority, and 
is unable to pay for the accommodation at the standard rate, the local 
authority shall assess his or her ability to pay at a lower rate. In assessing 
ability to pay at the lower rate, the local authority is to assume that the person 
requires a prescribed sum of money per week for personal purposes. The 

http://www.legislation.gov.uk/ssi/2014/39/contents/made
http://www.legislation.gov.uk/ssi/2014/39/contents/made
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prescribed sum is uprated on an annual basis. These Regulations uprate the 
sum to £24.55 and revoke SSI 2013/40 which prescribed a sum of £23.90 for 
the financial year 2013-2014. 

15. There has been no motion to annul this instrument.  

16. The Delegated Powers and Law Reform Committee has not made any 
comments on this instrument. 

Bryan McConachie 
Committee Assistant 
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Transition between Paediatric and Adult Services 
 

Action for Sick Children Scotland 
 

Action for Sick Children Scotland works for the best quality of 
healthcare to be provided for all children and young people at times of 
illness. We are pleased to provide a submission to the Health and Sport 
Committee for its meeting on 4 March 2014 looking at the transition 
between paediatric and adult services in the NHS. 
 
In our view the key actions that lead to successful transitions are as follows: 

 Transition is a process not an event and it is best if preparation starts early. 
Some young people attend transition clinics from age 14 where they are 
supported jointly by paediatric and adult professionals until final transition 
to adult services at 16 years or later. Allowing patients/families the time to 
transition gradually is important. Preparation can start as early as time of 
diagnosis.  
 

 Transition is likely to be more successful if NHS Boards have a clear 
transition policy setting out the principles of transition from paediatric to 
adult healthcare.  

 

 It is likely to be more successful where transition pathways exist for specific 
conditions and when more than one condition exists, transition pathways 
for both conditions need to be integrated. Pathways should be person 
centred and tailored to the individual young person who should be involved 
in its development and agree milestones. 

 

 It is vital that patients and families know the key person responsible for 
supporting them through transition. The Royal College of Physicians of 
Edinburgh (RCPE) project, ‘Think Transition: Developing the essential link 
between paediatric and adult care’ (2009) showed that it is vital for patient 
and family to know that someone familiar with their history will be with them 
through the process into the adult system.  

 

 Young people often leave school during the transition to adult health 
services so good communication between health, education and social 
services (if appropriate) in line with GIRFEC principles can support good 
transition. 
 

ASCS believes that barriers to successful transitions are that: 

 Often there is no equivalent adult service for young people. Young people 
with complex healthcare needs often attend several clinical specialities 
which may be placed in different localities in the adult system. This needs 
effective planning and communication between specialties and a lead 
person.  
 

 Adult services are largely speciality led, so tend not to have a holistic view 
of the young person’s needs. 
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 Many adult health professionals are not prepared for the needs of young 
people especially those with multiple problems. They will not have received 
training in how to care for young people undergoing transition at a time of 
great physical and emotional change. We are not aware of specialist nurse 
training for transition and our understanding is that there is currently no 
specialist nurse for adolescents in Scotland 
 

 Staying in an adult ward can be frightening and bewildering for young 
people who may be beside elderly, very ill people. The environment is often 
inappropriate. ASCS’s 2012-13 Parental Access and Family Facilities 
Survey of NHS wards admitting children, 
http://www.ascscotland.org.uk/default.asp?page=19 shows that education 
provision and recreation facilities for young people are unavailable in adult 
wards and visiting for parents is restricted. Education should not be seen 
as a paediatric issue. Young people in adult wards should be supported in 
their educational needs. Their social and emotional needs should also be 
addressed. 
 

 Information in adult services is often generic, aimed at adults and not 
tailored for young people. 

 
The effectiveness of existing professional guidelines and patient pathways: 

 The RCPE ‘Think Transition’ Report mentioned earlier outlines core 
principles for transition, makes recommendations and describes pathways 
for young people in remote and rural areas and for some specific 
diseases. The Scottish Government Report, ‘Better Health, Better Care, 
Hospital Services for Young People in Scotland’ (2009) contains a range 
of recommendations and guidelines on transition. The Managed Clinical 
Networks have developed transition pathways. ASCS supports the 
recommendations in these reports. Where guidelines can be implemented 
they will improve young people’s experience of transition, but when 
resources are required for implementation they often cannot be given 
priority due to lack of funding. 
 

 In 2011, NHS National Services Scotland, following its ‘Transition: Make it 
Happen’ conference, convened a short life working group on which ASCS 
participated. This resulted in the development of recommendations on 
best transition practice. We recommend that these are now integrated 
with current Scottish Government policy and legislation eg the Children 
and Young People Bill. These would then assist Boards to implement best 
practice.  

 
The Scottish Government and NHS Boards could do the following to promote 
and bring about better transition services: 

 Each NHS Board should appoint someone with a main remit to oversee 
transition policies and practices across paediatric and adult services – a 
champion for transition. This should be a senior post appropriately funded 
and resourced. 
 

http://www.ascscotland.org.uk/default.asp?page=19
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 Boards do not need to have the same transition policies but they should 
be led by an overarching Scottish Government policy. The transition 
approach should be flexible and welcome the young person as a young 
adult but also include parents as experts in the physical and in some 
cases the psychological needs of their young person.  

 

 Implementation of Transition Guidance and Pathways is key and Scottish 
Government should monitor Boards’ progress. 

 

 Appropriate integrated IT systems need to be in place across paediatric 
and adult services to allow easy access to patient medical history which 
could help to smooth the process of transition.  

 

 Boards should ensure that all health professionals caring for young people 
are appropriately trained. This includes professionals in adult services and 
paediatric services. Those in paediatric services will be trained to work 
with younger children but not all will be trained to work with young people.  

 

 Boards need to ensure they are prepared to care for young people with 
conditions that are ‘new’ to adult services such as severe neurodisability, 
inherited metabolic disorders, rare endocrine disorders that in the past 
would have resulted in the death of the child within paediatric services. 
Provision of age appropriate palliative and hospice care is also needed. 

 

 Appropriate care in a suitable environment for young people should be 
provided in paediatric and adult services. The European Association for 
the Welfare of Children in Hospital (EACH) Charter should be promoted 
and implemented in adult focused wards which admit young people.  

 

 Education should not be seen as a ‘paediatric issue’. Young people in 
adult wards must be supported in their educational needs.  

 

 Boards need to have systems in place for paediatric and adult services to 
work together. 

 

 Youth services should be offered before and after transition as part of the 
team around the young person. 

 

 There should be information available in adult services tailored for young 
people and which takes account of their specific needs. 

 

 NHS Boards should be encouraged to work in partnership with third sector 
and other organisations which offer self management support to children 
and young people. Developing self management skills at an early age will 
support young people through transition into adult health services. 

 

 Scottish Government/NHS could consider undertaking a survey of young 
people and carers with different conditions one or two years after their 
move into adult services to find out about their experience of transition 
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and identify areas in the adult service that need to be adjusted to optimise 
the care of these young adults. 
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Transition between Paediatric and Adult Services 
 

Scottish Transitions Forum (ARC Scotland) 
 

Introduction: 
The Scottish Transitions Forum (STF) is facilitated by ARC Scotland and 
consists of a mix of health, social work, education, third and voluntary sectors 
and other professionals from across Scotland. The joined up approach to 
solving the puzzle of successful transitions is unique in its perspective in 
Scotland. It achieves this by bringing together different disciplines to address 
challenges and focus on solutions for transitions by looking cross policy, 
legislation and practice. The Scottish Transitions Forum focus on solutions is 
summarised in the “Principles of Good Transitions Practice” under the 9 
principles of transitions planning. 
 
1. In your experience, the key actions that lead to successful 
transitions. 
 
The key actions range from policy and legislature integration and improving 
practice within local authorities and community health partnerships. This 
involves pulling together Multi disciplinary practice inline with the Education 
(additional Support for learning) Act 2004, Self Directed Support Act 2013 
(SDS), the upcoming Joint Public Bodies Bill, Adult Support and Protection 
and Adults with Incapacity legislation and the Children and Young People Bill 
amongst many others. Any legislation or policy addressing Transitions must 
address the duties as laid out in this legislation in a cross disciplinary way. 
 
Other key actions the nine principles/Principles of Good transitions document 
suggest (in short) are these: 
 

 That person centered planning must be used and the young person being 
central to this process. This is embedded in “Getting it right for every child” 
but this form of assessment changes when in adult services.  

 Transitions planning needs to start at an earlier age, especially for those 
with complex health and additional support needs. Transition is not the 
same as case transfer. 

 Any policy or legislation developed must dovetail across professions and 
be understood by all practitioners including the third sector. Self directed 
support Principles (with the focus on outcomes, choice and control) must 
be central to any pathway/planning from pediatrics and adult health 
services.  

 Early indicative budgets help to plan in advance and must be provided. 
Health, social care and education resources should provide the funds for 
the pooled budget. 

 Information must be made available along the process. Not just Led by 
statutory duties but relevant and proportionate to young peoples and 
parents needs.  

 There is a lack of age appropriate services in both health and social care, 
mainly due to cuts in funding. This needs to be addressed to provide 
support for later transitions and to meet young peoples outcomes. 

http://scottishtransitions.org.uk/scottish-transitions-forum-agenda-for-improvement-for-scottish-transitions/?topicfrom=general-information
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 Parents/carers need to be supported as much as the young people going 
through transitions, as it is a stressful time for everyone involved. 

 Where there is a transitions liaison service or a multidisciplinary transitions 
team within the local authority, transitions are generally more positive. 

 
2. In your experience, the reasons why successful transitions do not 
occur. 
 
Successful transitions can be confounded  if the above problems are not 
addressed also: 
 

 The lack of cross professional and Multidisciplinary working and role 
confusion can be a very real barrier. 

 Lack of funding/resources that lead to strict eligibility criteria can cause very 
real issues pushing families into crisis and prevent positive health 
outcomes. 

 The difference in cultures between pediatrics and adult health services 
effects how young people engage and leads to negative health outcomes. 
Culture change needs to happen or age appropriate clinic/services 
available or young people specialist to be in place. 

 The lack of a transitions coordinator/information/one to one support on the 
familial level can have very negative effects on families. Transitions are 
cross professions/areas and very complicated and with this there is a huge 
risk of duplication of professional input as well as assessment and 
resources. 

 
3. The effectiveness of existing professional guidelines and patient 
pathways. 
 
Professional guidelines and pathways exist but STF members feel that these 
are not always followed. This ad hoc approach leads to a postcode and 
professional lottery. A Pathway is currently being trialed in Fife via its Learning 
Disability Lead Nurse, also local forum are appearing that address areas of 
specialism within local authorities. It is a suggestion that these local forums 
are nationalised following the Scottish Transitions Forum model of multi 
disciplinary membership and action/research approach that is Local Authority 
and Community Health Partnership adaptable. The RCPE also produced a 
document entitled “Think Transition” (2008) containing a lot of good 
information on professional practice but in its current format is out of date. The 
recent research by Together for Short Lives (titled STEPP) also provides a lot 
of areas for thought in terms of transitions care. 
 
4. What more could the Scottish Government and NHS Boards do to 
promote and bring about better transition services 
 

 To embed GIRFEC philosophies into adult services assessments leading to 
a plan across the lifespan rather than just a “Childs Plan” 

 Mapping of existing transitions services across Local Authorities and 
Community Health Partnerships that looks at pathways of care in a 
multidisciplinary approach. 
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 To promote Multidisciplinary Local Authority led Transitions Forums that 
follow a solution focused approach across Scotland leading to service 
improvement. 

 To ensure all policy and legislation takes a multidisciplinary approach in its 
construction. 

 To ensure there are Multidisciplinary Transitions Teams that work within 
both health and Social care fields in all local authorities. This would fit 
within the co location principles of the Joint Public Bodies Bill. 

 To provide more resources to health and social care within local authorities 
to provide more services commissioned from  joint budgets from both 
health and social care to prevent rather than deal with people in crisis. 
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Transition between Paediatric and Adult Services 
 

Cystic Fibrosis Trust 
 
 In your experience, the key actions that lead to successful transitions 
 
Early, inclusive discussion of transition with whole family should occur. 
Discussion with child over management of their care begins from teenage 
onset/secondary school age. 
Timing of transfer is flexible, in accordance with child’s needs. Should ideally 
be completed by age 17 (at latest 18). 
Preparation for transfer should be well planned, including meetings with new 
team and visits to both patient home and new site. 
Joint transition clinics are held. This gives the family and patient with 
paediatric and adult clinician jointly with opportunity to meet other members of 
the adult team. 
An intermediary from the paediatric team should engage with the patient to 
provide information and emotional support. 
Provision of information – booklet about adult centre should be provided 
including information on clinical arrangements, in-patient facilities, staff, out of 
hours arrangements and directions to the centre with contact numbers. 
Ward environment should be appropriate for young people, in terms of 
sleeping and leisure facilities. 
 
 In your experience, the reasons why successful transitions do not 
occur 
 
Patient may not be ready to engage, or to assume control of care. Patients 
with CF have treatments that can take up to two hours over the course of a 
day. This ranges from taking their tablets, inhalers, nebulised treatments, 
sterilising of equipment, preparing equipment, physiotherapy sessions at set 
times up to three times per day. Patient may disengage with this despite 
understanding consequences, potential lead to increased hospital admissions.  
 
Often families are not ready to let go as they have been main provider of the 
daily burden of care. The possibility of parent/carer may interfere with the 
process or delay progress is a factor. 
 
Lack of compatible availability between family and adult team during transition 
stage – e.g. adult consultant does not attend paediatric clinics so family go to 
adult unit for joint clinics cam impact on the family. Some patients need to 
travel further to their adult centre. 

 
 The effectiveness of existing professional guidelines and patient 
pathways 
 
For CF, cross infection policies and protocols remain crucial in transition 
process and are adhered to. 
The CFT produce transition guidelines for the parent, the patient and hospital 
clinical teams and managers. 
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The Paediatric CF Managed Clinical Network. There is no national guideline 
or protocol for CF transition as this is managed locally. 
The Cystic Fibrosis Trust Standards of Care guidelines are followed for 
professional reference. 
The Cystic Fibrosis Trust produce leaflets on transition for families, patients 
and hospital teams and managers which are easily obtained on CFT website. 
The Cystic Fibrosis Trust produce a UK Registry report each year- with a 
separate one for Scotland - showing breakdown of clinical, demographic stats 
and outcomes for each hospital, data from patients is used to benchmark 
services. 

 
 What more could the Scottish Government and NHS Boards do to 
promote and bring about better transition services 
 
Where applicable NHS boards should support a wider orientation session on 
move to new hospital site. The patient may be familiar with their own ward and 
clinic but not other departments of the hospital. CF patients also attend 
pharmacy, X-Ray, Lung Function labs, physiotherapy department, renal, 
ophthalmology which can be spread over a hospital site. 
 
Emotional support. Additional or intensive support from psychologist during 
transition should be supported where possible. Health stats can dip during this 
time. Health and social care cross over should also be considered by health 
boards. 
 
Seeing the patient as a person. Health boards should consider the unmet 
needs of the patient going through transition and how they address this. 
Pressures of school, exams, adult choices – smoking, sexual health, family 
issues may impact on the patient self-managing their care and should be 
recognised officially. 
 
Health boards should provide booklets on the new adult teams – there are 
some informal leaflets given to patients with contact details out of hours 
arrangements, ward staff but perhaps this could be standardised across 
health boards, adding more information such as emotional support, or patient 
liaison contact.  
 
Where applicable general transition information promoted via GP surgeries as 
patients with health conditions will be well known to their GP. 
 
Paediatric and adult MCNs could be asked to provide guidance or protocol for 
transition in Scotland. This could provide a good start for health board to 
identify good practice and compare to other care specialties. 
 
Health board recognition of commitment required from adult consultants to 
attend paediatric units when it suits paediatric family and offer protected 
clinical time for consultant and nursing staff managing the transition. 
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NHS boards could look to form a transition group with input from patients, 
families, clinicians and patient organisations to identify the gap existing in this 
area. 
 
The Scottish Government should look for good practice guidelines across 
different specialties. We are willing to work with other patient organisations to 
help adapt guidance for individual patient groups, e.g. patients with cystic 
fibrosis are prevented from meeting and are segregated in a hospital 
environment. 
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Transition between Paediatric and Adult Services 
 

National Managed Clinical Network for Children with Exceptional 
Healthcare Needs 

 
1.  Introduction 
The National Managed Clinical Network for Children with Exceptional 
Healthcare Needs (CEN) was established in 2009 with its aim to strengthen 
and develop specialist services for children with complex and exceptional 
healthcare needs in Scotland.  This group of children and young people are 
defined by their complexity of care rather than their diagnosis. Children and 
young people with profound and multiple learning disabilities go through a 
number of transitions during their lifetime; feedback from both families and 
professionals highlight that the most problematic of these is transition from 
child to adult services. 
 
2. In your experience, the key actions that lead to successful transitions 
CEN has identified transition from children to adult health services as its work 
priority for 2014/15 and will be promoting the key principles highlighted by the 
Scottish Transitions Forum1. For families who provide positive feedback about 
transition these are the actions that make a positive difference: 

 All young people should have access to Person Centred Planning that 
involves the young person and their parents. The majority of young 
people with complex and exceptional health needs will be dependent 
on their parents/other carers to support their health needs.   

 Person Centred Planning includes the Child’s Plan developing into a 
Young Adults plan with the Lead Professional within adult services 
taking responsibility for the coordination of care. 

 Involving young person and parents at an early stage. Transition for 
young people with complex an exceptional healthcare needs should be 
a planned process over a number of years. 

 From a health perspective there is evidence of successful transition 
when there is an equivalent service to transition to. For example, some 
secondary care services such as diabetes and neurology and tertiary 
services such as cystic fibrosis, gastroenterology and ventilation.  

 
3. In your experience, the reasons why successful transitions do not 
occur 
Research shows that there is a marked reduction in the availability of 
services, e.g. speech and language therapy2.  At a CEN parent’s event in 
February 2014 a mother of a 19-year-old who recently went through transition 
from children to adult services told us: 

“ In children’s services my son received good support, but when he 
went into adult services he was dropped like a hot brick. He lost his 
befriending and his respite was cut by half.  He used to get regular 
health reviews when he was at school by the paediatrician but that 
stopped as soon as he finished school. I took him to the GP and asked 
for a review but they told me only to bring him if he was ill.” 

Young people with complex and exceptional health care needs usually have 
multiple diagnoses and can have 10-20 health professionals involved in their 
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care (e.g. paediatrician, speech and language therapist, physiotherapist, 
occupational therapist, community children’s nurse). Often in adult services 
there is not an equivalent service to transition to. Additionally, in children’s 
services with Getting It Right For Every Child (GIRFEC) there will be an 
identified Named Person and Lead Professional to oversee the Child’s Plan 
and ensures the coordination of care and support. In adult services there are 
often no equivalent roles. 
 
A gap identified by CEN is the lack of knowledge and understanding of 
professionals working in children’s services about the Adults with Incapacity 
(Scotland) Act (2000) and Guardianship. From training CEN delivered in 2013 
there was a clear gap in the participants’ knowledge and understanding 
around the Act and incapacity. Many attendees stated that they had no 
knowledge or awareness of assessing capacity for the care they were 
delivering for young people 16 and over within a paediatric setting.  Only 13% 
already knew about Guardianship/Adults with Incapacity Act. 
 
4. The effectiveness of existing professional guidelines and patient 
pathways 
Professional guidelines and pathways exist but feedback from CEN families 
and professionals state that the implementation and success is ad hoc across 
Scotland. 
CEN has developed a Pathway of Care and includes ‘Transition to Health 
Services’ with best practice guidance for professionals. Outcomes are defined 
that include the young person having an individualised plan, a Named Person 
and Lead Professional and planning from age 14 onwards.  
The link to the pathway is: http://www.cen.scot.nhs.uk/pathways-care 
 
5. What more could the Scottish Government and NHS Boards do to 
promote and bring about better transition services 

 Providing information for young people and their families about their 
rights and the provision of care as they move from children to adult 
services. 

 The Health and Social Care (Self Directed Support) (Scotland) Act has 
the potential to have a significant impact on young people’s experience 
of transition. Currently the focus appears to be on older people’s 
services and should include young adults with complex and exceptional 
healthcare needs. 

 To support GIRFEC and the ‘Child’s Plan’, there needs to be the 
introduction of the ‘Adults Plan’ with identified Lead Professional in 
adult health services to coordinate support and care. 

 There is an opportunity to use the Patient Centred Collaborative to 
promote joint working and across children and adult services promoting 
the ‘Must Do With Me’ elements for young people in transition (this is 
an area of work the NMCN CEN aims to take forward).  

 Access within adult services for health reviews to ensure a proactive 
approach to promoting good health for young adults with complex and 
exceptional health care needs. 

http://www.cen.scot.nhs.uk/pathways-care
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 There should be a recommendation to NHS Boards that training re 
Adults with Incapacity (Scotland) Act (2000) and Guardianship is 
mandatory. 

 

Notes: 
1. Scottish Transitions Forum (2013) Principles of Good Transitions For 
Young People With Additional Support Needs. Edinburgh: Scottish 
Transitions Forum. 
2. Scottish Government (2013) The Keys To Life: Improving Quality of Life 
For People With Learning Disabilities. Edinburgh: Scottish Government. 
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Transition between Paediatric and Adult Services 
 

RCN Scotland 
 

Transition from children to adult services should be smooth and planned well. 
However, this is often not the experience of the young people or the staff 
concerned. In Lost in Transition1 the Royal College of Nursing (RCN) sets out 
a range of recommended standards that we believe should be adhered to 
when planning and delivering transition from children to adult services.  
 
Most adolescents find the journey to adulthood challenging for a range of 
biological, social and psychological reasons, so a young person with a 
disability, long term condition or another additional support need is likely to 
find this period particularly difficult. When combined with transition from school 
to further education or employment, or a change in home or family 
circumstances, as well as a change from supportive health and social care 
services for young people to the very different approach to health and social 
care designed for adults, it is easy to see why young people may struggle. 
These transitional phases can have an impact on adherence to therapeutic 
regimes, e.g., physiotherapy, medication, counselling and can mean the 
health of the individual concerned suffers.   
 
In summary, the RCN calls for:  

1. All staff working with young people and young adults to receive 
specific training to facilitate the transition between services. 
2. Issues of confidentiality between professionals, young people and 
parents to be discussed and the outcome to be clearly documented. 
3. Young people to receive support and education to prepare them to 
cope with transition. 
4. Each health care area to have an agreed transition policy in place 
which clearly outlines transitional care arrangements. 
5. Services to be designed around the needs of young people, rather 
than the needs of the service.2 

 
The RCN’s view is largely echoed by the Royal College of Physicians of 
Edinburgh (RCPE) in their guidance Think transition: developing the essential 
link between paediatric and adult care (RCPE, 2008). 
 
Universal pathway for transition to adult services 
Within the NHS there is a ‘Universal Pathway’ for children, young people and 
families. In the pathway for the 11 – 19 years age group there are three main 
stages for young people with additional support needs:  
 
Early stage (12-14yrs)  
In the early stage the aim is to introduce the young person and their family to 
the concept of transition to adult health care and the need for the young 
person to develop autonomy whilst being supported by their family.  The 
young person should become aware of their own health care needs, and the 
full implications of their medical condition.  
Middle Stage (14–15yrs)  
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During the middle stage the young person and their family further develop an 
understanding of the transition process and what to expect from the adult 
health care system. The young person should practice their skills, gather more 
information and begin to set their goals. Initiatives such as self medication, 
self-care and ‘parent-free’ consultations can help young people begin to take 
responsibility for their own health care needs.     
 
Late stage (15-19yrs)  
By the late stage at around 15 years old the young person and their family 
should be feeling confident about leaving the paediatric system, and the 
young person should have a considerable degree of autonomy over their own 
care.  

 

Barriers to transition  
However, despite this universal pathway, there are a number of barriers to 
successful transition to adult services. The Scottish Transitions Forum (ARC)3 
has identified the following as barriers to successful transition: 
 

1. Person Centred approaches are often lacking or inconsistent 
2. Lack of the voice of the young person in transition planning  
3. Planning starts too late  
4. Lack of support for future transitions. 
5. Lack of information for young people and their carers 
6. Support is not coordinated between services  
7. Too many young people are not regarded as eligible for support 
8. Confusing language 
9. Confusing legislative and policy framework. 

 
Adult services are provided differently in that they are condition or illness-
specific whereas paediatric services are holistic and are based on all of an 
individual’s needs. This means there are no ‘pathways’ into adult services and 
this is where problems can arise, for instance, with multiple and/or conflicting 
hospital appointments. 
 
Healthcare professionals working in paediatrics regard adult services as not 
being designed around the individual patient and often not willing to treat 
adolescents any differently to adults. So this means an adolescent – who is 
adjusting to a new approach to health and social care on top of potential 
changes in circumstances, travel issues or difficulty in managing time – is 
unlikely to be followed up if they miss an appointment, for example, and may 
be simply automatically discharged, as would be the case for older adults. 
Some working in paediatrics think that the pressures on adult services are too 
great for them to deal with adolescents in a holistic manner or any differently 
to other patients in the adult system. 
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Some services, such as those which treat people with diabetes, are based in 
different locations, i.e. in the community for children and young people and in 
hospitals for adults, so the transition is made extremely difficult. 
 
A further issue is that families and carers are usually involved in a child or 
adolescent’s care, and can often by their advocate. However, this approach is 
not usual to adult services so people working in adult services may not have 
the appropriate skills to facilitate family involvement.  
 
The transition from children’s mental health services to those for adults can be 
particularly difficult. This is largely because of the well-documented lack of 
resource in the adult mental health sector combined with a lack of appropriate 
care settings for adolescents.  
 
Some solutions… 
In summary there are a range of barriers concerning resources, different 
approaches to the provision of services, changes in personal circumstances, 
the pressures of being a teenager, a lack of integration of services including 
social care and a lack of family involvement in adult services. 
 
However there are some measures that are being, and can be, taken in the 
future to make transitions smoother and more effective for the individuals 
concerned. 
 
…already in train 
The Children and Young People (Scotland) Bill means those individuals who 
are ‘Looked After’ by their local authority or ‘Looked After and Accommodated’ 
should, in future, receive a fully coordinated approach to transition from 
children to adult services as a result of being designated a ‘Named Person’ 
and additional support up to the age of 26 years.  
 
The Children and Young People (Scotland) Bill will also result in the provision 
of a single ‘child’s plan’ for every child identified as having a wellbeing need. 
This will be a joint  health and social care plan and, as long as it is multi-
professional and accessible by all services, such as education, health, social 
work, the child themselves, their family or carer, and where necessary the 
police), has the potential to make a positive difference when it comes to 
transition to adult services. 
 
As health and social care becomes more integrated, with a single source of 
funding for many services, there is the potential for an enhance focus and 
more joined-up services for young people entering adult services. At the 
moment there is a perception that funding drops off when a young person 
enters adult services.  
 
…for the future 
All staff dealing with transition need to be appropriately educated and trained. 
As there are so many professions involved, potentially from different 
organisations, consistent education and training should be provided 
accessibly, via eLearning.  
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Different professions have a different understanding of the lead professional, 
although this problem should be lessened as a result of the recent passage of 
the Children and Young People Bill. If the child has a lead professional, then 
this individual should be designated the lead person for taking forward the 
transition, whether they be the child’s social worker, teacher, nurse, 
physiotherapist or any other professional. 
 
The overarching principle for all moves to improve transition to adult 
services is to take into account the specific needs, thoughts and 
feelings of the children and young people concerned. While this is 
widely recognised, as set out in the Universal Pathway and in the 
barriers to transition that ARC has identified, this has not always been 
done in the past. So new ways of ensuring it becomes a reality must be 
found. 
 
Notes: 
1. Lost in transition: Moving young people between child and adult health 
services, Royal College of Nursing, April 2008 and updated November 2013 
2. Ibid. 
3. Principles of good transitions #1, Scottish Transitions Forum, April 2013. 
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Transition between Paediatric and Adult Services 
 

Royal College of Paediatrics and Child Health 
 

Introduction  
The focus of child health services on the under-5s, and the focus of adult 
health on the elderly, have meant that young people with ongoing needs for 
healthcare have often faced barriers to accessing quality care. Concepts of 
transition (i.e. the purposeful planning of moving from child to adult health 
systems) have been around for many decades, yet many young people still 
face poor transitions.  
 
A young person who is a member of the RCPCH Youth Advisory Panel (YAP) 
stated:  
 

‘Transition for many patients is a daunting prospect. Having had a 
paediatrician overseeing all my care from the age of 13, the idea of 
suddenly not having that security and support was scary. Talking to 
other young people they seem to have similar views.’  

 
There is good evidence that poorly planned transition may be linked with 
increased risk of non-adherence to treatment and loss to follow-up for young 
people. Outcomes can be disastrous, for example in solid organ transplants, 
problems with transition have been identified as among the major causes of 
graft loss. However, there is also good evidence that well-planned transition 
can improve outcomes, for example dramatically reducing graft loss after 
renal transplantation and improving disease control in diabetes.  
 
There is a growing evidence base documenting the significant mortality and 
morbidity risks in relation to young people’s acute and long term health and 
wellbeing if disengagement and non-concordance with their recommended 
health care plan occurs during adolescence and young adulthood. The point 
of transfer from paediatric to adult services and engagement with a new team 
and culture in adult health care is recognised as a potential risk escalator.  
 
In addition to the impact on the health, social and educational outcomes for 
the young person and their carers, the impact on resources in health care and 
other agencies through repeated non-attendance for planned care, increased 
use of urgent care and increased complexity of need through secondary 
complications has also been identified.  
 
Effective and timely transition planning should be a routine part of all long-
term condition management for children and young people. It may also be 
useful to provide young adult services together with adolescent services, as 
AYA (adolescent and young adult) services, such as are now commissioned 
in all cancer services in England. This appears to be improving patient-related 
outcomes for young people, although it is too early to examine the effects on 
disease outcomes. 
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Poor transitions can have a deleterious effect on health outcomes. Given how 
much disease of adulthood starts in adolescence (for example, 75% of adult 
mental health problems begin before 18), transitions are very significant for 
many young people.  
 
There are models of good practice. For example, some cancer services have 
chosen to manage transitions by amalgamating young adult and adult 
services, while other specialties run transition clinics. Further evidence is 
required to identify what works best, and in which particular situation.  
 
1. In your experience, the key actions that lead to successful transitions.  
 
A systematic review of literature by Crowley et al. in 2011 stated that the 
following components were all important in leading to successful transitions:  
 

• Patient education and skills training  
• Specific clinics  
• Dedicated young adult clinic in adult service  
• Transition coordinators  
• Enhanced follow up  

 
Other actions which can lead to successful transitions include:  
 

• Starting early, ideally between the ages of 11-13 to discuss the process of 
transition and transfer to adult services with young people and their carers.  

• Taking young people and their carers through a process relating to 
disease specific and general health education and increasing self 
management including encouraging lone consulting.  

• Addressing educational, psychological and social issues as well as 
medical issues including close links with other services.  

• Providing continuity of care from as few named health care professionals 
as appropriate.  

• Close working between paediatric and adult services including joint 
transition/transfer policy also including primary care involvement  

• Health care professionals with dedicated time in job plan to support 
transition  

• Safety monitoring around attendance at adult service following transfer (at 
least first two appointments).  

• Provision of peer support.  

• Flexible developmentally appropriate care.  

• Support of the carer so that they can change their role in supporting the 
young person.  

• Involvement of young people in shaping their health care. (see Not just a 
phase)  
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2. In your experience, the reasons why successful transitions do not occur?  
 
One of the main reasons that successful transitions do not occur is because 
there is a lack of focus on the particular health need of the age group.  
 
Other reasons why successful transitions don’t occur include: 
 

• There is too much focus on the process of transition when the focus 
should be on age appropriate care across paediatric and adult services. 
Services tend to focus on younger children or older adults. This includes 
environment, inpatient and outpatient, and training of health care 
professionals.  

• There is a failure to recognise that the transition period and the focus 
should span from early adolescence into young adulthood – ideally 
between 11-25 years - to reflect brain development and parallel changes 
both from a psychological and social perspective. A young person from the 
RCPCH YAP told us:  

‘A key problem is that transition is often seen as a handover. A person 
turns 18 and suddenly, everything changes. They are no longer the 
responsibility of paediatric services, and have to get to grips with an 
entirely new system. Often, transition is abrupt and patients are left 
feeling lost, confused, overwhelmed or abandoned. This concern is 
heightened by communication breakdowns. People get lost in the 
system because emails get lost, letters get lost, and referrals get lost or 
forgotten.’  

• There is a failure to recognise that the process needs to be holistic and 
needs to address more than physical health and therefore closer working is 
required between medical, psychological, social, education and youth 
services.  

• There is a lack of funding for both paediatric and adult services to support 
development of future services. Sometimes there is more funding available 
in paediatric services compared with adult services which can lead to a lack 
of focus by adult services.  

• There is a lack of institutional support and motivated individual health care 
professionals and teams have to work hard at delivering care within one 
service which could be more efficiently delivered across an organisation 
benefitting all young people with long term conditions.  

• There is a lack of involvement of primary care to provide continuity of care 
during a transition time. A young person from the RCPCH YAP told us:  

‘My main concern has been the lack of sign posting: simply not knowing 
who I’d go to if I had a concern about a particular condition. Previously, 
my paediatrician would simply refer me on. Now I’m left with my GP, who 
I feel doesn’t know me well enough for me to feel as supported as I did 
before. I am lucky to have a GP who has known me since birth, but I 
have spoken to other young adults who feel that their GP doesn't give 
them the support they need. While most young people like their 
paediatrician, many feel like their GP’s don't understand their conditions, 
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don't take time to get to know them and generally are not on top of their 
healthcare needs.’  

• Although there is plenty of guidance on how to make transitions work 
successfully, it has never been made mandatory.  

• There is a lack of audit data of both short and long term outcomes for 
young people with long term conditions including getting lost to follow up 
and education and vocation outcomes as well as morbidity and mortality to 
drive change.  

• There is a lack of resources to support services in working with young 
people.  

• There is a lack of research to inform best practice.  

• There is a lack of involvement of young people in shaping health services. 
A young person from the RCPCH YAP told us:  

‘Communication with patients is another important feature to note: being 
a child or a young person does not make this any less important. We all 
want to know as much about what is wrong with us as possible, whether 
we are 8 or 80. Something that Charlotte picked up on was that while 
young people have spent their childhood getting to grips with paediatric 
services, once flung into adult services they don’t know where to go for 
help or if they have concerns. Something as simple as an information 
leaflet about how the system works could help patients feel more 
comfortable during and after transition. This would be a huge step 
towards easing transition: paediatricians ought to begin encouraging 
young people to take control of their conditions earlier, rather than later, 
so that they can transition as independent, informed young adults.’  

 
3. The effectiveness of existing professional guidelines and patient pathways  
 
Guidelines for transition of young people with chronic conditions that are 
related to a single organ disease or a single speciality are relatively easier to 
study, plan and create. There are many good examples that fit well with that 
model in relations to conditions such as Asthma, Cystic Fibrosis, Diabetes and 
Epilepsy and they seem to be effective when supported by appropriate clinical 
infrastructure and care pathways.  
 
However in children with multi-organ disease and multi-speciality involvement 
guidelines are difficult to make and once made are very difficult to implement. 
The model of care for children with complex health needs with one 
paediatrician that oversees the needs of the child and co-ordinates the input 
of several specialities is unique for paediatrics and does not have an 
equivalent in adult medical services. The disappearance of the general 
physicians and the emergence of the subspecialists (respiratory, 
gastroenterology, neurology, endocrine etc.) makes it difficult to find an 
appropriate pathway for the care of young adults with neurological disorders 
who also have problems with, mobility, communication, feeding, cognitive 
impairment, visual or hearing impairment, epilepsy, recurrent respiratory 
infections, under-nutrition or obesity, feeding via artificial tubes, behavioural 
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problems, mental health issues, musculoskeletal problems and the use of 
multiple medications and equipment.  
 
4. What more could the Scottish Government and NHS Boards do to promote 
and bring about better transition services  
 
A range of initiatives could promote better transitions for children and young 
people including:  

i. The health care needs of young people should be recognised and services 
supported to meet those needs  

ii. People with complex health needs should be allocated a key worker from 
health and be referred to a Transition Clinic, where multi-disciplinary handover 
can occur and a transition health plan agreed upon.  

iii. Key worker’s duties should not end, but should continue beyond to facilitate 
the co-ordination of services during adult life.  

iv. All staff working with young people and young adults to receive specific 
training to facilitate the transition between services.  

v. Young people to receive support and education to prepare them to cope 
with transition.  

vi. Each NHS Board should have an agreed transition policy in place which 
clearly outlines transitional care arrangements.  

vii. Services should be designed around the needs of young people, rather 
than the needs of the service and young people should be involved in the 
development and design of these services.  

viii. Each NHS Board should develop services for transition that are realistic, 
adequately planned, staffed, supported and funded.  
 
The RCPCH is a UK organisation which comprises over 15,000 members who 
live in the UK, Ireland and abroad and plays a major role in postgraduate 
medical education, as well as professional standards.  
 
The College's responsibilities include:  

• setting syllabuses for postgraduate training in paediatrics  
• overseeing postgraduate training in paediatrics  
• running postgraduate examinations in paediatrics  
• organising courses and conferences on paediatrics  
• issuing guidance on paediatrics  
• conducting research on paediatrics. 
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Transition between Paediatric and Adult Services 
 

Royal College of Physicians of Edinburgh 

 

 

The Royal College of Physicians of Edinburgh (the College) is pleased to 
provide a written submission to the Scottish Parliament Health and Sport 
Committee on the transition between Paediatric & Adult Services in the NHS. 
 
Although some areas in Scotland may have transition clinics between 
Paediatric and Adult Care, the more common scenario would seem to be as 
follows: 
 
An Adult Physician receives a referral from the Paediatric Service asking them 
to see one of their patients in the Adult out-patient clinic.  As most adult 
services are specialist based, they are usually referred to the Specialist in the 
primary underlying condition of the patient, even though they often have 
multiple co-morbidities.   
 
This usually happens between the ages of 14-16 but the patient can be older.  
Often, the patient is already attending many different specialist paediatric 
clinics where they are well known and they often have access to many other 
services e.g. educational, social etc.  It may be possible for the Adult and 
Paediatric Physicians to meet to discuss the patient, but it is not usual for 
them to have a joint clinic which would be useful.  The patient then attends the 
out-patient clinic and a management plan is developed, although this tends to 
be very much just along health grounds with little input into social and 
educational services.  Regular review may be arranged in the out-patients, 
and if the patient is admitted to hospital the specific specialist whose out-
patient clinic they attend will try and take over their care, but in the modern 
health service, continuity of care in the adult service is becoming more 
problematic.   
 
Problems encountered: 
 

 Transition tends to happen all at once with little preparation of the patient 
or their carers for the change in two very different services.  The patient 
will most likely have a close relationship with the paediatric service but can 
find the transition rather overwhelming.  The carers are often not prepared 
for this either and feel there is a decrease in services.  There can also be 
difficulty recognising the child’s rights and although carers have become 
an expert in their child’s health over the years, their child can, if they wish, 
see the doctor on their own and make their own decisions, which may be 
different from the carers own wishes. 
 

 There is no specific pathway for transition.  The problems encountered in 
health are usually only one aspect of their needs and it is difficult to 
organise multi-professional care. 
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 There is no specific co-ordination of the transition and no specific team 
involved. 

 

 The Specialist may have no specific training in adolescent needs.  As well 
these patients may have complex problems, from which previously they 
may not have survived into adulthood, and so the adult specialist may 
have limited knowledge regarding their condition.   
 

 Trying to sort all these problems out in the time allowed in an out-patient 
clinic is very difficult.  

 
 

 Not only does the specialist not have specific training in adolescence, but 
little in the way of fertility and sexual health which is becoming important to 
patients at this time in their lives.  
 

 Often because of the services provided by the Paediatricians, the General 
Practitioner may not be as involved as much in their care and this link to 
the community may need to be re-instituted.  
 

 If the patient is admitted to hospital, they may be in different wards during 
their stay and may have difficulty developing the same relationships as 
they would have been used to in the paediatric service. 

 
Possible solutions: 

 Much of the necessary information regarding this is contained in the Royal 
College of Physicians of Edinburgh publication– Think Transition1, but 
helpful proposals would be:- 
 

 National advice regarding transition policies and practices across 
paediatric and adult services, although each Board should have their own 
policies. 
 

 A clear pathway should be identified for transition and the process of 
transition should be discussed with the patient and carers as early as 
possible.  The process itself would be best to evolve over a longer period 
of time, perhaps years.   
 

 Those looking after these patients in the adult service should be 
appropriately trained, not only in their patient’s specialist needs but also in 
the problems encountered in adolescence. 

 

 There should be a multi-professional and multi-agency input into these 
patients with co-ordination through a team.   
 

 Each patient should have one specialist who they know is responsible for 
their overall care, although they may need to attend several different adult 
services, which may be in different hospitals or even different Health 
Boards.   
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 The General Practitioner should be encouraged as much as possible to be 
part of the team.   

 
Note: 1. http://www.cen.scot.nhs.uk/files/16o-think-transition-edinburgh.pdf. 
  

http://www.cen.scot.nhs.uk/files/16o-think-transition-edinburgh.pdf
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Transition between Paediatric and Adult Services 
 

Teenage Cancer Trust 
 

Introduction to Teenage Cancer Trust 
Teenage Cancer Trust is the only UK charity dedicated to improving the 
quality of life and outcomes for the seven young people aged between 13 and 
24 diagnosed with cancer every day. We fund and build specialist units in 
NHS hospitals and provide dedicated staff, bringing young people together so 
they can be treated by teenage cancer experts in the best place for them. 
Through education of young people about the signs of cancer and working 
with health professionals to improve their knowledge, we work to significantly 
improve their diagnosis experience.  
 
There are around 2,500 young people diagnosed with cancer each year 
across the UK. In Scotland approximately 203 new patients in this age group 
will be diagnosed annually, while approximately the same number again will 
continue to receive care for cancer or relapse1. Patients aged 13-16 will be 
managed within the four children’s hospitals in Scotland; the two Principal 
Treatment Centres for cancer in Glasgow and Edinburgh which have Teenage 
Cancer Trust units with Teenage and Young Adult Multi-Disciplinary Teams 
(TYAMDTs), Aberdeen and shared care in Dundee. Teenage Cancer Trust 
units at the Edinburgh Western General and Glasgow Beatson West of 
Scotland Cancer Centres are amongst the hospitals that provide care for 16-
24 year olds, but this age group’s care is more scattered.  
 
Transition for teenagers and young adults with cancer 
Young people with cancer may transition between paediatric and adolescent 
oncology services, between adolescent and adult services, or in some cases 
directly between paediatric and adult care. These periods of transition may 
occur during the same treatment phase, or a young person may relapse and 
return to access treatment and care within a different part of the health 
service. When managed appropriately, the young person will experience a 
flexible transition, retaining choice and control. When this is not achieved, 
however, the patient and their family can experience anxiety, may feel they 
lack required information, may lose trust in the professionals leading their 
care, and can suffer delays in accessing treatment and services.  
 
The current body of work on transition for young people with cancer includes 
the Blueprint of Care for Teenagers and Young Adults with Cancer2, the 
Teenagers and Young Adults with Cancer Professional Group (TYAC) best 
practice statement on transition3, NICE Improving Outcomes Guidance for 
Children and Young People with Cancer4, and the Managed Service 
Network’s Cancer Plan for Children and Young People5. Much of the 
information in this written statement encapsulates elements of these existing 
guidelines.  
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Key actions for successful transitions 
Transition should never be a surprise to a young person.  It should be a 
staged process, carefully planned to ensure all those involved understand 
what is happening, from a patient and clinical perspective. It shouldn’t happen 
overnight once a person turns a certain age. A successful transition involves 
the young person being engaged in dialogue about transition from an early 
stage, including the provision of literature in accessible formats; the 
identification of an appropriate key worker to accompany the young person to 
visit the new environment and team, and to attend the patient’s first session in 
the new service; a holistic transition (incorporating nursing, social work, youth 
work, physiotherapy, dietician etc); and medical teams from both the existing 
and new services discussing treatment plans together. All this activity should 
be underpinned by a robust transition operating procedure.  
 
Why successful transitions do not occur 
An inadequately managed transition can detrimentally impact on the patient 
and their experience of care; this may manifest itself psychologically, on the 
new clinical and holistic relationships they need to form and how they adhere 
to treatment. A transition may be unsuccessful if any one of the key actions is 
not in place. For example, whilst a holistic MDT should be in place for 
paediatric and adolescent services, additional psychosocial, family and 
advocacy support may be non-existent within an adult setting. When 
explaining transition to young people difficulties can also occur; evidence 
demonstrates that young people with cancer consistently report worse 
experiences with regard to communication, particularly when explanations of 
treatments, condition and tests are not delivered in a way which recognises 
the lack of hospital experience many young people will have at the time they 
start treatment6.  
 
The effectiveness of existing professional guidelines and patient 
pathways 
An important step to improve transition for young people with cancer would be 
the more stringent implementation of the Managed Service Network’s Cancer 
Plan for Children and Young People. The Plan recommends that all young 
people with cancer, up to the age of 25, be treated within age appropriate 
services. The different pathways that young people between the ages of 16 
and 24 can currently take are a key challenge to this, and therefore to 
successful transition. Not all young people with cancer will be treated in an 
age appropriate environment, and this can affect their transition experience. 
We need to ensure that all young people have equity of care, as well as in 
transition; and this requires a consistent pan-Scotland approach.  
 
What more could the Scottish Government and NHS Boards do to 
promote and bring about better transition services? 
The number of young people with cancer in Scotland is small, yet the scale of 
variation in their experience disproportionately large.  There are pockets of 
good practice in transition, both within and outwith cancer, currently 
happening in Scotland and elsewhere in the UK.  We would advocate that this 
good practice is actively supported and rolled out across the rest of Scotland.  
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In order to achieve this it will be vital for NHS Boards and clinicians to ensure 
widespread adoption of existing guidance and best practice and to support 
innovative solutions to on-going difficulties in transition. Teenage Cancer Trust 
has been piloting a new model of care which delivers a holistic service 
designed with patients at the centre. The central tenet of this model is to 
ensure that every young person with cancer is discussed by a TYAMDT 
regardless of where they receive their treatment, and this process will enable 
all patients to access the expert clinical care required for an improved patient 
experience throughout their pathway; including during transition.   
 
Within the current system in Scotland, each NHS Board needs to bring 
paediatric and adult services together to better understand how care is 
delivered on each ‘side’, and through this understanding, jointly deliver a 
transition process that puts patients truly at the centre. This activity needs to 
be underpinned by the collection of patient feedback on outcomes linked to 
transition via tools such as Quality Performance Indicators, and this feedback 
then acted on to drive improvements.  
 
We welcome the Health and Sport Committee, the Scottish Government, and 
NHS Boards undertaking this evidence gathering, and very much support the 
aim to promote and improve transition services in Scotland.  
 
Notes: 
1. Information Services Division, NHS National Services Scotland (2013), 
Cancer in Scotland (2011) 
2. Smith S, Case L, Waterhouse K, et al. (2012) A Blueprint of Care for 
Teenagers and Young Adults with Cancer. Teenage Cancer Trust and TYAC 
3. Langford C and Wright D. (To be published 2014) TYAC Best Practice 
Statement: Transition 
4. National Institute for Health and Clinical Excellence (2005), Guidance on 
Cancer Services: Improving Outcomes in Children and Young People with 
Cancer 
5. Managed Service Network for Children and Young People with Cancer in 
Scotland (2012), Cancer Plan for Children and Young People in Scotland 
2012-15 
6. Department of Health (England) (2010, 2012 and 2013), National Cancer 
Patient Experience Survey. 
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Transition between Paediatric and Adult Services 
 

Health and Social Care Alliance Scotland 
 
Introduction  
The ALLIANCE has been working to highlight the challenges and 
opportunities presented by Self Directed Support in the facilitation of positive 
transitions for young people with complex care needs. It is the issues that 
have arisen from our work that form the basis of our evidence.  
 
The difficulties of transition were summarised at a round table hosted by the 
ALLIANCE and ARC Scotland:  

“Transitions can be best conceptualised utilising the idea of the Rubik’s 
cube, where each professional looks at ensuring their specific area of 
concern is matched without, at times, much concern for what is happening 
outwith their own concerns. It was felt that if transitions are to be successful 
a global appreciation of the entire puzzle is important and that this is the 
goal of integrated working within transitions.”1  

 
What makes a good transition?  
A good transition depends on the desired outcomes of each young person; 
ensuring that the process to achieving those outcomes is person centred in its 
approach. The ALLIANCE suggests the following three aspects to achieving 
person centred transitions:  
 
1. Age appropriate communication between professionals and young people 
within the health setting to maximise the young person’s involvement in the 
decision making process. The Joint Improvement Team has developed 
“Talking Points”2, an approach that supports professionals to have a 
meaningful conversation with the young person about what matters to them 
that can also feed directly into outcome based assessment within SDS 
Guidance.  

 

2. Co-produced plans between young people, their families and all 
professionals who are invested in the young person’s outcomes, including 
health, education and social care. There are difficulties in different professions 
and in parents understanding GIRFEC on the ground. There seems to be a 
lack of understanding of SHANARRI and wellbeing indicators with different 
professionals translating this differently. Adult services should also have an 
understanding of this process.3  

 

3. A key contact for each young person with a long-term condition to guide 
and facilitate their transition from paediatric to health services. Professionals 
need to “be on the same page” and use the same assessment tools to be able 
to understand the practicalities of personalised transitions.  
 
Barriers to successful transition  

 A difference in ethos between child and adult services can be 
difficult for young people to deal with, especially if transition is not 
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gradual. Adult services tend to offer less pastoral care and expect 
people to cope more independently.  

 A lack of consistency about the age at which transition to 
adulthood should happen. The move from paediatric to adult health 
services should take place at the most appropriate time for each 
individual young person.  

 Adult services being reactive not preventative. Health (such as 
therapy options, physio etc.) services often stop when someone turns 
18. This can be on an incorrect basis that the ongoing health need has 
been prevented by then. Transitions may operate well but the next 
stages are not monitored.  

 There are insufficient age appropriate health services and settings 
for teenagers. This can result in adolescents being in children’s wards 
or alongside much older people (often at a far progressed stage of 
illness). There is also a lack of training for staff in adult services about 
dealing effectively with young people. 4  

 

The ALLIANCE’s 
recommendations for successful 
transitions5 Issue  

Solution 

There is a disconnect between the 
language used to support child 
support planning and adult care 
planning.  

Develop a strategy for a combined assessment 
process between paediatric and health services or 
children reaching transition which takes into 
consideration their potential health and social care 
support needs as adults.  

Adolescents often fall between child 
and adult services with neither 
properly meeting their needs. This 
stage should be a recognised phase 
in a young person’s life course.  

Monitor the extent to which adolescents are 
inappropriately placed on child or adult wards and 
develop a strategy to reduce, and ultimately end, this 
practice.  

Build on models such as the Teenage Cancer Trust 
Unit at the Beatson and ensure adolescents are 
properly catered for within the new children’s 
hospitals in Edinburgh and Glasgow. 

Consider development of a specialist nurse role for 
children and teenagers living with disability or long 
term conditions. 

There is a lack of data about the 
outcomes of transitions and how 
these compare with the aspirations of 
children, young people and families.  

Introduce a system of monitoring the outcomes of 
transition compared to the young person’s original 
aspirations. For example in relation to housing, 
education, employment, support services and quality 
of life.  

Notes: 
1. Read. S, Scottish Transition Forum, September 2013  
2. Cook. A & Miller. E, Talking Points, Personal Outcomes Practical Guide, 
JIT, 2012  
3. Self Directed Support Transitions for children with complex needs round 
table, September 2013   
4.&5. Seen and not heard, Long Term Conditions Alliance Scotland, 2008   
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Transition between Paediatric and Adult Services 
 

Diabetes UK Scotland 
 
Key points: 

 Evidence suggests that good transitional care has particular benefits 
for young people with Type 1 diabetesi 

 The concept of the ‘emerging adult’ii needs to be reflected in 
transitional policy and practice 

 Age, service shape/consistency and psychosocial support are key 
determinants in quality of transitional care 

 
Young people with diabetes 
Type 1 diabetes is a lifelong condition which develops when the body’s 
immune system attacks and destroys the cells that produce insulin. As a result 
the body is unable to produce insulin and this leads to increased blood 
glucose levels, which in turn can cause serious damage to all organ systems 
in the body. Type 1 diabetes requires continuous self-management.  
 
In Scotland, there are approximately 5000 young people (i.e. from age 13 – 
25) living with Type 1 diabetesiii. Young people in Scotland experience the 
poorest diabetes control in Europeiv. The implications for long term health are 
huge – heart disease, sight loss, renal problems, etc. Poor transitional 
arrangements leading to loss of contact with services add significantly to this 
problem.   
 
Key actions leading to successful transition 
“To achieve effective transition, it must be recognised that transition in health 
care is but one part of the wider transition from dependent child to 
independent adult and that, in moving from child centred to adult health 
services, young people undergo a change that is systemic and cultural, as 
well as clinical.”v 
 
A systematic literature reviewvi, which evaluated health outcomes following 
transition programmes, identified three categories of intervention: patient 
directed (educational programmes, skills training); staffing (named transition 
co-ordinators, joint clinics run by paediatric and adult physicians); and service 
delivery (separate young adult clinics, out of hours phone support, enhanced 
follow-up).  
 
Quality transitional care will benefit all young people with long term conditions. 
Young people with Type 1 diabetes are in a unique position to maximise the 
positive impact of all of the interventions outlined in the systematic review, 
with progress on: long term glucose control; emergence of complications: and 
take-up of screening opportunities. 
 
Reasons why successful transitions do not occur 
“Young people, who are out in the real world, dealing with real world problems 
and too often feeling isolated and alone with their diabetes were referred to as 
‘offenders’ because they couldn’t take time out of their real life to come and 
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see a doctor – sadly many ‘offenders’ will associate doctor’s visits with being 
patronised and misunderstood.”vii  
 
There are three key elements in unsuccessful transition: age; 
shape/consistency of services; lack of psychosocial understanding and 
support 
 
Age 
 “Contemporary thinking is that young adulthood does not immediately follow 
adolescence, but begins when youth are in their late 20s or early 30s and that 
the developmental stage between ages l8 and 30 years defines a period 
called emerging adulthood”viii 
 
The challenges of providing good transitional care span a considerable age 
range, i.e. from 13 – 25. However, within that age range (and, perhaps, 
beyond it) there are specific challenges arising from both adolescence and 
‘emerging adulthood’. Currently, arrangements are often arbitrary and 
restrictive – in one area you may move from paediatric to adult services at 14, 
elsewhere at 16, and again, in some places it will be agreed between the 
young person and their healthcare team at a time that is appropriate for them. 
 
Adolescents have significant challenges managing their condition however, as 
this is a stage where parents and family are often closely involved, contact 
with services are usually maintained. For the ‘emerging adult’ (18 – 25), the 
challenges are different and the capacity for loss of contact with the health 
service is greatly increased. The Scottish Diabetes Survey records that Did 
Not Attend (DNA) rates are significantly higher for people with Type 1 than 
Type 2 diabetes. We understand that this disengagement sharply develops 
from the early twenties and doesn’t again reach pre-twenties levels of 
engagement until late middle age. Any gaps in diabetes care can result in: 
poor glycaemic control; increase in acute complications; emergence of chronic 
complications of diabetes that may go undetected or untreated.ix This does 
not mean that young people are disengaging from their condition – it means 
they are disengaging from services.  
 
Shape/consistency of services 
“I think they made an attempt for transition for me as when I was in the 
children’s clinic they started introducing me to an adult doctor however when I 
got moved to the adult clinic he turned out not to be my doctor so it was back 
to the start of new people” (young person with T1 Diabetes) 
 
“I had very little notice of my transition and I hadn't met any of the adult clinic 
staff prior to my first appointment there. They had next to no information about 
me passed on to them from paediatric clinic and what they thought they knew 
was wrong - I was not amused when the consultant asked me if I was happy 
on injections! Um, nope, haven't used them in 3 years!” (young person with T1 
Diabetes). 
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Psychosocial support 
“Psychosocial challenges are common during emerging adulthood, occur 
more often in those with diabetes compared with those without diabetes, and 
occur more commonly during emerging adulthood than during other stages of 
life.”x 
 
There are particular stressors for people with diabetes: not having clear and 
concrete goals for diabetes care; feeling discouraged and overwhelmed with 
the diabetes regimen; uncomfortable interactions concerning diabetes with 
family, friends, or colleagues who do not have diabetes; feelings of guilt or 
anxiety about getting off track with diabetes self-care; and worrying about the 
future and the possibility of serious complications. Psychosocial 
understanding and support are, therefore, fundamental to good transitional 
practice. 
 
Guidelines & initiatives 
The Scottish Diabetes Group currently funds a paediatric and adolescent 
diabetes co-ordinator. One of the key tasks is to provide a comprehensive 
review of national paediatric and adolescent transitional services.  
 
Diabetes UK Scotland has received funding to pilot a groundbreaking project 
led by young people to develop an engagement toolkit to support Health Care 
Professionals develop their approach and methodologies for working with 
young people. Our Youth Engagement staff will equip HCP’s with a variety of 
materials to effectively engage young people, reducing DNA rates and the 
resulting long term complications of those with Type 1 diabetes. This project 
will also support the development of service redesign and an Integrated 
Transition Care pathway.  

 
                                                           
i
 Improving the transition between paediatric and adult healthcare: a systematic review. Crowley R, Wolfe I, Lock K, 

McKee M. Arch Dis Child. 2011 Jun;96(6):548-53 
ii
 Arnett JJ. Emerging adulthood. A theory of development from the late teens through the twenties. Am Psychol 2000; 
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iii
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Health and Sport Committee 

7th Meeting 2014, Tuesday 4 March 2014 
 

Petitions 

Introduction 

1. This paper sets out the current position in relation to two petitions that 
have been referred to the Health and Sport Committee by the Public Petitions 
Committee (PPC) and remain open. It also invites the Committee to consider 
and agree future action in respect of these petitions. 

2. This paper also introduces a new petition referred to the Health and 
Sport Committee by the PPC at the latter’s meeting on 18 February 2014.  

3. These are dealt with in annexes as follows: 

Annexe A: PE 1466 – local authority charges for non-residential services 

Annexe B: PE 1499 – Creating suitable respite services for younger 
disabled adults with life-limiting conditions 

Annexe C: PE 1384 – speech and language therapy 

Committee Clerks 
20 February 2014 
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Annexe A: PE 1466 – local authority charges for non-residential services 

1. Petition PE1466, by William Tait, calls on the Scottish Parliament— 

 “to urge the Scottish Government to review the implementation and 
regulation of local authority charges for non-residential services”. 

2. This paper considers the action already taken by the Public Petitions 
Committee and the Health and Sport Committee and invites the Committee to 
reach a conclusion on it. 

3. The Committee Clerks have recently received an email from the 
petitioner which, although unrelated to the petition, the petitioner has asked to 
be drawn to members’ attention. This has therefore been included as an 
Appendix. 

Introduction and background 

4. Members will recall that the Committee previously considered this 
petition at its meeting on 17 December 2013, when oral evidence was 
presented by the petitioner and others. 

5. The full SPICe briefing on the petition is available here. In short, 
however, it indicates that local authorities are empowered to charge for social 
services under section 87 of the Social Work (Scotland) Act 1968, though they 
are not allowed to charge for services defined as being personal care, nursing 
care or personal support. This does not mean a local authority must charge 
for services, only that it has the power to do so.  This in turn means that what 
is charged for and how much is charged, varies across the country. 

6. The Community Care and Health (Scotland) Act 2002 includes a power 
for ministers to introduce regulations on home care charges, with the aim of 
achieving greater consistency across Scotland.  As noted by COSLA in its 
updated paper on the petition for the meeting on 17 December 2013, it was 
agreed at that time that self-regulation through COSLA would be permitted if 
that would achieve the policy objective.  This was on the understanding that 
COSLA’s guidance on the matter would be the subject of regular review.  

Consideration by the Public Petitions Committee (PPC) 

7. The petition was lodged on 23 January 2013. 

8. The PPC considered the petition at its meeting on 19 February 2013, 
when it agreed to write to the Scottish Government and COSLA.  

9. On 30 April 2013, having considered responses from the Scottish 
Government and COSLA, the PPC agreed, under Rule 15.6.2, to refer the 
petition to the Health and Sport Committee.  

10. Full information on the progress of the petition, and relevant 
correspondence, is available here. 

http://scottish.parliament.uk/ResearchBriefingsAndFactsheets/PB13-1466.pdf
http://scottish.parliament.uk/GettingInvolved/Petitions/PE01466
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Consideration by the Health and Sport Committee 

11. The Health and Sport Committee considered the petition for the first time 
at its meeting on 17 December 2013, hearing evidence from the petitioner, 
Learning Disability Alliance Scotland (LDAS) and COSLA. LDAS and COSLA 
also provided written submissions for that meeting. They are available here.  

12. At its meeting on 17 December, the Committee noted the terms of the 
petition. After discussion, the Committee understood that the petitioner and 
LDAS were seeking the support of the Committee to call on the Scottish 
Government to legislate for a cap on charges levied by local authorities on 
relevant services, as well as identifying a means of standardising the financial 
assessment measures used by local authorities to calculate charges paid by 
service users. 

The issues 

13. At the heart of the petition lies the concern that there is significant 
variation in the charging regimes of different local authorities. While it is true 
that charges may appear to vary between local authorities, it is also the case, 
as COSLA noted during the Committee’s evidence on the petition on 
17 December 2013, that the way services are structured and delivered, and 
what specifically is included within each available service, may also vary 
significantly, making it difficult to compare like with like. It is also the case that 
it is a legitimate matter for each local authority to set its own charging policies 
and practices. As independent public bodies, established by statute and 
empowered to act in the ways set out in a wide range of statutes, local 
authorities are accountable to their own electorates, rather than to the 
Scottish Parliament or to the Scottish Ministers. 

14. During its initial consideration of the petition, the Public Petitions 
Committee received a letter from the Scottish Government which set out its 
position on this matter: namely, that it was in favour of local authorities 
retaining the ability to set their own charges and suggesting that the COSLA 
working group was the appropriate vehicle to continue looking at this matter. 

15. The Committee noted, during the 17 December 2013 meeting, that some 
of the evidence was straying somewhat beyond the terms of the petition and, 
indeed, the remit of the Committee. For example, the general organisation, 
scrutiny and oversight of local government and COSLA do not engage the 
Committee’s remit. The Committee may wish to take the view, therefore, that 
while the petitioner’s views on the operation, scrutiny and governance of local 
government in Scotland may, arguably, be worthy of further consideration, 
such consideration would not be within the scope of the Health and Sport 
Committee. Moreover, it is also the case that the Scottish Government has 
already made clear its position that it does not favour central regulation in this 
area, noting that COSLA is committed to greater consistency in the 
development of charging policies and that council leaders have agreed a 
policy to reduce unwarranted or inexplicable variation, while protecting some 
local differences where these are justified and appropriate.  

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/56971.aspx
http://external.scottish.parliament.uk/S4_PublicPetitionsCommittee/General%20Documents/PE1466_A_Scottish_Government_21.03.13.pdf
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16. Given this and, as mentioned above, the statutory powers that local 
authorities hold in this area, it is arguable that, while members may well be 
sympathetic to people affected by variations in the charges for what may be 
similar services in different local authorities, there is little further that the 
Committee can accomplish in pursuing its inquiries into this petition. 

17. The Committee may, therefore wish to consider closing the petition. 
However, given the local government aspect of the petition, the Committee 
may wish to draw the petition to the attention of the Local Government and 
Regeneration Committee. 

Action 

 The Committee is invited to consider the contents of this paper and to 
consider whether to close the petition, whilst drawing it to the attention 
of the Local Government and Regeneration Committee.  

Health and Sport Committee Clerks 
February 2014 
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Appendix to Annexe A: Letter from the petitioner (PE 1466) 

Without Prejudice. 
 
This is not part of my petition but I believe that the members of the Health and 
Sport Committee should be apprised of a fact which has come to light and at 
a later date, hopefully not too late, they will wish to address this matter. 
 
It has come to light that a Council in dispute with a client apparently can whilst 
negotiating with the client submit a request to the DWP to deduct from a 
client's benefit to repay the ALLEGED debt and the DWP only take instruction 
from Councils taking no heed of the client even although the client can prove 
the matter is still at the appeal stage which has not been revealed by a 
Council. I believe the DWP should actually take account of both sides but 
mainly I think the burden of proof should be far greater before the DWP, in my 
opinion, becomes a back door debt collector especially when there is no 
assessment of the Council or the DWP assessing the poverty damage they 
are inflicting on the client. This process to my mind does not have license to 
exist in a democratic system and the disabled client must have greater 
protection. I am not highlighting a situation where a debt has been shown to 
be owed and justly exists, I am highlighting a situation where matter is still on-
going. It is not sufficient for such action to take place on the opinion or belief 
of a Council, they must provide proof. There is no place for a battle weary 
disabled client to go to stop this, in my opinion, unjust process and this is 
another reason why the Scottish Government requires to take over from 
COSLA. 
 
Could you please confirm that this has been distributed to Committee 
Members. 
 
Thank you. 
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Annexe B: PE 1499: Creating suitable respite services for younger 
disabled adults with life-limiting conditions 

1. PE 1499 is a new petition from Robert Watson, calling— 

“on the Scottish Parliament to urge the Scottish Government to work with 
charities to help create suitable respite facilities to support younger 
(aged between 21 and 45) disabled adults with life shortening conditions. 
Together, they should be working with other hospices and care providers 
to see if some could provide facilities for younger adults, or better still 
they should be committing funds towards creating new purpose built 
facilities for this age group.” 

2. The petition was referred to the Health and Sport Committee at the 
meeting of the Public Petitions Committee on 18 February 2014. 

3. In its consideration of this petition, the Public Petitions Committee took 
oral evidence from the petitioner and received written submissions from the 
petitioner, COSLA, Midlothian Council, the Scottish Partnership for Palliative 
Care, and the Scottish Government. Details of all the Public Petitions 
Committee’s consideration of the petition and other relevant background can 
be found via the web link above. 

Future action 

4. Members may be aware that the Committee is due to hold a round table 
discussion on transitions between paediatric and adult services on 4 March. 
The Committee will decide on further action on transitions following the round-
table. Given that this petition closely relates to that subject, it is suggested 
that the Committee consider the petition as part of its scrutiny of that topic. 

Action 

5. The Committee is invited to consider the recommendation outlined 
above and agree further action, where appropriate. 

 
 

 

  

http://external.scottish.parliament.uk/gettinginvolved/petitions/adultrespite
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Annexe C: PE 1384 – speech and language therapy 

1. Petition PE 1384 calls on the Scottish Parliament— 

to urge the Scottish Government to demonstrate how its policies and 
guidelines ensure local authorities and NHS boards protect provision of 
quality speech and language therapy services for all people with 
speech/language communication support needs and/or swallowing 
difficulties. The petition was lodged with the Public Petitions Committee 
(PPC) in January 2011. 

2. The PPC considered this petition between January 2011 and September 
2012, when it referred the petition to the Health and Sport Committee. The 
Health and Sport Committee, in turn, considered the petition at two meetings 
on 6th November 2012 and on 5th February 2013.  

3. After discussion at the 5th February 2013 meeting, the Committee 
agreed to request further information from health boards and local authorities 
on their provision of speech and language therapy. A survey of health boards 
and local authorities was devised and submitted to these bodies in 2013. A 
SPICe analysis of the data received can be found at Appendix B.  

4. Further to the SPICe analysis, the petitioner – on behalf of the Royal 
College of Speech and Language Therapists (RCSLT) members – has called 
on the Committee to consider five actions: 

a. Highlight the variable funding from local authorities to health boards for 
SLT and inequities for Scotland’s children (and adults) in relation to 
access to SLT.  
 

b. Examine the Scottish Government’s monitoring of equity of access to 
quality SLT services across Scotland.  
 

c. Ensure service developments are matched by balanced workforce 
developments across the full multi-disciplinary team. For example 
expansion of services in to community and “hospital at home” 
provision must reflect the SLT needs of service users (as well as 
nursing and medical and other AHP).  
 

d. Ensure integrated service leadership is fully informed of the role and 
impact of SLT (e.g. in relation to Dementia Strategy, the Autism 
Strategy, and the Sensory Strategy) so that consequent service design 
and provision matches demographic demand, patient needs and uses 
available staff resources to best effect.  
 

e. Ensure that after 2015 “A Right to Speak” (AAC) recommendations 
and AAC provision generally is made the clear responsibility of 
integrated health and social care bodies, so that the impact of the 
“Right to Speak” action plan is sustained.  

 

http://external.scottish.parliament.uk/GettingInvolved/Petitions/PE01384
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Future action 

5. The petition calls on the Scottish Government to “demonstrate how its 
policies and guidelines ensure local authorities and NHS boards protect the 
provision of quality speech and language therapy services”. The Committee 
may wish to draw to the attention of the Scottish Government the SPICe 
analysis paper and five actions suggested by RCLST members and seek its 
comment on these in the context of the petition. It is open to the Committee 
to: 

  write to the Minister for Public Health for comment, or  

  invite the Minister for Public Health to give evidence. 

Action 

6. The Committee is invited to consider the recommendations outlined 
above and agree further action, as appropriate. 
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Appendix to Annexe C: PE 1384 – SPICe analysis of data collected from 
NHS boards and local authorities 
 
At its meeting on 5 February 2013, the Committee considered petition PE 
1384, which calls on the Scottish Government to demonstrate how its policies 
and guidelines ensure local authorities and NHS boards protect the provision 
of quality speech and language therapy (SLT) services. 
 
At this meeting, the Committee agreed to write to NHS boards and local 
authorities to ask them for information on matters such as staffing, numbers of 
people requiring interventions and waiting times, in order to establish a clear 
picture of SLT provision across the country. 
 
At Members’ suggestion, the clerks and SPICe worked with the petitioner in 
formulating a survey to submit to NHS boards and local authorities. The 
following outlines the responses to this survey. 
 
Background 
 
Local authorities generally do not provide SLT services or employ SLT 
professionals directly. Normally a local authority will have a service level 
agreement (SLA) with an NHS board. For this reason, two separate 
questionnaires were sent to local authorities and NHS boards. 
 
The Committee received responses from 12 NHS boards and 17 local 
authorities (63% response rate). However, unfortunately the response from 
NHS Highland could not be incorporated into this analysis due to problems 
with refining some of the data on time. This therefore leaves 11 boards. The 
following sections summarise the findings. 
 
Funding 
 
The survey asked the NHS boards to provide details on funding over the last 
four years (2010/11 to 2013/14) as well as the source of that funding. The 
following graph shows trends in overall levels of funding in each board area. 
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Figure 1: NHS board funding by area, 2010/11 to 2013/141 

 
 
Overall, combined funding levels in the 11 boards decreased by 3.15% in 
cash terms between 2010/11 and 2013/14 (from £30.1m to £29.1m). This is a 
real terms decrease of 8.8%. However, the overall figure masks variance 
across the different areas. This variance is shown below, together with a 
further analysis of changes in board and local authority funding. 
 
Table 1: Changes2 in funding for SLT services broken down by funding 
source, cash terms (real terms in brackets) 

2010/11 to 
2013/14 

Change in Total 
Funding 

Change in NHS 
Board Funding 

Change in Local 
Authority 
Funding 

Ayrshire & Arran -7.1% (-12.6%) -5.1% (-10.7%) -13% (-18%) 

Dumfries & 
Galloway 

+1.4% (-4.5%) +0.6% (-5.3%) +4.7% (-1.4%) 

Fife -1.4% (-7.2%) -2.1% (-7.8%) -15.6% (-20.6%) 

Grampian -2.2% (-8%) -3% (-8.7%) +1.3% (-4.7%) 

Greater Glasgow 
& Clyde 

-9.5% (-14.8%) -16.2% (-21.1%) -6.5% (-12%) 

Lanarkshire3 -2.3% (-8%) -7.2% (-12.7%) +1.6% (-4.4%) 

                                            
1
 Lothian figures do not include all funding as the NHS Board was only able to provide figures 

for its funding of adult acute services and children’s services for all of the four years. 
2
 Figures rounded to one decimal place 

3
 2013/14 funding agreement with North Lanarkshire Council has still to be agreed, however 

the figures include a minimum level of expected funding 
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Lothian4 +2.3% (-3.7%) +0.04% (-5.8%) +5.6% (-0.6%) 

Orkney +8.1% (+1.8%) -4.4% (-10%) +8.5% (+2.1%) 

Shetland -4.8% (-10.4%) -10.1% (-15.4%) No change (-
5.9%) 

Tayside +2.4% (-3.6%) +2.7% (-3.4%) +1.7% (-4.2%) 

Western Isles +9.3% (+2.9%) +11.3% (+4.8%) No change (-
5.9%) 

Total +2.26% (-3.7%) +4.4% (-1.7%) -2.9% (-8.6%) 

 
6 of the 11 boards experienced a cash terms decrease in overall funding over 
the 4 years. Once real terms changes are calculated, this shows that 9 boards 
experienced a decrease. 
 
In relation to the specific sources of funding, 7 NHS boards reduced their cash 
funding over the 4 years, but once real term changes are calculated this rises 
to 10 boards.  The areas experiencing the largest decreases in board funding 
were Greater Glasgow and Clyde, Shetland and Lanarkshire. 
 
Combined local authority funding was reduced in cash terms in 3 NHS board 
areas. However, in real terms there were decreases in 10 board areas. The 
areas with the largest decreases in local authority funding were Fife, Ayrshire 
& Arran and Greater Glasgow & Clyde (see figures 2 and 3 below). 
 

                                            
4
 Lothian figures do not include all funding as the NHS Board was only able to provide figures 

for its funding of adult acute services and children’s services for the 4 years. 



HS/S4/14//7/7 

12 

Figure 2: Cash term changes in NHS board and local authority funding 
by board area, 2010/11 to 2013/14 

 
 
Figure 3: Real terms changes in NHS board and local authority funding 
by board area, 2010/11 to 2013/14 
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When the combined local authority figure is broken down into individual local 
authorities it shows that 5 local authorities reduced their funding for services 
(North Ayrshire (-41%), Fife (-15.6%), Glasgow City (-13%), Aberdeenshire (-
9.7%) and North Lanarkshire5 (-8.3%)) while in a further 5 councils, funding 
stayed the same over the 4 years (Dundee City, Perth & Kinross, Shetland 
Islands Council, Eilean Siar, Moray). 
 
In order to illustrate more accurately comparative levels of funding, the 
following table shows funding per 1000 population.  However, please note that 
this shows the crude rate and, when comparing areas, account should be 
taken of factors like rurality, deprivation and age profile. 
 
Table 2: Funding per 1000 population by NHS Board area, 2012/136 

NHS Board Area Funding per 1000 population 

Ayrshire and Arran £6706 
Dumfries and Galloway £8755 
Fife £7829 
Grampian £8510 
Greater Glasgow and Clyde £7055 
Lanarkshire £7561 
Lothian £5362 
Orkney £7176 
Shetland £7481 
Tayside £8164 
Western Isles £13827 

 
Staffing 
 
ISD Scotland produces data on staff numbers, grading and vacancies. 
However, the petitioner suggested it would be helpful to ask SLT services to 
outline: 
 

 the Whole Time Equivalent (WTE) numbers of qualified staff7, 

 vacancies, and  

 posts where the post-holder was on a form of leave (i.e. sick leave, 
maternity leave, career break) but the post had not been covered.  

 
The last data request is in response to anecdotal reports that some posts are 
uncovered but are not included formally in the vacancy numbers. The 
implication therefore is that the official statistics may not adequately reflect the 
workforce available to services. 
 
Respondents reported a total of 840.4 WTE qualified staff working across the 
11 board areas. Of this, there were 44.8 WTE vacancies and 13.9 WTE posts 
uncovered due to leave. When the two categories of unfilled posts are 
                                            
5
 2013/14 funding agreement with North Lanarkshire Council has still to be agreed. The % 

change is based on a minimum level of expected funding (£788,137) which may be subject to 
change. 
6
 Population taken from National Records of Scotland 2012 mid-year estimate 

7
 Those registered with the Health Professions Council 
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combined, this indicates a total vacancy rate of 6.9%. This represents 5.3% 
from recognised vacancies and 1.6% from uncovered posts. 
 
Table 3: Whole time equivalent SLT posts, vacancies and uncovered 
leave by board area 

 Total 
Posts 

Official 
Vacancies 

Uncovered 
Leave 

Total 
Unfilled 

Ayrshire and 
Arran 

56.2 1 (1.78%) 1 (1.78%) 2 (3.6%) 

Dumfries and 
Galloway 

28.77 2 (6.95%) 0 (0%) 2 (6.95%) 

Fife 54.6 2 (3.7%) 0 (0%) 2 (3.7%) 

Grampian 97.3 8.23 (8.5%) 1 (1%) 9.23 (9.5%) 

Greater 
Glasgow and 
Clyde 

173.92 5.7 (3.3%) 2 (1.1%) 7.7 (4.4%) 

Lanarkshire 97.79 5.71 (5.8%) 1.8 (1.8%) 7.51 (7.7%) 

Lothian 149.32 6.3 (4.2%) 1.1 (0.7%) 7.4 (5%) 

Orkney 3.23 0 (0%) 0 (0%) 0 (0%) 

Shetland 2.47 0 (0%) 0.78 (31.6%) 0.78 (31.6%) 

Tayside 71.54 4.2 (5.9%) 4.2 (5.9%) 8.4 (11.7%) 

Western Isles 8 1.4 (17.5%) 1 (12.5%) 2.4 (30%) 

Total 840.42 44.77 (5.3%) 13.88 (1.6%) 58.65 (6.9%) 

 
The areas reporting the highest proportion of unfilled posts are the Western 
Isles and Shetland. However, these boards have such small numbers of staff 
that the loss of one person results in a disproportionate effect on the overall 
rate. Of the larger boards, higher rates of unfilled posts are found in Tayside, 
Grampian and Lanarkshire.  
 
In terms of recognised vacancies, the highest proportions were reported in the 
Western Isles (17.5%), Grampian (8.5%) and Dumfries & Galloway (6.95%). 
However, please note that ISD also collects figures on vacancies and the 
latest vacancy figures for Speech and Language Therapists do not 
appear to match what has been reported to the Committee. The reasons 
for this are unclear but may be to do with differences in definitions or 
the timing of the data collection. 
 
For the sake of comparison, the following table shows SLT vacancies - both 
those reported to the Committee and the ISD rate – with vacancies in other 
health professions. 
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Table 4: Vacancies by health profession8 

SLT Vacancies reported to the 
Health and Sport Committee  

5.3% 

SLT vacancies reported to ISD 4.2% 
Consultants 4.4% 
Nursing and Midwifery 3% 
Pharmacy 4.4% 
All Allied Health Professionals 3.7% 

 
On the basis of the ISD figures, SLT vacancy rates are higher than those for 
other Allied Health Professions but lower than those for consultants and 
pharmacists. If the figures reported to the Committee are accurate, SLT 
vacancies are higher than vacancies in all of the other main health 
professions. 
 
Referrals 
 
Respondents were also asked to detail the number of referrals to adult and 
paediatric services over the last three years (2010/11-2012/13). This was to 
obtain an idea of trends in demand for services. 
 
Unfortunately, due to the incompleteness of the data provided, it is not 
possible to establish any trend across all eleven boards. However, the 
following shows what can be gleaned from each of the board returns. 

                                            
8 Source: ISD Scotland, NHS Scotland Workforce: Data at 30 September 2013 

 

http://www.isdscotland.org/Health-Topics/Workforce/Publications/2013-11-26/2013-11-26-Workforce-Report.pdf?9133547545
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Table 5: Changes in paediatric and adult service referrals between 2010/11 and 2012/13, by Board area. 
 Children and Young People Adults 

 Local 
Authority 
Referrals 

Acute and 
Community 
Referrals 

Other 
Referrals 

Total 
Referrals 

Local 
Authority 
Referrals 

Acute and 
Community 
Referrals 

Other 
Referrals 

Total 
Referrals 

Ayrshire & 
Arran1 +7% +9.7% 

Not 
available 

+8.4% +1.3% +1.3% 
Not 
available 

+1.3% 

Dumfries & 
Galloway 

+10.2% +15.7% -5.7% +10.6% no change +10.5% no change +10% 

Fife +5.8% +22.7% +66% +16.8% -1.6% +19.7% -36% +16% 
Grampian2 +11.3% +121% +25% +47.3% -40.6% -12.4% +193% -8.4% 

Greater 
Glasgow & 

Clyde3 
+2.2% -8.6% +57.9% -1.3% na +5.9% 

Not 
available 

+5.9% 

Lanarkshire -5.8% no change  +9.5% 
no 

change  
+36.3% +12% +53.4% +15.4% 

Lothian5 Not 
available 

Not 
available 

Not 
available 

-9.5% 
Not 
available 

Not 
available 

Not 
available 

+2.6% 

Orkney4 no change no change +35.2% +6.9% +500% +12.6% +300% +24% 

Shetland4 -14% +5% +333% +1.7% -20% +3.6% 
Not 
available 

+1.6% 

Tayside +21.3% +12% 
Not 
available 

+15% 
Not 
available 

Not 
available 

Not 
available 

na 

Western 
Isles4 -16.2% -23.8% -9.3% -17% +1900% -18.2% -55.5% -11% 

1
Adult referral figures provided were combined for all services 

2
The total referral numbers for Grampian also include figures for Aberdeen City, which could not be broken down by referral source and are therefore not 

included in the other columns 
3
Trend analysed over 2 years only (2011/12 to 2012/13) 

4
The underlying referral numbers for these Board areas are small and this should be borne in mind when viewing some of the larger % changes in referrals. 

5
Lothian figures were not available broken down by source  
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The table shows an increase in referrals to both paediatric and adult services 
in most NHS Board areas. Areas which reported a decrease in paediatric 
referrals were Greater Glasgow and Clyde, Lothian and Western Isles. Areas 
to report a decrease in referrals to the adult service were Grampian and the 
Western Isles. 
 
Patient Contacts 
 
NHS Boards were asked to detail the number of patient contacts for each year 
between 2010/11 and 2012/13. The following table shows the change in 
patient contacts at each of the board areas over the three years. 
 
Table 6: % Change in patient contacts to paediatric and adult services 
by board area, 2010/11 to 2012/13 

 Children and Young 
People 

Adults  

Ayrshire and Arran na +1.9%  

Dumfries and Galloway -18.4% +25%  

Fife -13.2% +3.6%  

Grampian +141% +2.2%  

Greater Glasgow and Clyde +36% na  

Lanarkshire -2.6% -6.9%  

Lothian -4.8% +65%  

Orkney +2.5% -9.9%  

Shetland na na  

Tayside -4.6% na  

Western Isles -48.1% -29%  

 
The number of paediatric contacts declined in 6 of the 11 boards, although 
relatively large increases were seen in Grampian and Greater Glasgow and 
Clyde. 
 
Conversely, for adult services, 5 of the 11 boards reported an increase in 
contacts, with larger increases seen in Lothian and Dumfries & Galloway. 
 
It is difficult to interpret what the trend in contacts indicates, as much of the 
work of a speech and language therapist will not be recorded as a ‘contact’. 
This is because the service is divided in to three tiers; universal, targeted and 
specialist. The number of contacts will generally pertain to the specialist tier 
only, which in turn is influenced by the work carried out in the other two tiers 
(i.e. the other tiers may prevent the need for specialist treatment). Therefore, 
an increase in contacts may indicate pressures in the other two tiers. 
Conversely, a decrease in contacts may indicate pressure in the specialist 
tier. 
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Numbers waiting to be seen 
 
NHS boards were asked to detail the number of people currently waiting to be 
seen at the paediatric and adult services. They were also asked to indicate 
how many people were waiting to be seen at the same time in the previous 
two years. The following table shows the number waiting at the time the 
survey was completed, as well as the percentage change over the three 
years. 
 
Table 7: Numbers waiting to be seen at each service at the time the 
survey was completed in 2013 (figures in brackets represent % change 
since the same time in 2011) 

 Children and Young 
People 

Adults 
Acute 

Adults 
Community 

 

Ayrshire and Arran 84 (+31.2%) 40 (+100%) na  

Dumfries and 
Galloway 

65 (previous years 
not available) 

3 (previous 
years not 
available) 

29 
(previous 
years not 
available) 

 

Fife 220 (+129%) 0 (no 
change) 

0 (-100%)  

Grampian 27 (-3.6%) 23 
(+43.7%) 

na  

Greater Glasgow and 
Clyde 

614 (+27.6%) 243 (+9.5% 
on previous 
year) 

na  

Lanarkshire
1 184 (-1%) 75 (+63%)  

Lothian 143 (+30%) 33 (+32%) 138 
(+130%) 

 

Orkney 14 (-22%) 0 (0%) 5 (+66.6%)  

Shetland 7 (previous years not 
available) 

0 (previous 
years not 
available) 

2 (previous 
years not 
available) 

 

Tayside 448 (+45%) na 36 (+350%)  

Western Isles 15 (+6.6%) 4 
(previously 
no-one 
waiting) 

1 (-50%)  

Total 1,821 632  

1 
Lanarkshire operates a single adult service, therefore the figures represent both the acute 

and community sector 
 

There were a number of gaps in the data provided on the numbers waiting to 
be seen. However, the above table shows that (at the time of completion) the 
respondents reported 1,821 children and young people, and 632 adults 
waiting for an appointment at an SLT service. 
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In terms of trends in the numbers waiting, 6 of the 9 boards where data was 
available reported an increase in the numbers waiting to be seen at the 
paediatric service. For the adult acute service, 5 of the 7 boards where data 
was available reported an increase in the numbers waiting. For the adult 
community service, 3 of the 5 boards where data was available reported an 
increase in the numbers waiting. 
 
Waiting Time Targets 
 
Respondents were asked to detail what proportion of patients was seen within 
waiting time targets. Where no data was collected, they were asked to 
indicate their perception of how often the target was achieved using a scale 
ranging from’ Always’ to ‘Never’. Table 8 shows a breakdown of responses. 
 
Please note however that waiting time targets pertain to the specialist level of 
service only and do not include the services delivered in the universal and 
targeted tiers. 
 
Table 8: Compliance with waiting times targets by board area and 
service type, 2012 and 2013 

 2012 2013 

 Ayrshire and Arran 

Children and Young 
People 

99% 99% 

Adult Acute 100% 100% 

Adult Community 100% 100% 

 Dumfries and Galloway 

Children and Young 
People 

na 98% 

Adult Acute na 98% 

Adult Community na 98% 

 Fife 

Children and Young 
People 

97% 82% 

Adult Acute 100% 100% 

Adult Community 100% 100% 

 Grampian
1 

Children and Young 
People 

100% 100% 

Adult Acute 100% 100% 

Adult Community na na 

 Greater Glasgow and Clyde 

Children and Young 
People 

na 98.5% 

Adult Acute Mostly Mostly 

Adult Community na na 

 Lanarkshire 

Children and Young 100% 100% 
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People 

Adult Acute 100% 100% 

Adult Community 100% 100% 

 Lothian 

Children and Young 
People 

93% 96% 

Adult Acute 100% 100% 

Adult Community 100% 100% 

 Orkney 

Children and Young 
People 

Mostly Mostly 

Adult Acute Always Always 

Adult Community Always Always 

 Shetland 

Children and Young 
People 

100% 100% 

Adult Acute 100% 100% 

Adult Community 100% 100% 

 Tayside 

Children and Young 
People 

Always Mostly 

Adult Acute Always Always 

Adult Community Mostly Occasionally 

 Western Isles 

Children and Young 
People 

75% 100% 

Adult Acute 100% 100% 

Adult Community 100% 100% 
1 

Grampian data is for Moray and the acute adult service only
 

 
Compliance with waiting times targets was generally high, although a few 
areas noted problems. For example, the Fife paediatric service reported a 
decline in meeting the target (from 97% to 82%). Tayside also reported a 
decline in meeting targets, with a perception that targets in the adult 
community service which were ‘mostly’ met previously, were now 
‘occasionally’ met. Tayside also reported that paediatric targets which were 
previously ‘always’ met were now ‘mostly’ met. 
 
Service Level Agreements 
 
As mentioned previously, local authorities typically commission SLT services 
via a service level agreement (SLA) with an NHS Board. Of the 17 local 
authorities that responded, 16 confirmed they had an SLA in place. These 
local authorities were asked what the contract purchased. The following 
summarises the responses: 
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1. Input to specific groups or individuals – 13 local authorities reported 
that their SLA purchased services for specified groups of children or 
individuals 

2. Input  to specific schools – 11 local authorities indicated the SLA 
purchased input to specific  schools 

3. Hours, days, whole time equivalents – 9 local authorities indicated 
that the SLA purchased specific amounts of SLT time 

4. Other inputs – 6 local authorities purchased other types of input, such 
as support and training for school staff 

5. Outcomes – 3 of the local authorities responded that the SLA was 
linked to outcomes, with each indicating that the SLT services 
purchased should be needs-led, tailored to the individual and evaluated 
from the perspective of the user. 

 
 
SPICe Research 
27 February 2014 
 

Note: Committee briefing papers are provided by SPICe for the use of Scottish 
Parliament committees and clerking staff.  They provide focused information or 
respond to specific questions or areas of interest to committees and are not 
intended to offer comprehensive coverage of a subject area. 
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Annex 1: Respondents 
 

NHS Board Area  Local Authorities  

NHS Ayrshire 
and Arran 

Responded East Ayrshire Did not respond 

North Ayrshire Did not respond 

South Ayrshire Did not respond 

NHS Borders Did not respond Scottish Borders Responded 

NHS Dumfries & 
Galloway 

Responded Dumfries and 
Galloway 

Responded 

NHS Fife Responded Fife Did not respond 

NHS Forth 
Valley 

Did not respond Clackmannanshire Responded 

Falkirk Responded 

Stirling Responded 

NHS Grampian Responded Aberdeenshire Responded 

City of Aberdeen Did not respond 

Moray Did not respond 

NHS Greater 
Glasgow & 
Clyde 

Responded City of Glasgow Did not respond 

East 
Dunbartonshire 

Did not respond 

East Renfrewshire Did not respond 

Inverclyde Responded 

Renfrewshire Responded 

West 
Dunbartonshire 

Did not respond 

North Lanarkshire Responded 

South Lanarkshire Did not respond 

NHS Highland Responded Highland Did not respond 

Argyll and Bute Responded 

NHS 
Lanarkshire 

Responded North Lanarkshire Did not respond 

South Lanarkshire Responded 

NHS Lothian Responded City of Edinburgh Did not respond 

Midlothian Responded 

East Lothian Responded 

West Lothian Responded 

NHS Orkney Responded Orkney Islands Did not respond 

NHS Shetland Responded Shetland Islands Responded 

NHS Tayside Responded Angus Did not respond 

Dundee City Responded 

Perth and Kinross Responded 

NHS Western 
Isles 

Responded Comhairle nan 
Eilean Siar 

Did not respond 
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