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Key views 

Starting at a disadvantage – It is difficult to step up provision at a time of 
crisis when most services are at a low starting point. This and the ever-
increasing strain families are under makes addressing this group’s mental 
health needs a priority. 
 
Life thrown into uncertainty – The loss of day to day routines, activities and 
schooling has resulted in increased anxiety and strain on this group. It needs to 
be met with bespoke support and advice for families and the children 
themselves. 

Children and families in crisis - We are already seeing increases in our 
children’s’ distress, expressed as agitation, self injury and aggression. This is 
causing physical and psychological harm to themselves, their siblings and 
parents, in some cases leading to an increased risk of home placement 
breakdowns. 

Reduction in available interventions – Members are beginning to have to 
use more psychiatric medications to manage challenging behaviour and risk 
with limits on safe monitoring. This has been driven by behavioural 
interventions and increased education and social care support not being 
feasible during a period of social distancing. 

Dangers of a long-term legacy – As parents struggle to cope, this leads to 
an escalation of challenging behaviours. With our members feeling 
behavioural and support services for children and young people with LD are 
already “poorly 
developed”, the potential for a harmful long-term legacy into adulthood exists. 

Hidden risks – The efforts of schools and support services to stay in contact 
has been appreciated. There remains a real risk, though, that those young 
people with LD who struggle to communicate may face dangers and harms in 
silence. 

Need for service expansion – “urgent planning” to expand the 
availability/capacity of LD CAHMS and other services is felt to be crucial to 
ensure the increasing need within this group is met, both now and post-Covid. 



Background 

• Who we are – The Royal College of Psychiatrists is the professional medical 
body responsible for supporting psychiatrists throughout their careers, from 
training through to retirement, and in setting and raising standards of 
psychiatry in Scotland and the United Kingdom? 

• What we do – The College aims to improve the outcomes of people with mental 
illness, and the mental health of individuals, their families and communities. In 
order to achieve this, the College sets standards and promotes excellence in 
psychiatry; leads, represents and supports psychiatrists; improves the scientific 
understanding of mental illness; works with and advocates for patients, carers 
and their organisations. Nationally and internationally, the College has a vital 
role in representing the expertise of the psychiatric profession to governments 
and other agencies. 

• A faculty-led response – Among the specialist faculties we support the 
running of are those focused on children and adolescents and those with 
intellectual disabilities (also known as learning disabilities). Both represent 
frontline clinicians working with young people and their families through what is 
an incredibly difficult period for vulnerable children. 

• A focus on children and young people with learning disabilities (LD) – 
The following response represents the faculties’ collective views on the impact 
of Covid- 19 on children and young people with LD. This follows consultations 
with faculty members, families and multiagency colleagues on the issues the 
Committee flagged as a priority. 

 
A profile of children and young people with learning disabilities 

• Defining this group –Despite the previous census registering this group at 
0.7% of young people, this figure is generally acknowledged to be significantly 
higher, at between 1-3%. This group is defined as young people facing a 
significant, lifelong condition with: 

o A reduced ability to understand new or complex information or to learn 
new skills; 

o A reduced ability to cope independently; 

o That starts before adulthood with a lasting effect on the individual’s 
development. 

• High levels of mental ill-health – A significant proportion (40%) suffer from 
mental ill-health, with around 30% facing persistent mental ill-health. This 
translates in our estimates to 4 to 12 000 young people in Scotland having a 
learning disability and mental ill-health, and 3 to 9 000 having persistent 
conditions. 

• Other challenges – This group also experiences communication difficulties, 
sensory impairment, physical and neuropsychiatric co-morbidities. They are 
over-represented in various risk groups, with high rates of adverse childhood 
experiences, poverty and being looked after/in care, often far from home. 



• Mental health services – Mental health services for children and young people 
with learning disabilities were already felt by members to be “patchy” across 
Scotland. It was added there was limited access to inpatient psychiatry care in 
Scotland for those with the most severe and complex problems. Despite a 
greater awareness of this group, specialist mental health services for them have 
not increased in line with CAMH services for their non-disabled peers and are 
thought to have decreased in some areas. 

 
Their mental health during the Covid 19 crisis 

• Greater service reliance – The needs of children and young people with LD 
make them far likelier to be reliant on specialist school and support services. 
Members have yet to see sufficient efforts to address the withdrawal of many of 
these services during the pandemic. 

• Social boundaries – Our members have found parents are anxious about their 
children not being able to understand or obey rules on social distancing when 
out in public. This has resulted in some children not leaving their homes even in 
the limited way that is allowed under government guidance. 

• Increased anxiety and strain – Children and young people with LD face 
communication problems, with severe comprehension difficulties among those 
with more severe conditions. They rely heavily on routine and familiarity and are 
unable to understand the huge changes that have gone on recently. Their 
distress is usually expressed non-verbally, often with severe self-injury and 
aggression. We are seeing an increase in these signs of distress which in 
themselves exacerbate the pressure on families. 

• Awareness impacting behaviour – Those with higher levels of comprehension 
who understand something of what is happening are found to be very anxious 
and distressed, impacting their behaviour. 

 
The impact on treatment and care 

• Behavioural interventions – Where behavioural interventions and increased 
education and social care support would usually be the first line of support, 
these are now much harder to implement due to lockdown. 

• Increased use of medication – Our members are having to use higher rates of 
psychotropic medications for these situations. This is concerning from an ethical 
point of view with a risk of essentially using chemical restraint to manage 
children who are showing their distress at their situation through their 
behaviours. From a practical point of view, it is also difficult to monitor such 
medications safely. Every usual baseline check and ongoing monitoring (BP, 
height and weight, ECGs, bloods etc) must be balanced against the risk of 
contact and of parental wishes to self-isolate. 

• Emergency specialist care – where children and young people with LD 
have reached crisis point with their pre-existing mental illness, there are 
limited community LD CAMHS and no access to specialist inpatient care. 



Food issues 

• Unable to retain supply of specific foods – Many of the children our 
members support, particularly those with autism, have very restricted eating 
patterns. Our members found that families were very anxious, particularly at the 
start of the pandemic as to how they would maintain supplies of specific foods. 
The restriction on bulk buying at supermarkets has also had an impact on these 
families. 

Identification of children/young people for school hubs and access to 
places 

• Hub spaces – while the children of key workers were prioritised, social workers 
were able to request hub spaces for families experiencing crisis. Nonetheless, 
these hub sessions are limited to one or two four-hour periods and are not 
available to vast majority of children with additional support needs. 

• Lack of take up – even when places area available, our members found 
parents felt unable to take up the offer due to: 

o Fear of exposure to the virus, compounded by fears children with LD 
would not be prioritised were there to be a shortage of ventilators 

o An inability to access those available hubs due to their remote location 

o The increased anxiety a change in setting would cause for their child, and 
the sense this is only a short-term measure with very limited hours so 
trying to adjust them is not worth it. 

o Some families have reported feeling pressured having been told that 
providing for their child in a hub has implications for the care of others. 

• Social distancing – Many of the more challenging young people with LD 
require one pupil per classroom in order to practice social distancing and 
therefore need at least a 1:1 staff ratio. This means that more space and staff 
are required even than usual at a time where school buildings have been shut 
and available staffing is reduced. 

• Lack of places for high-risk pupils – Many of the children and young people 
with LD who have the most severe support needs are not being offered places 
within school hubs as they are deemed too high a risk in terms of challenging 
behaviour and/or difficulties in social distancing. 

• Home learning – Most children and young people with more severe levels of 
LD are struggling to understand the expectation to engage in home learning, 
seeing schoolwork as being out of context. It is difficult for families to replicate 
the specialist learning environment they require, including tight routines with 
visual timetables, short bursts of learning interspersed with activities to help 
regulate their emotions and sensory needs. There is also an inability for many 
families to provide the high levels of adult support they can require in a home 
setting. 

• Digital exclusion – Our members highlighted a twin issue of families lacking 
specialist equipment to enable their children to use online resources, and that 



many children do not have the ability to engage with the type of online learning 
used by mainstream pupils. 

• Complex needs – Many of children with more complex needs required 1:1 or 
2:1 support at school to engage with education and for their behaviours to be 
managed safely. This is not possible to replicate in family homes. 
 

Contact in home & monitoring wellbeing in light of social distancing 

• Impact of social distancing – due to the rules around this and general 
fears among families of contracting the virus, members are unable to 
monitor as they normally would. 

• Cancelation of routine work – With routine check ups cancelled and 
remote support being prioritised for those at high risk, there is an 
expectation more and more children and young people with LD will see their 
conditions develop into the high risk status when left unchecked. 

• Levels of engagement – one of our members cited a social work disability 
team plan that ranked young people with LD by 3 risk categories: 

o The lowest risk category requires workers, as a minimum, to engage in 
weekly phone calls with parents and / or children where possible. In 
many cases this is limited to parents. 

o Children in the second category are deemed higher risk and must have 
‘eyes on’ contact at least fortnightly in addition to weekly calls. The ‘eyes 
on’ contact can be managed via video-link or provided by another 
agency. 

o Children in the highest risk category must have weekly home visits as a 
minimum. Agreement can be reached ahead of the visit regarding how 
this can be managed with regards to social distancing. 

• School support – while schools have been helpful in providing telephone 
advice and keeping close contact with families, there remains a gap they cannot 
fill in terms of practical support. 

• Increased demand for support – There has been situations already where 
families have reached crisis point due to families having to care for 
children/young people with highly complex physical and mental health needs 
with a lack of support services. It is expected the longer the crisis goes on, the 
more families which reach a crisis point. 

• Hidden risks – Even where there is regular phone contact with parents, the 
lack of face to face contact with children is a particular concern for children and 
young people with LD who lack verbal communication skills or the 
understanding and skills to ask for help. Risks can only be increased where 
family stress levels will be higher for multiple reasons, and professionals 
(particularly schools) are not seeing children/young people face to face to pick 
up physical and emotional signs of abuse. 



What kind of help from local authorities, schools or other service providers 
would kinship carers, foster carers and parents of vulnerable or looked after 
children require to support their children and families in this period? 
• Addressing the lack of direct support – Social work staff, education staff 

and support providers are all maintaining regular contact with families and 
while this is helpful, there is a lack of direct support available. We know of 
Local authority respite services that have closed as there has been a need to 
prioritise staffing towards residential children’s services. Similarly, most 
support providers also have 24-hour services and there is a need to prioritise 
staff towards them. 

• SDS support packages – These need reviewing to ensure that increased 
support is available for families as restrictions begin to lift (and whilst schools 
remain closed). There could also be greater flexibility given to uses of SDS 
funding (e.g. to purchase garden play equipment). 

• Increased demand for those services still available – Where there is 
access to overnight respite resource this has proved invaluable in supporting 
families but as demand for this increase, the availability of respite slots 
decreases. 

• Ways of expanding provision – Increased demand could be alleviated by 
reopening more of the specialist school buildings to widen provision while 
maintaining social distancing. The role of PSAs to provide additional support is 
also felt to need expanding, alongside clear guidance about use of PPE by 
school and social care staff where a child has been in contact with a person with 
Covid 19. 

• Streamlined, bespoke advice and support – while families appreciated the 
advice and support they have received, there ahs been a tendency to be 
overwhelmed by the suggestions. Particularly those with complex needs require 
individualised support. This could include secure video links for schools to 
contact children through. Above all, though, it is practical support and respite 
that children and their families need most. 

• Prioritising children with complex needs for school return – Children with 
the highest level of complex additional support needs should be prioritised for 
more hours as the schools go back. Parents say their children would benefit 
most from attending their own school every weekday, even if this means a 
shorter school day. 

• Continuing school during the summer holidays – Our members and families 
are concerned that schools opening just before the summer and then closing 
again would cause more disruption than it would be worth for some of our 
children. This would lead to 2 transitions for them to cope with. Given the 
prolonged period already off school, there needs to be planning for regular 
school and/or respite to continue over the holidays. 

• Specialist equipment – Families felt for IPads, adapted where necessary 
and loaded with appropriate specialist apps would be helpful. As would 
funding and supporting availability of sensory equipment and toys for 
home. 



• Preferential access to community activities -- As lockdown lifts, there should 
be a major effort to prioritise this groups’ access, e.g. swimming, parks and 
gardens, shops. 

• Acknowledging children who struggle in school – Those children who 
are benefitting form the established routines their families have developed 
during the lockdown may be worried about being reintroduced to school. 
This will be very difficult where children are much more comfortable at home. 

 
Looking to the future… 

• Build up services – “There needs to be a focus on building up services 

across all agencies for children and young people with LD. 

• Additional input to CAHMS – “Our children and families are going to need 

additional input from LD CAMHS services that are already known to be very 

under- resourced as well as from support and respite services. 

• Availability of services during holidays – “There needs to be urgent 

planning to allow all these services to expand to meet the increasing need as 

soon as possible and it should be consistently available over school shutdown 

and school holiday periods.” 

• Meeting previously unmet needs – “Long-awaited plans for service 

improvement plans in Scotland for LD CAMHS need to be prioritised and 

implemented now to meet previous unmet need as well as the current crisis and 

its long-term fallout.” 
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