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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

6th Meeting, 2018 (Session 5) 
 

Tuesday 20 February 2018 
 
The Committee will meet at 10.30 am in the James Clerk Maxwell Room (CR4). 
 
1. NHS Governance (Corporate): The Committee will take evidence on corporate 

governance, in a roundtable format, from— 
 

Dr Brian Montgomery, Independent Healthcare Consultant, (former 
Medical Director and Interim Chief Executive, NHS Fife); 
 
Ruchir Shah, Policy Manager, Scottish Council for Voluntary 
Organisations; 
 
Bill Scott, Director of Policy, Inclusion Scotland; 
 
Rachel Cackett, Policy Adviser, RCN Scotland; 
 
Kenryck Lloyd-Jones, Public Affairs and Policy Manager, Chartered 
Society of Physiotherapy, representative of the Allied Health Professions 
Federation Scotland; 
 
Claire Sweeney, Associate Director, Audit Scotland. 
 

2. NHS Governance (Corporate) (in private): The Committee will consider the 
evidence heard earlier in the meeting. 

 
3. Preventative Agenda (in private): The Committee will consider a draft letter 

on sexual health, blood-borne viruses and HIV. 
 
4. Work programme (in private): The Committee will consider its work 

programme. 
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The papers for this meeting are as follows— 
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HS/S5/18/6/1 (P) 

NHS Corporate Governance -Survey Analysis Report 
 

HS/S5/18/6/2 

Witness Submissions 
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Health and Sport Committee 

6th Meeting, 2018 (Session 5) 

Tuesday 20 February 2018 

NHS Corporate Governance - Survey Analysis Report 

RESPONDENTS 

In January, the Committee issued a survey of NHS board members. This 
covered a number of areas considered key to good governance. The 
Committee received 126 responses. This equates to 47% of all NHS board 
members in Scotland.  

All questions were entirely optional so not all respondents answered all the 
questions.  

Responses came from the following boards: 

Figure 1: Number of respondents from each NHS board 

 

NHS Boards are made up of different types of members: 
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 Non-Executive Lay Members – appointed by Ministers after open 
competition 

 Non-Executive Stakeholder Members – appointed and paid in the 
same way as lay members but are representatives of specific interests 
that must be represented on the Board (e.g. chair of the area clinical 
forum) 

 Executive Members – hold a place by virtue of their employed position 
within the Board (e.g. Chief Executive or Medical Director). 

All types of board members were invited to respond to the survey and the 
distribution of the different types of members is shown below. 
 
Figure 2: Respondents by type of board membership  

The majority of responses came from non-executive lay members (56%), then 
executive members (24%) and finally non-executive stakeholder members 
(20%). 67% of respondents were also a member of an Integration Joint Board 
(IJB) and 33% were not. 

Demographics 

Respondents were asked for some demographic information, although this 
was entirely optional so not all respondents did so. This showed that the 
majority of respondents (64%) were aged 55+. A further third (35%) were 
aged between 35-54 and just one respondent was aged between 25-34. 
There was no-one in the 18-24 category. 
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Figure 3: Age and Gender Profile of Respondents 

 

When it comes to gender, respondents were much more evenly distributed, 
with 52% male and 48% female. 

The following sections detail the results of the survey. Please note that, due 
to rounding, some percentages may not total 100. 

BOARD MEMBERSHIP 

Respondents were asked about the make-up of their board, the recruitment 
process and the induction and training of members. 

Recruitment 

Table 1: Does the recruitment process lead to the right people being 
appointed to the board? 

 % of respondents 

Always 10% 

Mostly 67% 

Sometimes 22% 

Hardly ever 1% 

Never 0% 
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Responses to the question on whether the right people are appointed to 
boards were relatively positive, with a combined 77% responding always or 
mostly. 

Not many respondents provided additional comments on this question but, of 
those who did, some highlighted recruitment challenges in particular areas, 
e.g. smaller boards or those in rural areas. These respondents stated that it 
can be hard to recruit enough non-executive members or members of a high 
calibre. 

Others criticised the process itself, expressing uncertainty about the extent to 
which members of the public are aware of the posts and whether they reach 
certain under-represented groups. The process was also criticised by some 
for being too complex and off-putting. 

Training, induction and assessment 

Respondents were asked about the adequacy of their induction, training and 
whether they underwent ongoing assessment. 

Table 2: Do board members undergo adequate induction, training and 
ongoing assessment? 

 Induction Training Ongoing 
Assessment 

Yes 61% 48% 56% 

No 16% 17% 13% 

Sometimes 20% 31% 15% 

Don’t know 2% 3% 17% 

 
Overall, respondents were generally positive about the adequacy of induction, 
training and assessment that is given. However, training was the aspect which 
received the most comments and mainly these responses called for better 
training, particularly for non-executive members. Respondents felt that this is 
required due to the complexity of the NHS, the language that is used and the 
difficulties of the challenges facing the NHS. 

Some responses called for a national programme of induction and training in 
order to ensure greater consistency and avoid duplication. The current 
induction and training was criticised for being too ‘ad hoc’ and ‘light touch’.  
Others wanted more opportunities for networking with other board members in 
order to share challenges and expertise. 
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Roles and responsibilities 

Members were asked whether they and their colleagues were clear about 
their role and responsibilities. 

Table 3: Are you clear about your role and responsibilities? 

  

Yes 96% 

No 1% 

Sometimes 3% 

 
Table 4: Do you think other board members are clear about their roles 
and responsibilities? 

 % of respondents 

Always 12% 

Mostly 67% 

Sometimes 20% 

Hardly ever 1% 

Never 0 

Don’t know 1% 

 
Perhaps unsurprisingly, respondents had greater confidence in their own 
understanding of their role and responsibilities than they did for their 
colleagues. Nevertheless, they generally responded positively about other 
members’ understanding also. 

There were few comments made in relation to these questions but those that 
did comment highlighted the complexity that was being added to the role by 
the addition of Integration Joint Boards (IJB) and, more recently, by regional 
planning. 
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Skills, knowledge and expertise 

Respondents were asked about the skills, knowledge and expertise of their 
board. 

Table 5: Does your board have the right skills, knowledge and 
expertise? 

  

Yes 63% 

No 4% 

Partly 32% 

Don’t know 2% 

 

The majority of respondents felt that their board had the right knowledge, 
skills and expertise, although a few did highlight the challenges of recruiting 
the right people in some areas, specifically in smaller board areas and in rural 
boards. It was felt that this made it challenging to get the right skill mix. 

It was also raised that smaller boards struggle with the workload as some 
members have to sit on more than one committee whereas larger boards can 
distribute the workload more evenly and have greater expertise to choose 
from. 

Others raised the need for increasingly qualified and experienced board 
members due to the challenging climate boards are operating in, for example: 

“There is huge diversity in NHS services and job types, very 
significant programmes of work driven by non-territorial boards, an 
active and vibrant local and national third sector, very complicated 
funding mechanisms and complicated professional regulatory 
regimes. To properly understand this opaque macro-climate and 
scrutinise appropriately in the best of financial times, would require 
a very strong skill-set; under financial and service challenge, in 
times of rapid change, it's a difficult job.” 
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Diversity 

Respondents were asked to rate the diversity of their boards on a scale of 1 to 
10. Overall, ratings tended towards the positive end of the spectrum with 60% 
rating diversity with a score of 6 or above and 40% rating it at 5 or less. 

Figure 4: Diversity rating for boards 

 

Respondents recognised gender balance as being good but raised gaps in 
relation to ethnic minorities, people with disabilities and younger people. The 
ability to achieve diversity in smaller boards was highlighted as a challenge. 

A significant number of responses highlighted the time commitment as a 
barrier to greater diversity. This was not only because of the advertised time 
commitment, but also because of when and where boards meet which can 
make it difficult for certain groups to commit to such a role. 

Respondents also stated that in reality the role requires much more time than 
is advertised and that this makes it more difficult for younger people with 
careers and families. Some also mentioned that this is now exacerbated by 
the additional workload that comes with the role of an IJB member and that 
this is in effect a second role in which the time commitment required is not 
taken into account. 

Others raised the issue of remuneration, saying that the amount paid limits 
who can afford to do it. It was suggested that this is part of the reason why 
there is a disproportionate number of retired professionals. 

Some of the respondents thought that skills and ability should be the key 
consideration when recruiting, rather than diversity. 
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ROLES AND RESPONSIBILITIES 

The following section details the responses to questions around how board 
members carry out their role and responsibilities. 

Strategy and decision making 

Table 6: Does the board set the strategic direction of the organisation? 

 % of respondents 

Always 39% 

Mostly 44% 

Sometimes 12% 

Hardly ever 5% 

Never 0% 

 
Table 7: Is there a sense of collective responsibility for the decisions of 
the board? 

 % of respondents 

Always 46% 

Mostly 45% 

Sometimes 8% 

Hardly ever 1% 

Never 0% 

 
While the majority (83%) of responses thought that their board always/mostly 
set the strategic direction of the organisation, a combined 17% responded that 
this happened sometimes/hardly ever. Of those who took the time to comment 
on this question, a general theme to emerge was that the role of the area 
boards in setting the strategic direction is now limited. This was attributed to: 

1. The delegation of board functions to IJBs 

2. Greater regional planning of services, and 

3. Assertions that much of the strategic direction is set centrally by the 
Scottish Government. 

Among these respondents there was a feeling that the role of the boards is 
now not so much in setting the strategic direction, but delivering on it: 
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“Government is so dominant in the delivery of health care that it 
would be naive to imagine that the Board has significant control 
over strategic direction. It is not a failing of the Board that it is only 
able to 'sometimes' set the strategic direction. However, what the 
Board can do is to set a culture and a system of scrutiny, 
accountability and assurance that are critical to the delivery of 
strategy.” 

Almost all those who commented were positive about the collective 
responsibility within the board for the decisions made. There were just a 
couple of responses which questioned the amount of information given to 
non-executive members which resulted in them having a feeling that they 
were not being told some things, or that the board were persuaded to agree 
despite having reservations. 

Chair and Chief Executive 

Respondents were asked about the relationship between the Chair and Chief 
Executive of their board. 

Table 8: Is the relationship between the Chair and the Chief Executive 
effective, balanced and appropriate? 

 % of respondents 

Always 56% 

Mostly 32% 

Sometimes 10% 

Hardly ever 2% 

Never 1% 

 

Table 9: Do the Chair and the Chief Executive understand and respect 
each other’s roles? 

 % of respondents 

Always 66% 

Mostly 24% 

Sometimes 8% 

Hardly ever 0% 

Never 0% 
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Don’t know 3% 

 
Just one respondent commented on the relationship between their Chair and 
Chief Executive and this was to say that there appears to be conflict between 
the two. 

Challenge and scrutiny 

NHS boards have a key governance role and oversee the operational 
functions of the board rather than getting directly involved in the day to day 
running of them. Part of this role is in challenging information and advice and 
holding the senior management team to account. The following questions 
addressed these issues. 

Table 10: Do members of your board freely challenge advice, opinions 
and information? 

 % of respondents 

Always 52% 

Mostly 35% 

Sometimes 12% 

Hardly ever 1% 

Never 0% 

 
Table 11: Does the board sufficiently hold the Chief Executive and 
senior management team to account for the operational management of 
the organisation and the delivery of agreed plans on time and on 
budget?  

 % of respondents 

Always 34% 

Mostly 48% 

Sometimes 13% 

Hardly ever 4% 

Never 0% 
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Table 12: Does the board stay out of the day-to-day running of the 
organisation? 

 % of respondents 

Always 33% 

Mostly 59% 

Sometimes 7% 

Hardly ever 1% 

Never 0% 

 
Again, responses to these questions were generally positive. Of those that 
took the opportunity to comment, the most common point raised was around 
the relationship between the executive and non-executive members. Some of 
these respondents felt that challenge by non-executive members was not 
welcomed by the chief executive and/or the executive members and could 
lead to defensiveness. Some also thought that there could be a lack of 
appreciation of the challenge function of non-executive members: 
 

“From time to time I get the impression that Exec Directors 
consider the role of Non Execs to be merely to ratify reports.” 

 
While most responses praised the executive members and the expertise they 
bring, a few questioned the merit of including executive members on the 
board, suggesting that their presence may mitigate against stronger scrutiny. 
One respondent spoke of the need for greater separation of governance from 
the executive activities of the board. 

In relation to operational matters, a number of submissions spoke of the 
tendency for boards to get too involved in operational issues as opposed to 
focusing on strategy. This was attributed to a number of reasons, including 
the increasing importance placed on performance reporting to the Scottish 
Government and the nature of papers presented to the board. However, a few 
responses did feel that it was useful for non-executive members to be 
involved in operational matters to some extent in order to build up knowledge 
and inform their decision making. 
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DECISION MAKING 

Information provision and committees 

Respondents were asked to give their opinions on the information they 
receive and the merits of the committee structure within boards as this is what 
informs much of their scrutiny and decision making. 

Table 13: Is the board given adequate information on which to base its 
decisions? 

 % of respondents 

Always 23% 

Mostly 64% 

Sometimes 13% 

Hardly ever 1% 

Never 0% 

 
Table 14: Does the committee structure enhance scrutiny and decision 
making? 

 % of respondents 

Always 39% 

Mostly 51% 

Sometimes 8% 

Hardly ever 2% 

Never 0% 

 
Respondents were generally positive about the information they were given 
and the merit of the committee structure. There were few comments on these 
questions but of those who did comment, they tended to be critical of the way 
that information is provided to the board. These comments centred on the 
length of papers (too long), the sufficiency of the information within them (too 
little) and the language used (too technical). A number of respondents 
highlighted that this was an area that their board had actively been trying to 
improve. 
 

“The key to good decision making turns on the quality of the 
information being provided to the Board. Non-execs have to be 
vigilant to ensure that Board papers provide a sufficiency of 
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information in plain English without over-elaborate technical terms 
obscured by the language of the health professionals.” 

While respondents were generally positive about the merit of the committee 
structure, a few people commented that there needs to be sufficient time 
allocated to consider committee papers and that this often was not the case.  
 
Confidence in decision making and achieving strategic aims 
 
Respondents were asked what level of confidence they have in their decision 
making and the effectiveness of the board in achieving its strategic aims. 
 
Table 15: Are you confident that your board makes the best decisions? 

 % of respondents 

Always 10% 

Mostly 80% 

Sometimes 9% 

Hardly ever 1% 

Never 0% 
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Figure 5: How effective do you think your board is at achieving its 
strategic aims and outcomes? 

 

Board members were asked to rate - on a scale of 1 to 10 - how effective they 
think their board is at achieving its strategic aims and outcomes. Overall, 
ratings tended towards the positive end of the spectrum with 81% of 
respondents rating effectiveness at 7 or above. 

A general theme that ran through many of the written comments on decision 
making and achieving the strategic aims was around the powerlessness of 
boards to affect the change they wanted. This was attributed to predominantly 
two reasons: 

1. Financial and staffing constraints 

2. Role of the Scottish Government and politics 

Respondents expressed frustration at the level to which their board can 
meaningfully influence strategy and stated that the reality is they spend much 
of their time ‘fire-fighting’ and implementing strategy determined elsewhere, 
within constraints and legacy issues outwith their control e.g. finance, 
workforce and increasing demand. 

“I think it is important to understand the extent to which the board 
can influence strategy. For health boards, many of the strategic 
aims are set by the government, funding is provided by the 
government and a number of aspects (eg procurement) are dealt 
with at a national level. This means boards are effectively trying to 
manage the best way to operationally deal with these pre 
determined strategies and requirements, to ensure they can be 
delivered within the confines of the funding provided. As there is 
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also a statutory requirement to break even and no way to generate 
additional income, the control is only over reducing costs that 
aren't set at a national level (with the national level includes some 
of the largest costs such as drugs). This does inhibit the ability of 
the board to make significant and large scale changes.” 

“Decision making at present is dominated too much by the tight 
financial situation and performance is clearly affected by 
necessary measures to find savings on savings.” 

Boards are left to deal with „legacy issues‟ such as poor medical 
workforce planning and maintenance backlogs. 

“Political interference is excessive and negative” 

RISK AND PERFORMANCE MANAGEMENT 

Respondents were asked about the way in which their board assesses and 
manages risks and the performance of the organisation. 

Table 16: Do you feel fully aware of significant issues and risks within 
the organisation 

 % of respondents 

Always 40% 

Mostly 54% 

Sometimes 7% 

Hardly ever 0% 

Never 0% 

 
Table 17: Does the board effectively assess the risks facing the 
organisation? 

 % of respondents 

Always 33% 

Mostly 56% 

Sometimes 9% 

Hardly ever 2% 

Never 0% 
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Table 18: Does the board put plans in place to manage any assessed 
risk? 

 % of respondents 

Always 48% 

Mostly 40% 

Sometimes 10% 

Hardly ever 3% 

Never 0 

 
Table 19: Does the board have the right information to assess the 
performance and management of the organisation? 

 % of respondents 

Always 26% 

Mostly 59% 

Sometimes 14% 

Hardly ever 2% 

Never 0% 

 

Many respondents highlighted the measures that are in place to assess and 
manage risk (e.g. corporate risk register) and they expressed broad 
satisfaction with how this works in practice. 

In relation to performance management, again responses were broadly 
positive but the comments displayed a sense of dissatisfaction with targets 
and their unrealistic nature, for example: 

“If you are set unachievable goals you end up demoralising the 
organisation and how do you measure the performance of the 
[Senior Management Team] in these circumstances...I have great 
admiration for my executive colleagues I think you ask them to do 
an impossible job.” 

Some respondents highlighted the additional complexity that regional planning 
was adding to performance management in the sense that boards are held 
responsible for the performance of services now being planned increasingly at 
a regional level e.g. cancer services and the cancer waiting time targets. 
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Integration Joint Boards 
 
Respondents were asked about the level of oversight they felt they have over 
the performance of the IJBs. 
 
Table 20: Do you feel you have sufficient oversight of how the 
Integration Joint Boards in your area perform their delegated functions? 

 % of respondents 

Always 10% 

Mostly 47% 

Sometimes 34% 

Hardly ever 7% 

Never 2% 

 

Oversight of IJBs was one area that elicited a less positive response. A 
combined 43% of respondents answered that they sometimes/hardly 
ever/never had enough oversight of IJBs, although the majority responded 
positively with always/mostly (57%) 

Perhaps unsurprisingly, respondents who do not also sit on an IJB reported 
feeling they have less oversight of how IJBs carry out their functions. 
However, even 35% of IJB members reported that they ‘sometimes’ had 
enough oversight, and a few responded that they ‘hardly ever’ had enough 
oversight. 

The relationships with IJBs was a recurrent theme throughout all sections of 
the survey and was by far the issue that was most commonly raised. These 
themes generally centred on governance, accountability, duplication and 
confusion. 

Some respondents highlighted that most non-executive directors are also on 
IJBs and that the Chief Officer is employed by either the NHS or the local 
authority. They felt this presented a conflict of interest and undermined 
accountability. Board members also expressed dissatisfaction with being held 
to account for areas delegated to the IJBs, but with little scope to influence 
IJB performance. 

Some respondents called for the IJBs and their governance and 
accountability arrangements to be reviewed: 

“The idea of IJBs is great but the implementation is a joke. The 
governance structures have not been thought through and the 
amount of duplication and confusion beggars belief.” 
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Some responses felt that there was overlap and duplication between the work 
of boards and IJBs, with a lack of clarity over responsibilities. This was felt to 
cause tensions. 

The dual role of members on NHS boards and IJBs was also felt to create 
some confusion in terms of what is expected of people in the different roles. 

OPENNESS AND TRANSPARENCY 

 
Transparency around decision making and performance 
 
Respondents were asked to rate their board on how open and transparent it is 
with staff and the public when it comes to decision making and performance. 
 
Table 21: Is the board open and transparent with staff about its decision 
making and performance? 
 

 Decision making Performance 

Always 45% 54% 

Mostly 45% 37% 

Sometimes 9% 8% 

Hardly ever 1% 1% 

Never 0% 0% 

 
Table 22: Is the board open and transparent with the public about its 
decisions making and performance? 

 Decision making Performance 

Always 40% 44% 

Mostly 43% 41% 

Sometimes 14% 14% 

Hardly ever 2% 1% 

Never 0% 0% 

 
Respondents were largely confident about the openness and transparency of 
their board, with ratings for staff being slightly higher than with the public, 
although responses were still significantly positive.  
 
Some responses acknowledged that this perception of openness and 
transparency is not shared by the public and stressed that the boards cannot 
be complacent and must do more to involve the public in decision making. 
 
One response suggested an explanation for the gap in perception: 
 

“We are terrible at admitting that we are financially constrained and 
pretend that decisions are based on clinical grounds when in most 
cases they are based on clinical, staffing and financial elements. 
The debate with the public is therefore fundamentally dishonest 
(and the public are not stupid).” 
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Others questioned the ability of boards to deal with such matters effectively, 
for example, citing a lack of knowledge, skills and culture around participatory 
approaches, small communications teams and little tradition of inclusive 
decision making. 
 
Others highlighted the negative role of the media in influencing perceptions of 
board decisions and the tendency for automatic opposition to any change. 
One person felt that this automatic opposition militates against full disclosure 
in the early stages of planning a transformational change. 
 
Sharing and learning from other boards 
 
Respondents were asked to rate how well their board shares and learns from 
other boards. 
 
Table 23: Does your board share with and learn from other boards? 

 Shares with other 
boards 

Learns from other 
boards 

Always 17% 19% 

Mostly 39% 36% 

Sometimes 30% 31% 

Hardly ever 14% 13% 

Never 0% 1% 

 
Responses to this question were much more divided, although still leaning 
towards the positive. The majority of those who commented on these 
questions were content with the extent to which this happens and cited 
numerous ways in which it occurs. Most commonly, the examples given 
included the use of national audit and inspection reports, sending board 
members to sit on other boards and their committees, learning from executive 
directors and attending national events. 
 
However, a few respondents expressed opinions that the NHS is poor at 
sharing knowledge and learning:  
 

My sense is that at any one time the wheel is being assiduously re-
invented in Health Boards all over Scotland. 

 

Many respondents expressed a willingness within boards to share and learn 
from each other but some felt that this is largely hampered by how busy staff 
are at all levels of the organisation. 

 

Kathleen Robson 

SPICe Research 

15 February 2018 
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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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Health and Sport Committee 

 

NHS Governance – Corporate Governance 

 

Submission from RCN Scotland 

 

Health and social care in Scotland is becoming increasingly complex in an ever-

changing landscape with governance structures in flux. The Royal College of 

Nursing (RCN) is clear that there needs to be open and transparent systems of 

governance embedded from frontline staff to the different levels of governance of 

health care services now in operation or emerging in Scotland.  Structuring 

governance frameworks in this way will ensure there is clarity of accountability and 

that the voices of clinical staff underpin decision-making. The RCN believes this is 

critical to the quality of care and services, as well as ensuring the safeguarding of 

high standards for people receiving care and appropriate decisions on resourcing. 

 

The 2018 report by the Royal College of Physicians of Edinburgh and the Good 

Governance Institute also emphasizes the need for action in order to address the 

changing landscape of healthcare in Scotland. With the development of Integration 

Authorities and new regional / national NHS planning structures, the RCN’s response 

to the committee cannot focus solely on NHS Boards when addressing corporate 

governance. Our response to the committee will, therefore, focus on the need for 

robust governance and decision-making frameworks to be created in order to reflect 

a new landscape. Overall, we believe that good corporate governance requires: 

 

 Clarity, on paper and in practice, on accountability and decision making in 

order for NHS Boards, regional / national groupings of NHS Boards, 

Integration Authorities and the Scottish Government to fulfil their roles in 

providing leadership, strategic direction and performance management, 

especially in this time of large-scale change; 

 A demonstrably balanced focus across all elements of governance – including 

clinical, staff and financial governance – within each organisation’s 

governance activity, in order to deliver appropriate outcomes; 

 A strong clinical and staffside voice in all governance and decision-making 

bodies. 
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Summary  

 

NHS territorial boards have been constituted to include the Nurse Director (since 

2002) and the Medical Director (since 2003) to underline the importance of clinical 

engagement and expertise in the governance of quality, service development and 

decision-making. In addition, the Employee Director (since 2001) is a member of the 

Board elected to represent staff. This model of collaborative working, whilst not 

without its own challenges, has been developed to ensure strong clinical and staff 

voices in NHS decision-making.  

 

The governance landscape is, however, being tested and challenged with the 

integration of health and social care, moves to greater regionalisation and the 

increasing pressures on the NHS in the face of growing demand in an era of financial 

austerity. We cannot assume that the established NHS model of corporate 

governance will deliver in this changed landscape. There is a risk of confusion in 

both decision making, and accountability. The RCN welcomes this timely focus on 

corporate governance from the committee. 

 

A changing landscape  

 

Whilst both NHS Boards and Integration Authorities have governance roles set out 

for them (though the shared and separate accountabilities held by them may not 

always be clear in practice), there are increasing moves towards organising NHS 

acute and support services on a regional or national basis. We are concerned that 

these embryonic regional / national structures have yet to have their governance 

structures made clear, despite the potential of their decisions to radically change 

services.  It is, therefore, also not clear to us how they inter-relate, in terms of 

accountability, with the formal corporate governance structures of NHS boards and 

Integration Authorities. We would welcome clarity from the Scottish Government 

regarding corporate governance arrangements around the development and delivery 

of new regional and national plans for NHS services. 

 

There is a complex and changing landscape in health and social care with the 

integration of these services. The establishment of Integration Authorities has 

brought in new governance structures and required the merging of two different 

cultures. This has resulted in NHS Boards and Integration Authorities facing 

significant challenges to reconcile, at times contradictory aims of shifting investment 

from hospital care to community care, while delivering savings from the acute sector 

while also improving access to hospital treatment. This changing landscape makes 
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robust governance structures that create clarity, transparency and accountability all 

the more important.   

 

The regulations and guidance set up around the care and clinical governance 

arrangements for Integration Authorities have now had two years to be 

tested.  Given the experiences of nursing staff to date, we would now welcome a 

review of the care and clinical governance guidance associated with the Public 

Bodies (Joint Working) (Scotland) Act 2014, and of the guidance and regulations 

related to the role of the professional members of the Integration Authorities. This 

would be a helpful support to Integration Authorities who have responsibility for the 

governance, compliance with standards, high-risk clinical decisions and the quality of 

care services within their remit. 

 

Challenges  

 

Audit Scotland’s report, NHS in Scotland 2017, stated that the Scottish Government 

should “develop a robust governance framework for the delivery of the Health and 

Social Care Delivery Plan.” This Plan should “simplify and make clear the lines of 

accountability and decision-making authority between the Health and Social Care 

Delivery Plan Programme Board and major work programme delivery oversight 

groups, regional boards, NHS Boards and Integration Authorities.”1 The RCN 

supports this call. Furthermore, the quality of care provided will be impacted if 

significant steps are not taken to ensure robust governance and decision-making 

frameworks are in place that manage the challenges of integrating local, regional 

and national planning.   

 

Financial pressures 

 

The RCN has consistently stated that, given the pressures and demand on health 

services in Scotland, difficult decisions will have to be made in regards to allocation 

of resources. Importantly, we argue that these decisions must be made together with 

the public and with staff.  

 

On the issue of allocation of resources, the RCN has repeatedly raised concerns 

about the unintended consequences of insisting that NHS Boards make significant 

savings while balancing their books on a strictly annual basis, without consideration 

of the longer-term picture of investment and change that boards are being asked to 

deliver. There are also notable tensions between some Integration Authorities, NHS 

                                                            
1 Audit Scotland, NHS in Scotland 2017 
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Boards and Local Authorities on the sums being delegated and the way savings are 

being managed and applied.  There are significant pressures on governance bodies 

to ensure sustainability at this time. 

 

Prioritisation and governance of performance 

 

At a time when budgets and resources are stretched, and ever increasing demands 

are being placed upon Scotland’s health and care services, it is imperative that 

funding decisions are taken in a wholly transparent manner, and that their success or 

otherwise can be scrutinised in a meaningful way.  

 

In order to aid transparent funding the RCN is seeking absolute clarity from the 

Scottish Government on what its key priorities are so that health and social care 

services are able to plan and budget accordingly. At present there is a confused 

market of HEAT targets, standards, outcomes, regulatory frameworks, strategic 

priorities and guidance. All of these can be seen to determine priorities and are 

pulling service providers in different, often competing, directions.  

 

Though this has received some attention recently, there is more work required to 

change the current approach and to ensure that performance measures work 

together to improve the outcomes of everyone who needs to use a health care 

service. The RCN previously submitted work to the committee in 2016 on Measuring 

Success and believes that this work could continue to help support a shift that would 

impact positively on effective governance of health care services.   

 

In addition, our work in looking at decision making on health care has repeatedly 

demonstrated that issues of financial sustainability have dominated the decision 

making debates of governance bodies, often omitting entirely discussions on the 

clinical implications, or potential consequence on outcomes, of decisions.  We 

understand the severe constraints faced by NHS and Integration Authority governors 

at this time, but urge a re-focusing - from Scottish Government down – on health 

care quality and improved patient outcomes at the heart of decision making and 

organisational performance management. 

 

The RCN recognises that there has been significant work by the Scottish 

Government to embed good governance within NHS Scotland as it has been 

traditionally constituted. However, there is now a need to take what is good from 

NHS boards to develop coherent governance and decision-making frameworks that 

reflect and respond to the challenges of this new and far more complex landscape. 

The frameworks should encompass all organisations responsible for health care, 
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including Integration Authorities, NHS Boards and new regional / national planning 

groupings and the Scottish Government itself.  

 

 

If you require any further information please contact Gemma Richardson, 

Parliamentary Officer, at gemma.richardson@rcn.org.uk or 0131 662 6186. 

 

 

 

HS/S5/18/6/3

mailto:gemma.richardson@rcn.org.uk


 CORP025 

1 

 

 
 

Allied Health Professions Federation Scotland 
 
 

Health and Sport Committee 
NHS Governance – Corporate Governance 

Submission from the Allied Health Professions Federation Scotland 
 
The Allied Health Professions Federation Scotland (AHPF Scotland)i welcomes the 
opportunity to provide evidence on the current inquiry and in particular, the importance of 
corporate governance.  AHPF Scotland firmly believes that the allied health professions 
(AHP’s) offer credible cost effective and evidence based solutions to many of the challenges 
facing the NHS, particularly the need to  
 

 transform primary care 

 shift in the balance of care into communities 

 provide early intervention 

 increase preventative care to reduce or avoid hospital admissions 

 speed up early supported discharge from hospital 

 ease the burden on Accident and Emergency and GP services 

 increase independence and reduce reliance on social care 
 
There are over 13,000 allied health professionals in NHS Scotland, who are qualified to 
assess, diagnose and treat patients across a very wide range of conditions. However, it is a 
common experience across the allied health professions that there is not sufficient 
awareness of the contribution that allied health professions can make nor their potential to 
transform services.  Allied health professions have continued to make the case for inclusion 
alongside medicine and nursing as the essential third health professional group that can be 
harnessed to devise and deliver improved services. However, allied health professions 
remain underrepresented in decision making in the NHS. As of January 2018: 
 

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

 Scottish Government 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.  
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Since Devolution the Scottish health system has changed dramatically. The emergence 
of the AHPs as a distinct group within the NHS has found expression at every level of 
the NHS…The multidisciplinary team working and networking of the AHPs to cross 
considerable stratification in professional terms is a testament to the commitment of the 
allied health professionals to collaboration and modernisation in the NHS.  
AHP Forum Scotland Submission to the Scottish Government Local Healthcare Bill Consultation 
– March 2008 

 
 
It should be noted that good leadership and requires investment for effective decision 
making, and that the ahp’s are seeking inclusion, parity of esteem and the opportunity to 
contribute as a crucial part of the multidisciplinary approach to service delivery.  
 
AHPFS call for statutory representation of allied health professionals on health boards, 
integration joint boards and senior management committees. 
 
This would ensure decision making over the planning and provision of health and social care 
is fully informed - reflecting the range of key services people need and use to live 
independently 
 
Transformative joint working will depend on how at a national and local level Scotland 
recognises, understands, protects, enables and builds on the dynamic and complex 
interdependencies between health, social care, the   third sector, individuals and carers 
which interweave to create the foundations upon which the outcomes we all want are built.  
 
The government wants AHPs to be central to change  
The AHP National Delivery Plans, the transformation of primary care, the national clinical 
strategy all seek to encourage and embrace multidisciplinary team working. The new GP 
contract is a welcome example of a commitment to future access to a wider base of health 
professions for Scotland’s communities. These changes cannot be put into effect without 
collaboration and partnership working at the decision making levels of NHS strategy.  
 
Ensure smart, consistent decision making: 
Health and social care bodies need access to good intelligence on the diverse professional 
capacity potentially available to them so that they can make well informed decisions about 
the best use of that capacity when seeking the best outcomes for local populations.  
 
AHP interventions routinely prevent illness arising (eg falls prevention, well elderly clinics, 
communication accessible public health information); support and enhance self 
management of long term conditions; contribute to faster diagnostics and earlier 
interventions in primary care; provide alternative pathways to hospital referral; reduce 
inappropriate admissions and prevent readmission.  
 
Getting decisions right on the use of available AHP capacity is not just important for 
individual outcomes – it also prevents unnecessary expenditure. For example the average 
cost of an adaptation is £2,800, but can lead to the potential saving of: £7,500  through 
reduced need for care home provision, increased safety, reduced hospitalisation  and 
reduced need for social care provisionii. Similarly, every £1 spent on SLT services for stroke 
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patients saves £3.60 by avoiding chest infections (caused by compromised eating, drinking 
and swallowing) and associated with a quality of life gain while living with communication 
disability. Each of the allied health professions has similar examples of false economies 
perpetuated by a lack of investment that could deliver better services and reduce 
expenditure.  
Without it – we risk more of the same - inconsistency, waste and / or underutilisation of a 
restricted AHP resource 
 
AHPF Scotland has legitimate concerns that, without the influence of other professional 
groups at a local level, the contribution and perspectives of AHPs are vulnerable to 
becoming marginalised.  
 
Enabling people to live independently  
AHPs are experts in rehabilitation and reablement. AHPs are often the link that holds 
complex health and social care pathways together, especially for older people and those 
with long-term conditions. AHP’s can therefore bring a unique perspective to services. 
 
AHPs are pioneers and leaders in joint working – challenging boundaries 
AHPs understand and bridge the organisational boundaries and cultural divides with third 
sector and statutory care colleagues every day. History teaches us that cultural integration 
requires those that lead by example. AHPs are role models that could use their vast 
experience to champion the health, social care and 3rd sector cultural integration, by 
positively and enthusiastically demonstrating that it can be done and ways to achieve it.  
 
AHPs bring a new, different, fresh and enthusiastic perspective to integration. 
There are as many AHPs working in Scotland as GPs. Establishing AHPs as equal partners 
alongside their health and social care colleagues would be new and different – helping to 
increase the chance of new and different approaches to the old, ‘usual suspects’ approach 
to service design, planning and resource allocation.  
 

The following organisations make up the Allied Health Professionals 
Federation Scotland: 
 
British Association for Music Therapy 

British Association of Art Therapists 

British Association of Dramatherapists 

British Dietetic Association 

British Association of Prosthetists and Orthotists 

British and Irish Orthoptic Society 

Chartered Society of Physiotherapy 

College of Paramedics 

College of Podiatry 

Royal College of Speech and Language Therapists  

Royal College of Occupational Therapists 

Society and College of Radiographers 
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The Allied Health Professions Federation is the federal body representing the AHP 
professional bodies of the United Kingdom.  
 
 

Contact: 
Allied Health Professions Federation Scotland 
c/o RCSLT 9/10 St Andrews Square 
Edinburgh EH2 2AF   
Tel: 0131 226 5250  Email admin.ahpfs@ahpf.org.uk Website: www.ahpf.org.uk 
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Health and Sport Committee 

NHS Governance – Corporate Governance 

Submission from Inclusion Scotland 

 
1  Inclusion Scotland 
 
1.1. Inclusion Scotland is a network of disabled peoples' organisations (DPOs) and 

individual disabled people. Our main aim is to draw attention to the physical, social, 

economic, cultural and attitudinal barriers that affect disabled people’s everyday lives and 

to encourage a wider understanding of those issues throughout Scotland.  

 

1.2. This response is informed by the findings of Inclusion Scotland’s Highland 

Localisation and Empowerment Project (HLEP). Supported by the Scottish Government’s 

Promoting and Equality & Cohesion Fund, HLEP commenced in October 2016.  

 

1.3. The overarching purpose of the project is to increase the number of disabled people 

involved in local decision-making and improve the quality of their experiences. This 

includes those opportunities for disabled people being involved in a representative role 

provided for within the Public Bodies (Joint Working) (Scotland) Act 2014, and 

emphasized in the Scottish Governments Localities Guidance published 2015. The 

evidence provided here is restricted to local evidence and views gathered from Highland 

disabled people and their organisations.  

 

1.4. We believe that the adoption of the recommendations set out later within this 

response would contribute directly to meeting the ambitions identified in “A Fairer 

Scotland for Disabled People’ Scottish Government’s Delivery Plan on the 

UNCRPD”.  

 

1.5. With specific relevance to Ambition 1, ‘Support services that promote independent 

living, meet needs and work together to enable a life of choices, opportunities and 

participation. Health and social care support services are designed to meet - and do meet - 

the individual needs and outcomes of disabled people.’ 

 

1.6. Highland has been operating a ‘lead agency model’ between NHS Highland and 

Highland Council since 2012. The governance arrangements for this model differ from the 

Integrated Joint Boards established in all other areas by 2016.  Given the unique 

geographical size, differing governance arrangements and the maturity of the adopted 

model of Health and Social Care Integration in Highland, an individual response focussing 

on Highland was viewed as most relevant to the Committee’s work.  
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2 Do you trust NHS Boards to make decisions that are in the best interests of the 

public?  
 
2.1  Disabled People as Key Stakeholders: NHS Highland, like other Health Boards, 

has the capacity to create adequate levels of advocacy, representative opportunities and 

the meaningful participation of disabled people to better inform their decision-making. 

Such provisions are fundamental to building trust between disabled individuals, their 

organisations and NHS Highland. NHS Highland’s recognition of us as key stakeholders is 

essential to the improved delivery of local Health and Social Care services.  

 

2.2 Levels of Disabled Peoples Representation: A mapping exercise (see exhibit 1) 

of the structures within the Lead Agency model by the HLEP revealed a hierarchy of 

structures (NHS Board, Integrated Joint Monitoring Committee, Health & Social Care 

Partnership, Adult Strategic Commissioning Groups (ASCG), and 8 impairment related 

Improvement Groups).  

 

2.3 Inquiries to the secretary of each of these statutory bodies revealed that there was 

no NHS Highland self-identified disabled person lay representative within any of these 

groups, other than the Improvement Groups. Although a self-identified disabled person is 

on the NHS Board in Highland, their remit is limited to the representation of the NHS Argyll 

& Bute Board geographical area.  

 

2.4 At the lowest rung of participation, NHS Highland has informed the HLEP that 

Improvement Groups are no longer formally in place. Instead, the view of the ASCG was 

that ‘task and finish groups’ are now more appropriate to take forward any areas of work to 

be commissioned by the groups.  

 

2.5 We believe that Improvement Groups are needed which seek to work in partnership 

with disabled people and their organisations. This would better inform the Adult Strategic 

Commissioning Group on disabled people’s service needs. What attempts have been 

made to co-produce, rather than impose a ‘task and finish’ structure on disabled 

stakeholders is unclear. 

 

2.6 Disabled People as Experts by Experience: As Improvement Groups are 

currently in transition, no new membership can be sought, hindering opportunities to 

increase disabled people’s membership of these groups. It is also noteworthy that no pan-

impairment Highland forum of existing disabled people’s membership of these groups 

(older people, mental health/dementia, learning disability, acquired brain injury, autism, 

carers, drug &alcohol, see/hear) exists or is planned.  

 

2.7 The creation of such a forum would complement the existing fora, and would be an 

effective use of an existing resource. It would also provide an opportunity to gather the 

lived experience of barriers facing Highland disabled people in accessing health and social 

care services and would demonstrate that the Health Board valued experiential expertise. 
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2.8 Advocacy: The Highland Health & Social Care Partnership currently commissions 

the following independent advocacy services for disabled people across Highland. 

Advocacy Highland (independent issue based advocacy and citizen advocacy for people 

with a learning disabilities and lived experience of mental ill health); Spirit Advocacy (HUG 

and People First Highland, Collective advocacy for people with lived experience of mental 

ill health and learning disabilities respectively). All independent advocacy service level 

agreements are under review at present and the HLEP understands that there is to be 

reduced funding for these services in the future.  

 

2.9 The Highland Third Sector Interface conducted a census report in 2015. A 

conservative estimate suggests there are at least 3390 Third Sector Organisations in 

Highland, with only two disability organisations being ‘by’ rather than ‘for’ at a regional 

level (Spirit Advocacy and Autism Rights Group Highland). A potential decline, rather 

than increase in the provision of independent advocacy of disabled people is unlikely to 

improve levels of trust between disabled people and NHS Highland. 

 
 
3 Are NHS board decisions open and transparent? 
 
3.1 The Highland Local Community Decision Making: Transparency interlinks with 

the processes in community engagement and participation. The Highland Community 

Planning Partnership (CCP) produces the ‘Highland Outcome Implementation Plan 

2017-2027’ at a regional level. The established nine Community Partnerships (CP’s) 

(Lochaber, Caithness, Inverness, Nairn and Nairnshire, Mid Ross, East Ross, Skye 

Lochalsh & West Ross, Badenoch & Strathspey, Sutherland) are further charged with the 

production of locality plans (as a requirement of the Community Empowerment Act 

(Scotland) 2015, and separate Adult and Children’s Plans (as a requirement of Public 

Bodies (Joint Working) (Scotland) Act 2014). 

 
3.2 Membership of Highland Community Partnerships: The Community 

Empowerment Act (Scotland) 2015 requires the establishment of CPPs to conduct 

engagement and participation with communities. The 2015 Act expands the number of 

public sector bodies that are subject to statutory community planning duties.  

 
3.3 The Community Empowerment Act Part 2: Community Planning Guidance states, 

‘The CPP and its community planning partners should demonstrate a clear commitment to 

securing effective participation with community bodies throughout community planning, by 

engaging actively with communities of place and interest.’ No such arrangements for 

constituted community groups representing disabled people exist within the Highland CPP 

or within the current Highland CPs membership (with the exception of Lochaber, with the 

presence of the chairperson of the Disability Local Access Panel).  

 

3.4 Membership of Locality Groups: The Public Bodies (Joint Working) (Scotland) 

Act 2014 Section 29 charges Integration Authorities to put in place a Strategic 

Commissioning Plan for regional functions and budgets under its control. In Highland the 

Health and Social Care Partnership (HSCP) (Lead Agency model) established the Adult 

Services Commissioning Group (ASCG) (which fulfils the function of the Strategic Planning 

Group) to write ‘The Highland Strategic Plan 2016-2019’.  
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3.5 The Public Bodies (Joint Working) (Scotland) Act 2014 Section 29 (3) (a) requires 

each Integration Authority to establish at least two localities within its area.  The NHS 

Leads on each of the nine Highland CPs produce separate Adult and Children’s Plans at a 

localised level. However, the presence of existing Locality Groups is absent from the NHS 

Highlands landscape of community engagement and participation.  

 
3.6 The Localities Guidance 2015 further states with regards to membership of Locality 

Groups, ‘To ensure the quality of localities input to strategic planning, they must function 

with the direct involvement and leadership of: health and social care professionals who are 

involved in the care of people who use services; representatives of the housing sector; 

representatives of the third and independent sectors; carers and patients 

representatives; people managing services in the area of the Integration Authority.’  

 

3.7 The lack of a disabled person’s direct lay representative (health service user and 

social care service users) at a community planning level in the drafting of Highland Adult 

and Children’s plans, and the dearth of community bodies at a local Community 

Partnership level is at odds with this Guidance.  

 
3.8 Communities of Practice: Individual NHS Highland leads on Community 

Partnerships should positively inform Locality Planning. However complementary Locality 

Planning and Local Adult Health and Social Care plans are on the surface, they are two 

communities of practice with distinctly different memberships (Community Partnerships 

versus Locality Groups as described above).  

 

3.9 The lack of engagement and participation of disabled people’s lay representatives 

at the Community Partnership level exacerbates the lack of openness and transparency 

between disabled people and NHS Highland. NHS membership of Highland Community 

Partnerships is no substitute for meaningful engagement with individuals, groups and 

organisations of disabled people. Closer fidelity to the processes enshrined in legislation 

and guidance are more likely to improve health outcomes and reduce inequalities. 

 
4 How accountable do you feel NHS boards are? 
 
4.1 Individual, Neighbourhood: Life-long community learning is crucial to building the 

capacity of disabled people to take-up new roles in community planning and decision 

making. The Revised Guidance Note on Community Learning and Development Planning 

2018-21, is explicit in its role ‘Community planning partners should seek to maximise the 

impact of community learning and development by focusing activity on the most 

disadvantaged communities.’ (our emphasis).  It goes on to say, “CLD partners’ 

engagement with communities should aim to: inform the Local Outcome Improvement 

Plans, Locality Plans, and other plans including Scottish Attainment Challenge plans, 

Health and Social Care Integration plans and Children’s Services Plans.’ 

 

4.2 A HELP pilot is underway in Mid Ross Community Partnership, with the backing of 

the Highland Community Planning Partnership and NHS Highland, to trial the roles of peer 

(disabled people’s) Community Learning and Development (CLD) practitioners. The 

Community Partnership in Mid Ross is chaired by an NHS Highland Board Member and 
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the role has been co-produced in partnership with disabled people, their groups and the 

community partnership’s decision makers. We believe that this approach should be 

adopted by all CPPs and CPs. 

 

4.3 Community: Primary Care- There are currently 8 Patient Participation Groups 

(PPG) spread across 66 general medical practices. Some Patient Participation Groups 

choose to look beyond the practice to the decisions made within the NHS that directly 

affect their community. However only 12% of GP Practices are hosting a PPG, and there 

seems to be no accountability to a Locality Group structure. This reduces levels of 

professional and patient scrutiny and subsequent community level accountability. 

 

4.4 Secondary Care - Patient Councils (PCs) are bodies attached to some of the larger 

hospitals (District General or Rural General). Prior to integration in NHS Highland Patient 

Councils convened at Raigmore, Belford, Caithness General or New Craigs. A Patients' 

Council is a group of patients, former patients, carers and others with an active interest in 

their local hospital. They are used to obtaining feedback on information required by 

patients, how best to deliver this information, and the best time to do it. They also have a 

hands-on role in survey work: participating in surveys, or assisting patients to complete 

survey forms. Not all are currently active, with Raigmore Hospital PC being the most 

active. 

 
4.5 Organisational: Under the NHS Reform (Scotland) Act 2004, NHS Boards were 

required to establish Community Health Partnerships (CHPs); each CHP was given 

responsibility for developing a Public Partnership Forum (PPF) to assist it to maintain an 

effective dialogue with its local community. The Public Bodies (Joint Working) (Scotland) 

Act 2014 abolished CHPs, and, by default, PPFs.  

 
4.6 Regional: On 1 April 2012, NHS Highland's three CHPs - North, Mid & South-East 

Highland - merged into a single CHP that was co-terminus with the Council area, named 

Highland Health and Social Care Partnership (HSCP). These new statutory bodies, taking 

over responsibilities from Community Health Partnerships could have continued to support 

the regional PPF Highland Health VOICES Network (coordinating and covering North, Mid, 

South-East Community Health Partnerships) but did not. 

 
 
5 How effective are NHS boards at delivering health services and improving the 
health of their population? 
 
5.1      We believe that the following actions which would improve governance, 

accountability, planning and commissioning of health and social care services are required 

to improve the delivery of health services and the health of the population.  

5.2     Actions to Increase Trustworthiness 

 Provision of Peer Advocacy at the service level agreement within the NHS Highland 

Independent Advocacy Plan 2018 – 2021. 
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 Co-production of, and support, to form a participative Highland, pan impairment 

disabled people’s working group to inform the work of the Adult Strategic 

Commission Group. 

 Commission disabled people as Experts by Experience to provide disabled peoples 

leadership on decision-making bodies within NHS Highland.  

5.3     Actions to Increase Transparency 

 NHS Highlands to meet the statutory requirement placed on other Integration 

Authorities (under The Public Bodies (Joint Working) (Scotland) Act 2014 Section 

29 (3) (a)) to establish at least two localities within its area. 

 NHS Highland to promote the relationship between Community Partnerships and 

Locality Groups to further engage with disabled people as community stakeholders 

within the nine Highlands community partnership areas. 

 The online provision of Plain English and accessible information on the new 

governance arrangements, including the promotion of representative and 

participative opportunities to disabled people and their organisations. 

5.4      Increase Accountability 

 Consider the recognition of a Disabled People’s Community of Practice (DHCP) 

based on the principles contained within Revised Guidance Note on Community 

Learning and Development Planning 2018-21. The membership to consist of 

disabled people, their organisations (‘by’ and ‘for’) and NHS Highland Health and 

Social Care Partnership representatives. 

 Grow Patient Participation Groups at primary care level within NHS Highland 

medical practices. Supporting key partnership in membership of Locality Groups. 

 Revitalise Patient Councils of (District General or Rural General) at a secondary 

care level to further develop participation opportunities for disabled people. 

 Work with the Scottish Health Council to re-build a Patient Participation Forum, 

such as Highland Health VOICES Network, to feed into Health and Social Care 

Partnership work, including the training of Highland Pilot Disabled Peer Citizenship 

Advocates as lay voice practitioners. 

 

For further information please contact: 

John Beaton 
Highlands Policy & Engagement Officer 
Inclusion Scotland, 
Thorfin House, Bridgend Business Park, 
Dingwall, IV15 9SL. 
  
Mobile: 07442 278287 
Office: 01349 807062 
Email: john@inclusionscotland.org  
Visit out website: inclusionscotland.org 
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