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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

15th Meeting, 2017 (Session 5) 
 

Tuesday 30 May 2017 
 
The Committee will meet at 9.30 am in the Robert Burns Room (CR1). 
 
1. Draft Budget 2017-18: The Committee will take evidence from— 
 

Keith Redpath, Chief Officer, West Dunbartonshire Health and Social Care 
Partnership; 
 
Vicky Irons, Chief Officer, Angus Health and Social Care Partnership; 
 
Katy Lewis, Chief Finance Officer, Dumfries and Galloway Health and 
Social Care Partnership; 
 
Karl Williamson, Chief Finance Officer, Shetland Health and Social Care 
Partnership (via video conference). 
 

2. NHS Governance: The Committee will take evidence from— 
 

Donald Harley, Deputy Scottish Secretary, British Medical Association; 
 
Ros Shaw, Senior Officer, Royal College of Nursing Scotland; 
 
Kenryck Lloyd-Jones, Public Affairs and Policy Manager for Scotland, 
Chartered Society of Physiotherapy Scotland, representative of the Allied 
Health Professions Federation Scotland; 
 
Matt McLaughlin, Secretary to the Health Committee, UNISON Scotland; 
 
Claire Pullar, National Officer, Managers in Partnership. 
 

3. Subordinate legislation: The Committee will consider the following negative 
instruments— 

 
National Assistance (Assessment of Resources) Amendment (Scotland) 
Regulations 2017 (SSI 2017/134) 



HS/S5/17/15/A 

National Assistance (Sums for Personal Requirements) (Scotland) 
Regulations 2017 (SSI 2017/135) 
 

4. Draft Budget 2017-18 (in private): The Committee will consider the evidence 
heard earlier in the meeting. 

 
5. NHS Governance (in private): The Committee will consider the evidence 

heard earlier in the meeting. 
 
6. NHS National Waiting Times Centre The Committee will consider the 

response from the NHS National Waiting Times Centre. 
 
 

David Cullum 
Clerk to the Health and Sport Committee 

Room T3.60 
The Scottish Parliament 

Edinburgh 
Tel: 0131 348 5210 

Email: david.cullum@parliament.scot 
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Draft Budget 2017-18 
 

Angus Health and Social Care Partnership 
 

 
The following is Angus HSCP’s written evidence supplied in advance to the Health and Sports 
Committee session of 30th May 2017. This covers the following issues:- 
 

 IJB Budget Setting - 2017/18 

 IJB Budget Setting – Large Hospitals Resources 
 
IJB Budget Setting – 2017/18 
 
Noting that the Committee have previously reviewed the 2016/17 IJB Budget Setting process (i.e. 
the first year of operations for most IJBs), this evidence relates to 2017/18 and future years. 
 
Regarding the general budget setting process for an IJB we make the following observations:- 
 

 The budget setting Process for IJBs involves, initially, agreeing resources to be delegated 
from both relevant Local Authority (LAs) and Health Board (HBs) and then confirming the 
IJB’s financial plan in response to those delegated resources. While formally confirming 
the IJB’s financial plan is dependent on agreeing delegated resources, work to develop 
that financial plan does happen in advance of formally confirming the delegated budgets.  

 The process of an IJB formally agreeing delegated resources is, therefore, dependant on 
LAs and HBs having a reasonable understanding of their own financial plans. The 
sequential nature of this formal process does defer the point at which an IJB can have 
absolute clarity regarding delegated resources.   

 Whereas LA and HB funding will largely be determined nationally (to the extent that 
funding is received from the Scottish Government), funding for IJBs is theoretically 
determined through local discussion regarding Strategic Plans. Funding for important 
Health and Social Care Services can therefore be subject to the factors that may be 
prevalent in local discussion/negotiation (i.e. strength of local leadership, other competing 
local priorities beyond Health and Social Care, other pressures on LA and HBs, etc).  

  
Regarding the budget setting process for 2017/18 we make the following observations:- 
 

 The 2017/18 directive from the Scottish Government to Health Boards that “NHS 
contributions to Integration Authorities for delegated health functions will be maintained at 
least at 2016/17 cash levels” gave a helpful impartial threshold / framework to determining 
the delegated resources from HBs to IJBs. 

 The equivalent directive from the Scottish Government regarding resources being 
delegated from Local Authorities noted “LAs will be able to adjust their allocations to 
Integrated Authorities in 2017/18 by up to their share of £80m below the level of budget 
agreed with their Integration Authority for 2016/17”. While this also provided a threshold (a 
challenging threshold, accepting it was one part of the overall agreement between Scottish 
Government and LAs), it did appear to contain a higher level of local determination of IJB 
delegated resources. Local Authority resources could therefore have been subject to the 
factors prevalent in local discussion / negotiation. (For information, Angus IJB receives c 
£45m from Angus Council per annum while the reduction in the allocation could have been 
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up to £1.7m/3.7% if Angus Council had sought to reduce the delegated budget by the 
maximum amount. Angus Council did not seek to reduce the resource delegated to the IJB 
for 2017/18.) 

 It is our view that the helpful precedent set in 2017/18, particularly regarding resources 
being devolved from Health Boards, should be considered for future years in terms of 
increasing clarity for IJBs and increasing the independence from LAs and HBs.  

 In terms of timing of receipt of information from the Scottish Government, and accepting 
the Scottish Government’s overall budget is dependent on UK budget decisions, the 
directives noted above were received in mid-December. At that point discussions with 
Local Authorities were already well developed. Ideally the parameters that the Scottish 
Government then wished delegated resources to be considered within, would have been 
known well before mid-December.  

 In mid-December, Scottish Government information regarding budgets was received for 
2017/18 only with little clarity regarding future year resources to be made available to IJBs. 
Given the scale of demographic changes, inflationary type pressures and the pace of 
change generally, not receiving information regarding future year budgets does make 
developing longer term plans more complex.    

 For 2017/18, the Scottish Government have also clarified that funds associated with, for 
example, Primary Care, Mental Health, Alcohol and Drugs Partnership and Carers 
Strategy need to be allocated directly to IJBs. It is our view that this clarity has been 
helpful.   

 
Regarding the budget setting process for future years we make the following comments:- 
 

 While it may be difficult to quickly develop full direct funding allocations to IJBs (due, for 
example, to the variation in services delegated to IJBs, the depth of corporate support 
provided, or the depth of responsibility for likes of overhead costs), a more Scottish 
Government directed approach to incremental/annual budget setting for IJBs would 
increase clarity in the budgets setting process and should help, in the long run, to reduce 
any potential variation in the resources available to IJBs. 

 The Scottish Government have channelled additional Social Care resources into IJBs via 
Health Boards in both 2016/17 and 2017/18. Given this approach has now been 
established there would be no logical reason for deviating from this approach for additional 
resources. For 2017/18, c25% of Angus IJB’s net spend on Social Care will be funded 
through resources delegated from the local Health Board.  

 The helpful clarification of specific funding streams being allocated directly to IJBs should 
continue and, if possible, be developed, for future years.   

 For 2017/18, Scottish Government budget setting correspondence was issued in 
December 2016. By this point Local Authority budgetary framework’s for 2017/18 were 
already well developed and it would be helpful if, in future, budget setting correspondence 
was issued earlier – even if only on an indicative basis.  

 For 2017/18, Scottish Government budget setting correspondence was for one year only. 
It would be preferable if clearer information was available, even on an indicative basis, for, 
say, a 3 year period.    

 Generally we would suggest that the scope of Partnership’s across Scotland be reviewed 
for consistency with a view to considering if, now IJBs are fully formed, they should be 
given responsibility for a broader minimum scope of delegated resources.   
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Large Hospital Resources 
 
The Scottish Government’s 2017/18 allocation letters to Health Boards noted the importance of 
developing the agenda regarding Large Hospital resources. “We will be working with Integration 
Authorities and Health Boards over the next few months to better understand the effectiveness of 
current arrangements with respect to hospital budget delegation to Integration Authorities, 
including “set aside” budgets”. Angus IJB is now working with other local IJBs, the Health Board 
and representatives of the Scottish Government to develop this issue. For 2016/17, information 
from ISD (information and Statistics Division) sources was used to derive notional “Large 
Hospital” budgets. Potential areas for improvement in 2017/18 should include:- 
 

 Making the financial and service planning relationship regarding Large Hospital resources 
more real for both HBs and IJBs reflecting plans for unscheduled admissions. 

 Increasing the level of dialogue between HBs and IJBs specifically in the context of Large 
Hospital resources.  

 
Delivery of this type of improvement would be assisted by:-  
 

 Noting that Health Boards already have a legal duty to defined Large Hospital resources to 
IJBs, place an increased onus on Health Boards to ensure this agenda is more fully 
developed in 2017/18, noting that that the majority of corporate support to facilitate change 
is still vested in HBs rather than IJBs.  

 Potentially broadening the minimum scope of specialties to be included in Large Hospital 
resources and thereby increase the critical mass for Large Hospital arrangements. 
Currently the “minimum scope” for Large Hospital resources is restricted to c 10 
specialties. In Angus, only 4 of those specialties are not already fully devolved to the IJB – 
being A&E, General Medicine, Geriatric Medicine and Respiratory Medicine. Therefore the 
“minimum scope” for Large Hospitals (e.g. Ninewells) is only approximately one third of the 
overall Large Hospital (e.g. Ninewells) resource consumed by Angus population. 

 Increased consideration of linking Large Hospital resources to recognised organisational 
and planning structures within Health Board areas rather than “minimum scope” lists of 
specialties that may not correlate directly with organisational and planning structures in 
Health Board areas.     

 
Locally it is recognised that while the IJB has the power to direct the utilisation of the minimum 
scope of Large Hospital resources, the ability to release resources from Large Hospitals is 
constrained by the need for local Acute services to be increasingly financial sustainable.  



 

 

 

British Association for Music Therapy 
British Association of Art Therapists 

British Association of Dramatherapists    
British Association and College of Occupational Therapists 

 The British Dietetic Association 
British Association of Prosthetists and Orthotists 

  British and Irish Orthoptic Society 
 Chartered Society of Physiotherapy  

 College of Paramedics 
Royal College of Speech and Language Therapists 

Society of Chiropodists and Podiatrists 
Society and College of Radiographers 

 
 
Key point 1: People - and Scotland - need Allied Health Professions (AHPs) 
 
Millions of people should be benefitting from AHP services including; 

 10% of children and young people = 91,000 (Scottish Govt. Pop. Figs) 

 Everyone who has a stroke = 9563 new patients/ year (ISD Figs) 

 Everyone who has dementia = 86,000 (Alzheimer Scotland figs) 

 Everyone who has diabetes = 276,000 (Diabetes UK figs) 

 Everyone who has most common cancers = 31,000 new patients / yr. (ISD figs) 
 
The table shows the number of AHPs who could and should be making a 
difference at every stage of the care pathway and for different care groups.  
 
Prevention 
and Early 
Intervention 

            11 
AHPs 

Primary             11 
AHPs 

Acute             12 
AHPs 

Rehab             12 
AHPs 

CYP             7 
AHPs 

Stroke             10 
AHPs 

Dementia             8 
AHPs 

Diabetes             8 
AHPs 

Cancer             10 
AHPs 

 
Key point 2: AHPs could save Scotland at least given the chance  

 
 Speech and Language Therapy could save least £61.2 million each year. 
 Occupational Therapy service for amputees can save £108,993 each year 
 Physiotherapy can save money in primary care as an advanced practice 

physiotherapist appointment is £54.11 compared to £130.71 for a GP.  
 

AHPF Scotland
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Key Point 3: AHPs support Staff Governance Standard – mixed views on 
implementation 
 

AHP experience of the implementation of the Staff Governance Standardi 
Standard – As an AHP I feel… % 

Yes 
%  
“a 
bit” 

%  
No 

1. well informed 35% 50% 15% 
2. appropriately trained and developed 64% 21% 15% 
3. involved in decisions 35% 50% 15% 
4. treated fairly and consistently… 78% 15% 7% 
5. provided with a continuously improving, safe working environment 64% 28% 8% 

 
Relating to standards generally:  

 “Altho anonymous I suspect senior staff felt well informed and trained and the no 
answers were from junior staff.” 

 “MSPs need to consider the views of frontline staff as well as objective measures 
Board activity relating to staff communication and involvement.”(See Staff Survey 
Reports at  

 
Relating to Standard 2:  

 “Although the Health Care Professions Council - and NHS - requires all AHPs to 
do continuous professional development, unlike nurses and doctors, AHPs get 
little or no protected time or funding for CPD and so often end up fund from their 
own purse and doing it in their own time” 

 
Relating to Standard 3: 
“AHPs are happy with the “terms and conditions” infrastructure such as the Scottish 
Partnership Forum and associated local forums but are a lot less happy with 
involvement in the wider governance structures” – See Key point 4 below.  
 
Relating to standard 5:  

 “lone working policy varies in different areas. Particularly important in community 
based work” 

 
Key point 4: Focus on Standard 3: Involvement in Decision Making 
Most NHS Boards employ AHP Directors however in depth knowledge, 
understanding and information on AHPs is missing from all national and local board 
tables. The vast majority of Boards listed below include a medical doctor and a nurse 
director.  
 

 AHPs are not directly represented on the Director General’s Health and 
Social Care Management Board.  

 Scottish Govt. has no AHP Directorate – AHPs are part of the Chief Nursing 
Officer Directorate to whom the Chief Health Professions Officer reports.  

 Not one of the geographical NHS Boards has an AHP Director - where AHPs 
are mentioned in Board memberships - they are represented by a nurse.  

 Not one of the special NHS Boards has an AHP Director on it – where AHPs 
are mentioned in Board memberships - they are represented by a nurse.  

 Only 9 / 32 Integrated Joint Boards (covering only 2 health board areas) has 
an AHP Director at the table.  

AHPF Scotland
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Key point 5: AHPFS strongly believes poor involvement in top table decision 

making impacts on the visibility of and access to AHP services 

Visibility in Policy – and the investment that follows 

 AHPFS appreciate that the recently published Workforce Planning consultation 
document makes mention of AHPs in several places.  

 AHPs are not mentioned in the recently published National Clinical 
Strategy.  

 Action and investment in AHP services compares poorly with other 
members of the multidisciplnary health and social care team.  The AHP 
national strategy - “Active and Independent Living Improvement Programme” - 
was announced in Parliament in May 2015 with £3million behind it. It is yet to be 
published (expected late April 2017). There is little indication that funding will be 
put in place to support implementation – in fact AHP funding is in decline locally.  

 
Waiting times  

 Waiting times for AHP services is generally not nationally recorded or reported. 
Waits for AHP services are not therefore easily the subject of board discussion 
and response.  
 

 The only waiting times data published primarily involving AHP relates to  
 

 Musculoskeletal care (MSK). The target is for 90% of people to be seen 
within 4 weeks by one of four relevant AHPs (Physiotherapy, Occupational 
Therapy, Chiropody/Podiatry and Orthotics). At the end of December 2016 
only 52% of people were seen within 4 weeks for an initial AHP outpatient 
appointment.  

 Detecting Cancer Early programme involving diagnostic radiographers. The 
standard concentrates on breast, colorectal and lung cancers (i.e. 43% of all 
cancers diagnosed in Scotland). It aimed to increase the proportion of people 
who are diagnosed early in the disease process (with stage 1 disease) by 
25% by the end of 2015. At the end of the programme there was an 8.0% 
increase from the baseline (2010 and 2011 combined) showing that the 
standard has not been met in its final year. 

 

For Further Information on any of above please contact Kim Hartley Kean at 

kim.hartleykean:@rcslt.org in the first instance. 

                                                           
i AHPFS carried out a very small quick straw poll on Staff Governance Standards. 14 AHPs (Physiotherapists, 

SLTs, Radiographer and Podiatrist) responded.  
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National director (Scotland): Jill Vickerman 

Chief executive: Keith Ward 

NHS Staff Governance Standard 
BMA Scotland written submission, March 2017 
 
The British Medical Association is a politically neutral registered trade union and professional 
association representing doctors from all branches of medicine. The BMA has a total 
membership of over 168,000. In Scotland, the BMA represents over 16,000 members. 
 
We welcome the opportunity to provide written evidence to the Health and Sport Committee 
on the NHS Scotland Staff Governance Standard. 
 
The Staff Governance Standard is one of the foundations that underpins Scotland’s partnership 
approach to employment in the NHS. The principles of that partnership are positive and are 
designed to ensure that there is genuine staff and trade union involvement and engagement in 
decisions affecting the operation of NHS boards. 
 
However, while the principles of partnership working are commendable, there is still significant 
scope for improvement in the way that it is often executed in practice. In particular, NHS boards 
should do more to ensure that full and genuine engagement with partners takes place as early 
as possible in the decision making process. 
 
It can often be the case that NHS engagement with partners takes the form of seeking 
validation of and support for decisions that have already largely been made, instead of 
involvement at an earlier stage when options are still being drawn up. This naturally can make it 
harder for NHS staff – whether directly or through trade union representatives – to affect the 
direction of board decisions than might otherwise be the case. 
 
There is also a need to recognise that as NHS staff and financial resources are becoming 
increasingly stretched, it can be increasingly challenging for frontline NHS staff to find sufficient 
time to engage with decision making processes. This is likely to be an increasing challenge going 
forward as demands on the NHS increase further and boards should be actively seeking ways in 
which to ensure staff have sufficient time to engage in board decisions. 
 
As well as doing more to live up to the broad principles of partnership working, there are also 
some specific actions that BMA Scotland believes are needed that would ensure NHS employers 
better live up to their staff governance responsibilities. 
 
Whistleblowing and junior doctors 
 
Patient safety should always be the priority in the NHS and staff have a responsibility to raise 
concerns if they believe that somebody’s safety is in danger. This is recognised and reflected in 
the Staff Governance Standard. It is also essential that such whistleblowers have legal 
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protection and have confidence that they will not face any detriment as a result of speaking 
out. 
 
Under current legislation on whistleblowing, junior doctors have the right to take their 
employer to an employment tribunal if they do suffer any detriment as a result of their 
whistleblowing. However, junior doctors are in a unique position of being employed by a 
territorial health board while NHS Education Scotland (NES) have overall responsibility for their 
training. 
 
As junior doctors are not employed by NES, they do not have the equivalent legal protection if 
they were to suffer detriment from NES as a result of whistleblowing that they would have if 
they were mistreated by the territorial health board that employs them. 
 
NES play a significant role in the career prospects of junior doctors during the course of their 
training, including the provision of their national training number without which they cannot 
progress through their training.  
 
In England, the BMA has reached agreement with Health Education England (HEE) that a junior 
doctor who whistleblows will now have legal protection from any action taken by HEE that has 
a detrimental effect on that junior doctor. HEE has agreed to take on legal liability for ensuring 
that whistleblowing trainees do not suffer detrimental treatment as a result of their action, 
giving junior doctors the option of legal recourse if any detriment was to take place. 
 
BMA Scotland has asked NES to agree to equivalent protection for junior doctors in Scotland, 
but to date has been unable to secure such agreement. The current whistleblowing policy that 
NES has in place is not sufficient to give junior doctors the option of legal recourse in the event 
of mistreatment by NES. 
 
BMA Scotland believes that this is one area where the NHS is falling short of what is expected of 
it in relation to whistleblowing, in line with the Staff Governance Standard.  
 
Clinician involvement in decisions 
 
In 2015, BMA Scotland commissioned researchers from the Universities of Dundee and Glasgow 
to carry out an independent study1 into the changing work experience of consultants in 
Scotland. This study saw researchers conduct in-depth interviews with 68 consultants in 
Scotland and a survey that was completed by 1,058 consultants (**% of the total consultant 
workforce in Scotland). 

1 https://www.bma.org.uk/collective-voice/committees/consultants-committee/scotland/reinvigorating-
local-advisory-structures  
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One of the major findings of this research was that consultants feel it is increasingly difficult to 
input effectively into local service development and clinical priority setting. This is having a 
detrimental effect on their sense of professionalism and autonomy.  
 
As demands on the NHS in Scotland grow further, it is likely to become even more difficult for 
doctors to find sufficient time away from immediate service demands to engage with NHS 
board decisions if action is not taken. It is very difficult for senior medical staff in hospitals to 
take part in decision making in the NHS in Scotland. This is severely curtailed by many having 
only one supporting professional activity (SPA) session: this is four hours per week of non-
clinical work – the bare minimum required to participate in the GMC registration requirements, 
making no provision for anything else. 
 
Medical input into board decisions is important as it ensures that boards clearly understand the 
concerns of doctors and benefit from the input of clinicians who are working on the front line of 
service delivery. A clear ability to input into board decisions would also help to foster an 
atmosphere of mutual trust and respect between management and clinicians within the NHS. 
 
Local medical advisory structures in each board area - such as the Area Medical Committee, 
Consultants subcommittee, Specialty subcommittee etc - are important vehicles through which 
clinicians can feed in their medical expertise to NHS board decisions in a way which is 
independent of management pathways. The existence of these bodies is a statutory 
requirement, but their activity and influence is patchy and varies greatly between NHS boards.  
 
More should be done to reinvigorate these bodies and this will require NHS boards to take an 
active role in encouraging participation and engagement. 
 
These issues also apply to the operation of HSCPs and IJBs. In most cases there is very little 
involvement of local GPs, and even less of doctors in secondary care.  Senior doctors need to 
have much more meaningful input into decisions on service spending and development. 
 
Training and development of medical staff 
 
The continued erosion of support for CPD with reductions in study leave budgets, in the face of 
increasing costs of course fees as well as travel and accommodation, will have long term 
consequences for the training and development of medical staff.   
 
Health and wellbeing of medical staff 
 
The care and welfare of many medical staff are inadequate. This affects trainees with very long 
busy shifts, no proper provision of rest breaks, and overwork, all of which contribute to stress 
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and ill health.  It is also an issue for senior medical staff in hospitals, who often cover long shifts 
to plug gaps in trainee rotas with no proper provision of food or facilities to rest. In primary 
care, the clinical workload is becoming unmanageable. Problems with recruitment and 
retention of doctors in many specialties across the country are both a cause and an effect of the 
stressful working conditions for doctors. The most recent ISD figures showed that 6.8% of WTE 
consultant posts in Scotland were vacant, with 48% of those unfilled for over six months, while 
and a recent BMA survey found that more than a quarter of GP practices had at least one 
vacancy. 
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NHS Governance – Creating a culture of improvement 

Managers in Partnership (MiP) 

1. Managers in Partnership are pleased to submit brief but member-led evidence 
on culture, communication and management in the NHS. 
  

2. We represent senior managers working in Agenda for Change bands 8 and 
above, including executive managers, throughout Scotland. 
 
 

3. Our evidence is qualitative rather than quantitative. It aims to illustrate some 
key current themes from feedback and reflection from members and from 
learning from our casework representing individual members with employment 
and management issues. We also regularly survey our members in NHS 
Scotland and will share results with the committee as reports are produced.  
 
Culture 
 

4. We have identified the following themes on organisational culture: 
 

a. There is a widespread perception among our members that most 
managers will get blamed when things go wrong. It is common for 
grievances to be raised precipitately by staff, often without managers 
being aware that problems had escalated to that extent. Managers then 
either commission or become party to lengthy investigations, the 
principal aim of which often becomes finding fault with someone. 
  

b. We have strong workplace governance for the NHS in the PIN 
Guidelines. The PIN Guideline on Bullying and Harassment has a flow 
chart that identifies trying to talk issues through first but managers 
seldom get that opportunity. In order to move away from a blame 
culture - and lengthy and often counter-productive formal investigations 
-  and toward an understanding culture it would be helpful if all staff, 
managers included, exercised the opportunity in informal stages of 
process to talk issues through first and attempt to nip problems in the 
bud. It would also be helpful for a clear message to be sent about 
vexatious complaints: they should be taken seriously and where 
necessary disciplinary action taken. 

 
c. Another widespread perception among our members is that managers 

are often accused of bullying and harassment when they are trying to 
support performance improvement of a colleague through the 
Capability Policy. The purpose of this policy is to help and enable staff 
to deliver all the aspects of their job descriptions; where there is 
evidence they are not doing so. Often a direct report will lodge a 
grievance against the manager who is trying to implement the 
Capability Policy. The grievance can then delay the process for 
anything up to 18 months while the grievance is investigated. The 
manager may be suspended while the investigation proceeds and 
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become deskilled and demoralised if the suspension goes on for any 
length of time. Return to work is stressful and difficult for all parties to 
manage as they have not been permitted to engage with colleagues, 
while suspended. Suspension is supposed to be a neutral act. 
However, it does not feel like this to the individual: a culture of gossip 
and blame during suspensions often springs up with consequential 
reputational damage and loss of trust from colleagues upon return. 
 

d. We have a range of HR policies but these can be circumvented if 
necessary. As financial pressure increasingly bites, as resources 
diminish, the temptation for employers to cut corners will increase. 

 
e. By way of example, there is evidence within one health board that 

targeted redundancy of employees who did not have their two years’ 
continuous employment. These employees were terminated from a full 
time substantive contract and received no redundancy payment, just 
three months on the redeployment register. They were selected 
irrespective of their skill or the future business needs of the 
organisation. This was an abuse of the HR policy and the current 
administration’s statement that there are no redundancies in the NHS. 
This example suggests otherwise. 

 
f. Our members perceive that they work in a blame-heavy culture in the 

NHS as a whole. It still permeates all levels of work as it across sector, 
services, divisions and teams. 

 
g. Our members believe that the media and Scottish and UK 

Governments often openly engage in blame of NHS staff and its 
management. This is stressful, unpleasant, and makes innovation 
something which is scary and where mistakes are seen as shameful 
and career-threatening rather than as learning opportunities to bring 
the service a step closer to a successful outcome. 

 
h. There is widespread belief that NHS will crumble without the ongoing 

contribution of its international staff. As one member told us: “The anti-
immigrant culture in the UK at the moment is hugely embarrassing and 
personally hurtful. I am a non-EEA immigrant who is married to an EEA 
national, and we feel that the UK Government would prefer we weren’t 
here. We receive strong internal and external messages that we should 
integrate rather than maintain anything from our own culture.”  

 
i. Our members report that they are often asked to undertake HR 

functions for which they have not been trained, such as workplace 
investigations. These investigations require a lot of time and the correct 
governance must be used. ACAS have developed a Guide on 
Conducting Workplace Investigations which should be the bedrock of 
workplace investigations. Otherwise mistakes may be made that would 
be costly to both the employer and the employee subject to the 
investigation, e.g. through loss of employee engagement, legal 
challenges and unfair dismissal. We recommend that all NHS Scotland 
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employers should train staff in the specific requirements of a workplace 
investigation. 
  

j. Our members are senior managers who have earned their credibility 
and good reputations. Unacceptable behaviour is sometimes used to 
bring a senior manager down. Senior managers experience ‘mobbing’ 
actions that can lead them to be removed from their roles. When a 
group of people tell a manager negative things about him/herself it can 
distort reality that can lead to time off sick from work and long term 
mental health support. MiP have worked with the Health Service 
Journal to develop understanding of this specific behaviour. It would be 
useful to name specific bullying behaviours and have training on what 
they are and how best to manage these. 

  

k. NHS managers also experience gaslighting from their own line 
manager, from politicians, the media and other senior influencing 
groups. Gaslighting is a technique to distort the truth, to deny that 
something happened and overwrite a preferred version of the truth with 
what the gaslighter wishes to have on record. As this is also a bullying 
behaviour, like mobbing, it can cause ill health absence from work and 
a need for access to mental health support. Further training on this 
behaviour would be useful. 

 
l. Our members report they perceive widespread lack of understanding of 

their role and even disdain. They perceive that media and Scottish and 
UK Governments often openly engage in blame and lack of 
appreciation of NHS managers. They are referred to as ‘bureaucrats’ 
and not as they should be seen: skilled, essential managers who 
deliver patient centric health services. Our members are entitled to 
dignity in their workplace and they are the guardians of staff who report 
to them – clinical and administrative. Those who direct the senior 
managers must be more mindful of the impact their language and 
leadership has on how senior managers are valued across the NHS 
and by those who participate and interact with the NHS. 

 
m. Our members accept reorganisational change is a feature of managing 

any organisation and ensuring it remains fit for purpose. However, the 
25% cut of management workforce in 2010 furthered perception that 
there were too many managers in the NHS and they are disposable. 
This was a policy announcement made without any risk assessment, 
without any impact assessment of the skills needed and skills lost, no 
workforce planning to inform where managers should be lost. There 
was no risk assessment on the managers left in post, the size of their 
jobs, the hours needed to achieve the work needing to be done. The 
25% reduction in management workforce was supposedly done to 
protect the fundamental values of the NHS but protecting the 
management workforce from overwork, stress, exhaustion, blame and 
lack of appreciation should be a value too. 
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Communication 
 

5. Members report concerns about the quality and volume of communication, 
particularly the culture unintentionally generated by regulators and system 
managers, in their day-to-day work. Several quotes from members illustrate 
these concerns: 
 

“Michael Powers talked in his book ‘The Audit Society’ about the 
tipping point between good governance designed to secure good 
outcomes and the cost of that governance being greater than the 
improved outcomes.” 

 
“We risk being overwhelmed with communications and email resulting 
in people being forced to skim read or worse, delete emails that may 
contain valuable information. The use of email distribution lists as a 
backside protector is not acceptable.” 

 

Management  
 

6. Our members are beginning to experience the downside of integrated multi-
agency partnership working and the impact on their well-being of growing 
workloads and not having enough staff and resources. As two members put it: 
 

“With the advent of multi-agency partnership working, local managers 
increasingly find that they are accountable to several interests at the 
same time. The clarity available from having one boss has been lost in 
some cases.” 

 
“Many people are struggling with their workloads because of 
inadequate funding/staffing. We’re fire fighting almost all the time, and 
sometimes things just don’t get done. It’s stressful and exhausting, and 
it doesn’t make you feel good about yourself when you can’t carry out 
your work to the high quality you’d like. Many of us often have no 
energy for anything after work, which means watching more TV, eating 
less healthy meals, getting less exercise, and quality of life suffering for 
the jobs we love. Many daydream about leaving the NHS for a role 
which is less stressful and less exhausting. We stay because the work 
is so rewarding and so interesting. But a time will come when that won’t 
be enough.” 

 

7. There are two further factors in management life that are raised frequently by 
our members: 
 

a. As noted above, most managers have not had enough training in HR 
issues to support staff. They feel vulnerable as they usual proceed to a 
promoted post on the strength of their ability to do their current role, 
they would be shortlisted for any promotion for technical and specialist 
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knowledge and evidence, rather than on generic management skills. 
HR is not always part of manager training and development when in a 
management role. 

 
b. It would be helpful if politicians did not set doctors and managers up to 

be on opposite sides of the table in debates on ways forward for the 
NHS. It would also be helpful if representative organisations and 
employers fostered better understanding and working relationships 
between these occupational groups.  

 

Conclusion 

As the union for senior managers we would like to work with all stakeholders to 

identify key problems and work on practical solutions in NHS staff governance. 

The effectiveness of management, particularly line management, has a direct 

impact on the work and well-being of other staff and on the quality of patient care.  

Our members inform our evidence.  

They report that the NHS is blame orientated with a culture of formal grievances 

to resolve matters that should be discussed informally first. We need to develop a 

culture of talking about difficulties without blaming with a focus on finding a 

mutually agreeable solution for all.  

Our members report they feel targeted by more senior managers, non 

executives, politicians and the media, using techniques such as ‘mobbing’ and 

‘gaslighting’.  These behaviours need to be named so they can be identified and 

understood and effectively addressed.  

Our members report that we need good governance for performance 

management, which is designed to enable, not punish or blame. We need create 

conditions where all staff are confident that staff governance is mainly designed 

as a support to enable them to be as safe and as successful at their work as 

possible.                                                                            

We also need employers and other organisations to do more to train managers 

and make them aware of key governance and good practice, such as ACAS’s 

guide to work place investigations. This makes the process easier to understand, 

not least the role of the investigator. 

Finally, we would like to remind the committee of the immense impact these 

issues can have on people. The recent article by Roger Kline (item 8 in the 

further reading below) should be required reading. In her personal experience, 

the author has encountered more intense psychological distress among NHS 

senior managers, over 12 years as a national officer, than she did among her 

patients as a clinician of 15 years. The intense pressures that build on people 

working in our NHS need to be understood and managed better. 
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Further reading: 

1. http://www.staffgovernance.scot.nhs.uk/media/1406/preventing-and-dealing-
with-bullying-and-harrassment-in-nhsscotland-pin-policy.pdf page 9 

2. http://www.acas.org.uk/media/pdf/o/5/Conducting-workplace-
investigations.pdf     

3. https://www.hsj.co.uk/journals/2/files/2009/11/30/hsjsampleissue.pdf pages 18 
- 19 

4.  https://www.theguardian.com/science/2017/mar/16/gaslighting-manipulation-
reality-coping-mechanisms-trump  

5. http://www.sehd.scot.nhs.uk/publications/Bulletin201010.pdf  
6. https://www.nuffieldtrust.org.uk/research/managing-doctors-doctors-

managing?utm_medium=email&utm_campaign=Doctors%20and%20manager
s%20mailout&utm_content=Doctors%20and%20managers%20mailout+CID_
71b51cbea1ca10960a468be631246492&utm_source=Email%20marketing%2
0software&utm_term=copy%20of%20the%20report%20on%20our%20websit
e  

7. https://www.kingsfund.org.uk/sites/files/kf/employee-engagement-nhs-
performance-west-dawson-leadership-review2012-paper.pdf  

8. https://www.linkedin.com/pulse/disciplinary-procedures-death-good-nurse-
roger-kline 
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NHS Governance – Creating a culture of improvement 

The Royal College of Nursing Scotland 

The Royal College of Nursing (RCN) is the world’s largest professional organisation and 

trade union for nursing staff, with members in the NHS, independent and third sectors. RCN 

Scotland promotes patient and nursing interests by campaigning on issues that affect 

members, shaping national health policies, representing members on practice and 

employment issues and providing members with learning and development opportunities. 

With over 40,000 members in Scotland, the RCN is the voice of nursing. 

Background 

The Royal College of Nursing (RCN) Scotland is aware of the intense pressure under which 

health professionals in Scotland’s NHS are working.  

The evidence provided in this document by RCN Scotland is designed to answer the 

questions set out specifically in the Committee’s call for evidence. It should not, however, be 

taken as addressing all of the RCN’s current concerns about the pressure on NHS Scotland 

and the staff who deliver services. 

The RCN believes that it is important to remember that with the integration of health and 

social care, there are now NHS staff who are operating under Integration Authorities. 

Integration Authorities do not, at present, operate under the same partnership working model 

set out in the Staff Governance Standard. This is because there is not currently binding 

tripartite agreement between the Scottish Government, local authorities and trade unions.  

RCN Scotland has assisted the Committee by identifying individuals who are willing to speak 

to the Committee at an informal meeting to discuss how NHS Governance affects them in 

their day-to-day work as members of nursing teams. As such, this evidence focuses on the 

high level work which RCN engages with as a representative organisation  

Does the NHS adequately implement the requirements of the Staff Governance 
Standard? 

The national framework around the Staff Governance Standard in Scotland is strong. The 

tripartite arrangement between the Scottish Government, Employer (NHS Boards) and Trade 

Unions works well and ensures genuine partnership working and means that there is a 

designated cohort of people who make sure that the Staff Governance Standard is delivered. 

The RCN would, however, question whether there is a significant awareness of the Staff 

Governance Standard amongst those who are not actively engaged with the national 

process.  

RCN Scotland accepts that it is challenging to engage all NHS employees in a full and 

meaningful way with the Staff Governance Standard. But the most recent NHS Staff Survey 

[2015] showed that there are still significant challenges for NHS Scotland. For example, only 

53% of respondents answered the questions ‘I feel senior managers responsible for the 

wider organisation are sufficiently visible’ positively. 59% of respondents responded 

positively to the question ‘I would recommend my workplace as a good place to work’, a fall 

from 61% in 2014.  
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In the 2015 survey 62% of respondents were positive when asked the question ‘My health 
board acts fairly and offers equality of opportunity with regard to career 
progression/promotion’, an increase from 59% in the 2014 survey. 
 

For staff, it is important that the culture set by their employer is supportive and enabling. This 

is an issue which is wider than whether the Staff Governance Standard is adequately 

implemented.  

RCN Scotland has, for example, provided the Public Audit and Post Legislative Scrutiny 

Committee with evidence in relation to its inquiry ‘the 2015/16 audit of NHS Tayside’ about 

the challenges around strategic leadership and culture which have been faced by that NHS 

board. 

Are there particular areas of the standard it implements well? 

The national tripartite model means that problem solving and consensus finding is strong 
and positive. Likewise at a local level, Area Partnership Forums mirror the national 
framework and work in a similarly positive way. The partnership working model in Scotland 
has been developed over time and has been successful in avoiding local industrial action 
(with the exception of the porter dispute in NHS Tayside in 2015), although there has been 
action taken over some UK led decisions, for example, around pensions.  

In 2012 a review entitled “Evaluating Labour-Management Partnership in NHS Scotland”, 
was published. The review was undertaken by Nicolas Bacon and Peter Samuel of the 
Nottingham University Business School and supported by the Economic and Social 
Research Council. It was an independent evaluation of the operation and outcomes of 
partnership between government, employers and staff representatives in NHS Scotland at 
national-level. The review concluded that “partnership in NHS Scotland has matured into 
probably the most ambitious and important contemporary innovation in British public sector 
industrial relations.” 

The position of Employee Director within each NHS board is voted for by staff-side is a very 
positive role for staff advocacy in Scotland. Likewise, the generous level of facilities time 
granted to reps in Scotland is a positive for the system and allows for genuine staff-side 
representation and development across the NHS. This level of engagement means that 
staff-side representatives are involved with decision making from the beginning at both 
national and local levels.  

Nevertheless, RCN Scotland recognises that there remains a challenge around individual 
staff feeling involved in a meaningful way.  

Are there particular areas of the standard that are not implemented well? 

There is a self-assessment of the Staff Governance Standard which is conducted annually 

for each area by means of a one hour meeting between an Area Partnership Forum and the 

Scottish Government with a Minister present.  

RCN Scotland believes that this process could be improved upon by having more robust 

testing of the self-assessment process. There is a tendency for this annual meeting to focus 

on positive examples, when the NHS staff survey has highlighted areas for concern.  
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NHS Governance – Creating a culture of improvement 

 
UNISON Scotland 

 
 

Introduction 
 
UNISON is Scotland’s largest public sector trade union and represents staff in 
most areas of activity within NHS Scotland. UNISON welcomes the 
opportunity to provide evidence to Health and Sport Committee on NHS staff 
governance. 
 
Background 
 
UNISON Scotland was a key architect of the Staff Governance Standard. We 
remain committed to it and believe it is an exemplar model which goes 
beyond the core values of even the most well regard staff engagement and 
consultation models.  The Fair Work Convention has also highlighted the 
standard as an example of best practice. 
 
The strength of the model was confirmed in a study undertaken by 
Nottingham University, which said they had taken “arguably the most 
ambitious labour-management partnership so far attempted in the UK public 
sector and made it work". Research co-author Dr Peter Samuel said: 
“Although partnerships are found elsewhere in the public sector, NHS 
Scotland’s stands out as distinct and novel. It has survived for over a decade, 
defying reorganisation and changes in administrations, and it can offer 
valuable lessons in how to improve industrial relations. Anyone wanting to 
understand how government, employers and staff should work together to 
deal with strategic and organisational challenges can learn from it.”  The study 
also praised the way NHS Scotland separates broad-ranging debates over 
strategic issues from detailed discussions over specific workplace policies.  
 
Staff Governance is a key component of the Industrial Relations model in the 
NHSiS. It has assisted in the smooth delivery of significant service changes 
and ensured that the NHSiS has enjoyed an unprecedented period of 
industrial harmony. 
 
Does the NHS adequately implement the requirements of the Staff 
Governance Standard (detailed above)? 
 
The NHSiS is a significant employer and is massively complex. It would be 
foolish for UNISON to take the view that all Boards are able, at all times, to 
implement the Staff Governance Standard fully and consistently and this is 
reflected in staff surveys. 
 
However, UNISON believes that for the most part the NHS Boards in Scotland 
understand the requirements of staff governance and endeavour to comply 
with the obligations upon them.  

HS/S5/17/14/3 



UNISON Scotland 
 

 2 

The Staff Governance Standard is measured in various ways; not least the 
regular NHSiS staff survey.  Whilst there are positives in the most recent 
survey, it is clear that there is room for improvement in a number of the key 
standards. In particular, surveys indicate that the model has worked best at a 
strategic level and is more challenging at the operational level. 
 
Are there particular areas of the standard it implements well? 
 
There are many examples across NHS Scotland where local managers, trade 
unions and staff are working well and thereby meeting the standards. The 
staff governance standards give unions and workers early notice of planned 
change and in the best practice examples, ensure that staff are involved at an 
appropriate level in decision making. 
 
The Staff Governance Standard has enabled a wide range of service redesign 
initiatives to be implemented smoothly. These range from reorganising out 
patients and theatres to massive change such as the move to the new Queen 
Elizabeth Hospital in Glasgow. The strength of partnership over other models 
is the engagement of staff and their representatives at all stages. This means 
that change is more likely to be sustainable over the long term. 
 
Across the NHSiS there is a significant investment in communication with 
staff, which is not to say that everyone reads the various forms of staff 
bulletins or that there is absolute consistency in the quality of information 
disseminated at team briefings. However, there is a commitment to ensure 
that information is provided for staff, if they want to absorb it. 
 
Despite the financial and service delivery pressures, NHSiS still invest 
significant resources in staff training and support. UNISON specifically 
highlights the investment in Health Visiting; increased intakes of student 
nurses and midwives and Nurse Practitioners as an example of government, 
health boards, staff, communities and unions working together to listen and 
respond to each others needs.  
 
The commitment to Modern Apprentices in the NHS being paid a wage and in 
many cases guaranteed a job, is a fine example of the Staff Governance 
Standard at work. 
 
Are there particular areas of the standard that are not implemented well? 
 
There is no doubt that meeting and living up to the Staff Governance 
Standards was easier during times of budget expansion, when messages 
were broadly positive and services benefited from investment and expansion. 
 
Today, NHS Boards, staff and unions are operating in an environment where 
service redesign and transition often means ‘cuts’ and therefore services are 
reduced. There can be little doubt that this environment has impacted on how 
well the Staff Governance Standards are implemented and met. 
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The pressure on local managers to implement savings plans, means that in 
some areas there is an undue haste to push forward. The welcome existence 
of enabling agreements, such as Organisational Change, means that in some 
areas, managers are not as diligent about the need to speak with, listen to 
and be reactive to staff concerns. 
 
The creation of Integrated Joint Boards and the need to shift the balance of 
care are emerging issues in many areas, as health services and workers find 
themselves managed on a daily and strategic basis by non-health 
professionals. As a result there is a need for IJB’s and Health Boards to 
vociferously champion Staff Governance and to ensure that there is no 
dilution of the standards for affected NHS workers. 
 
At face value the NHSiS has done well to ensure that a vast majority of staff 
have completed a KSF development review and this is to be commended. 
However, there is a growing scepticism that this is a ‘tick box’ exercise and 
that the vast majority of staff don’t see a direct benefit to them, their job or 
career advancement. 
 
Conclusion 
 
UNISON has argued that we must think beyond the current narrow structures 
and professional silos. We must invest in our workforce and use their skills, 
experience and commitment to the full. That is why we published the UNISON 
Skills Charter in 2016 (http://www.unison-scotland.org/2016/09/29/health-in-
unison-skills-charter/). We believe that the Skills Charter is a blue print for 
success. 
 
The Scottish Government has announced that it intends to refresh its 
approach to Staff Governance Standard Monitoring to ensure that the process 
is adding value and driving improvement. We are happy to work in 
Partnership to develop proposals to ensure that a mechanism is in place 
which remains fit for purpose and which provides meaningful and relevant 
information both nationally and locally. 
 
Given the changes in NHS leadership at all levels since the Standard was 
introduced, it may also benefit from some refresher training, particularly at 
middle manager level. 
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Health and Sport Committee 

15th meeting, Tuesday 30 May 2017 (Session 5) 

Subordinate legislation 

Note by the clerk 

 

Overview of instruments 

1. There are two negative instrument for consideration at today’s meeting: 
 National Assistance (Assessment of Resources) Amendment (Scotland) 

Regulations 2017 (SSI 2017/134) 
 National Assistance (Sums for Personal Requirements) (Scotland) 

Regulations 2017 (SSI 2017/135) 
 

 

National Assistance (Assessment of Resources) Amendment (Scotland) 
Regulations 2017 (SSI 2017/134) 

Background 

2. These regulations amend the National Assistance (Assessment of Resources) 
Regulations 1992. The principal regulations concern the assessment of person’s 
liability to pay for accommodation provided under the Social Work (Scotland) Act 
1968 (“the 1968 Act”). Under the 1992 regulations, residents with assessed capital 
above the upper capital limit must meet the remaining care costs (after allowing for 
any entitlement to free personal and nursing care). These regulations amend the 
1992 regulations to increase the capital limits from £16,250 and £26,250 to £16,500 
and £26,500 respectively. The changes will come into force on 1 June 2017.  
 
3. An electronic copy of the instrument is available at: 
http://www.legislation.gov.uk/cy/ssi/2017/134/made?view=plain The Policy Note on 
the regulations is available at Annexe B.  
 
4. There has been no motion to annul this instrument. 
 
5. The Committee is due to report by 5 June 2017.  
 
Delegated Powers and Law Reform Committee consideration 
 
6. The Delegated Powers and Law Reform Committee considered the 
instrument at its meeting on 9 May 2017. The Committee determined that it did not 
need to draw the attention of the Parliament to this instrument on any grounds within 
its remit. 
 
Health and Sport Committee consideration 
 
7. The Committee considered the instrument for the first time at its meeting on 
23 May 2017.  The Committee agreed to write to the Scottish Government for further 
information on the instrument. The letter issued to the Scottish Government is 
attached at Annexe A.  
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8. The Scottish Government response was not received in advance of papers 
being issued.   
 
Approach 
9. Members are invited to agree their approach. 

 

National Assistance (Sums for Personal Requirements) (Scotland) 
Regulations 2017 (SSI 2017/135) 

Background  

10. Section 22 of the National Assistance Act 1948 (as applied by section 87(3) 
and (4) of the Social Work (Scotland) Act 1968, requires a local authority to assume 
in assessing a person’s liability to pay for accommodation provided under the 1968 
Act or section 25 of the Mental Health (Care and Treatment) (Scotland) Act 2003 that 
persons will require to retain a sum of money per week to cover the cost of their 
personal requirements, for example, clothes and toiletries.  These regulations 
increase the weekly rate of this allowance in line with the increase in average 
earnings (2.4% this year) from £25.80 to £26.40 from 1 June 2017. 
 
11. An electronic copy of the instrument is available at: 
http://www.legislation.gov.uk/ssi/2017/135/made . The Policy Note on the regulations 
is available at Annexe C.  
 
12. There has been no motion to annul this instrument. 
 
13. The Committee is due to report by 5 June 2017.  
 
Delegated Powers and Law Reform Committee consideration 
 
14. The Delegated Powers and Law Reform Committee considered the 
instrument at its meeting on 9 May 2017. The Committee determined that it did not 
need to draw the attention of the Parliament to this instrument on any grounds within 
its remit. 
 
Health and Sport Committee consideration 
 
15. The Committee considered the instrument for the first time at its meeting on 
23 May 2017.  The Committee agreed to write to the Scottish Government for further 
information on the instrument. The letter issued to the Scottish Government is 
attached at Annexe A.  
 
16. The Scottish Government response was not received in advance of papers 
being issued.   
 
Approach 
17. Members are invited to agree their approach.   
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Annexe A 

 

 
Cabinet Secretary Health and 
Sport 
By email  

Health and Sport Committee
T3.60

The Scottish Parliament
Edinburgh
EH99 1SP

Tel: 0131 348 5224
Calls via RNID Typetalk: 18001 0131 348 5224

 Email: healthandsport@scottish.parliament.uk

23 May 2017 

Dear Shona 

National Assistance (Assessment of Resources) Amendment (Scotland) 
Regulations 2017 (SSI 2017/134)  

National Assistance (Sums for Personal Requirements) (Scotland) Regulations 
2017 (SSI 2017/135) 

The Health and Sport Committee considered the Scottish Statutory Instruments 
listed above at its meeting on 23 May 2017. The Committee agreed to write to the 
Scottish Government to seek further clarification regarding both instruments.  

Both the regulations on the capital limits and the personal expenses allowance come 
into force on 1 June 2017. In previous years, we note that the practice has been for 
both changes in the capital limits and personal expenses allowance to come into 
force each April. 

The policy notes on the capital limits regulations make no reference to why the 
uprating this year did not come into force in April or the potential impact of this delay.  

The Scottish Government’s Policy Note on the personal expenses allowance refers 
to the delay: 

“This allowance is usually increased each April at the same time as the Social 
Security benefits uprated. However due to our delay in processing the SSI the 
increased allowance will not come into force until 1 June 2017” 

To assist our further consideration of these instruments if would be much 
appreciated if you could provide further information on the reason for the delay in 
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both the capital limits regulations and the personal expenses allowance being 
uprated and the impact of this delay on those affected. It would be helpful if you 
could provide the estimated cost of the uprating to the Scottish budget.  

It would assist if you could confirm whether the personal expenses allowance will be 
backdated to April and if this is the case how such claims will be processed.  

It would also be helpful if you could confirm whether the capital limits will be 
backdated and if so how this will operate.  

The Committee is due to consider the two instruments again at its next meeting on 
30 May. It would therefore be much appreciated if a response could be received by 
this Thursday 25 May so it can be issued to Members in advance of the meeting. 

Yours sincerely 
 
 
 
Neil Findlay MSP 
Convener of the Health and Sport Committee 
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Annexe B 

POLICY NOTE 
 
The National Assistance (Assessment of Resources) Amendment (Scotland) 
Regulations 2017 (SSI 2017/134) 
 
The above instrument was made in exercise of the powers conferred by section 
22(5) of the National Assistance Act 1948. The instrument is subject to negative 
resolution procedure and will come into force on 1 June 2017. 
 
Legal Background 
 
Under section 22 of the National Assistance Act 1948 (“the 1948 Act”) (as applied by 
section 87(3) and (4) of the Social Work (Scotland) Act 1968), local authorities are 
required to charge residents in residential accommodation an appropriate 
contribution towards the cost of the residential accommodation (excluding any 
entitlement to free nursing and personal care under the Community Care and Health 
(Scotland) Act 2002 and associated regulations). 
 
Section 22(5) of the 1948 Act provides that, in assessing a resident’s ability to pay, 
the local authority shall apply regulations made by the Secretary of State.  The 
applicable regulations are the National Assistance (Assessment of Resources) 
Regulations 1992 (“the 1992 Regulations”). By virtue of Section 53(1) of the Scotland 
Act 1998, the functions of making and amending the 1992 Regulations as regards 
Scotland are devolved to Scottish Ministers.   
 
Policy Objectives 
 
Capital Limits 
 
Under the 1992 Regulations, residents with assessed capital above the upper capital 
limit must meet their remaining care costs (after allowing for any entitlement to free 
personal and nursing care).  Between the upper and lower capital limits, residents 
are assessed as having ‘tariff income’ of £1 per week for every £250 over the lower 
capital limit.  This is added to the assessed income that residents are asked to 
contribute to care costs.  They are not asked to contribute from capital where it falls 
below the lower capital limit. 
 
These Regulations amend the 1992 Regulations to increase the capital limits from 
£16,250 and £26,250 to £16,500 and £26,500 respectively.  The increases are in line 
with inflation.  
 
Savings Credit Disregard 
 
The 1992 Regulations set out a number of different types of income that are to be 
disregarded when a local authority assesses a resident’s income for the purpose of 
charging.  Since the introduction of the State Pension Credit Act this has included a 
sum where a resident is in receipt of savings credit, the Savings Disregard.  This is 
currently worth up to £6.15 per week for single residents and £9.25 for couples.  The 
levels of the Savings Disregard were calculated to balance the extra contribution 
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from residents receiving the savings credit and hence be cost neutral for local 
authorities.  However due to DWP changes over a number of years the savings 
disregard is more generous than it was originally intended to be.  Savings Credit will 
disappear and the continuation of the savings disregard is something we will 
consider for future years.  We are therefore recommending that the savings 
disregards remain at the 2016 limits of £6.15 per week for single residents and £9.25 
for couples. 
 
Consultation 
 
The Convention of Scottish Local Authorities and Social Work Scotland and are 
content with the proposed amendments. 
 
Financial Implications  
 
Uprating of the Capital Limits are balanced for local authorities by the increasing 
value of residents’ capital resources and benefits income.  A Business and 
Regulatory Impact Assessment has not been prepared as these changes have no 
impact on the costs of business.   
 
 
Care Support and Rights Division 
April 2017 
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Annexe C 
POLICY NOTE 

 
The National Assistance (Sums for Personal Requirements) (Scotland) 
Regulations 2017 (SSI 2017/135) 
 
The above instrument was made in exercise of the powers conferred by section 
22(4) of the National Assistance Act 1948. The instrument is subject to the negative 
resolution procedure and will come into force on 1 June 2017.     
 
Legal Background 
 
Under section 22 of the National Assistance Act 1948 (“the 1948 Act”) (as applied by 
section 87(3) and (4) of the Social Work (Scotland) Act 1968), local authorities are 
required to charge residents in residential accommodation an appropriate 
contribution towards the cost of their residential accommodation (excluding any 
entitlement to free nursing and personal care under the Community Care and Health 
(Scotland) Act 2002 and associated regulations). 
 
Section 22(5) of the 1948 Act provides that, in assessing a resident’s ability to pay, 
the local authority shall apply regulations made by the Secretary of State.  By virtue 
of section 53(1) of the Scotland Act 1998, the functions of making and amending 
those Regulations as regards Scotland are devolved to Scottish Ministers. 
 
Section 22(4) of the 1948 Act, as applied by section 87(3) and (4) of the Social Work 
(Scotland) Act 1968, requires a local authority to assume in assessing a person’s 
liability to pay for accommodation provided under the 1968 Act or section 25 of the 
Mental Health (Care and Treatment) (Scotland) Act 2003 that persons will require to 
retain a sum of money per week to cover the cost of their personal requirements, for 
example, clothes and toiletries.  
 

Policy Objectives 

 
Personal Expenses Allowance 
 
The National Assistance (Sums for Personal Requirements) (Scotland) (No. 2) 
Regulations 2016, made under section 22(4) of the 1948 Act, prescribe the 
abovementioned weekly personal expenses allowance.  This allowance is usually 
increased each April at the same time as Social Security benefits are uprated.  
However due to our delay in processing the SSI the increased allowance will not 
come into force until 1 June 2017.  The amount of allowance is the same for 
residents whether they are placed in local authority or independent sector homes.   
These regulations will increase the weekly rate of this allowance in line with the 
increase in average earnings (2.4% this year) from £25.80 to £26.40 from 1 June 
2017. 
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Consultation 
 
The Convention of Scottish Local Authorities and Social Work Scotland were 
consulted and are content with the proposed amendments. 
 

Financial Effect 

 
Increasing the Personal Expenses Allowance from £25.80 to £26.40 per week will 
cost approximately £0.81 million for 2017-18.  These are routine annual increases, 
which should be planned for by local authorities, and are set against the increasing 
charging revenue they receive from residents whose average income, including 
benefits income, increases annually. A Business and Regulatory Impact Assessment 
has not been prepared as these changes have no impact on the costs of business.   
 
Care Support and Rights Division 
April 2017 
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