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LOCAL GOVERNMENT AND REGENERATION COMMITTEE

 
AGENDA

 
22nd Meeting, 2013 (Session 4)

 
Wednesday 4 September 2013

 
The Committee will meet at 9.00 am in Committee Room 6.
 
1. Declaration of interests: Subject to the approval of the Parliament, Richard

Baker will be invited to declare any relevant interests.
 
2. Decision on taking business in private: The Committee will decide whether to

take items 6 and 8 in private.
 
3. Subordinate legislation: The Committee will take evidence on the Freedom of

Information  (Scotland)  Act  2002  (Designation  of  Persons  as  Scottish  Public
Authorities) Order 2013 [draft] from—

 
Kieron Vango, Chief Executive, and Craig Given, Finance and Resources
Manager, Inverclyde Leisure;
 
Merrill Smith, Head of Leisure, Culture and Communities Policy, Dundee
City Council, and Treasurer of VOCAL (Voice of Chief Officers of Cultural
and Leisure Services in Scotland);
 
Felix Spittal, Policy Officer, Scottish Council for Voluntary Organisations
(SCVO);
 

and then from—
 

Nicola Sturgeon, Cabinet Secretary for Infrastructure, Investment and
Cities, Sam Baker, Team Leader, Freedom of Information Unit, and
Andrew Gunn, FOI Officer, Freedom of Information Unit, Scottish
Government.
 

4. Subordinate legislation: Nicola Sturgeon (Cabinet Secretary for Infrastructure,
Capital  Investment  and  Cities)  to  move—S4M-7539—That  the  Local
Government  and  Regeneration  Committee  recommends  that  the  Freedom  of
Information  (Scotland)  Act  2002  (Designation  of  Persons  as  Scottish  Public
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Authorities) Order 2013 [draft] be approved.
 
5. Children and Young People (Scotland) Bill and the Public Bodies (Joint

Working) (Scotland) Bill: The Committee will take evidence on the Bills from—
 

Jim Carle, Child Health Commissioner, NHS Ayrshire and Arran;
 
Dr Anne Mullin, GPs at the Deep End;
 
Eddie Fraser, Head of Community Care, East Ayrshire Council;
 
Carol Kirk, Corporate Director (Education and Skills), North Ayrshire
Council;
 
Mary Taylor, Chief Executive, Scottish Federation of Housing
Associations, and Member of the Housing Coordinating Group;
 

and then from—
 

Alex Neil, Cabinet Secretary for Health and Wellbeing, Aileen Campbell,
Minister for Children and Young People, Kathleen Bessos, Deputy Director
Integration and Reshaping Care, John Paterson, Divisional Solicitor (Food
Health and Community Care), Alison Taylor, Team Leader Integration and
Reshaping Care, Philip Raines, Head of Child Protection and Children's
Legislation, and Magdalene Boyd, Solicitor (Communities and Education),
Scottish Government.
 

6. Children and Young People (Scotland) Bill and the Public Bodies (Joint
Working) (Scotland) Bill: The Committee will consider the evidence received.

 
7. Delivery of Regeneration in Scotland (in private): The Committee will

consider its approach to oral evidence taking on the inquiry.
 
8. Forthcoming legislation: The Committee will consider its approach to the

Bankruptcy and Debt Advice (Scotland) Bill. 
 
9. Draft Budget Scrutiny 2014-15 (in private): The Committee will consider its

approach to the appointment of an adviser as part of its scrutiny of the Scottish
Government's Draft Budget 2014-15.

 
 

David Cullum
Clerk to the Local Government and Regeneration Committee

Room T3.60
The Scottish Parliament

Edinburgh
Tel: 0131 348 5223

Email: david.cullum@scottish.parliament.uk
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The papers for this meeting are as follows—
 
Agenda Item 3  

SSI Cover Note LGR/S4/13/22/1

The Freedom of Information (Scotland) Act 2002 (Designation
of Persons as Scottish Public Authorities) Order 2013

 

Inverclyde Leisure Submission LGR/S4/13/22/2

SCVO Submission LGR/S4/13/22/3

PRIVATE PAPER LGR/S4/13/22/4 (P)

Agenda Item 5  

Children and Young People (Scotland) Bill  

Submissions to the Education and Culture on the Children
and Young People (Scotland) Bill

 

Public Bodies (Joint Working) (Scotland) Bill  

Submissions to the Health and Sport Committee on the Public
Bodies (Joint Working) (Scotland) Bill

 

Evidence Submissions LGR/S4/13/22/5

PRIVATE PAPER LGR/S4/13/22/6 (P)

Public Bodies (Joint Working) (Scotland) Bill SPICe Briefing LGR/S4/13/22/7

SPICe Briefing LGR/S4/13/22/8

PRIVATE PAPER (to follow) LGR/S4/13/22/9

Agenda Item 7  

PRIVATE PAPER LGR/S4/13/22/10 (P)

Agenda Item 8  

PRIVATE PAPER LGR/S4/13/22/11 (P)

 

http://www.legislation.gov.uk/sdsi/2013/9780111021002/contents
http://www.legislation.gov.uk/sdsi/2013/9780111021002/contents
http://www.scottish.parliament.uk/parliamentarybusiness/Bills/62233.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/66626.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/66626.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/Bills/63845.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/66298.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/66298.aspx
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Local Government and Regeneration Committee 
 

22nd Meeting, 2013 (Session 4), Wednesday, 4 September 2013 
 

SSI Cover Note 
 
Introduction 
1. This paper seeks to inform members’ consideration of the Freedom of 
Information (Scotland) Act 2002 (Designation of Persons as Scottish Public 
Authorities) Order 2013 [draft]. 
 
Freedom of Information (Scotland) Act 2002 (Designation of Persons as 
Scottish Public Authorities) Order 2013 [draft] 
 
Background 
2. The Order was laid on 7 June 2013 and the Local Government and 
Regeneration Committee was designated as lead committee.  The Order is 
subject to affirmative procedure. 
 
3. The Delegated Powers and Law Reform Committee considered the Order 
at its meeting on 18 June 2013 and determined that it did not need to draw the 
attention of the Parliament to this Order. 
 
4. The Local Government and Regeneration Committee must report on the 
Order by 19 September 2013. 
 
5. This Order makes provision for the designation of persons as a Scottish 
public authority under section 5 of the Freedom of Information (Scotland) 2002 Act 
(“the 2002 Act”). 
 
6. On 28 August 2013 the Cabinet Secretary for Infrastructure, Capital 
Investment and Cities lodged motion S4M-7539— 
 

That the Local Government and Regeneration Committee recommends that 
the Freedom of Information (Scotland) Act 2002 (Designation of Persons as 
Scottish Public Authorities) Order 2013 [draft] be approved. 

 
7. Nicola Sturgeon, Cabinet Secretary for Infrastructure, Capital Investment 
and Cities, will move the motion at the meeting. 
 
Policy objectives 
8. The Freedom of Information (Scotland) Act 2002 (‘the Act’) came into force 
on 1 January 2005.  The Act encourages the development of a more open culture 
across the public sector. It does so by providing a statutory right of access to 
information held by Scottish public authorities (including, for example, the Scottish 
Ministers, local authorities, health boards, doctors and dental practitioners). 

 
9. The provisions of the Act can be extended to bodies that appear to the 
Scottish Government to carry out functions of a public nature; or which provide, 
under a contract made with a Scottish public authority, a service whose provision 
is a function of that authority.  This can be done by making an order under section 
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5 of the Act, which designates those bodies as a Scottish public authority for the 
purposes of the Act.  They are then subject to the full requirements of the Act as 
summarised above, and must therefore respond to written requests for information 
and proactively publish information described in their Publication Scheme. 
 
10. The policy objective of this order is to extend coverage of freedom of 
information legislation to bodies created or established by local authorities 
undertaking functions on behalf of those authorities which include developing 
and/or delivering recreational, sporting, cultural or social facilities and activities.     
 
11. Such bodies are to a considerable extent publicly funded and undertake 
functions of a public nature derived from statute.  Increasingly, the provision of 
such services has been out-sourced by local authorities to ‘arms-length’ 
organisations.  In so doing, there has sometimes been a loss of access to 
information rights because individuals and organisations previously had a right to 
request information from the relevant local authority in relation to a service, but no 
longer have that right once the service has been outsourced.   
 
12. Therefore, in the interests of transparency and accountability, the Scottish 
Government considers it right that such culture, sport and leisure bodies should be 
subject to the provisions of the Act.  Designating such bodies as Scottish public 
authorities for the purposes of the Act would also remove the anomalous situation 
whereby bodies providing identical services but which are wholly-owned by a local 
authority/ies are already subject to freedom of information legislation by means of 
section 6 of the Act (publicly-owned companies).   

 
13. The changes in this draft order will come into force on 1 April 2014.    
 
Procedure in Committee 
14. The Committee will take oral evidence on the Order from a panel of 
witnesses comprising Inverclyde Leisure, Voice of Chief Officers of Cultural and 
Leisure Services in Scotland (VOCAL Scotland) and Scottish Council for 
Voluntary Organisations.  The Committee will then hear from the Cabinet 
Secretary for Infrastructure, Capital Investment and Cities. 
 
15. As this Order is subject to affirmative procedure, the Cabinet Secretary will 
make a brief opening statement, after which members will have the opportunity to 
ask the Cabinet Secretary and officials for clarification on points of the details of 
the Order.  The Cabinet Secretary will be invited to move the motion, at which 
point members can debate the Order. 
 
Action 
16. After the Cabinet Secretary has summed up the debate, the Committee will 
be invited by the Convener to consider whether to agree the motion 
recommending approval of the Order. 
 
Fiona Sinclair 
Committee Assistant 
August 2013 
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Local Government and Regeneration Committee 
 

22nd Meeting, 2013 (Session 4), Wednesday, 4 September 2013 
 

The Freedom of Information (Scotland) Act 2002 (Designation of Persons as 
Scottish Public Authorities) Order 2013 – Submission from SCVO 

 
Summary 
 

 To maintain transparency, accountability and scrutiny of the public pound, it is 
vital that all ALEOs are subject to FOI  

 The control exerted by local authorities and the services they deliver clearly 
substantiate the view that ALEOs: ‘exercise functions of a public nature’ 

 SCVO does not consider ALEOs to be part of the third sector, despite the fact 
that many are able to obtain charitable status 

 SCVO sees ALEOs who achieve charitable status as a direct threat to the 
reputation of the third sector and the charity brand 

 SCVO supports the extension of FOI to include the provision of all public 
services. To achieve this, FOI clauses could be inserted into all contractual 
relationships between government and public service providers that are 
limited to that contract  

 SCVO opposes the extension of FOI legislation to individual third sector 
organisations as this would represent a disproportionate burden and would 
discriminate against them in respect of their non-government and non-public 
service work 

 
 
 
Our response 
 
SCVO welcomes the opportunity to contribute this written submission to the Local 
Government and Regeneration Committee as part of its consideration of the 
Freedom of Information Designations Order. 
 
In your invitation to us it is stated: ‘To this end we would welcome a written 
submission setting out your views on this, outlining some practical examples of what 
you believe the impact of FOI will be for ALEOs, and for the voluntary/third sector 
more generally.’ 
 
Before we respond to the details contained in the order we should make it clear that 
SCVO does not consider ALEO’s to be part of the third sector, despite the fact that 
many obtain charitable status.  
There is no statutory definition of ‘third sector’ and the many different types of 
organisations in the sector utilise a wide variety of governance models and legal 
forms. This diversity and plurality is part of the strength of the sector and is 
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necessary for its flexibility and creativity. However, separation from government is a 
key principle and demarcation of the third sector.  
 
It is therefore the control and influence exerted by local authorities that excludes 
ALEOs from our definition of the third sector. We would not allow ALEO’s to become 
members of SCVO, nor include them in our consortia or other work exclusive to third 
sector organisations. 
 
In addition, we see ALEOs who achieve charitable status as a direct threat to the 
reputation of the third sector and the charity brand. Public trust in charities is high1 
but negative stories around ALEOs with charitable status such as East Glasgow 
Regeneration Agency2 and Riverside Inverclyde3 pose a risk to that trust.  
 
We are also concerned that ALEOs may be diverting vital resources from the third 
sector to fund public services that should be resourced from local authority budgets. 
In reporting on third sector spend, a false impression could be created of the level of 
funding received by the sector if ALEOs are included in those calculations. 
 
There is also the danger of ALEOs presenting themselves as ‘third sector 
organisations’ and being considered as such by policy makers, the media and the 
public. This creates a false impression of an independent voice when in fact their 
views are simply an extension of those of the local authority.  
 
As the Community Empowerment & Renewal Bill progresses it will be critical that 
ALEOs are not perceived as third sector bodies that can be consulted as part of any 
community engagement process. This could lead to an unhelpful and insular process 
where in effect the local authority consults with itself on its own proposals with 
genuine community voices entirely absent from the process. 
 
There are also clear conflicts of interest which arise from the establishment of 
ALEOs in areas such as procurement. If a local authority is awarding contracts to an 
ALEO that is to all intents and purposes under their control, a clear conflict of interest 
arises.  
 
FOI and ALEOs 
 
We support the extension of FOI to all ALEOs. The control exerted by local 
authorities and the services they deliver clearly substantiate the view they: ‘exercise 
functions of a public nature’4. We would like to see FOI extended to all ALEOs not 
just those ‘whose functions on behalf of any of those authorities include developing 
and/or delivering recreational, sporting, cultural or social facilities and activities.’5 We 

                                                 
1 http://nfpsynergy.net/trust-charities-third-year-running 

2 http://www.bbc.co.uk/news/uk-scotland-glasgow-west-21027441 

3 http://www.bbc.co.uk/news/uk-scotland-glasgow-west-23314933 

4 http://www.legislation.gov.uk/asp/2002/13/section/5 

5 http://www.legislation.gov.uk/sdsi/2013/9780111021002/pdfs/sdsi_9780111021002_en.pdf 
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see no reason in principle why this order is limited to the culture and leisure trusts 
and does not extend to other arms-length bodies. 
 
To maintain transparency, accountability and scrutiny of the public pound, it is vital 
that all ALEOs are subject to FOI to ensure that by creating ALEOs local authorities 
cannot avoid their duties in this regard. The commitment of Glasgow Life and other 
ALEOs to FOI and the Publication Scheme6 is commendable and shows that it is 
achievable without overburdening an organisation. However, FOI should not be 
something arms-length bodies choose to opt in to, it should be a legal requirement 
based on the principles of FOI. 
 
The ‘description of person’ in the Order defines ALEOs as being ‘established or 
created solely by one or more local authorities’7. We have concerns that this might 
create a loophole that would allow new ALEOs to be established by local authorities 
with other bodies to exempt them from being covered by this order. 
 
FOI & the third sector 
 
SCVO has maintained a clear position on extension of FOI to the third sector. We 
support the extension of Freedom of Information to include the provision of all public 
services, irrespective of whether those services are provided by public, private or 
third sector organisations. In our view the public have a right to know all aspects of 
how publicly funded services are funded and run. 
 
Our view is that the best way to achieve this would be to insert a Freedom of 
Information clause into all contractual relationships between government and public 
service providers which requires compliance. This requirement would remain active 
for the lifetime of the contract and would only apply to information related to the 
contract.  
 
SCVO has consistently opposed the extension of FOI legislation to individual third 
sector organisations. In our view this would represent a disproportionate burden on 
charities and social enterprises and would discriminate against them in respect of 
their non-government and non-public service work. Either all organisations, including 
those which are exclusively commercial, should be covered by FOI, or its obligations 
should be focussed on the public sector and public services.   
 
Conclusion 
 
The combination of local authority control, without the transparency and 
accountability of public bodies, currently present in ALEOs is a threat to proper 
scrutiny of public service delivery. We therefore support the proposed order which 
will extend FOI to culture and leisure trusts. However, it is our view that all ALEOs 
should be covered by the legislation and further action is required to bring other 
arms-length bodies under FOI. In addition to the transparency problems, we are also 
                                                 
6 http://www.itspublicknowledge.info/ScottishPublicAuthorities/PublicationSchemes/PublicationSchemesHome.aspx 

7 http://www.legislation.gov.uk/sdsi/2013/9780111021002/schedule 
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concerned by the growing number of ALEOs with charitable status. Through their 
increasing public profile, they pose a threat to the charity brand and risk confusing 
the public about the values and principles that underpin the charitable sector. 
 
Contact: 
Felix Spittal 
Scottish Council for Voluntary Organisations, 
Fairways House, Fairways Business Park 
Inverness, IV2 6AA 
 
Email: felix.spittal@scvo.org.uk 
Tel: 01463 258 800 
Web: www.scvo.org.uk  
 
About us 
The Scottish Council for Voluntary Organisations (SCVO) is the national body 
representing the third sector. There are over 45,000 voluntary organisations in 
Scotland involving around 138,000 paid staff and approximately 1.2 million 
volunteers. The sector manages an income of £4.5 billion.  
 
SCVO works in partnership with the third sector in Scotland to advance our shared 
values and interests. We have over 1400 members who range from individuals and 
grassroots groups, to Scotland-wide organisations and intermediary bodies. 
 
As the only inclusive representative umbrella organisation for the sector SCVO:  
 has the largest Scotland-wide membership from the sector – our 1400 

members include charities, community groups, social enterprises and 
voluntary organisations of all shapes and sizes 

 our governance and membership structures are democratic and accountable - 
with an elected board and policy committee from the sector, we are managed 
by the sector, for the sector 

 brings together organisations and networks connecting across the whole of 
Scotland 

SCVO works to support people to take voluntary action to help themselves and 
others, and to bring about social change. Our policy is determined by a policy 
committee elected by our members.8 
 
Further details about SCVO can be found at www.scvo.org.uk.  
 

References 

Scottish Voluntary Sector Statistics 2012, SCVO 
http://www.scvo.org.uk/about-the-sector/sector-stats  
                                                 
8 SCVO’s Policy Committee has 24 members elected by SCVO’s member organisations who then co-opt up to eight more 
members primarily to reflect fields of interest which are not otherwise represented. It also includes two ex officio members, the 
SCVO Convener and Vice Convener. 
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Local Government and Regeneration Committee 
 

22nd Meeting, 2013 (Session 4), Wednesday, 4 September 2013 
 

Children and Young People (Scotland) Bill and Public Bodies (Joint Working) 
(Scotland) Bill 

 
Evidence Submissions 

 
1. At its meeting on 4 September, the Local Government and Regeneration 

Committee will be taking evidence from: 
 

 GPs at the Deep End 
 Housing Coordinating Group 
 NHS Ayrshire and Arran 
 North Ayrshire Council 
 East Ayrshire Council 

 
2. Submissions from GPs at the Deep End, Housing Coordinating Group, NHS 

Ayrshire and Arran and North Ayrshire Community Planning Partnership are 
attached at Annexe A. 
 

3. Additional written submissions relating to the Children and Young Persons 
(Scotland) Bill (CYP) and the Public Bodies (Joint Working) (Scotland) Bill 
(PBJW) to the Local Government and Regeneration Committee are attached at 
Annexe B and listed below.  The Bill(s)  that the submission relates to is referred 
to in brackets below.   

 
 Association of Directors of Education in Scotland (CYP) 
 Argyll and Bute Council (PBJW) 
 Audit Scotland (CYP and PBJW) 
 Children in Scotland (CYP) 
 Children’s Hearings Scotland (CYP and PBJW) 
 COSLA (CYP) 
 Coalition of Care and Support Providers in Scotland (CYP and PBJW) 
 Midlothian CPP (CYP) 
 Police Scotland (CYP) 
 Royal College of General Practitioners (CYP and PBJW) 
 Scottish Fire and Rescue Service (CYP and PBJW) 
 UNICEF UK (CYP) 
 West Lothian CPP (CYP and PBJW) 
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ANNEXE A 
 

Local Government and Regeneration Committee 

Children and Young People (Scotland) Bill and Public Bodies (Joint Working) 
(Scotland) Bill 

Submission from GPs at the Deep End 

 

Contents 

 General comments concerning General Practice and the Two Bills 
 Responses to 4 questions 
 Summary of Deep End Report 18 on Integrated Care (Annex A) 
 Summary of Deep End Report 12 : Vulnerable Children and Families (Annex 

B) 
 Deep End Proposal for a National Enhanced Service for Vulnerable Families 

(Annex C) 
General comments concerning General Practice and the Two Bills from A Deep 
End Perspective 

As a GP the barriers that prevent me working more closely in partnership are 
excessive workload, uncertainty and anxiety over job security, high turnover of staff, 
short life span of community projects, bewildering array of services and pathways, 
lack of time and difficulty in getting hold of people, dysfunctional and overly large 
planning committees, incomprehensible and verbose communications from on high, 
abstract rationalist planning that disparages experience and organically developed 
systems, a remorseless rise in demand and expectations, a self-defeating emphasis 
on measurable factors that undermines the quality of interpersonal relationships and 
care.              Deep End GP 
 

General practice is the main public service that is in regular contact with virtually the 
whole of the general population, with substantial cumulative knowledge and 
experience of people’s problems and consistently reported high levels of public trust. 
These intrinsic features make General Practices the natural hubs around which 
integrated care should be based, with groups of General Practices supported, within 
the context of local service planning, to deliver integrated care in partnership with 
secondary care, area-based NHS services, social work and community 
organisations.  

The Deep End Report 18 on Integrated Care (Annex A) lists the essential ingredients 
of an integrated care approach. Attached workers, lay link workers and protected 
time are keys to joint working. Local leadership needs respect, support and 
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representation (not consultation) within locality planning and acknowledgement of 
practitioners’ experiential knowledge to develop an ‘ecology of practice’ (Fisher & 
Owen, 2008). 

In front line care the two main barriers to integrated care are firstly, the inverse care 
law, whereby practices serving the most deprived areas are insufficiently resourced 
to meet patients’ needs, and secondly, poor links between general practices and 
many other area-based health and social services. These challenges are clearly 
stated in Deep End Report 12 on Vulnerable Children and Families (Annex B). This 
report highlights the frustration of practice teams who remain limited in their ability to 
deal with children with unmet needs in vulnerable family settings. Current policies 
aimed at family support unfortunately often fail to explicitly outline the contribution of 
General Practice to child safeguarding.    

The policy memorandum for the Children and Young People Bill makes no reference 
to General Practice, while the memorandum for the Public Bodies only refers to 
General Practitioners as a group to be consulted. There is no recognition of general 
practice as the natural hub of local health systems, based on its intrinsic features of 
population contact and coverage, continuity, cumulative knowledge and trust.  

Although many services are involved in caring for children, practice teams often have 
additional substantial contact with and knowledge of a child’s family, including the 
health of parents and  carers, which is relevant to understanding child well-being on 
a case by case basis. Most GPs recognize and value the continuity with families and 
possible opportunities for early intervention that should define universal child health 
care within the primary care structure. This remains an unrealized aspiration at 
present because the system does not support the full potential of General Practice’s 
contribution towards safeguarding children.      

General Practitioners at the Deep End address this concern in Report 20 What can 
NHS Scotland do to prevent and reduce health inequalities?, which advocates for a 
National Enhanced Service for Vulnerable Families (Annex C), providing a more 
explicit role and additional pro rata support for general practices serving vulnerable 
families in very deprived areas. 

Working Outside A Managerialist Framework 

Locality planning is not just about commissioning and budgetary planning but about 
organically growing trust, relationships and local systems that make integrated 
working and smoother decision-making possible. Front line staff and volunteers are 
the people who will or will not work as partners to make services more integrated 
and seamless for patients. However, they need to be given the resources to be able 
to do this, and not loaded with endless targets developed remotely. I hope this 
legislation will not be another missed opportunity to create the kind of organisational 
environment which makes it possible to grow this kind of trust and people-based 
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system of care that patients expect and deserve.           Deep 
End GP 
 

General Practitioners at the Deep End welcome the different approach in Scotland, 
from the rest of the UK, which encourages localism, favouring less central control 
and trusting professionals to work with and shape policy development (Greer, 2005). 
However, the Joint Bodies Bill appears concerned mainly with a second attempt at 
the structural integration of current local health and social care organizations. Policy 
consolidation is not a linear process, as the recent attempt at Community Health 
Partnerships has shown, resulting in ineffective integrated care for patients and 
widespread professional scepticism about the new arrangements. 

General Practitioners at the Deep End question any assumption that the budgetary 
and accounting arrangements of senior managers are the key factors in enabling or 
preventing partnerships. In reality this superstructure rests on a foundation of human 
factors that are not given sufficient weight in these proposals.  
 
The Joint Bodies Bill only mentions general practice in terms of how general 
practices working in localities should be represented within the new joint working 
arrangements. It is also important to consider the essential ingredients of care 
arrangements providing integrated continuity of care for large numbers of people. At 
present the opportunities for GPs to engage directly with locality planning 
arrangements are limited, patchy and inconsistent.  
 
References 
 
Fisher, P. & Owen, J. (2008). Empowering interventions in health and social care: 
recognition through 'ecologies of practice'. Soc.Sci.Med. 67(12), 2063-2071. 
  
 Greer, S. L. (2005). The Politics of Health Policy Divergence. In J.Adams(Ed.), 
Devolution in Practice II, (pp. 98-120). London: Institute for Public Policy Research. 
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Specific Questions 

Q1. What  benefits which might accrue from shared working arrangements, 
both for the organisations involved and for those in receipt of services? 

 It is important to acknowledge that despite the consensus that collaboration 
within health and social care is more effective than single agency approaches 
there are substantial problems associated with the adoption of this principle. 
 

 Documented problems include a lack of definitional clarity surrounding 
partnership, endless organisational restructuring and barriers between core 
and third sector agencies. A general lack of valid evidence of improvement to 
service delivery and user outcomes means that we know ‘relatively little about 
what works’  (Glasby & Dickinson, 2008, p.38) 
 

 It is imperative to acknowledge that policy imperatives can lead to unintended 
consequences in the delivery of services. The increasing bureaucratisation of 
managerial systems has resulted, we believe, in fragmentation of health 
service provision.  

 
 Services that Deep End GPs regard as attached and intrinsic to effective 

universal and targeted health provision (e.g midwifery services, pact teams 
and health visitors) are now professionally and strategically removed from 
General Practice, resulting in less opportunity to provide a coherent effective 
health service. There are additional barriers to effective working between 
primary and secondary that Deep End Report 18 on Integrated Care (Annex 
A) highlights, especially in relation to the provision of seamless care for the 
frail elderly population. Within the hospital setting, perverse waiting time 
targets and financial penalties result in difficulties for vulnerable children who 
often miss hospital appointments and are not offered second appointments. 
 

 The Deep End Project has outlined how general practice can contribute to the 
conceptual and theoretical coherence of partnership working ,by developing 
community based solutions, better use of support services and increased 
patient participation in their own health and well-being. 
 

 Our proposals build on the work already taking place in General Practice 
where the serial encounter is key to developing holistic unconditional 
healthcare and where General Practice may be the most suitable setting to 
promote resilience in communities and empower patients and their carers in 
managing their health needs (Mola, 2013).  
 

 Collaboration between GPs and other partners exists on many different levels. 
Working collaboratively promotes a collective determination to reach 
objectives where sharing information and experiences contributes to a more 
detailed local knowledge of individual patients and their families. This is vital 
to planning effective support services for patients, addressing their unmet 
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health needs and anticipating when they will need to access specialized 
services. 
 

 The complexity of health issues that are a consequence of multimorbidity, 
beginning earlier in Deep End practice patients, requires informational 
continuity and continuity of care to ensure that services are best matched to 
the patient’s requirements. The Deep End believes that General Practice is 
the natural hub of such a health care system partly because of the serial 
encounter between GPs and their patients and the detailed health information 
that is held in patient records. If the ethical considerations to sharing sensitive 
information are explored at the outset of the integration agenda then it is more 
likely that professionals will be able to better plan patient care that is 
acceptable to patients.  
 

 We know a great deal about the psychosocial consequences of adverse early 
years experiences. We also know that a robust primary care health system is 
important to improving the wellbeing of vulnerable children and their families 
(Klevens & Whitaker, 2007; Scribano 2010). Given that almost all children and 
families have a named GP and will consult with their GP regularly we need to 
promote the role of general practice in supporting vulnerable children. The 
Deep End has provided a detailed proposal that both clarifies the role of GPs 
in child safeguarding and describes the structural process to allow this. The 
legislation if interpreted appropriately, can underpin this process and 
ultimately General Practice can contribute to better outcomes for vulnerable 
children. 
   

 If we are allowed to maintain organizational autonomy but promote mutuality 
between professionals then reciprocity and trust will become embedded into 
the process. This will build effective teamwork as professionals begin to 
mutually understand the concepts of ‘unmet needs’ and ‘vulnerability’. The 
principle underlying collaboration is to improve patient care. In order to do this 
requires a framework that provides the time required to develop formal and 
informal means of interaction between professional groups strengthens and 
stabilizes team working and also makes the lines of responsibility clearer 
when planning health and social care provision. 
           

Q2 What is the rationale for having a separate approach in both bills to 
establishing joint working arrangements? 

 From a GP perspective this is not relevant. In GP consultations in practice 
or during houses visits we are presented with dilemmas that are resolved 
pragmatically with practical solutions. What is valuable is having an 
extensive network of readily accessible interagency contacts when 
planning the support of vulnerable patients and time to co-ordinate the 
support package. This may be required immediately or developed over 
time depending on the patient’s circumstances. Joint planning 
arrangements are strategic processes that should be guided by the 
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frontline professionals and remain patient centred if we are to achieve the 
aims of the integration agenda. 
  

 Within the context of vulnerable children and families the strategic 
planning aspect of joint working arrangements should ensure that the 
options to GPs are multifaceted. This should be encapsulated within the 
Children’s Plan and recognise that vulnerable children are often sign-
posted by general practitioners to supportive services. Most vulnerable 
children do not reach thresholds of intervention that would trigger 
involvement of statutory services. The ‘targeted’ intervention is frequently 
embedded within the universal provision of child health care in general 
practice. It is incumbent on the relevant health authority to recognise this 
important gatekeeper role for general practice as it establishes its role as a 
‘corporate parent’. The mechanism for GPs to inform this process as it is 
developed would require the contractual arrangement that the Deep End 
has suggested in its report. 

 
 In respect of adult services the newly formed ‘Integration Authority’ must 

be prepared to canvas GP views widely on the implementation and 
evaluation of the integration agenda. There should be very direct lines of 
communication between this body and general practice, other 
professionals and patients as the changes are implemented. 

 
 

Q3 In what areas might potential savings arise? 
 

 The compelling arguments for greater integration of health are driven by 
rising demand for service and the need to reduce public expenditure. 
However, there is a lack of economic evaluation of cost effectiveness 
across studies (Ellis et al, 2006) therefore the savings remain theoretical 
and are yet to be realised. 
 

 There are potential savings in adult services for example, if pooled 
budgets in health and social care genuinely result in less time spent in 
hospital for elderly patients who can be discharged into nursing homes. It 
remains unclear however how barriers to transferring savings in secondary 
into primary care will be removed. 
 

 In children’s services savings may result from minimising the 
consequences of adverse childhood experiences that persist into 
adulthood. These might include time lost at work through illness and injury, 
absent school attendance in the short and long term, indirect costs of 
special education, adult mental health and other healthcare services and 
the costs to judicial system. Many of these costs savings would be 
indirectly related to interventions in childhood which would include the pro-
active identification of vulnerable children in a primary care setting. This 
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would require a different approach to the economic evaluation of such 
interventions.  
 

 There are not only potential economic savings through the integration of 
health and social care services. There are intangible savings for example 
reducing mental anguish and social stigma and are applicable to both 
adult and children’s services.   

 
 

Q4 What other issues are there around the proposals covering 
consultation on, and development of, strategic plans/service plans 
between the respective areas involved? 

 In adult services irrespective of how the ‘integration authority’ is realised 
there should be robust mechanisms that ensure the engagement with 
frontline professionals who are tasked with implementing the policy. This is 
challenging to achieve in General Practice but having a GP lead for each 
locality /practice and an infrastructure to engage widely with colleagues 
through for example, protected learning events, would ensure that policy 
directives are meaningfully guided and influenced by local population 
needs. 
 

 Governance and accountability processes need to be widely understood 
and transparent to uphold the integrity of the integration agenda and 
discourage professional scepticism about the contribution of integration of 
health and social care. There should be clarity about individual and 
collective accountability at all levels of strategic planning and during each 
stage of the implementation of the integration agenda. 

 
 Integration of health and social care and its evaluation are long term 

processes. Both should be evaluated using a robust research approach 
specifically because there is a lack of a convincing evidence base for 
integration of health and social care (Cameron & Lart et al 2013). The 
Deep End in collaboration with the South Glasgow CHP has proposed 
such a project but this requires a sustained commitment from Government 
to support the work and allow frontline professionals and patients to 
participate in the development of the integration agenda. 
 

 Well intentioned reforms must not exacerbate the margin of error when 
dealing with the complexity of family circumstances with respect to 
safeguarding children which are often attributed to deficient interagency 
working and a failure to share information. Standardisation and 
micromanagement of decision making in situations where evidence can 
often be ambiguous and contradictory defeats the purpose of having an 
integrated system because it cannot support complex decision making in 
its human, social and organisational context. The Deep End believes that 
a ‘light-touch’ system design is required whose purpose is not to intensify 
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the bureaucracy of professional working but to free up time, support 
flexibility and intelligent professional discretion to cope with the 
contingencies of situations as they arise on a case by case basis. The 
professionals and patient experience should be driving the development of 
integrated services, not the system.  
 

 Our faith in the instrumental efficacy of technology and proliferation of 
process-orientated tasks should not displace what is essential to effective 
integration working practices, namely sustained professional relationships 
that are built on mutuality and trust. The Deep End research proposal 
outlines very clearly the importance of acknowledging the multifaceted 
aspects of vulnerability and how this maybe inculcated into an agenda that 
supports professional involvement in vulnerable patient groups in a 
meaningful way. For example biological, neurological and psychosocial 
factors may be relevant to the definition of the vulnerable adult or child but 
in the context of knowledge sharing between professionals this process is 
‘slippery’ (difficult to codify) and ‘sticky’ (difficult to share across 
boundaries) (Reder & Duncan, 2003). Furthermore, acknowledging that 
non-electronic communication is a component of reaching sound inter-
professional agreement (Saario,Hall & Peckover ,2012) is vital to avoid 
fallacious circular reasoning in complex decision making. If we are to 
achieve the aims of the integration agenda time must be given to 
professionals to have regular face-to-face meetings to discuss their own 
anxieties and share professional opinion in often emotionally and morally 
charged cases to sustain confidence in their decision making.          
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ANNEX A : DEEP END REPORT 18 (See www.gla.ac.uk/deepend) 
 
INTEGRATED CARE 
 
 This report and recommendations draw on research evidence, previous Deep 
End reports and discussion groups at the second national Deep End 
conference at Erskine on 15 May 2012.  
 

 To avoid widening inequalities in health, the NHS must be at its best where it 
is needed ost.  

 The arrangements and resources for integrated care should reflect the 
epidemiology of multimorbidity in Scotland, including its earlier onset in 
deprived areas.  

 Better integrated care for patients with multiple morbidity and complex social 
problems can prevent or postpone emergencies, improve health and 
prolong independent living.  

 Policies to provide more integrated care must address the inverse care law, 
whereby general practitioners serving very deprived areas have insufficient 
time to address patients’ problems.  

 Patients should be supported to become more knowledgeable and 
confident in living with their conditions and in making use of available 
resources, for routine and emergency care.  

 The key delivery mechanism for integrated care is the serial encounter, 
mostly with a small team whom patients know and trust, but also involving 
other professions, services and resources as needs dictate.  

 The intrinsic features of general practice in the NHS, which make practices 
the natural hubs of local health systems, include patient contact, 
population coverage, continuity of care, long term relationships, cumulative 
shared knowledge, flexibility, sustainability and trust.  

 Health and social care professionals working in area-based organisations 
(e.g. mental health, addiction and social work services) should be attached to 
practices, or groups of practices, on a named basis.  

 Practices should be supported to make more use of community assets for 
health via a new lay link worker role.  

 The quality and timeliness of hospital discharge information should be a 
consultant responsibility and audited as a key component of the quality of 
hospital care.  

 Practices needed protected time to share experience, views and activities, to 
connect more effectively with other professions, services and community 
organisations, to develop a collective approach and to be represented 
effectively.  

 Collective working between general practices is best achieved with groups 
of 5/6 practices, as shown by the Primary Care Collaborative and Links 
Project. Larger groupings are less likely to achieve common purpose.  

 Locality planning arrangements should be based on representation (not 
consultation), mutual respect and shared responsibility. 



Agenda item 5  LGR/S4/13/22/5 
4 September 2013 
 

12 

 

ANNEX B : DEEP END REPORT 12 (see www.gla.ac.uk/deepend) 

WORKING TOGETHER FOR VULNERABLE FAMILIES AND CHILDREN 

81 practitioners and managers from Greater Glasgow and Edinburgh, 
including 19 Deep End GPs, met on Thursday 09 September 2010 at the 
Beardmore Conference Centre, Clydebank, for a discussion about policies and 
practices for children and families. 
 

 Practitioners and managers agree that there are not enough resources to 
respond to need, resulting in a focus on fire fighting, raised thresholds for 
engagement and missed opportunities for early intervention. 

 Local teams are often aware of vulnerable children and families before 
serious problems develop, but lack the resources to intervene and to make a 
difference. Investments are needed in home support, free nursery places and 
other ways of supporting families. 

 The many suggestions made in this report can result in greater efficiency, 
especially via better joint working, but do not address the fundamental 
problem of resources. 

 Hundreds of professional teams are involved in providing care for vulnerable 
children and families, and all need to work well, both individually and as 
components of an integrated system. 

 The system needs accurate information on the numbers and distribution of 
vulnerable children and families, including but not restricted to children on 
child protection registers, as a basis for resource distribution, audit and 
review. 

 Effective joint working depends on colleagues being well informed concerning 
each others’ roles, how they may be contacted locally and the constraints 
under which they work. 

 Information about the progress of particular cases needs to be shared 
between professions and services, so that each is aware of what is 
happening. There is an urgent need for bespoke IT which links systems and 
professionals. 

 Pregnancy is an important opportunity to demonstrate the integration of 
professionals and services working to identify and help vulnerable mothers 
and their families. 

 Professionals and services should be accountable not only for their own 
contribution but also how this connects with the contributions of others. The 
“connectedness” of care should be a major policy, management and 
practitioner objective, concerned not only with joint working around crises, but 
also continuity of care as required throughout childhood. 

 Professionals acquire local knowledge and develop trusted relationships with 
families that are crucial for long term preventive care. There is a need to 
support and retain such staff, to value the relationships they have developed 
and to use the information they acquire, via regular multidisciplinary meetings. 
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ANNEX C : From Deep End Report 20  

 
WHAT CAN NHS SCOTLAND DO TO PREVENT AND REDUCE INEQUALITIES 
IN HEALTH? 
 
Vulnerable children and families  
 
Current thinking  
It is uncontested that vulnerability in early years and beyond impacts adversely on 
child and  adult physical and psychological dimensions of well-being. [1–2] A 
conservative estimate of the economic cost of the vulnerable child to society in the 
UK is £735 million annually [3]. 
  
Where is general practice?  
The Deep End manifesto and reports on vulnerable families [4–5] clearly outlined the 
contribution that general practice can make to safeguarding children and families. 
GPs contribute to the process of ongoing family assessment and support [6–7] and 
are well placed to understand the specific challenges that result in the vulnerable 
family and the vulnerable child [8].  
A skilled and long term professional relationship, built on trust, that provides a low-
level of inquiry into the circumstances of the vulnerable family [9] is key because 
vulnerable parents are often avoidant and suspicious of supportive services [10]. 
Furthermore, the majority of vulnerable children will not meet sufficient thresholds of 
harm or endangerment that will trigger formal child protection proceedings [11].  
The Deep End has consistently highlighted the ‘multiple jeopardy’ that economically 
poor and disadvantaged families face [12] with poverty an enduring characteristic of 
families who would be considered vulnerable. The Deep End recognises the clear 
association between disadvantage with social class and adverse effects on child 
health in the first 10 years of life [13] with increased mortality rates [14]. The impact 
of poverty and the accumulative effect of negative factors on health outcomes of 
vulnerable children are highlighted in the Deep End Austerity Report [15]. This 
publication contextualises current research concerns to real-life narratives of 
vulnerable families who are living within the constraints of swingeing cuts across 
health and social care budgets.  
That said, knowing and stating our contribution to supporting children and families is 
of limited value if general practice does not have the strategic support within policy 
directives and contractual obligations to undertake this challenging area of health 
care.  
 
Current policy – is it collective and inclusive?  
Whilst we welcome the acknowledgement of the role of the GP in Scotland’s national 
child protection framework [16] and the RCGP child health strategy [17] this is not 
replicated in other important policy directives. For example GIRFEC, whose ethos is 
at the heart of government policy in ensuring that all children in Scotland are ‘safe, 
healthy, achieving, nurtured, active, respected, responsible and included’ [18–19] 
and the National Parenting Strategy [20], do not mention GPs. This is disappointing 
given that the newly instated 30-month child development check will address issues 
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of ‘child development and physical health, parenting capacity and family matters 
including domestic abuse and parent-child relationships, along wider parental health 
such as smoking, alcohol or drug abuse, and mental and physical health’ [20]. It is 
obvious to the Deep End group where the obligation to general practice provision lies 
in addressing this agenda.  
 
Given that there has been a noticeable decline in preventative child health care in 
general practice since the implementation of ‘Hall 4’ [21], the Deep End have 
advocated for a National Enhanced Service for Vulnerable Families (NES). This 
approach will not diminish the reach of a universal child health care system but 
recognises the need to reduce disadvantage in vulnerable families by developing 
services according to the needs of the community.  
 
How would the proposal work, both internally within practices, and externally 
in practices’ relationships with others?  
The NES is a collaborative model that promotes organisational learning where all 
involved professionals meet regularly to discuss their vulnerable children caseloads.  
It is hypothesised there would be immediate gains in terms of improved health 
outcomes and consistent support for vulnerable children.  
The NES would build on the work that is already done in some GP practices where 
GPs have regular and minuted meetings with their health visitors but it remains 
‘unofficial’ as there is no contractual requirement to do so. Across practices the NES 
could be the basis of a protected learning event to disseminate results (similar to the 
COPD pilot in the South Glasgow CHP) and would include other relevant 
professionals in the learning agenda.  
The attached social worker is not a new idea for general practice and many practices 
have positive experiences of working with a named social worker across health and 
social care domains. It would seem axiomatic that the unmet needs of vulnerable 
children and families require that both professions collaborate but there is a paucity 
of evidence of effective practices in complex families where health and social care 
professionals have intervened [22].  
The NES provides the mechanism to improve a positive working environment where 
professional roles are clarified and shared understanding of the language of 
vulnerability is achievable. It also begins to address a pressing need to meaningfully 
research the complexity of child welfare outcomes in ‘real world’ situations [23].  
 
How would progress be consolidated, with practices learning from each other?  
A rolling programme of protected learning events funded through the CHP structure. 
There is a learning coordinator within each CHP (these appear to be new posts but 
are welcome if they have this remit). Of equal importance is recording the long term 
outcomes of vulnerable children that would require substantial investment in 
preventative health care and would provide a robust research database.  
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How would individual practices and groups of practices be accountable for the 
additional resource?  
 
At present there is no mechanism for GPs within CHPs to be directly responsible for 
monies spent. Financial sector spending would have to be carefully evaluated with 
appropriate management support and would require robust accountability and 
governance structures.  
 
Is the proposal for all practices, with each being resourced pro rata according 
to need, which could be taken forward within local areas; or something for 
Deep End practices only, requiring a network approach?  
 
This would not be exclusive to Deep End practices as the NES is embedded within 
the principles of universal health care for children. Realistically, it would be 
anticipated that the strong influence of poverty on child health outcomes and 
vulnerability would ensure a greater proportion of vulnerable children would be 
identified within Deep End practices. Nonetheless, the NES would be relevant to all 
practices in Scotland.  
 
Who are the significant partners/funders and how can they be influenced?  
 
SG, HBs, health and social care professions. There is an expectation that SGPC and 
the BMA will acknowledge the call for greater emphasis on child health matters 
within the forthcoming contract negotiations. This would reflect the profession’s 
aspiration for an improvement to the structure of child health care provision in 
general practice and primary care. This is envisaged under a broader approach of 
child safeguarding that at present remains patchy and inconsistent.  
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Local Government and Regeneration Committee 

Public Bodies (Joint Working) Bill 

Submission from Housing Coordinating Group 

 

1  Introduction 

1.1 The Housing Coordinating Group (HCG) welcomes this opportunity to 
contribute to the Committee’s stage 1 scrutiny of the Public Bodies (Joint 
Working) Scotland Bill.   

1.2 The HCG consists of the Association of Local Authority Chief Housing Officers 
(ALACHO); the Chartered Institute of Housing in Scotland; the Scottish 
Federation of Housing Associations (SFHA); Glasgow and West of Scotland 
Forum of Housing Associations (GWSF); the Housing Support Enabling Unit 
(HSEU); and Care and Repair Scotland. Thus, this evidence comes from 
representative bodies of strategic housing authorities, social housing 
providers (councils, housing associations and co-operatives), the housing 
profession, and many third sector providers particularly Care and Repair 
services.1 To reflect our common views, in this response we use the collective 
term “the housing sector”.  

1.3 Together we make a very significant contribution to national outcomes on 
health and well-being by:  

 Co-ordinated strategic planning of the supply and quality of housing 
and related services across tenures and stages of life;  

 Providing individuals with information and advice on housing 
options; 

 Directly providing or facilitating, ‘fit for purpose’ housing for rent and 
for sale / part sale, that gives people choice and a suitable home 
environment;  

 Providing local, personal, preventative services such as aids and 
adaptations, and care and repair or “handyperson” schemes ;  

 Building capacity in local communities.  

This paper sets out a response to each of the committee’s questions.  

1.4  In summary, the housing sector supports the principles of integration for 
improved outcomes set out in the Bill and understands the need for legislation 
to promote joint working to pursue these principles.  The success of the new 
‘integrated authorities’ will largely depend on effective joint strategic 
commissioning to which the housing sector can make a crucial contribution.  
The current arrangements for involving the housing sector have not produced 
a consistent nor adequate approach and the Bill, as it stands, could result in 
an ‘integrated authority’ deciding not to involve the housing sector as a 
partner.  To ensure that housing issues, and the housing sector,  form an 
integral part of contributing to the delivery of national outcomes, the HCG 

                                                            
1 The Joint Improvement Team has provided support and assistance to the Housing Coordinating Group 
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urges that the contribution of the housing sector be recognised within the 
legislation, urging the new ‘integrated authorities’ to involve their strategic 
housing partners.   

 

 

2  How will the proposed legislation affect the ‘housing sector’? 

 
2.1 Housing planning and housing services already play a fundamental role in 

providing ‘homes or a homely setting’ for those using health and social care 
services particularly as people face long term conditions.   

 
2.2 Housing providers offer varying levels of care and or / support to vulnerable 

adults and older people, and have long been committed to working with 
colleagues in health and social care to enable people to continue living in the 
community rather than institutional settings.  There are examples where this 
has happened already and the Bill could promote this approach more widely 
across the country. The housing sector has much to contribute to this agenda. 

 
2.3 The Bill sets out a requirement on local authorities and health boards to set up 

new integrated authorities’ but leaves it to local areas to decide whether and 
how to involve the housing sector. The possibility that any ‘integrated 
authority’ could lack the involvement of the housing sector at a strategic level 
is of some concern. Whilst the need to maintain a focus on housing issues in 
order to achieve the outcomes of integration has been acknowledged, proper 
engagement with the housing sector in both planning and delivery will be 
required. 

 

3  What do you see as benefits that can accrue from the proposed 
legislation? 

3.1 The main efficiencies and benefits potentially arising from integration plans 
are likely to be improved living conditions for our tenants and residents rather 
than benefits accruing directly to housing organisations themselves. There is 
increasing recognition of the preventative benefits of housing investment such 
as keeping people safe at home longer through the timely provision of 
appropriate housing adaptations, or the reduction of respiratory illness 
through efficient modern central heating systems. The housing sector argues 
for an investment dividend arising from an established link between housing 
investment and a consequential reduction in other more expensive forms of 
provision such as hospital treatment or long term stays in care homes.    

3.2  The ‘housing sector’ has much to contribute to achieving the objectives of 
integration but its contribution would be put on a more secure footing through 
a continued commitment to the Housing Contribution Statements (HCSs) and 
through Community Planning Partnership arrangements to ensure that 
housing issues and housing sector are properly tied in with Joint Strategic 
Commissioning plans (JSCPs) and the delivery of the  national outcomes 



Agenda item 5  LGR/S4/13/22/5 
4 September 2013 
 

19 

 

being developed – the first three of which are particularly pertinent to housing: 
Healthier Living; Independent Living and Positive Experiences and Outcomes. 

3.3  The development of a set of national outcomes will be fundamental in 
pursuing this objective and we look forward to further opportunities to reflect 
on the way housing related issues are reflected in the national outcomes and 
indicators. 

3.4    There are also efficiencies and benefits to be had for the housing sector to 
work with integrated authorities rather than separately with social care and 
health. Equally, it is important that integrated authorities work with the housing 
sector otherwise the opportunity joint working presents will be lost in some 
areas.  One way to ensure that this joint working occurs is to require the new 
partnerships engage formally with the strategic function of housing in local 
authorities and delivery of housing more generally.  This is too important to 
leave to chance.  

3.5  A central policy objective of the Bill is to provide ‘joined up quality health and 
social care services in order to care for people in their homes or a homely 
setting where it is safe to do so’.  The requirement that integration authorities 
share a budget and that they develop JSCPs mark a real step change from 
previous aspirations about joint working and are key strengths of the Bill.   
The housing sector has much to contribute to the overall policy objective but 
its role and contribution needs to be strengthened, as set out below. 

3.6  The policy memorandum (para 9) states, and we agree, that an aim of the 
legislation is to deal with the variations in quality across the country.  The 
forthcoming review of National Care Standards provides a significant 
opportunity to explore the scope to align regulatory standards with the 
principles of the Bill and the associated national outcomes being currently 
being developed. 

3.7 The policy memorandum, which suggests (paras 98 onwards) that the scope 
of Bill should extend to adults of all ages, creates an opportunity to offer more 
consistent approaches to people with similar conditions or situations 
irrespective of their age.  This may particularly assist those living in areas of 
deprivation, especially those with long term conditions, who are likely to face 
poorer health outcomes.    

3.8   The Bill requires an integration authority to consult with service users where it 
decides to change the arrangements for carrying out of integration functions.  
Consultation is required where an authority wants to make changes 
‘significantly affecting provision of service in an area’. This could be 
interpreted to include large tendering exercises, in which case this new duty 
might provide a means of ensuring that there is a process of consultation with 
service users in relation to such exercises.  This is to be welcomed in order to 
achieve better outcomes for those using services. 

 

4  Are there any concerns that you have around the proposed legislation? 
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4.1   The success of the new partnerships will largely depend on effective joint 
strategic commissioning plans (JSCP).  It has already been acknowledged 
that housing plays a part in effective planning and Housing Contribution 
Statements (HCS) were introduced in 2012/13 as a way of highlighting the 
potential housing contribution to existing JSCPs.  This first round of HCSs has 
been reviewed by the Joint Improvement Team and various issues have been 
highlighted. Whilst we acknowledge the challenge that local partnerships 
faced in developing and agreeing HCSs within a short timescale we 
nevertheless think it important to take the opportunity to learn lessons from 
the exercise.   

4.2  The review found that although HCSs were submitted with partnerships’ 
JSCPs, only a minority actually integrated issues around improving housing 
and housing related services into the body of the JSCP.  There was a 
tendency for the HCS to appear as a “bolt on”.  HCS could be the key 
mechanism for linking Local Housing Strategies with JSCPs, and will be vital 
for the housing sector to play a strategic role in meeting the national 
outcomes associated with integration of health and social care.  The housing 
dimension of integrated planning needs to be dealt with within the JSCP 
rather than sitting on the margins. In other words, we believe the best place 
for housing to demonstrate its actual and potential contribution to improving 
outcomes for people within the health and social care system is through 
proper integration of housing issues within JSCPs.   

4.3    To further the integration of housing issues in JSCPs there needs to be a 
shared understanding of data relating to housing, health and social care, and 
a shared commitment to producing meaningful information from such datasets 
for planning purposes.  We note that a review of the guidance relating to 
Housing Need and Demand Assessment (HNDA)2   is currently underway. 
This will consider explicitly improvements needed to aid our collective 
understanding of the housing needs of vulnerable groups such as older 
people and those with particular needs, and we propose that revised HNDAS  
be regarded as part of the toolkit required for JSCPs. 

4.4  Together with ALACHO and SFHA, the JIT is currently surveying the sector to 
extend understanding of the housing sector’s experience of the first round of 
HCS. The review of HCSs submitted in March 2013 identified that these 
tended to consider housing with care and adaptations, but there was concern 
about a lack of focus on housing advice, lower level housing support services 
and other housing related services.   The sector, working with the Scottish 
Government will use the information obtained to provide feedback and advice 
to practitioners across the housing health and social care sectors on how the 
housing contribution to JSCPs might be improved. 

4.5  The Bill sets out integration across all adult age groups rather than simply 
older adults    and this seems appropriate given the experience of housing 
providers in deprived areas where the onset of long term conditions tends to 

                                                            
2 Housing Need and Demand Assessments are undertaken to assess local housing need and demand to inform 
the   development of local housing strategies and development plans. 
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happen at a lower age.  We note, however, that much of the Bill continues to 
focus solely on the needs of older people and suggest this should be 
addressed if the principles set out in the Bill are to be pursued effectively. 

4.7  Effective leadership at a local level will be crucial if the required change is to 
be implemented.  The role of social landlords as a community anchor at a 
local level could be fundamental to helping to link leaders within public bodies 
with local people and leaders in the voluntary sector and in community based 
organisations.  The Bill could be strengthened by requiring integration 
authorities to work with housing and the third sector as partners rather than 
simply adhering to principles to engage with ‘community and local 
professionals’.  As a comparison, there is currently in place a requirement that 
Reshaping Care for Older People Change Fund plans are signed off by four 
signatories: the NHS Board, the local authority, the third sector and the private 
sector.   We would urge that the housing sector be given formal recognition as 
a signatory for future integration plans in addition to the third sector. 

4.8   There is a lack of clarity about the elements of funding which will go into 
integrated budgets and the extent to which local authority budgets currently 
directed at housing related services, such as housing support for homeless 
people, will be expected to be part of this.  If each integration authority is left 
to decide this there is a risk that the financial context within which housing 
related services operate will become increasingly complex, to the detriment of 
the individuals who currently benefit from such services,  with an increased 
risk that the policy objectives set out in the Bill will not be achieved.  

4.9  Social landlords and many of the individuals they serve are already dealing 
with financial uncertainty resulting from welfare reform.  It will be important 
that the financial arrangements introduced under the Bill do not destabilise 
housing related services further. 

4.10  The HCG agrees with the planning and delivery principles as set out in the Bill 
(sections 4 and 25).  These are in line with those originally set out in the 
consultation document and have gained the support of housing professionals 
across the sector. The ‘housing sector’ has much to contribute to the 
objectives of integration and the opportunity to put this on a more secure 
footing should not be missed.  
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Local Government and Regeneration Committee 

Children and Young People (Scotland) Bill and Public Bodies (Joint Working) 
(Scotland) Bill 

Submission from NHS Ayrshire and Arran – Paper 1 
 
1. The potential benefits which might accrue from shared working 

arrangements, both for the organisations involved and for those in receipt 
of services; 

 
In June 2013 Ayrshire and Arran NHS Board approved the following:  
 

 
o The adoption of the body corporate model for the integration of health 

and social care, between Ayrshire and Arran Health Board and each of 
the three Ayrshire Local Authorities  

 
o The creation of a Transition Integration Board and thereafter a Shadow 

Integration Board in each Local Authority area to plan for the 
establishment of formal Health and Social Care Partnerships in North, 
South and East Ayrshire under the direction of Integration Joint Boards  

 
o The establishment of the post of Chief Officer for the North, South and 

East Ayrshire Health and Social Care Partnerships  
 

o The appointment process for the Chief Officer to each Health & Social 
Care Partnership.  

 
This process was mirrored by each of our Local Authority Partners through their own 
systems. It should be noted that Ayrshire and Arran Health Board has three Councils 
within its boundaries. 
 
A requirement of this model is the establishment of an Integration Joint Board in 
each partnership area. To progress this, arrangements are being made for a 
Transition Integration Board to be in place as soon as practicable followed by a 
Shadow Integration Board from 1 April 2014 with the Integration Joint Board being 
established by 1 April 2015, or in line with the timetabling as set out in the final 
legislation.  
 
As we progress we will continue to build upon our positive and well established 
relationships with our Local Authority partners. We anticipate that the establishment 
of the joint management teams will result in a number of benefits. 
 
 
Efficiencies and benefits are anticipated to arise as follows: 
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o The focus on outcomes (providing this is reflected in performance 
regimes) 

 
o The introduction of locality planning – this should streamline community 

engagement across the four sectors and maximise the opportunities for 
an assets based approach while engaging local users, carers and 
professionals in an agenda which is real for them.  It should also bring 
a sharper focus on tackling health inequalities 

 
o The principle of joint and equal responsibility – this should help reduce 

“hand offs” between the statutory agencies 
 

o The engagement of the third and independent sectors as strategic 
partners – this is already helping to shape effective plans in services 
for older people 

 
o A logical framework reflected in the flow of the Bill from the model of 

integration to the integration plan to the strategic plan with consistent 
integration planning principles throughout – this will bring a much 
higher level of consistency and focus to joint endeavour 

 
o Stronger working relationships with adult services resulting in a more 

family focused approach 
 

o Enhanced working relationships with our third sector partners   
 

o Improved information sharing. 
 
 
2. The rationale for having a separate approach in both Bills to establishing 

joint working arrangements. 
 
Although the subject matter of the Bills is different, there are significant similarities in 
the approach taken to achieve the underlying aim of integrated or shared services. 
Both Bills have implications for the development of shared services involving local 
government, the health service and other parts of the public service. We would 
accept that it is necessary to have two separate Bills given the subject matter but it 
would have had a number of advantages if the approaches could have been more 
closely aligned.  

 
3. In what area potential savings might arise? 
 
It is difficult to offer a definitive statement as children’s services in implementing 
GIRFEC (Getting It Right for Every Child) and the Early Years Collaborative have 
had a clear focus on integration and better joint working for a number of years, and 
we would anticipate that the implementation of the Children and Young People 



Agenda item 5  LGR/S4/13/22/5 
4 September 2013 
 

25 

 

(Scotland) Bill and Public Bodies (Joint Working) (Scotland) Bill would further 
enhance this process. We can however reasonably anticipate that savings would 
result from the following: 
 

o An improved approach to making investment and disinvestment 
decisions based on a clear process and evidence base and best use of 
integrated resources 

 
o Greater potential to reduce costs through a joint strategic 

commissioning process which is based on improving outcomes at both 
a strategic and individual level, supports effective service change and 
views issues from a user’s perspective 

 
o Enhanced processes for early identification and intervention for 

example:  
 
Effective and secure sharing of information within and between 
agencies is fundamental to the protection of children.  AYRshare is a 
mechanism for sharing information across partner agencies will lead to 
a more effective integrated approach to assessment, single child’s plan 
and common chronology ensuring we are compliant with the GIRFEC 
transformational change programme. It will link current computer 
systems and support business processes. Enabling coordinated and 
efficient support, well informed personnel working in partnership, 
enhancing our ability to achieve appropriate and timely interventions 
leading to improved outcomes.  

 
 

o Better outcomes for our Children and Young People 
 

o Enhanced information sharing (Specifically between Adult and 
Children’s services) 

 
o A more integrated strategic approach 

 
o More effective use of current resources (reducing any overlap in 

service delivery) 
 

o Significant potential to streamline services that are currently delivered 
by both the LA and Health. 

 
4. Whether there are any issues around the proposals covering consultation 

on, and development of, strategic plans/service plans between the 
respective areas involved? 

 
There is a need to ensure that staff are fully engaged and consulted in the decision 
making process leading to implementation, with regard to both Bills. A consistence of 
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approach across all staff groups is critical as is gaining commitment from staff which 
should be regarded as a marker for success. 
 
NHS Boards will require, in strategy, policy and performance to make explicit 
children’s rights and steps taken to comply with this section of the legislation.  This 
will require a culture shift across health services and whilst it is welcomed, it poses 
certain challenges. Further guidance on implementation and monitoring performance 
would be welcome and this would also help to support a consistent approach across 
the country. 

It is suggested there will be particular challenges for those who work in services 
where the adult is the primary receiver of care and their understanding as to 
compliance with children’s rights in practice is crucial to the implementation of the 
legislation.  In addition, health practitioners may face conflict in balancing the rights 
of adults receiving care with those of the adult’s children. 

NHS Boards will require clarity on the role of the corporate parent and the 
implications of this.  Consideration will need to be given to the role of adult health 
services in particular in relation to those 16-25 years and action taken to ensure they 
understand the legislation and the interface with vulnerable adult legislation.  
 
Concern about possible duplication of effort e.g., preparing a children’s services plan 
and a corporate parenting plan. We will be required under the new bill to produce 
individual children’s plans which will bring together all of the relevant information and 
resulting actions but we still have a requirement under the Education (Additional 
Support for Learning) (Scotland) Act 2004 for individual support plans.  
 
The Children and Young People’s Health Strategy for Ayrshire and Arran, sets out 
the broad vision for improving and promoting health, developing health services and 
addressing inequalities for children and young people in Ayrshire and Arran. This 
document forms the health chapter of each of our Local Authority partners Integrated 
Children’s Services Plans. This supports an equitable approach to meeting and 
addressing the health needs of our children and young people. Our plan for the 
establishment of three Health and Social Care Partnership’s in North, South and 
East Ayrshire has the potential to result in a significant variance in agreed priorities 
which may result in an inequitable approach.   
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Local Government and Regeneration Committee 
 

Children and Young People (Scotland) Bill 
 

Submission from NHS Ayrshire and Arran - Paper 2 
Background information 

 
 

1. Do you agree with the general principles of the Bill and its provision? 
 

  
Yes.  The general principles and provision are welcomed and follow on from 
the previous consultation on the Scottish Government’s proposals, 
responses made, and the Scottish Government’s subsequent response to 
these. 
 

2. To what extent do you believe that the approach being proposed in the 
Bill will achieve its stated policy objectives? 
 

  
The Bill sets out a coherent framework within which integration can be 
progressed but leaves room for local partnerships to develop “best fit” 
solutions within statutory boundaries.  It is felt that this strikes a good balance 
and it is believed will help to achieve the stated policy objectives.   
 
The extent to which the stated policy objectives will be achieved will be 
largely determined by two factors: (1) moving from a focus on outcomes at a 
high strategic level to personal outcomes for individuals to ensure 
seamlessness at point of service delivery (2) effective locality plans which 
link to, and heavily influence the Integration Authority strategic plans. 
 

3. Please indicate which, if any, aspects of the Bill’s policy objectives you 
would consider as key strengths. 
 

  
The coherence of the policy objectives is a key strength.  They will have to 
be followed through at a personal and locality level supported by an 
approach which values enablement and coproduction. 
 
Aspects of the policy memorandum are welcome reminders: 
 

 “Integration is not an end in itself – it will only improve the experience 
of people using services when partner organisations work together to 
ensure that services are being integrated as an effective means for 
achieving better outcomes”; 
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 “legislation alone will not achieve the scale or improvement that is 

required . . . Leadership is key, locally and nationally . . .” 
 
 
 
 
 

4. Please provide details of any areas in which you feel the Bill’s 
provisions could be strengthened. 
 

  
It may be that the following will be picked up in regulations etc but as it 
stands, the Bill could be strengthened in the following areas: 
 

a) public accountability arrangements – section 33 mentions a 
performance report.  It may be helpful to link this to a focus on 
outcomes for avoidance of doubt; 
 

b) statutory public engagement responsibilities – for instance it would be 
helpful to clarify the position of Public Partnership Forums (PPFs).  In 
Ayrshire, the PPFs have proven to be very effective support to public 
engagement arrangements across the totality of health provision; 
 

c) consultation arrangements – various references are made to issues 
such as the preparation of the integration plan but there is a 
substantive issue to be addressed concerning any implications for 
consultation arrangements in relation to proposals for service change 
made by the Integration Authority; 
 

d) following on from this, it may be helpful to clarify approval processes 
in instances where a strategic plan proposes major service change.  In 
particular whether the Cabinet Secretary will continue to hold what 
would effectively be veto powers over the Integration Authority’s plans; 
 

e) whilst it is helpful that the Bill makes consistent reference to 
integration planning principles these are silent on the need to ensure 
effective clinical / care governance;  
 

f) staff governance is a statutory requirement of NHS Boards and the Bill 
is fairly silent on what arrangements (if any) Integration Authorities will 
be required to put in place. 
 

g) there is a need to be more explicit about how the Integration Authority 
will be scrutinised jointly, by external scrutiny agencies; 
 

h) in terms of analytical review of the Bill as a whole, there may be a 
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case for considering whether the balance between what is on the face 
of the Bill and what will be in regulations could be improved.  For 
instance while regulations will define the scope of integration, it is on 
the face of the Bill that the responsibilities of a Chief Officer are 
subject to the agreement of Scottish Ministers.  

 
 
 
 
 
 

5. What are the efficiencies and benefits that you anticipate will arise from 
your organisation from the delivery of integration plans? 
 

  
Efficiencies and benefits are anticipated to arise as follows: 
 

o the focus on outcomes (providing this is reflected in performance 
regimes); 
 
 

o the introduction of locality planning – this should streamline 
community engagement across the four sectors and maximise the 
opportunities for an assets based approach while engaging local 
users, carers and professionals in an agenda which is real for them.  It 
should also bring a sharper focus on tackling health inequalities; 
 

o the principle of joint and equal responsibility – this should help reduce 
“hand offs” between the statutory agencies; 
 

o the engagement of the third and independent sectors as strategic 
partners – this is already helping to shape effective plans in services 
for older people; 
 

o a logical framework reflected in the flow of the Bill from the model of 
integration to the integration plan to the strategic plan with consistent 
integration planning principles throughout – this will bring a much 
higher level of consistency and focus to joint endeavours; 
 

o an improved approach to making investment and disinvestment 
decisions based on a clear process and evidence base and best use 
of integrated resources; 
 

o greater potential for a joint strategic commissioning process which is 
based on improving outcomes at both a strategic and individual level, 
supports effective service change and views issues from a user’s 
perspective. 
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6. What effect do you anticipate integration plans will have on outcomes 

for those receiving services? 
 

  
Integration plans will bring a rigour to setting out what the Partnership is 
responsible for and how it will be funded.  Coupled with the strategic plan 
setting out how the Partnership will deliver its responsibilities it will give 
greater transparency to how all of this directly relates to improving outcomes.  
Crucially, however, it must also link to effective locality plans which should 
capture how refreshed relationships between the statutory, third and 
independent sectors and local communities can also improve outcomes. 
 
 

7. Other Comments 
 

 There will be a need to ensure that there is sufficient Non-Executive Director 
capacity within NHS Boards to support the effective running of the Integration 
Authorities.  This may be a particular challenge for NHS Boards with several 
Local Authorities within their Board area. 
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Local Government and Regeneration Committee 

Children and Young People (Scotland) Bill and Public Bodies (Joint Working) 
(Scotland) Bill 

Submission from North Ayrshire Community Planning Partnership 
 
 
5. The potential benefits which might accrue from shared working 

arrangements, both for the organisations involved and for those in receipt 
of services; 

 
The Public Bodies (Joint Working) (Scotland) Bill requires local authorities and health 
boards to adopt formal partnership arrangements.   In June 2013 the Council and the 
Health Board approved proposals to move forward with a “Body Corporate” model.  
A Chief Officer for the partnership will be jointly appointed in the Autumn, and a joint 
committee will be established to oversee the development of the partnership with a 
view to this taking operational responsibility from April 2014.   We envisage there will 
be a joint management team established before this date.   The immediate benefits 
will relate to shared management and accommodation.   As we progress with our 
strategic plan we expect to identify agreed priorities for the partnership in relation to 
joint service delivery.   This will result in the identification of further benefits for both 
organisations. 
 
Public Sector and Third Sector partners should work together at a local level with the 
aim of realising an increased share of public sector expenditure for the Third Sector  
through engagement in service design, commissioning and procurement activities.  
 
Strategic commissioning provides the basis for assessing and forecasting needs, 
agreeing desired outcomes, considering options, planning the nature, range and 
quality of future services and working in partnership to put these in place. 
 
By bringing other partners resources into the mix in a more meaningful way, this 
could improve CPPs more widely and would help pave the way for the Community 
Empowerment and Renewal Bill. 
 
Within the Children and Young People (Scotland) Bill, the proposal is to strengthen 
children’s planning and to reinforce the development of integrated service delivery 
across the range of partners.   While we welcome an approach that streamlines 
planning for children we are concerned about possible duplication of effort e.g., 
preparing a children’s services plan and a corporate parenting plan (rather than 
incorporating the latter into the former).   We are also concerned that any crossover 
with the ASN legislation needs to be dealt with if the landscape is to be clarified 
especially around the need for a separate child’s plan. 
 
In terms of the benefits to those in receipt of service, we are clear that this is the 
main driver behind both pieces of legislation.   In North Ayrshire we intend to place 
our Social Services children and families service within the Health and Social Care 
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Partnership and we believe this will strengthen our service delivery to vulnerable 
children by working closely with services provided to their parents/carers e.g., mental 
health and substance misuse.    At the same time we will ensure that the links 
between the universal services within health and education are strengthened and we 
have a programme to deliver prevention and early intervention initiatives across the 
children’s services partnership.   This involves social work and health staff being 
located with early years staff.   We already have co-located services with Police 
Scotland. 
 
We have identified a range of outcomes across all care groups and would intend to 
identify our priorities for development and implementation within both our HSCP 
integration plan and our Children’s Services Plan.   For example,  
 
Older People 

 Through integrated teams working locally. 
 

Outcomes 
 Prevent hospital admissions 
 Sustain people safely at home 
 Maximise independence. 
 Reduce social isolation. 
 Support Carers. 

 
Vulnerable Children 

 Through co-located teams including social workers/health visitors/early years 
staff/teachers. 

 Through specific joint initiatives. 
 
Outcomes 

 Sustain more children at home. 
 Improve outcomes for children who are neglected. 
 Reduce admissions to residential schools. 
 Maximise independence for children with disabilities. 
 Improve transition between child and adult services. 
 Improve support to families and carers. 

 
These are two examples of our current considerations.   The key aspect will be how 
we implement our redesigned services to reduce barriers from the point of view of 
those who use the services. 
 
6. The rationale for having a separate approach in both Bills to establishing 

joint working arrangements. 
 
Presumably the difference in approach relates to the difference in the range of 
partners involved in adult and children’s services.    There are particular issues about 
the need for clear partnership agreements between the universal services of health 
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and education.   The HSCP shares a common client/patient group within adult 
services and a common client/patient group of vulnerable children. 
 
7. In what area potential savings might arise? 
 
In relation to the Public Bodies (Joint Working) (Scotland) Bill, this is a difficult 
question to answer at this stage and is one of the difficulties within integration.  Local 
authorities have made substantial savings over the past four years, while the NHS 
has been protected.  This is likely to mean the level of savings available without 
affecting operational capacity will be less for local authorities.  It will be a challenge 
to maintain costs within existing budgets. Therefore our key benefit must come from 
integration through i) reducing duplication at the point of service delivery and 
streamlining some senior management, but mostly middle management; ii) improved 
deployment of resources as a result of better planning; iii) implementation of the 
neighbourhood planning approach so that services are focused on the areas where 
they will have the biggest impact; and iv) common priorities.  
 
We are also considering how the range of ‘support services’ required by health and 
social services would be best delivered.  At this stage it is not possible to say if this 
will lead to efficiencies or if  in fact some may require additional initial investment 
‘Support services’ include;  Finance;  Human Resources;  Legal Services;  IT and 
Property; Facilities Management.   
 
Further savings or investment redirection will be achieved as the partnerships 
progress. 
 
We have developed a range of initiatives to improve services to elderly people 
through the Older People’s Change Fund. 
 
For the past two years we have also been funding a range of prevention and early 
intervention initiatives for children which we are tracking in relation immediate impact 
and efficiencies down the line. 
 
We would be happy to provide further information if the committee was interested. 
 
8. Whether there are any issues around the proposals covering consultation 

on, and development of, strategic plans/service plans between the 
respective areas involved? 

 
The main issue in relation to consultation and development of plans will be around 
timing to ensure we do not duplicate effort or create consultation fatigue.  There will 
be clear structures established within the HSCP to involve the full range of 
stakeholders and we will need to utilise these as far as possible.   We have 
developed a “neighbourhood planning approach” within North Ayrshire which brings 
together all the Community Planning partners.   We would see this as a key way of 
reducing disruption and maximising synergy.  We believe this approach fits with the 
requirements of both Bills. 
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ANNEXE B 
 

Local Government and Regeneration Committee 
 

Children and Young People (Scotland) Bill 
 

Submission from Association on Directors of Education in Scotland  
 
 

Part 3  Children’s Services Planning 
 

1. We support the requirement, the aims and the process indicated for the 
Children’s Services Plan. However, in section 13, we believe that the prime 
aim should be to focus on the outcomes for children and young people rather 
than the mechanisms for planning.  

 
2. In relation to guidance in Children’s Services Planning, it would be important 

to ensure that there are long term evaluations of the impact on children and 
families rather than reportable short term proxy measures which may divert 
attention from the long term aims of the legislation.   

 
3. We have significant concerns around section 17 and the default powers of the 

Scottish Ministers.  This appears to be focussed almost entirely on the role of 
Scottish Ministers to change structures and to direct resources rather than a 
consultative and meditative role where they feel that Councils and Health 
Boards are not achieving best outcomes required for children.  This has 
significant implications for local authorities which were not made explicit 
during the consultation period. 

 
4. There is no suggestion anywhere else in the document that joint boards are a 

prerequisite for effective Children’s Service Planning. As an organisation with 
particular interest in education we would have concerns that decisions could 
be made to divert resources from this function to support underfunded 
pressures in other areas of children’s services. This would appear to be 
increased centralisation of decision making which does not sit comfortably 
with local democratic responsibility for services. 

 
 
Association on Directors of Education in Scotland  
August 2013 
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Local Government and Regeneration Committee 

Public Bodies (Joint Working) Bill 

Submission from Argyll and Bute Council 

 
1. I refer to your letter of 26th June and would offer the following comments which 

have not been formally considered by the Council given the timescale for reply 
but nevertheless I trust that it will be helpful. 

2. Argyll & Bute Council welcomes the introduction of the Bill, whilst recognising the 
challenges, going forward, that are inevitable during a period of transformational 
change. 

3. The key objectives identified by the Christie Commission and the intent of the Bill 
provide us with the impetus to make the changes required to deliver our vision for 
the people of Argyll & Bute. The remote and rural nature of this area means that 
we have already, of necessity, developed a strong Health and Care Strategic 
Partnership that supports many excellent, and some award winning, integrated 
services. Through Reshaping Care for Older People (RCOP) and the move to 
Joint Commissioning we have further enhanced that partnership by fully involving 
the Third and Independent sectors as equal partners on the RCOP Project Board 
and in all of the associated workstreams. 

4. Over the last 4 years we have developed a comprehensive joint reporting 
framework for adult care services, with monthly reporting that both informs 
strategic decision making and supports pro-active operational management.  

5. We recognise that both service delivery and performance reporting need to 
continue to move towards an outcome-focussed approach, going forward. We 
have recently hosted presenters from the Swedish Esther Network and we are 
considering how we can implement that model in Argyll & Bute. 

6. Implementation of joint working will require a major culture change for both the 
Local Authority and our NHS colleagues, there will need to be changes in 
behaviours and attitudes and a willingness to overcome obstacles, driven by 
strong and enthusiastic leadership. We need to improve on staff and community 
involvement and overcome risk aversion to achieve truly customer-led service 
delivery. We also face financial and logistical challenges, particularly given the 
rurality of our environment; however, it is clear that unless we achieve both 
economies of scale and economies of skill, through this opportunity for joint 
working, we will not be able to meet the demographic-demand challenges of the 
future. 
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7. At present we are looking towards a Body Corporate model of implementation. 
We have appointed a project team to scope the Council’s position and inform our 
Elected Members and we look towards commencing joint planning for integration, 
with our NHS colleagues, in the early autumn.  

8. The Argyll and Bute Council has supported the Children and Young People Bill 
through the COSLA consultations.  In particular the Council welcomes the: 

 Emphasise on Children and Young People’s Rights   
 Promotion of GIRFEC principles (child’s plan and named professional)   
 Extension of early years support (minimum 600 hours for 3 and 4 year 

olds) 
 Improving permanence planning and LAC outcomes (right of care 

leavers to be assessed for support until their 25th year) 
 Defining of corporate parenting and the duties of the corporate parent 

9. The Council are, however, cautious as to the accuracy of the take up 
assumptions and the actual cost of implementation. The position taken by CoSLA 
in subsequent negotiations with the Scottish Government in respect of the 
financial arrangements reflects these concerns in detail and highlights 
discrepancies in funding for local government in comparison with recurring 
funding arrangements for the NHS. The Council are also concerned that there 
are proposals similar those in the recent Bill on Health and Social Care 
integration to give Ministers powers to establish Joint Boards, including the  
transfer of staff and functions from councils and Health Boards, if both sides fail 
to deliver integrated children’s services planning as set out in the Bill. 

10. I would highlight the following link to further detail of the council’s position in 
relation to the Children and Young Persons Bill: 

http://www.argyll-
bute.gov.uk/moderngov/documents/s76212/Childrens%20Bill%20Report%20April%2
02013.pdf 

 

Roddy McCuish 

Leader 
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Local Government and Regeneration Committee 

Children and Young People (Scotland) Bill and Public Bodies (Joint Working) 
(Scotland) Bill 

Submission from Audit Scotland on Behalf of the Auditor General for Scotland and 
the Accounts Commission 

 

Introduction 

1. Audit Scotland is the public sector audit agency undertaking the external audit of the 
majority of public sector bodies in Scotland. We do this on behalf of the Auditor 
General for Scotland (for the NHS and central government) and the Accounts 
Commission (for local government). We provide this written evidence to assist the 
Local Government and Regeneration Committee with its interest in the Public 
Bodies(Joint Working) (Scotland) Bill and the Children and Young People (Scotland) 
Bill and their potential impact on local authority functions and partnership/joint 
working. 

2. The Auditor General and the Accounts Commission welcome the opportunity to 
comment on the implications of the Bills and how the joint working arrangements 
established by them will link with the work of Community Planning Partnerships 
(CPPs). 

Issues highlighted in audit work 

3. This response draws on a wide range of audit work, in particular our report on 
Improving Community Planning in Scotland (March 2013). This report highlights that 
there is now a renewed focus on community planning which provides a clear 
opportunity to deliver a step change in performance. This will require strong and 
sustained shared leadership. There are many examples where joint working is 
making a difference for specific communities and groups across Scotland. However, 
our report concluded that overall, and ten years after community planning was given 
a statutory basis, CPPs are not able to show that they have had a significant impact 
in delivering improved outcomes across Scotland. 

4. Over a number of years, Audit Scotland has highlighted the need to improve how 
public services work together to meet the needs of the people of Scotland and make 
the best use of available resources. We have highlighted in several reports the need 
for barriers to partnership working to be addressed. It is encouraging that both the 
Public Bodies (Joint Working) (Scotland) Bill and the Children and Young People 
(Scotland) Bill seek to address these problems. However, questions remain about 
the implications for CPPs and the responsibilities of local government from the 
introduction of these Bills. 

5. There are a series of key issues not addressed within the Bills or the associated 
documents, and further information is needed to understand how these changes will 
work in practice. Significantly, the relationship between CPPs and the new integrated 
health and social care arrangements (through the Public Bodies (Joint Working) 
(Scotland) Bill) and changes to children’s services (through the Children and Young 
People (Scotland) Bill) are not clear. 
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6. There is a need for a clear articulation of how these new arrangements fit with CPPs. 
We noted in Improving Community Planning in Scotland that: 

“There is a risk that wide-ranging reforms of public services in Scotland creates 
tensions between national and local priorities for change. Significant changes are 
under way aimed at integrating health and social care services, creating national 
police and fire services and regionalising colleges, all of which are important 
community planning partners. It is essential that those who lead and manage 
local public services work together to ensure that they are providing public 
services in ways that make sense locally, while delivering the stated intention of 
the reforms. Equally, the Scottish Government has a key role to play by: 

 ensuring ‘joined-up’ approaches to reform across government 

 clearly and consistently setting out how it expects services to be provided 
in an integrated way 

 streamlining policy guidance and arrangements for measuring 
performance across different parts of the public sector, and making sure 
they are consistent with each other. 

At present, it is not clear how important aspects of the community planning 
review and health and social care integration developments are being integrated. 
For example, how policy guidance on governance and accountability 
arrangements is being coordinated and how performance reporting requirements 
will be aligned.” 

7. It is still unclear, now the Public Bodies (Joint Working) (Scotland) Bill has been 
published, how some of these tensions will be resolved. There are similar issues with 
the Children and Young People (Scotland) Bill, for example, how the requirement to 
produce a children’s services plan will fit with the work of the CPP in each local area. 

8. It essential that sound governance and accountability arrangements are in place, 
that organisations are able to respond flexibly to local needs and that there is some 
national monitoring of progress in improving services in line with policy intentions. 
Any new governance and accountability arrangements should be effectively aligned 
with existing arrangements. 

9. The new integrated arrangements will be responsible for directing significant 
resources, representing a significant proportion of local government services. Under 
the Public Bodies (Joint Working) (Scotland) Bill, the new integrated partnerships 
may opt to include other services, such as services for children. Given the potential 
scale of these integrated arrangements, in terms of both the resources involved and 
the policy areas covered, it is even more important that the links to CPPs are clear 
and fully understood. There are also tensions between the introduction of a statutory 
partnership for health and social care services and the non-statutory CPPs. We have 
provided more detailed written evidence to the Health and Sport Committee to assist 
its scrutiny of the Public Bodies (Joint Working) (Scotland) Bill which you might find 
helpful. (Full submission set out in appendix 1). In relation to the Public Bodies (Joint 
Working) (Scotland) Bill, it is unclear how the external audit function will be funded 
and arranged and how it will work in practice. In taking forward the new 
arrangements, consideration will need to be given to audit committee and scrutiny 
arrangements, alongside the external audit issues we have raised.  

10. The Public Bodies (Joint Working) (Scotland) Bill gives Ministers powers to make 
certain decisions about how services are planned and delivered locally, including 
powers to issue directions to local authorities, health boards or integration joint 
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boards, about the functions related to the Bill, or in the integration plan. These 
powers are significant and need to be carefully considered given the unique position 
of local government as democratically accountable to their local communities.  

11. The Children and Young People (Scotland) Bill covers a wide range of services for 
children.  The Bill includes provisions for enforcement, which state that if a local 
authority or health board do not comply with the planning requirements or with 
Ministerial guidance about these plans then Scottish Ministers can transfer their 
children’s services planning function to other health boards or local authorities or 
require joint boards to be established to plan services.  This has significant 
implications for local authority services and needs to be considered further in taking 
forward the new arrangements.  We note that the extent of the proposed ministerial 
powers set out in the Bills are different, with the powers in the Children and Young 
People (Scotland) Bill greater than those indicated in the Public Bodies (Joint 
Working) (Scotland) Bill. 

12. There is significant overlap between the agencies involved in CPPs and those who 
will need to be involved in the arrangements set out in the Bills. This is another 
reason why there needs to be clarity about the role of various organisations in these 
joint working arrangements, their focus and how their performance will be measured, 
in order to make best use of resources in the local area. There is a risk that this may 
lead to duplication and a cluttered partnership landscape if this is not fully 
addressed. 

13. Links between various performance management and reporting arrangements are 
unclear, for example, how the children’s services plan will link to the Single Outcome 
Agreement for each CPP. There are lessons to be learned from other partnership 
arrangements. When commenting on Community Justice Authorities in An Overview 
of Scotland’s Criminal Justice System, we noted: 

“Although CJAs were established in 2007, there are no agreed measures to 
assess their performance or impact. As a result, CJAs use a range of different 
performance indicators developed locally with different systems for reporting and 
presenting data. CJAs have recently agreed to improve information sharing and 
to look at developing a common set of core measures and associated information 
requirements.  

The lack of agreed performance indicators across the range of services designed 
to reduce reoffending means the cost-effectiveness of different local projects 
cannot be compared.” 

14. Any outcome measures must be transparently reported and available to the public 
and this information should be used to drive improvement. National measures are 
useful but partners also need a mechanism for ensuring local needs and priorities 
are met and for measuring the difference that specific services are making to the 
individual. 

15. Finally, the Committee is interested in views about the impact on local authority 
functions.  It is difficult to be specific about the potential impact from the Public 
Bodies (Joint Working) (Scotland) Bill, given the needed for further details in key 
areas (see appendix 1).  The Children and Young People (Scotland) Bill will 
potentially have a significant impact on local authority services.  This includes 
specific changes, such as increasing early learning and childcare, but also the 
potential for a major change in how services are controlled, through the ministerial 
powers noted above. 
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Further information 

16. We hope that you find our comments helpful and should you require any further 
information please contact Fraser McKinlay, Director of Performance Audit and Best 
Value, Audit Scotland, 18 George Street, Edinburgh, EH2 2QU, e-mail 
fmckinlay@audit-scotland.gov.uk. 
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Appendix 1  

 

SCOTTISH PARLIAMENT HEALTH AND SPORT COMMITTEE 
 

PUBLIC BODIES (JOINT WORKING) (SCOTLAND) BILL 

 

WRITTEN SUBMISSION BY AUDIT SCOTLAND ON BEHALF OF THE AUDITOR 
GENERAL FOR SCOTLAND AND THE ACCOUNTS COMMISSION 

 

Introduction 

1. Audit Scotland is the public sector audit agency undertaking the external audit of 
the majority of public sector bodies in Scotland. We do this on behalf of the 
Auditor General for Scotland (for the NHS and central government) and the 
Accounts Commission (for local government). We provide this written evidence 
to assist the Health and Sport Committee’s scrutiny of the Public Bodies (Joint 
Working) (Scotland) Bill. 

Background 

2. The Auditor General and the Accounts Commission welcome the opportunity to 
comment on the Public Bodies (Joint Working) (Scotland) Bill and to contribute 
to the future integration of adult health and social care in Scotland. This 
submission refers to the experience and audit evidence gathered through the 
work Audit Scotland has carried out on our behalf. This response draws on a 
wide range of audit work, but in particular Audit Scotland’s reports on Review of 
Community Health Partnerships (June 2011) and Commissioning social care 
(March 2012). 

3. The Committee invites comments on a number of questions and we have 
focused our response around them. 

 

Question 1: Do you agree with the general principles of the Bill and its 
provisions? 

4. We support the principle that public services should be designed around the 
needs of the service user, and that public bodies should seek to overcome the 
organisational barriers that get in the way of delivering seamless integrated 
health and social care. Over a number of years, Audit Scotland has highlighted 
the need to improve how health and social care services work together to meet 
the needs of the people of Scotland. It is essential that services are able to work 
well together to respond to needs whilst making the best use of existing 
resources and delivering high quality services. We have highlighted in several 
reports the need for barriers to partnership working to be addressed and the 
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importance of having a joint vision and clear priorities for the use of shared 
resources. It is encouraging that the Bill seeks to address these problems.   

5. In our previous report on Community Health Partnerships (CHPs), we 
highlighted that a more systematic and joined-up approach to planning and 
resourcing health and care services is needed to ensure that health and social 
care resources are used efficiently. We saw few examples of good joint planning 
underpinned by a comprehensive understanding of the shared resources 
available. This message was echoed strongly in our work on Commissioning 
social care where we found slow progress with strategic commissioning and 
limited joint working. One of our concerns about CHPs related to their lack of 
strategic influence over how resources were used in the local area. The 
principles in the Bill aim to improve these issues, however, the change needed is 
significant and this is a challenging agenda. 
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Question 2: To what extent do you believe that the approach being proposed 
in the Bill will achieve its stated policy objectives?  

6. The Bill requires NHS boards and councils to work together to meet the needs of 
the people in the local area. There are specific aspects of the Bill that should 
address some of the concerns we have raised in previous audit work and help to 
achieve the stated policy objectives. In particular, the obligation to prepare, 
publish, monitor and report against a local integration plan, and involve and 
consult with service users and carers in developing the plan, should provide a 
focus for driving forward the policy intention of the legislation. The extent to 
which this will be effective will be dependent at least in part on the quality and 
effectiveness of local leadership and the commitment of local partners to the 
plan and to the delegation and sharing of resources. Similarly, the role of the 
Integration Joint Monitoring Committee will be important in providing oversight 
and challenge. 

7. However, the change needed is significant and there are some areas of the Bill 
where more detail is needed. 

 It is not clear from the Bill how local people will be engaged in the changes 
proposed, whether the new partnerships will be central or local government 
bodies and how audit arrangements will operate. 

 To date, GPs, clinical professionals and social care staff have not been fully 
involved in service planning and resource allocation for health and social 
care services. The lack of influence that CHPs have had over overall 
resources has been a barrier to professional staff engaging with CHPs. This 
needs to be addressed because these professional staff influence a large 
proportion of the health and care budget as a result of their decisions. The 
role of professionals is unclear in the Bill. 

 The Bill provides little detail about how locality arrangements might work in 
practice. There needs to be a real contribution from professional staff groups 
to informing how resources are used and services improved. 

8. In our report on Community Health Partnerships, we highlighted that partnership 
working between one or more organisations is challenging due to the differences 
in accountability arrangements and differences in organisational cultures, 
planning and performance and financial management. The proposals set out in 
the consultation appear to address some of these challenges but greater clarity 
is needed in some areas, include how acute NHS resources will be affected and 
how funds will flow via the new arrangements. The real test will be how the 
partnerships work in practice.  

9. There are lessons to be learned from other partnership arrangements. When 
commenting on Community Justice Authorities in An Overview of Scotland’s 
Criminal Justice System, we noted: 

“Although CJAs were established in 2007, there are no agreed measures to 
assess their performance or impact. As a result, CJAs use a range of 
different performance indicators developed locally with different systems for 
reporting and presenting data. CJAs have recently agreed to improve 



 

Agenda item 5  LGR/S4/13/22/5 
4 September 2013 

 

44

information sharing and to look at developing a common set of core 
measures and associated information requirements.  

The lack of agreed performance indicators across the range of services 
designed to reduce reoffending means the cost-effectiveness of different 
local projects cannot be compared.” 

10. The proposals set out in the Bill seek to avoid some of the above limitations, for 
example, the expectation that the local strategic plan will have regard to national 
health and well-being outcomes should ensure a greater focus on performance 
expectations. 
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Question 3: Please indicate which, if any, aspects of the Bill’s policy 
objectives you would consider as key strengths  

11. Our reports on CHPs and Community Planning Partnerships (CPPs) highlight 
the importance of applying certain key principles to underpin successful 
partnership working. It is encouraging that the Bill recognises the importance of 
these key issues, including the need for leadership, vision, clear roles and 
responsibilities and for risks to be identified and managed. Accountability 
arrangements and processes also need to be clear. Partners should have a 
shared understanding about what success looks like and that there are 
arrangements in place to monitor and publically report on progress. Although 
these issues are identified in the Bill, this needs to be an area of focus when the 
Bill is implemented. 

12. We have commented in a number of our reports about the lack of joined-up, 
transparent and comparable performance measures for health and social care 
services. This makes it very difficult to build a clear picture of relative 
performance and does not help the public or the Scottish Parliament to be 
assured about the quality and efficiency of the service. Therefore, we welcome 
the proposal for a set of nationally agreed outcome measures.  When taking the 
Bill forward, it is important to be clear how these new measures will fit with 
existing frameworks such as Single Outcome Agreements (SOAs) and HEAT. 

 

Question 4: Please provide details of any areas in which you feel the Bill’s 
provisions could be strengthened  

13. There are a number of key issues not addressed within the Bill or associated 
documents, and further information is needed to understand how these changes 
will work in practice. If these issues are not addressed in the Bill, they need to 
feature in subsequent implementation guidance. These issues fall into six main 
areas: 

 Resources. In previous audit work we have highlighted that, for successful 
partnership working, it is essential that budgets and resources are clearly 
set out and agreed by all partners. The partners should be clear about the 
rationale for how money is allocated and spent, and efficiencies should be 
sought through sharing of resources and improved ways of working. There 
needs to be transparency about how devolved budgets have been 
determined and what resources are included in the devolved budget. Our 
work has shown that these key principles have not been applied fully in 
partnerships in Scotland to date. 

 

From the information in the Bill, there are clear potential risks and tensions 
around how organisations will determine which budgets will be included in the 
integrated budget and the implications of this for their own governance and 
accountability arrangements. It is essential that there is clarity at a local level 
about governance and accountability arrangements and how risks will be 
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identified and managed, and that there are effective dispute resolution 
arrangements in place. There is no minimum requirement for resources or 
services to be included in the new arrangements. This creates a risk of significant 
differences of approach across the country. 

 

Linked to this point, it is unclear from the Bill the role that other policy areas will 
play, specifically housing.  It is important that the new arrangements maximise 
the valuable contribution that housing can play in improving care and support for 
older people. More details on how self-directed support and personalisation of 
care will be addressed through the new partnerships would also be useful. 
 

 Links between health and social care integration and Community Planning. 
The relationship between the new partnerships and the existing Community 
Planning Partnerships (CPPs) is not clear from the Bill. There is a need for a 
clear articulation of how these new arrangements fit with CPPs given the 
significant leadership and co-ordinating role for local public services that the 
Scottish Government/COSLA see for CPPs in their Statement of Ambition for 
Community Planning and Single Outcome Agreements. That document identifies 
community planning arrangements as being at the core of public service reform 
and ‘providing the foundation for effective partnership working within which wider 
reform initiatives, such as the integration of health and adult social care… will 
happen.’ Specifically it is not clear how accountability and 
outcomes/performance management will link between CPPs and the new health 
and social care partnerships. It essential that sound governance and 
accountability arrangements are in place. Any new governance and 
accountability arrangements should be effectively aligned with existing 
arrangements to avoid further complicating approaches to governance and 
accountability - we noted in our report on Community Health Partnerships that: 

“Approaches to partnership working have been incremental and there is a 
cluttered partnership landscape. CHPs were set up in addition to existing 
health and social care partnership arrangements in many areas. This has 
contributed to duplication and a lack of clarity of the role of the CHP and 
other partnerships in place in a local area. There is scope to achieve 
efficiencies by reducing the number of partnership working arrangements”  

Given that the new integrated arrangements will be responsible for significant 
resources, and may opt to include other services, such as services for children, 
it is even more important that the links to CPPs are clear and fully understood. 

 Implications for audit and scrutiny arrangements. The Bill does not set out 
whether the corporate body will be a local government or central government 
body. This has significant implications for financial arrangements and for the 
audit function. There are other potential issues for auditing and other scrutiny 
arrangements because of these changes. Specifically, if local partners opt to 
establish a body corporate there will be implications for internal and external 
audit arrangements. For example, the VAT status of the new body will need to 
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be clarified. These issues have implications for audit and inspection 
arrangements as well as Parliamentary scrutiny. Furthermore, there are different 
budgeting cycles for NHS and Local Government bodies. It is also unclear from 
the Bill and associated documents, how the external audit function will be funded 
and arranged and how it will work in practice. In taking forward the new 
arrangements, consideration will need to be given to audit committee and 
scrutiny arrangements, alongside the external audit issues we have raised. 
There is a need for more detail on how these integrated services will be 
regulated and inspected through the work of Healthcare Improvement Scotland 
and the Care Inspectorate to ensure that there is appropriate independent public 
assurance about the performance of the new partnerships. 

 Governance arrangements. The Bill sets out plans for a Chief Officer. This 
addresses one of our concerns that the existing CHP model was not given 
sufficient powers and authority to lead on key decisions about how resources 
are used in the local area. However, there are challenges and tensions with this 
proposed approach and the role and remit of the Board of the NHS board and 
the council elected members. There needs to be clear arrangements for any 
disagreements between the partners, including disagreements about finances, 
services, performance, and leadership to be resolved. The Chief Officer may be 
accountable for significant resources; therefore, the leadership dynamic within 
both the NHS board and the Local Authority will be shifted by this arrangement. 
It is essential that there is more clarity about how the Chief Officer will report into 
the NHS board and into the Local Authority, and that clear performance 
management and accountability arrangements are put in place. 

 The role of health and care professionals. The Bill recognises the importance 
of health and social care professionals being at the heart of making the 
partnerships a success.  However, there is a lack of detail on how this will work 
in practice. We recognise the need for a degree of local flexibility to allow 
partnerships to respond to local needs, but we have noted in previous audits that 
historically these professional groups, such as GPs, have not played a key role 
in partnership working to date. Their involvement will be critical to the success of 
the new arrangements. 

 Ministerial powers. The Bill gives Ministers wide-ranging powers to make 
certain decisions about how services are planned and delivered locally, including 
powers to issue directions to local authorities, health boards or integration joint 
boards, about the functions related to the Bill, or in the integration plan. These 
powers are potentially significant, in particular in relation to the role and 
responsibility of local government. For that reason, more information on the 
circumstances in which Ministers might seek to exercise these wide-ranging 
powers would be useful. 

 

Question 5: What are the efficiencies and benefits that you anticipate will 
arise for your organisation from the delivery of integration plans?  

14. The new arrangements will require NHS boards and councils to improve and 
share information on how resources are used locally for specific groups within 
the local community.  Audit Scotland has highlighted a number of gaps in 



 

Agenda item 5  LGR/S4/13/22/5 
4 September 2013 

 

48

information which could be addressed through this approach. Specifically, we 
have highlighted previously a lack of information on community services to 
inform how best to use shared resources for the local area. The new 
arrangements may make it easier for health and social care providers to see 
their services as part of a single system of care, making it easier to reduce 
overlaps and to ensure that people receive the care they need, while best use is 
made of existing resources. 

15. We recognise the major challenge in integrating health and social care services. 
We have previously commented that there has been no large-scale shift in the 
balance of care to community services and on the lack of joint resourcing in 
Scotland, and consider that many partnerships will find agreeing on the 
resources to devolve to the integrated budget difficult. Our recent report on 
Commissioning social care found that there was a way to go to develop how 
services are planned and commissioned within a single agency, not least 
between partners. This will be a major change for partners and require strong 
leadership, investment and support to make the change. 

 

Question 6: What effect do you anticipate integration plans will have on 
outcomes for those receiving services? 

16. The intention from the Bill is for a clear change to how services are planned and 
managed as a result of the proposals. The Scottish Government, and local 
agencies, will need to consider the potential cost implication of these changes 
and the impact on professional staff who deliver frontline services. The focus 
should be on improving outcomes for local people as well as on integrating 
systems and services. The introduction of a core set of national outcome 
measures and the requirement on partners to jointly plan and use their 
resources to best meet local needs are welcome. The Bill provides the 
opportunity for better coordination of services and making better use of available 
resources at a local level. 

17. Any outcome measures must be transparently reported and available to the 
public and this information should be used to drive improvement. National 
measures are useful but partners also need a mechanism for ensuring local 
needs and priorities are met and for measuring the difference that specific 
services are making to the individual. 

18. The Scottish Government, together with NHS boards and councils, will need to 
ensure there is minimum disruption to existing services and service users during 
the move to better integration. NHS boards and councils need to continue to 
deliver services to those who need them during this period of change and must 
ensure that people are not adversely affected.  Whilst these changes are under 
way, it will be important to maintain the progress made by CHPs at a local level.  

Further information 

19. We hope that you find our comments helpful. Should you require any further 
information please contact Fraser McKinlay, Director of Performance Audit and 
Best Value, Audit Scotland, 18 George Street, Edinburgh, EH2 2QU, e-mail 
fmckinlay@audit-scotland.gov.uk.
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Local Government and Regeneration Committee 
 

Children and Young People (Scotland) Bill 
 

Submission from Children in Scotland 
 
Scottish Parliament Finance Committee: Scrutiny of Scottish Government 
Draft Budget for 2014-15 – Call for Evidence. 
 

1. Children in Scotland is the national umbrella agency for organisations and 
professionals working with and for children, young people and families, with 
around 400 members. We welcome the opportunity to respond to the Finance 
Committee’s call for evidence on the National Performance Framework, as 
part of the process of scrutinising the Scottish Government’s draft Budget for 
2014-15.  
 

2. Our comments in this submission reflect our remit to support and promote 
improved outcomes for children, young people and their parents/carers, so 
our contribution focuses on these aspects of the NPF.  

 
General Observations. 

 
3. The National Performance Framework project was always going to be a major 

challenge to deliver and the Scottish Government is to be commended for its 
ambition in drawing together a hierarchy of strategic objectives, supported by 
national outcomes and key indicators. The shift of focus towards measuring 
outcomes, rather than inputs and processes was also a positive development. 
However, while we welcomed the inclusion of some outcomes and indicators 
in the NPF directly related to children and young people, they only represent 
around 16% of the 50 indicators in the Framework and only two indicators 
relate directly to pre-school children. 

 
4. Children in Scotland has also welcomed the major shift of policy towards the 

principles of prevention, early intervention and a strong focus on the early 
years. As we note below, however, we consider that it is too early to come to 
a reasoned view as to whether resources are following the shift of policy to 
any significant extent. 

 
The NPF as a means of measuring improved outcomes for children, 
young people and families. 

 
5. Life chances and outcomes for children and young people are directly 

affected by a whole range of environments and issues covered by the NPF eg 
deprivation, housing, play and recreational space, health and other 
inequalities, public safety etc. We suggest, therefore, that scrutiny of only the 
few indicators which refer to children and young people would present a 
seriously incomplete and potentially misleading picture of progress in dealing 
with the many aspects of Scottish life which affect children. 
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6. Rather than focus solely on the specific outcomes and indicators relating to 

children and young people, we recommend, therefore, that the Scottish 
Government must take a broader overview across all relevant elements of the 
NPF to ensure that it can present a full picture of progress in improving 
outcomes in a positive and sustainable way for the youngest members of 
Scottish society.  

 
Choice of outcomes and indicators. 
 

7. We are aware that the Scottish Government is not directly responsible for day 
to day delivery of the services which will, in reality, determine whether 
improved outcomes are generated for our children, young people and their 
families. Therefore, identifying available and consistent data and information 
from a wide range of service providers, notably local government and the 
NHS Boards, was always going to be a major challenge.  

 
8. There was always unease, however, that the indicators directly affecting 

children and young people were dictated by what information was readily 
available, rather than what would be the optimum measures to show that the 
lives and opportunities for our children and young people are being improved. 
While the limited national outcomes aimed directly at children and young 
people are laudable, we have significant reservations as to whether the 
related national indicators are sufficient to show if they are being delivered. 

 
9. For example, the indicator “improving children’s services” seems focused 

entirely on child protection inspection results. It is clearly important to know 
that child protection services are scrutinised and improved where needed, but 
we suggest that this indicator either needs to be retitled “improving child 
protection services” or the range of services covered by the indicator needs to 
be widened. The Care Inspectorate’s new methodology goes beyond child 
protection services, so there is perhaps an opportunity to realign this indicator 
to cover a wider range of services which, we believe, would be the more 
desirable and meaningful option. 

 
10. Inspection reports are essentially retrospective audits on the performance of 

services, rather than measurement of sustained and improved outcomes for 
those who use them. This contention applies to the indicators around positive 
inspections of schools and pre-school settings. These are valuable in 
reassuring parents and funders that providers are offering high quality 
services, but we would argue that they say little about the experiences of 
children and young people and whether outcomes for them are actually 
improving and thus contributing to meeting the associated national outcomes. 

 
11. The national indicators around healthy birth weight, dental health, weight and 

physical activity are certainly useful as quantifiable ways of looking at the 
health and development of children but they are effectively proxy measures. 
We are not convinced that what are statistical snapshots tell us nearly enough 
for anyone to take a reasoned view on whether outcomes for our children are 
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improving, particularly in respect of the early years. 
 

Proposals for improvement. 
 

12. Children in Scotland accepts that, in the current financial environment, 
developing expensive and extensive new data collection systems may not be 
a viable option and we recognise the benefits of using existing and consistent 
data sources wherever possible. Our question remains, however, as to 
whether the national indicators which are directly aimed at children and young 
people really provide the right and right amount of information to show 
progress in meeting the associated national outcomes. 

 
13. Children in Scotland also questions whether advances in Scottish 

Government policy priorities aimed at children, young people and 
parents/carers (and their associated measures) have resulted in the NPF 
being overtaken and sidelined as far as looking at progress in improving 
outcomes for children and young people.  In suggesting this, we see 
considerable and positive scope to create a more meaningful and streamlined 
framework and better alignment between the Framework and other current 
and developing measures of improved outcomes for children and young 
people. 

 
14. The current planning and policy environments relating to children and young 

people are very complex. In our view, they do not link up well, thus adding to 
bureaucracy and lack of clarity for practitioners, planners, policy makers and 
families. Children in Scotland has been concerned for some time that planning 
for children’s services, a legal requirement under the Children (Scotland) Act 
1995, is largely peripheral to wider Community Planning and the associated 
Single Outcome Agreement (SOA) process. As we indicate earlier in this 
submission, outcomes for children and young people are affected by a wide 
range of environmental and societal factors and we firmly believe that plans 
for direct support to children and young people should not be seen as 
separate from wider community development. 

 
15. The duty on local authorities to produce and publish children’s services plans 

is augmented in the Children and Young People Bill, currently at Stage 1 in 
Parliament. Children in Scotland’s evidence to the Education Committee 
suggests that there should be formal links between Community Plans, SOAs 
and Children’s Services Plans. In our view, the Bill provides an opportunity to 
make these much needed links and for the Scottish Government to look again 
at whether SOA targets/outcomes adequately cover the interests of children 
and young people. 

 
16. The Bill also describes a “wellbeing framework” based on the Getting It Right 

for Every Child (GIRFEC) principles of Safe, Healthy, Achieving, Nurtured, 
Active, Respected, Responsible and Included (SHANARRI). Our 
understanding is that there is to be a suite of indicators and measures to help 
demonstrate progress, based on SHANARRI principles and that these should 
be included in progress reports on delivery of children’s services plans. 
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17.  Children in Scotland considers that it would both sensible and feasible to use 

measures and indicators, based on the SHANARRI framework, as a 
foundation for reporting at locality level, aggregate such information to 
Community Planning Partnership level and then include it in national reporting 
eg through SOAs, which, ultimately, would feed into the National Performance 
Framework. This would provide “bottom up” performance information to aid 
direct service providers at locality level, local policy and planning partnerships, 
national government and Parliament in respect of assessing successful 
delivery of national outcomes, policy priorities and resource allocation.  

 
18. If the SHANARRI indicators are well designed and measured consistently, this 

would ultimately provide the National Performance Framework with a wider 
range of more meaningful and relevant information on how children and 
young people are faring in Scotland. 

 
19. Children in Scotland also believes that the Growing Up in Scotland research 

outcomes could serve as a useful input to the national outcomes set out in the 
NPF, again making better use of existing sources of information.  

 
20. Growing Up in Scotland (GUS) is a large-scale and ongoing longitudinal 

research project aimed at tracking the lives of several cohorts of Scottish 
children from the early years, through childhood and beyond. The research 
covers key domains which are very relevant to the national outcomes in the 
NPF, including cognitive, social, emotional and behavioural development, 
physical and mental health and wellbeing, childcare, education and 
employment, home, family, community and social networks, involvement in 
offending and risky behaviour. 

 
Opportunity to rationalise and streamline indicators. 

 
21. We suspect that many current performance and reporting requirements are 

linked to earlier, specific policies and strategies and they may not reflect the 
shift of focus towards prevention, early intervention and the early years.  
 

22. We suggest, therefore, that the Scottish Government should take the 
opportunity to review the plethora of performance and other reporting 
information it currently gathers (and plans to gather in future) in respect of 
improving outcomes for children and young people. As matters stand, 
Children in Scotland would contend that there is a need for greater cohesion 
and scope for significant rationalisation which could save scarce human and 
financial resources that could be better used to support front line services and 
improve outcomes.  

 
23. For example, we understand that an ongoing project, the Early Years 

Collaborative, is developing a new suite of stretch aims and targets, based 
around a quality improvement model. While Children in Scotland has always 
welcomed greater emphasis on the early years, we suggest that the Scottish 
Government should be invited to set out in detail how these new measures fit 
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with GIRFEC/SHANARRI indicators, the indicators which underpin the Early 
Years Framework and the reporting requirements in the Children and Young 
People Bill. Our hope is that these could be rationalised and streamlined, 
rather than creating additional burdens on hard-pressed service providers. 

 
24. There is also a major issue around the availability of robust baseline data to 

form the foundations from which progress can be monitored and the Scottish 
Government should ensure that it has sufficient baseline information to 
support improved indicators and measures in respect of improving outcomes 
for children and young people. 

 
Links between NPF priorities and spending decisions. 

 
25. Children in Scotland welcomes the policy intentions and rationale behind 

shifting resources towards prevention, early intervention and the early years, 
including the prospects of generating savings to the public purse in the short, 
medium and long terms.  However, it seems to us that there is no consistent 
understanding or definition of what prevention and early intervention mean in 
practice, so we question how effective any attempt to categorise and quantify 
the allocation of resources would be.  

 
26. In addition, it is very difficult to obtain information on how much is spent in 

Scotland on supporting children’s services and to track trends. Local authority 
financial returns are one complex, source of information. Our understanding is 
that NHS spend on children and young people is almost impossible to identify, 
due to the way in which budgets are structured. Against this backdrop 
(coupled with the virtual removal of ring fenced budgets for local government), 
we suspect that it will be difficult for the Scottish Government and for 
Parliament to measure from a meaningful baseline whether there is a shift of 
resources towards the prevention and early intervention priorities. 

 
27. Another factor which will conspire against shifting resources is that this 

initiative has come about at a time of severe pressures on public sector 
budgets and we know that local authorities and other providers are already 
struggling to meet their existing legal obligations to children and families.  We 
consider that there is very little in the way of “slack” in the financial system 
which would allow a major shift of resources, while still ensuring that current 
statutory duties are met. 

 
28. While the Scottish Government’s Change Fund is a useful incentive, our 

partners have pointed out to us the dilemma they face in transferring 
increasingly scarce resources to meet revised priorities, particularly 
identification of the budgets which might be reduced and the consequences of 
doing so. For example, existing children and families with multiple, complex 
and challenging needs will still require extensive and expensive support over 
time and reduction or withdrawal of support could have very serious 
consequences for all concerned.  

 
29. Given the serious financial conditions facing the public sector in Scotland, we 
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suggest that policy makers, planners and practitioners need to take careful 
stock of current activities to ensure that they are delivering improved 
outcomes for children and families and value for money. Where there is 
spending on provision that is clearly failing to deliver, shutting down such 
activities and transferring resources into services and actions that have been 
proven to work, may be another option to free up human and financial capital. 
Diverting resources into prevention and early intervention priorities would 
certainly be welcome, but it is equally important to have common definitions, 
measures and indicators to ensure that such resources are delivering genuine 
and sustainable improvements to outcomes. 

 
30. The desired transitions in resource terms will, in our view, take much longer to 

emerge and progress is likely to be slow and variable across Scotland. The 
consequence of this is likely to be that the improvement in outcomes for 
children and young people envisioned by the Scottish Government, and 
supported by Children in Scotland, will take longer to emerge. We are not 
advocating a shift away from the policy aims of prevention, early identification 
of problems and early intervention from the earliest years in a child’s life, but 
offering something of a “reality check” in managing expectations. 

 
Conclusion. 

 
31. In conclusion, Children in Scotland supports the rationale and aims which 

underpin the National Performance Framework, but we can see considerable 
scope to enhance the range and quality of information on children and young 
people that feeds into it. In this submission, we offer suggestions which, we 
hope, might provide more relevant and comprehensive information, while 
streamlining the means of reporting at local and national levels.  

 
32. While we believe that it is too early to respond in detail to all the questions 

posed by the Finance Committee, we wish the Scottish Government, Scottish 
Parliament and the key national and local agencies who plan and deliver 
services for children and young people every success in making these 
ambitious and laudable changes to the ways in which services for children, 
young people and families are planned, provided and funded.    

 
 
 
 
 

Jackie Brock 
            CHIEF EXECUTIVE. 
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Local Government and Regeneration Committee 
 

Children and Young People (Scotland) Bill and Public Bodies (Joint Working) 
(Scotland) Bill 

Submission from Children’s Hearings Scotland 
 
Introduction 
 
1. Children’s Hearings Scotland (CHS) is a Non-Departmental Public Body 
established under the Children’s Hearings (Scotland) Act 2011, which entered into 
force on 24 June 2013.   CHS assists the National Convener with the delivery of her 
functions in relation to the recruitment, selection, appointment and re-appointment, 
training, retention and support of volunteer panel members within the Children’s 
Hearings System.   Further information about CHS and the National Convener can 
be found on our website www.chscotland.gov.uk.  
 
 
Children and Young People (Scotland) Bill: Part 3  
 
2. CHS welcomes the strengthening of the legal framework for children’s services 
planning.  However, at this stage we have some reservations about the duty being 
imposed on the National Convener.   There are two reasons for this.  First, children’s 
hearings themselves are not providing a service to children and families and panel 
members have no direct role in children’s lives, other than the critical role of decision 
makers within the care and justice tribunal for children and young people and 
families.  Secondly, there is an additional complexity in relation to compliance with 
the European Convention on Human Rights (ECHR) and the need to maintain the 
independence of the children’s hearing.  
 
3. We would welcome clarity and additional guidance to ensure that specific duties 
and expectations of different agencies and public bodies are set out to promote a 
real understanding of roles and responsibilities within the children’s planning 
framework.       
 
4. We also think it is disappointing that the involvement of children, young people 
and families is not addressed within these sections of the Bill.  
 
 
Public Bodies (Joint Working) (Scotland) Bill: s44 
 
5.  CHS welcomes the proposal contained in s44 to allow the Common Services 
Agency to enter into arrangements to provide legal, technical and administrative 
services with, amongst others, public authorities.  In relation to this, we strongly 
welcome the statement in para 138 of the Policy Memorandum that the delivery of 
shared services by the Common Services Agency will “not be mandatory and it will 
remain a matter for these bodies themselves to determine the benefits of engaging 
with the Common Services Agency.”    We consider it essential that the use of the 
services provided by Common Services Agency be optional.   For example, in 
relation to legal services we would welcome the opportunity to discuss the provision 
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of assistance with employment, property or contractual issues but in relation to legal 
advice and assistance on matters relating to the Children’s Hearings System, the 
specific expertise required could not be provided by the Common Services Agency.    
If it became mandatory to use the Common Services Agency to provide shared legal 
services CHS and the National Convener would be at a significant disadvantage to 
the current position in this respect.   
 
 
6.  CHS currently has agreements with the Scottish Children’s Reporter 
Administration (SCRA) for the provision of human resources, procurement, payroll 
and transactional finance services, with National Records of Scotland (NRS) for 
procurement services and with the Scottish Government Information Service and 
Information Systems (ISIS) department for IT services.  Based on this experience we 
think it is essential that the basis on which the shared service operates is crucial.  In 
particular it is essential that the service provided is flexible, responsive, and is 
capable of being tailored to individual public authorities.  Public authorities are a 
diverse group and have different needs depending on their size and the area in 
which they operate.  It is important, therefore, that the service provided by the 
Common Services Agency is capable of being customised to the needs of the 
particular public body.   
 
 
 
Children’s Hearings Scotland 
 
August 2013 
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Local Government and Regeneration Committee 
 

Children and Young People (Scotland) Bill 
 

Submission from COSLA 

Introduction 
COSLA welcomes the opportunity to provide written evidence to the Education and 

Culture committee on the Children and Young People Bill.  We have been 
pleased by the inclusive way that Scottish Government has worked with COSLA 
in the development of the Bill and we hope to continue this positive approach in 
evidence to Parliament. 

 
We acknowledge that this response is longer than we would typically submit on a 

Bill. However, the legislation is arguably the most significant change to children’s 
services since devolution so we believe all sections need to be considered 
carefully.  The Bill is positive and ambitious, and it is worth emphasising that 
COSLA supports the policy intentions behind much of the Bill.  As a result the 
majority of our work on the development of the Bill has focused on practical 
challenges of implementation and the resources required by local authorities. 

 
The Children and Young People Bill is a complex piece of legislation with significant 

financial implications for local authorities.  The accuracy of the Scottish 
Government’s analysis and therefore the funding that would be made available 
depends on a large number of assumptions that will not be fully tested until the 
Bill is implemented.  Councils have concerns over the future financial impact of 
the policies and that for this reason the financial implications to local authorities 
require in-depth scrutiny during the parliamentary passage of the Bill.  COSLA 
has gained a confirmation from the Scottish Government that it is the intention to 
fully fund the requirements of the Bill, but with the implementation stretching 
beyond both the current spending review period and the end of this current 
parliament in 2016 then future budgetary decisions would be dependent on the 
result of several spending reviews. The commitment made by this administration 
to fully fund the Bill must be honoured in future years by whatever Government is 
in power and kept under on-going review. We also believe that it will be 
necessary for both COSLA and Scottish Government to jointly scrutinise and 
monitor the spend on this legislation, to ensure that local government is and 
continues to be sufficiently resourced to carry out the new duties that will be 
enacted. 

 
Summary of Bill 
COSLA supports the policy intentions of the Bill’s proposals on: 

 
 Children’s rights; 
 Children’s services planning and Getting it Right for Every Child 
 Early learning and childcare, and  
 Looked after children. 
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However, we have a number of important points to make on the implementation of 
Bill proposals, and the financial implications of the legislation.  COSLA will be 
responding to the Finance Committee call for evidence in relation to the Financial 
Memorandum for the Bill, but we also provide summarises of comments on the 
financial issues in this submission of evidence.  We also have a small number of 
concerns with specific proposals in the Bill - chiefly relating to new powers being 
sought by Ministers and proposed changes to the Children’s Hearings Scotland 
Act. These and other issues are discussed in more detail in the sections below. 

 
Part 1 - Rights of Children 
Children’s rights are well embedded within the practice of local government. We 

believe that no public sector organisation is likely to object to the proposal for 
realisation of children’s rights as stated in the proposals.  Issues around 
transparency of decision making and policy implementation and scrutiny are of 
equal importance to local government, as other public sector organisations.  
COSLA has maintained since the Bill proposals were consulted upon in 2012 that 
we remain of the view that the duty of due regard need not extend beyond 
ministers when councils are already addressing children’s rights.  Local 
authorities have already made much progress especially in the school setting, in 
terms of the promotion of children’s rights. 

 
A number of organisations such as the Children’s Parliament are working with 

children on this issue.  In explaining rights issues to children, it often provides 
clarification for adults working and caring for children and young people that the 
focus of the rights in the UNCRC are not about giving children the right to say no, 
but rather the ability to feel safe, secure and healthy with their help, guidance and 
support. We believe that this understanding helps and empowers children and 
young people. 

  
COSLA remains of the view that organisations and structures such as the courts and 

Children’s Hearings need to acquire a clear understanding of the UNCRC in 
terms of their dealings and undertakings to children and young people.  In that 
context, we are prepared to accept the proposals as set out in part 1 of the Bill 

 
Part 2 - Commissioner for Children and Young People 
COSLA would be concerned if the use of the proposed additional powers as set out 

in Part 2 of the Bill became a “naming & shaming” exercise.  Equally we would be 
concerned if the additional powers were to be used in a way that would duplicate 
both the existing complaints procedures & external inspection by Education 
Scotland and the Care Inspectorate.  While we acknowledge that the Explanatory 
Notes for the Bill make reference to the Commissioner not duplicating roles of 
other organisations, this still leaves an opening for the Commissioner to 
investigate something that would be better handled by another agency.  

 
It is our view that any powers should be used only as a last resort after all other 

avenues are exhausted.  
 
Equally, we are clear that there needs to be clear guidance available to councils on 

what the UNCRC means for them in the delivery of children’s services, in light of 
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Part 1 of the Bill, as well as Guidance on how and in what circumstances the 
Office of the Commissioner will have the scope to implement the additional 
powers. 

 
Part 3 - Children’s Services Planning 
For many years, COSLA has argued for better integration of public services locally. 

Whist we therefore accept the intention behind the Bill to improve integration and 
planning for Children’s services, COSLA believes that to be effective in practice 
any Bill proposals must not exist in a vacuum and should add value to other 
existing arrangements.  
 

In particular, we want to be sure that Children’s services planning contributes to and 
is driven by the wider Community Planning arrangements that all partners are 
engaged in locally.  This should be the forum through which partners should 
come together to develop partnership approaches to improving outcomes. For 
example there is an existing duty for local authorities to produce integrated 
children’s services plans, linked to Community Planning.  Although we would 
argue that more needs to be done to put CPPs at the centre of reform our view is 
that this Bill should be an opportunity to drive that work forward in the context of 
children’s services, and avoid any chance of competing agendas or duplication 
arising.   

 
It is therefore important that Committee considers how the Bill sits within this existing 

landscape; the activity going on to strengthen community planning, and alongside 
the developing Community Empowerment Bill which will set out in statute the new 
framework for Community Planning.   

 
There are also clear links to the current proposals on the integration of adult health 

and social care services and it is possible that some local partnerships may wish 
to consider the inclusion of children’s services in those arrangements.  Ultimately, 
it will be for individual local authorities and their health board counterparts to 
make that determination.  We would also add that other organisations/people with 
an interest in children’s services within the voluntary or private sector that are not 
always directly connected to CPPs will also have a key to play in these tasks and 
should be equally covered by the proposals. 

 
There is one aspect to the proposals in children’s services planning with which 

COSLA does not support.  Part 3 paragraph 17 proposes Ministerial powers to 
establish joint boards, should there be concern that insufficient progress is being 
made in terms of integration.  This was a late addition to the Bill, and one which 
had not been previously discussed with COSLA. Whilst we can understand the 
desire on the part of any Government to ensure the successful implementation of 
its policies, the discretionary powers taken within this section of the Bill are 
extensive and allow for the transfer of staff, property and functions to the new 
boards.  

 
The powers appear also to be linked to section 16 of the Bill which concerns powers 

to issue direction to public bodies, including local authorities. Section 16 is a 
concern in itself as it allows Ministers with the broad scope to issue directions to 
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local authorities and health boards on the exercising of their functions. We firmly 
believe that decisions on the operation of services, including how best to tackle 
outcomes, are best taken at the local level in close collaborations with partners. 
Taken together one interpretation of sections 16 and 17 is that local authorities 
and health boards could be restructured if directions of Ministers were not 
followed to the liking of the Government of the day.  

 
This is a concern for anyone who champions local democracy, but given our good 

relationship with Government it is strange that Ministers feels the need to seek 
such strong powers.  Local government has demonstrated a strong commitment 
to both the Bill and children’s services improvement generally and we have a 
strong track record of arguing for better, outcomes focused integrated services.  
This is consistent with our representation to the Christie Commission and our 
recent work to agree a vision for local government.  We are also uncomfortable 
with notion that Parliament is being asked to grant powers to Ministers to 
restructure the public sector in a way that normally would require the full scrutiny 
afforded to primary legislation. It is possible to argue that these powers not only 
undermine local democracy, but national democracy too. 

 
COSLA is completely opposed to the powers described in paragraph 17 and have 

made this point already to Government.  Our principled position as agreed by our 
Convention is that there is no need for such powers, and that they should be 
removed from the Bill.  
 

Part 4 - Provision of Named Persons 
Scottish local government has been delivering the Getting It Right for Every Child 

approach for some years and recognises the value of GIRFEC in the 
improvement of children’s services.  The proposal that the Named Person role 
should sit with local government, with the inference, though not expressly set out, 
that the role should sit with with schools in terms of their contact with children and 
young people from 5 to 18 years is welcome.  It is clear that outside the family or 
care structure, children and young people have the most contact with school 
teaching and support staff.  The Financial Memorandum provides for resources to 
be made available to provide GIRFEC training for senior teaching and support 
staff in schools and provide resources for backfill, while training is undergone.  
COSLA has worked with Scottish Government in testing these figures based on 
the current situation.  As noted in the introduction this is a necessary area that 
will need to be monitored and scrutinised in future years to ensure funding is 
available for the provision to be sustainable.    
 

Part 5 - Child’s Plan 
The value of a Child’s Plan is already recognised since the GIRFEC approach was 

launched.  COSLA has worked with Scottish government to promote the 
approach across local authorities.  It is reasonable therefore that COSLA 
continues to support in principle, the proposals regarding a Single Child’s Plan.  
The idea of a child’s plan is one that we completely support, but there is a need 
to consider how the plan relates to other plans. The best example is the 
coordinated support plan which is set out in ASL legislation. We understand that 
Government is looking at how coordinated support plans sit with respect to the 
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child’s plan – with the option that a CSP could form part of the child’s plan where 
this is appropriate being perhaps the best solution.  In an ideal world we would 
not require two pieces of legislation – this Bill and ASL legislation – to describe 
different aspect of children’s services planning, but it is the practical reality on the 
ground that is most important.  It is therefore important that legislation and 
guidance makes clear how both the child’s plan and coordinate support plans will 
operate in practice.  

 
In principle COSLA would accept that children, young people and families should be 

involved in the development of a Child’s Plan, where possible.  However, in 
practical terms, while local authorities will seek to improve life chances for 
children and young people, managing expectations against practicality and the 
needs of other vulnerable members of the community will continue to be 
addressed by councils. 

 
Part 6 - Early Learning and Childcare 
COSLA supports the expansion of early learning and childcare as proposed in the 

Bill.  The proposals in the Bill came about as a result of considerable joint 
discussion between COSLA, ADES and Scottish Government.  This is also the 
most costly section of the Bill, and from the start COSLA recognised the very 
significant implications of the proposals on local authority resources.   
 

The figures within the financial memorandum were developed through the work of 
COSLA with local authorities.  They are the best figures we have for the 
implementation of this section of the Bill, and it is worth noting that local 
authorities have indicated that they are broadly happy that they are an accurate 
assessment of implementation costs in line with the agreed approach to 
delivering this aspect of the Bill, that is, to deliver the 600 hours in as practical a 
way as possible and without the additional requirement of more flexibility for 
parents.  However, as we have already outlined the implementation of the Bill will 
stretch beyond the end of this spending review, which means it needs to be 
recognised that it is future budgets that will determine how effectively this policy 
can be implemented.  Parliament needs to be aware that any shortfall in future 
funding will be felt by local government and ultimately parents and children. 
 

Following discussions with Scottish Government we agreed that the Bill would 
require local authorities to deliver the increased hours in as practical way as 
possible by August 2014 with no immediate requirement for more flexibility for 
parents.  This recognised practical challenges facing local authorities, and the 
short lead time to implement the additional hours in time for the start of the 
academic year 2014/15. In subsequent years additional flexibility will be 
introduced gradually, in consultation with parents, and within the overall 
resources made available by Scottish Government.  Delivering increased 
flexibility is more complex and costs more money as a result, so it is important to 
understand that local authorities will only be able to implement what they are 
funded to deliver.  Local authorities have the flexibility to tailor future delivery of 
600 hours of early learning and childcare to meet local needs, incorporating the 
views of parents.  
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On the basis that these issues have been agreed with Scottish Government, we 
support the proposals outlined in the Bill. 

 
Part 7 - Corporate Parenting 
COSLA has long been an advocate of corporate parenting and has been an 

enthusiastic supporter of publications such as ‘These are our Bairns’.  This 
section of the Bill is important as for the first time it will set out a legal definition of 
what it means to be a corporate parent, and extend this to other public bodies – 
the corporate family, to extend the analogy. 
 

We agree that a definition of Corporate Parenting should refer to the collective 
responsibility of all public bodies and those acting on their behalf to provide the 
best possible care and protection for looked after children.  In addition, it would 
be helpful if other public bodies or community planning partners have their roles 
clarified to achieve better outcomes through joint working.  This will require the 
updating of guidance on corporate parenting. 
 

We have to be clear though that the corporate parent cannot act in the same way as 
a birth parent.  As such, any definition requires to define the parameters of the 
responsibility lucidly and to manage expectations in terms of the financial and 
human resources it would involve.  However, local authorities and other public 
bodies can and do use their influence and weight in innovative ways to support 
both children in care, and those who have recently left it.  
 

It is also important to note that any formalised definition of corporate parenting will 
have practical resource challenges in terms of on-going training/briefing sessions 
to ensure organisational wide commitment for councils and other community 
planning partners.   At the same time though it should be acknowledged that 
there are some real examples of good practice around the country in relation to 
corporate parenting from councils that should be promoted. 

 
One concern that we have on part 7 of the Bill again relates to powers of Scottish 

Ministers to issue direction to public bodies – including democratically elected 
local authorities.  As with part 3 of the Bill we are not certain why Ministers feel 
they need to seek the ability to direct public bodies as set out in section 58. Local 
government has shown a strong commitment to the concept of corporate 
parenting in recent years and developed a good partnership with Government. 
Local and Scottish Government have a shared goal for improving lives of looked 
after children, so it seems disproportionate for Ministers to require the ability to 
issue directions.  On a practical note we would also argue that the powers pre-
suppose that Ministers somehow know better than local agencies about how to 
meet the needs of children in their care.  We do not doubt Government’s 
commitment on this subject, but the experience of elected members and local 
professionals across all agencies and services must be respected.  

 
Part  8 - Aftercare 
COSLA is supportive of the policy intent of the extension of aftercare provision to 

young people that have previously been looked after.  We understand that 
Government are looking for authorities to provide a level of support broadly 
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consistent with what is provided currently on a discretionary basis for 19-21 year 
olds.  However, paragraph 60, sub-section 8 states that Ministers will determine 
such types of support, the detail of eligibility will not be determined until 
secondary legislation.  It is therefore important to emphasise that the full 
implications of this policy on local authorities will not be known until the 
secondary legislation is passed. 
 

Currently, there is no equivalent legislation or statutory guidance for such type of 
support for 19-21 year olds.  The decision on eligibility is made by the local 
authority, as they have the skills and expertise to assess the individual case.  
Potentially paragraph 60, sub-section 8 could restrict the provision local 
authorities can offer and could lead to a difference in the provision that is 
currently provided and the provision that could be provided after the legislation is 
implemented.  It also restricts the flexibility a local authority has to amend the 
elements of support available to eligible kinship carers to reflect changing 
circumstances or the future identification of further support needs. 

 
The assumptions that Government make on the number of young people leaving 

care and percentage of young people expected to be successful in applying for 
support seem reasonable and are based on national statistics and the experience 
of local authorities.   

 
Our concern on this issue is one that we have no way of knowing what the impact of 

welfare reform will be on this group of young people, so there is every possibility 
that the numbers seeking assistance may not fall as much as expected.  Early 
indications of the impact of welfare reform show significant increases of 
presentations in many authorities for this service.   

 
Further, COSLA has less certainty over the accuracy of the costings of this aspect of 

the Bill due to the difficulties for local authorities in estimating the financial impact.  
In particular, we are not convinced that the Scottish Government have accurately 
estimated the average annual cost of support (£3142 per young person).  This 
figure includes an estimate that the average cost for travel would be £400 per 
year; that emergency payments up to £200 per year could be payable and that 
payments to outside agencies (such as for third sector support) would be around 
£1500.  It also includes an estimate of staffing costs required to support the 
young person.  From discussions with local authorities we believe that these 
costs underestimate the actual cost of supporting a young person who has left 
care.  In particular we are aware that some local authorities have indicated a 
concern that travel costs are not realistic and do not factor in cost of travel 
particularly in rural areas. 

 
Finally, if the subsection detailed above remains in the Bill the actual cost will not be 

clear until secondary regulations have been passed potentially leading to a gap in 
funding which could undermine the intention of this section of the Bill. 

 
Part 9 - Counselling Services 
We believe the intention of this section of the Bill is to ensure that families in the 

early stages of distress are provided with support.  The move towards early 



 

64 

 

intervention is welcomed by COSLA however the provisions set out within Part 4 
19 (5) already provide for this to happen under the functions of the “named 
person”.  This section of the legislation may therefore duplicate the earlier 
section.   

 
Further, if the section remains the term “counselling” used is unhelpful and should be 

replaced with support.  Counselling is a specific form of formal support that will 
not be appropriate for all families.  All forms of support (e.g. family group decision 
making, drug and alcohol support groups etc) should be considered after an 
assessment of need is carried out.  Also, as there is no definition of 'eligible child' 
within the Bill it is difficult for local authorities to be able to assess the impact of 
this.  As things currently stand local authorities are to provide undefined 
counselling services to parents or those with parental rights and responsibilities 
of an undefined group of children.   

 
Further, it should be noted that as consequence of this provision children and 

families may also be brought into the care system at a far earlier stage than is 
currently the case.   
 

Part 10 - Support for Kinship Care 
The policy intention of kinship care orders is to help families become more able to 

deal with the issues which they face, without the need for formal care.  The 
number of children looked after in formal kinship care arrangements has grown 
significantly in recent years and is projected to increase further.  A mechanism 
that provides families with a better alternative to formal care is therefore 
welcome.  It has also been well discussed over the last few years that the growth 
in kinship care and the corresponding increasing in kinship care allowances have 
put pressure on local government finance.  By transferring parental rights to 
carers, the orders should allow families to better access other financial benefits 
from the DWP.  The Government believes that this should go some way to 
reduce the financial pressure on local authorities, but it also, just as importantly, 
minimises the distinction between kinship care and the lives of other families.  
 

In the end how successful orders prove to be at reducing payment of kinship care 
allowances will depend on how attractive the orders are to families.  At this point 
of time it is difficult to project accurately how many families will take out a kinship 
care order.  Uptake will depend on a number of factors such as impact of welfare 
reform, the support provided by authorities and the detail of how orders will 
operate - including eligibility and length of support – which will be set in 
secondary legislation.  The interplay of these variables makes it difficult to know 
for certain whether the financial assumptions made by Government are accurate.  
Again, we would reiterate that local authorities will only be able to implement 
what they are funded to deliver. 

 
The accuracy of the financial assumptions is the biggest issue that we have 

discussed with Scottish Government.  When COSLA discussed with local 
authorities the financial implications of this aspect of the Bill no national picture 
emerged, and it is clear that local authorities have found it difficult to evaluate the 
future impact of the policies. With accuracy depending on the financial 
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assumptions made, without actually implementing the legislation and testing the 
assumptions for real, there will always be a degree of risk for local authorities.  
For example, the Scottish Government predicts a 6.5% continual annual increase 
until 2019-20 of those applying for a kinship care order.  Over the past 3 years 
Falkirk Council have seen around a 30% increase whilst Inverclyde has seen a 
37% increase since 2011.  Both Councils, in different ways, have proactively 
supported families to move to kinship care orders.  Whilst not all local authorities 
have experienced such significant increases this clearly demonstrates the 
potential increases local authorities are likely to face if the order is popular with 
kinship carers (which is the intention).  Further, we are aware that the recent 
experience of some authorities of the introduction of Adoption Orders shows that 
the financial costs to councils were underestimated.  Additionally, the 
assumptions relating to estimating the take-up and level of costs per Order made 
by Scottish Government that underpin the figures for this complex area are 
numerous, increasing considerably the potential for the actual costs to differ from 
the estimated costs. 

 
The figures which have been developed by Scottish Government are a genuine 

attempt to assess the cost/benefits of kinship care orders.  It is our hope that 
kinship care orders are a success and provide an alternative to formal care for 
some families.  However, with considerable uncertainty over how many families 
will take up an order, the financial risk facing local government is potentially 
significant.  The exact size of this risk depends on how accurately Scottish 
Government has modelled the take up of kinship care orders.  We therefore 
believe it is necessary that both COSLA and Scottish Government jointly 
scrutinise and monitor the spend on this legislation to ensure that local 
government is, and continues to be, sufficiently resourced to carry out the new 
duties that will be enacted. 

 
Part 11 - Adoption Register 
Local authorities always put children first and will have good reasons for currently not 

using the register.  We are aware, for example, that some local authorities 
already recruit enough people who are willing to adopt to meet the needs of 
children in their area.  Councils in this position may therefore not feel an urgent 
requirement to join the register. Presently, consortia arrangements work very well 
between local authorities in various parts of the country.  

  
COSLA accepts that the development of the national register is a positive one and 

we are aware that its usage is rising. It provides local authorities with another 
option when trying to place vulnerable children with adoptive families across 
Scotland.  However, the proposal to move to a national adoption register through 
compulsion for local authorities should only be considered where there is 
complete confidence that it is in the interests of children to do this.  

Part 12 - Other Reforms - Children’s Hearings 
As mentioned in the summary to this submission, the sections of the Bill which relate 

to amendments to Children’s Hearings (Scotland) Act 2011 give us concern.  
During the passage of the 2011 Act through Parliament COSLA raised some real 
concerns about centralisation of services and the establishment of a new national 
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body – Children’s Hearings Scotland (CHS) – to run what had been local 
services.  In particular we were worried that the newly established office of 
National Convener would only have to consult local authorities when drawing up 
area support teams.  There was no requirement to reach a mutual agreement.  
For COSLA it seemed inappropriate that an unelected official should have this 
power, and that it was actually more appropriate for the Convener to have to 
reach agreement with local authorities concerned.  In the end Parliament agreed 
with our position. 
 

The proposed amendment in section 69 reverses the decision taken by Parliament 
and reinstates the original intention of Government.  This is not something that 
COSLA can support.  Whilst we have been told by both CHS and Government 
officials that the Convener would listen closely to views of local authorities 
concerned, there is still an issue of principle about the head of national body 
potentially acting against a decision of a democratically elected authority.  

 
We are also very concerned about the proposal in section 70 to allow the National 

Convener to effectively compel a local authority to deliver specific support 
services to area support teams.  At the moment CHS has to reach agreement 
with councils on support services.  We expect that the dialogue between CHS 
and individual authorities is not always easy given the financial constraints faced 
by the whole public sector.  Nonetheless, we would argue that this dialogue is 
necessary and allows for mutual agreement to be reached.  This has to be 
preferable to the potential forcible allocation of staff, property and services 
against the will of the local authority, and potentially to the detriment of other 
services.  

 
We would ask that Parliament considers carefully whether it is appropriate for the 

National Conveners of CHS to have these powers.  It is COSLA strongly held 
view that the 2011 Act should not be amended as proposed in the Bill. 

Part 12 - Other Reforms – School Consultations 
COSLA currently does not have any comment to make on this section.  However, we 

have a long standing interest in this area and will be responding to the 
Government’s consultation on possible changes to the Schools (Consultation) 
(Scotland) Act 2010.  We would be happy to provide the Committee with 
additional evidence on any changes to the Bill that might be proposed at stage 2. 

 
Conclusion   
 We acknowledge this is a long and complex response, but this matches the length 

and complexity of the Bill. COSLA has been working on the Bill for many months 
and would be happy to use our experience to help the Committee’s scrutiny of 
the legislation.  We would therefore be happy to attend oral evidence sessions 
and to work with the Committee and individual members on all aspect of the Bill. 

 
 
24 July 2013 
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Local Government and Regeneration Committee 
 

Children and Young People (Scotland) Bill and Public Bodies (Joint Working) 
(Scotland) Bill 

Submission from Coalition of Care and Support Providers in Scotland 

 

1. CCPS welcomes the opportunity to contribute to the Committee’s consideration 
of the Public Bodies (Joint Working) (Scotland) Bill (the ‘Joint Working Bill’) and 
the Children and Young People (Scotland) Bill (the ‘Children’s Bill’), in relation to 
the proposals relating to children’s services planning and shared services that 
they respectively contain.  We have provided some initial feedback to both the 
Health and Sport Committee and the Education and Culture Committee on these 
two bills.  The following points are drawn from those submissions and focus on 
the benefits and concerns for care and support providers, in relation to service 
planning. 

 

Re Joint Working Bill 

2. We have three points to note in relation to the proposals for service planning: 
firstly, the need to strengthen the role of the third sector in strategic planning; 
secondly, to make specific provision for the independent scrutiny of planning 
processes; and thirdly, the need to clarify the links between planning processes 
elsewhere (e.g. existing community planning via the CPP, and proposals for 
service planning in the Children’s Bill).   

 

3. We very much welcome the emphasis in the Joint Working Bill on ‘strategic 
planning’.  Ss. 23-30 provide for a framework for joint strategic planning, based 
on a set of integration delivery principles and include the establishment of a 
‘consultation group’ to develop and agree the strategic plan. 

 

4. While we strongly support the requirement for joint strategic commissioning, the 
involvement of non-statutory partners needs to be significantly strengthened.  We 
are concerned that the Bill does not adequately reflect the policy intentions set 
out in the policy memorandum, which says: ‘… the full involvement of the third 
and independent sectors, service users and carers, will be embedded as a 
mandatory feature of the commissioning and planning process.  This will 
strengthen the cross-sector arrangements that have been established during the 
first two years of the Change Fund.’3 

5. The Joint Working Bill places duties on integration authorities to consult the 
third sector (and, in certain sections, to consult third sector service providers 

                                                            
3 At page 24. 
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specifically).  In our view this duty is not strong enough. The third sector, and 
providers specifically, should be treated not as consultees, but as full partners in 
the planning and delivery of care and support. Otherwise, the effect of the Bill will 
be to ‘downgrade’ the third sector (and indeed the private sector) from the status 
it has already been accorded in respect of similar processes for Reshaping Care 
for Older People and the Change Fund, where relevant plans must be signed off 
by four partners equally: the NHS Board, the local authority, the third and the 
private sectors. To underline this point, we note that the Financial Memorandum 
identifies the costs of clinical involvement in locality planning (estimated at £3 
million, points 88 and 89) but no cost is identified for involvement of the third 
sector in either locality or strategic planning, which perhaps tells its own story. 

 

6. We have also argued that there needs to be a level of independent scrutiny of 
the strategic planning process.  However, the Joint Working Bill makes no 
reference to any requirement for independent scrutiny of integration authorities in 
respect of quality, performance or the achievement of national outcomes. The 
Health and Sport Committee has supported CCPS in promoting the view that 
poorly commissioned care poses as much of a risk as poorly delivered care: it is 
therefore a major disappointment that whilst the policy memorandum is specific 
on the need for independent scrutiny of strategic commissioning4, the Bill itself 
makes no reference to it. 

 

7. Linked to the above point, the Bill’s requirements for integration and strategic 
planning do not appear to be sufficiently co-ordinated with related legislative 
instruments (both existing and proposed). We are aware, for example, that the 
Joint Improvement Team (JIT)’s recent survey of progress on integration 
indicated that a fair number of partnerships are considering including children’s 
services in their integration plans.  This raises a question about how integration 
plans in these areas should interact with the requirements set out in the 
Children’s Bill with respect to children’s services planning, and/or to requirements 
regarding community planning more generally.  There is a risk that these various 
pieces of legislation will lead to a multi-layered, yet unco-ordinated, set of 
planning requirements for public authorities 

 

Re Children’s Bill 

8. There are two principal issues we have raised in connection with the proposals in 
Part 3 of the Children’s Bill, which reflect similar concerns raised in respect of the 
Joint Working Bill.  The first is that we would like to see the engagement of the 
third sector more clearly embedded in the joint services planning; and second, 
related to this, we would like to see greater consistency between the joint 
planning proposals in the Children’s Bill and the Joint Working Bill, as well as 
greater clarity about how the different planning processes will relate to each 

                                                            
4 At para 131 onwards. 
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other. 

9. The proposals in the Children’s Bill for service planning build on the provisions in 
the Children (Scotland) Act 1995 but appear to fall short of the level of 
collaborative strategic planning that is being developed in the context of the 
integration of adult health and social care noted above.  The Joint Working Bill 
provisions on strategic planning, while not going as far as we would like, appear 
to be a significant step up from the more basic ‘duty to consult’ requirements in 
Part 3 of the Children’s Bill, not least because they require the involvement of a 
range of stakeholders (including voluntary sector service providers) from the 
beginning of the planning process, and include both a set of principles and a 
structure for the process.   

 

10. Interestingly, while there is only a basic ‘duty to consult’ with voluntary sector 
service providers in the Children’s Bill, there appears to be a ‘duty’ placed on 
voluntary and independent sector providers, social landlords and others (in 
s.10(6)) to ‘meet any reasonable requests to participate or to contribute to the 
preparation of the plan’.    

 

11. We welcome wide participation in the planning process, but we query the extent 
to which this legislation can place ‘duties’ on non-statutory bodies.  Thus we 
would like to see clarification of the meaning of this provision in relation to both 
the policy aim and the legal impact.  As set out above, we consider the approach 
taken in the context of the Joint Working Bill, (where duties are placed on 
statutory bodies to undertake a process of joint planning that includes voluntary 
sector providers and others) to be a better model. 

 

12. In the context of involvement in strategic planning, it is notable that the financial 
memorandum for the Children’s Bill anticipates no extra costs as a result of these 
planning proposals based on the assumption that local authorities already have a 
duty to produce integrated children’s services plans.   As with the Joint Working 
Bill, there is no consideration given to the costs that might come with wider 
participation in the planning process by voluntary sector providers and others.  
However, we think that there will be potential costs to voluntary sector providers, 
not just from engagement with the planning process but also in connection with 
the duties to provide information, advice and assistance (e.g. ss.14, 26, and 
elsewhere in the Bill) and that this should be reflected in the financial 
memorandum. 
 

CCPS August 2013 

 

About CCPS 

CCPS is the coalition of care and support providers in Scotland. Its membership 
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comprises more than 70 of the most substantial third sector providers of care and 
support, supporting approximately 270,000 people and their families, employing over 
45,000 staff, and managing a combined total annual income in 2009-2010 of over £1.2 
billion, of which an average of 73% per member organisation relates to publicly funded 
service provision.  

 

Care and support in the third sector  

The third sector is at the forefront of quality care and support in Scotland. More than a 
third of all care and support services registered with the Care Inspectorate are provided 
by third sector organisations. In many areas of care and support for adults and older 
people – including care home provision, care at home and housing support – third 
sector services receive a higher proportion of ‘very good’ and ‘excellent’ quality gradings 
from the Care Inspectorate than their counterparts in either the public or the private 
sector.   
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Local Government and Regeneration Committee 

Children and Young People (Scotland) Bill 

Submission from Midlothian Community Planning Partnership (Getting It For 
Every Midlothian Child Response) 

 
 

1. Getting it Right for Every Midlothian Child (GIRFEMC) is a partnership within 
the Community Planning Partnership in Midlothian. The GIRFEMC Board 
includes representation from elected members, the Council, NHS, Police 
Scotland, Midlothian Youth Platform, voluntary sector, SCRA and the Child 
Protection Committee.  
 

2. The GIRFEMC Board welcomes the Scottish Government’s request for our 
views as to how the proposed joint working arrangements established in the 
Children and Young People (Scotland) Bill will link with the work of the 
Midlothian Community Planning Partnership. 

 
3. The Children and Young People (Scotland) Bill is founded on the key 

principles of early intervention and prevention that are designed to deliver 
better outcomes, more efficient use of public funds and sustainable economic 
growth. 

 
4. For 2013/14 Midlothian took the opportunity to review its Community Planning 

process and have amalgamated the Single Outcome Agreement and 
Midlothian Community Plan which is known as the Single Midlothian Plan.  
Midlothian Council made clear its commitment to and civic leadership role for 
community planning by ceasing to have a separate corporate strategy, 
instead agreeing to adopt the Single Midlothian Plan as the Council’s strategic 
document. This places community planning at the centre of the ‘way forward’ 
for council services and requires each service plan within the Council to 
demonstrate how it will support the delivery of shared outcomes. Public sector 
partners have also agreed to use the Single Midlothian Plan as the strategic 
context for their service planning in the area and a Chief Finance Officers’ 
Group has been established, reporting to the board, to align budgets with 
priorities and support the planning cycle. This is work in progress and the 
current year’s plan does not yet reflect a shared budgeting approach. 

 
5. The Community Planning Partnership structure includes service users in a 

variety of ways, from formal user groups in community care, to seeking the 
views of young people on specific topics through the Midlothian Youth 
Platform, including supporting these young people to undertake their own 
consultations with their peers.  We recognise that the views of services users 
and the public is a vital part of the process and acknowledge that further work 
needs to be carried out in this area. 
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6. Each year we carry out a strategic assessment of the priorities in the Single 
Midlothian Plan and invite members of the public to have input.  The 
responses received are incorporated into our strategic planning event where 
we discuss and agree our priorities for the forthcoming year.  The GIRFEMC 
thematic group carries out consultation with service users and their families 
throughout the year and the introduction of the Children and Young People 
(Scotland) Bill will require additional consultation. 

 
7. Midlothian is working closely with Colin Mair of the Improvement Services in 

relation to the Single Midlothian Plan and in his feedback he has said that he 
is pleased with our plan but we need to concentrate on fewer priorities to 
enable us to do them better. 
 

8. There is an expectation that each Community Planning Partnership will 
demonstrate how it is giving priority to six of the 16 national outcomes.  
Midlothian has decided that it will focus on: -  

• Economic recovery and growth 
• Employment 
• Early Years 
• Safer and stronger communities and reducing reoffending 
• Health inequalities and physical activity 
• Outcomes for older people. 

Midlothian has set Economic recovery and growth, Early Years and Positive 
destinations for young people leaving school as its key priorities. 
 

9. In December 2012 the Council agreed to adopt the following principles across 
all Council services: - 

• Communities are partners in service design and delivery 

• Services are targeted and focused 

• Best value outcomes are delivered through partnership working 

For the Midlothian to achieve its aspirations significant and transformational 
change is required. The public have confirmed that they wish to be actively 
involved as partners in decision making and local service development and 
that resources should be redirected towards preventative approaches and to 
reduce inequality, even if this means the reduction of other services. 

10. Throughout all priority setting exercises we ensure that our partner 
organisations are included with joint working at the heart of our successes in 
delivery of the Single Midlothian Plan’s priorities and we propose to continue 
to develop this when the Children and Young People (Scotland) Bill is 
introduced. 
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Local Government and Regeneration Committee 
 

Children and Young People (Scotland) Bill 
 

Submission from Police Scotland 
 
I refer to the above and provide the following comment on behalf of Police Scotland.  
 
I note at the outset that the Children and Young People (Scotland) Bill has provided 
guidance on wellbeing within section 74 whilst there would appear to be no such 
clarity in the Public Bodies (Joint Working) (Scotland) Bill. I would ask for clarity as to 
whether this is a deliberate position, to leave the matter silent in the latter, or if the 
terms set out in section 74 are intended to be a precedent applicable to both Bills. 
 
I have hereafter provided comments related to both Bills. 
 
The Children and Young People (Scotland) Bill 
 
Police Scotland welcome this legislation and the clarity related to children’s rights, 
children’s services planning, the provision of a named person service and the 
guidance on information sharing; all of which will promote, support or safeguard the 
wellbeing of the child or young person. The Bill seems entirely consistent with a drive 
to improve outcomes for our communities through improved joint working 
 
As discussed above, the provision set out in sections 74(1) and 74(2) assist greatly 
when advising Officers and Staff as to how we may best assess when a child is in 
need of support and provides a framework on which we can relay this information to 
partner agencies. 
 
In particular, the role of the named person will substantially benefit and support 
cases where we engage with children and young people and have concerns related 
to their wellbeing. This opportunity for early and effective intervention, through 
appropriate and measured steps, will assist to prevent any escalation of concerns 
and minimise the opportunities for harm. 
 
The proposals arising from this Bill affect Police Scotland as follows; 
 

1. As a single service we have opportunities to consistently apply the principles 
of the Bill across the country, whilst allowing for local arrangements and 
engagement with partner agencies. 

2. Application of the Indicators as set out in sections 74(1) and (2) supports our 
national training strategy and how we instruct our Officers and Staff to 
recognise, record, assess and share concerns appropriately. 

3. The provision of a named person provides clarity on notification processes for 
low level concerns; and will support existing arrangements in place for child 
protection cases where an immediate investigation is required. 

4. The duty to help the named person also provides clarity and an avenue for 
appropriate support to be sought when required. 
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5. The provision of a child’s plan will assist the Police to work more effectively 
with partners. 

 
 
The Public Bodies (Joint Working) (Scotland) Bill 
 
Whilst the Police Service of Scotland is not specifically mentioned in the Bill, we 
acknowledge that through our functions we have a clear role to play in supporting the 
health and wellbeing of our communities. It is a fact of Policing that we are called to 
attend at many varied scenarios, and our Officers and Staff are frequently the first 
point of contact where concerns are identified and provide opportunity for early 
intervention. 
 
As indicated in the opening paragraphs above, we note the strong reference to 
wellbeing and would welcome consideration of the clarity provided by the above 
Children and Young People (Scotland) Bill being provided in this respect also. 
 
Clearly, the Police Service of Scotland work across and with all Local Authorities and 
Health Board areas hence we would appreciate being involved in any consultations 
locally related to the development of integration plans. 
 
Observations 
 
The main focus of expenditure within the Public Bodies (Joint Working) (Scotland) 
Bill is clearly aimed at adult services. There may be value in some provision and 
comment being provided on impact, if any, against universal provision. 
 
There may also be value in considering how this Bill links with the Adult Support and 
Protection (Scotland) Act 2007, which sets out a threshold for notifications of 
concerns to Local Authorities with a duty to investigate.  There are many situations 
where the Police come across concerns, which do not meet that threshold, however 
uncover circumstances of concern related to a multiple of factors. As discussed 
above, clear definitions and understanding of ‘wellbeing’ would greatly assist in this 
regard. 
 
 
 
Malcolm Graham 
Assistant Chief Constable 
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Local Government and Regeneration Committee 
 

Children and Young People (Scotland) Bill 
 

Submission from the Royal College of General Practitioners 
 
 
The Royal College of General Practitioners (RCGP) is the academic organisation in the 
UK for general practitioners. Its aim is to encourage and maintain the highest standards 
of general medical practice and act as the ‘voice’ of general practitioners on education, 
training and issues around standards of care for patients. 
  
The College in Scotland came into existence in 1953 (one year after the UK College), 
when a Scottish Council was created to take forward the College’s interests within the 
Scottish Health Service.  We currently represent over 4750 GP members and 
Associates in Training throughout Scotland. In addition to a base in Edinburgh, the 
College in Scotland is represented through five regional faculty offices in Edinburgh, 
Aberdeen, Inverness, Dundee and Glasgow. 
 
 
Comments 
 
Advocating children’s rights and the ability to hold organisations and services to account 
is important. It will be interesting to see how it works out and what legal challenges are 
made. We very much hope that it improves outcomes for all children and young people 
and especially the most vulnerable. 
 
1. We welcome the Children and Young People (Scotland) Bill and support its general 

aspirations.  Specific areas that are valuable include clarification of the ‘named 
person’ role, improvements in permanency planning for looked after children and the 
provision of better early learning and childcare.  We do, nevertheless, have some 
concerns about the lack of specificity in the draft bill in relation to provision of 
services to children under three years of age. 

 
2. The only universal services used by almost all parents of children under three years 

are midwifery, health visiting1 and general practice2.  Each of these professions has 
a specific role in supporting parents, and in recent years a range of well-intentioned 
but ultimately misguided policies has led to a fragmentation both of the services that 
each is able to offer and to inter-professional communication.  Examples include: 
recent failures of communication between midwives and GPs since the Refreshed 
Maternity Services Framework; the abolition of universal preventive child health 
contacts between six weeks and school entry in 20053 (partially reversed this year); 
the ending of the training of health visitors in child developmental assessment since 
20014; the introduction of corporate caseloads and skill mix teams in health visiting, 
leading to loss of continuity of care; the disengagement of health visitors from general 
practices; and a progressive disengagement of GPs from the delivery of preventive 
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child health services5.  Effective preventive spending could substantially reverse 
these trends6 

 
3. Our specific recommendations are as follows: 
 That the named person for preschool children should always be a qualified health 

visitor 
 That the professional title ‘health visitor’ be restored to its former statutory status, with 

specific reference to training and expertise in child development and parenting 
support 

 That all those working with preschool children should have a duty to report concerns 
about those children’s health, wellbeing and development to the named health visitor 

 That health visitors should have a statutory duty to communicate concerns about 
child wellbeing and development to general practitioners and to others as required 

 That general practices should have a named, attached health visitor. 
 That health visitors should have a maximum caseload of 200 children under five 

years, with smaller caseloads being allocated to those working in areas of deprivation 
or those working with high risk groups. 

 That each child should have the right to an annual assessment of developmental 
progress before the age of five years by a qualified health visitor or in exceptional 
cases by a general practitioner.  These assessments should include investigation of 
language development, motor function, social behaviours, capacity for attention and 
of the parent’s relationship with the child.  We know that developmental vulnerability 
cannot be adequately predicted on the basis of pre-existing risk factors7.  
Furthermore there is now substantial evidence that many children with remediable 
problems have failed to have these problems addressed since the introduction of 
Scotland’s bold policy of abolishing its universal child health surveillance 
programme8;9.  This policy, at variance with practice in all other developed nations, 
should be reversed. 

 These assessments should be considered as a child’s right: parents and carers 
should not be considered to have an automatic right to refuse on behalf of their child.  
There is some evidence that children who are not seen at preventive care contacts 
are more likely to have problems.  Failure to find ways to include all children in a 
universal child health programme (there are, for example, good systems for ensuring 
universal coverage in the Netherlands), thus risks increasing social inequity. 
 

Specific Details within the proposals 
 
4. SPICe document 

 
P13  5th para re the NHS: The proposals are likely to involve at least 1 extra 
hour/year per child of GP work in assessing and report writing (at present often done 
as a goodwill gesture, but with increased level of accountability needed and 
increased interagency co-operation, more GP work is envisaged. To make it 
sustainable, costs and GP capacity needs to be factored in)10.  
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P14 “Well-being” is defined by the child being safe, healthy, achieving, nurtured, 
active, respected, responsible and included. “Well-being” examples would help 
compare one case with another so we know where the threshold is. Many children in 
“normal” families go through times of life when their well-being is compromised so 
help in knowing when to signal this would be of value. We agree we should include 
“Welfare” as well as well-being. 
 
P16 Information Sharing – It would be helpful for GPs to include something from the 
GMC’s “Protecting Children and Young People” 2011 document. Once information 
has been shared without the permission of the parents or child or young person, it is 
difficult to keep track of what they don’t know has been shared so we would 
recommend that in most cases the child or young person or parent is informed when 
information is shared (except where it poses more risk). We attach a useful 
Information Sharing summary by Jonathon Leach, an RCGP member. 
 
Early Years provision 
We support good quality Early Years’ provision, but it has to be more than a crèche 
facility. Early identification of learning and developmental issues through proper play 
and learning facilities, supervision, teaching and reporting from the Early Years to the 
parents and GPs should be encouraged.  
 
Looked After Children and Care Leavers 
We support the proposals aimed at supporting the transition from care to 
independent adult life which has been sadly lacking. We support stability of 
placements, registration with a GP and communication with GPs on a regular basis.  
 
P23 Counselling  
Although it is clarified in the text that this means Family Mediation therapy or group 
therapy for those families listed. We would question the evidence of effectiveness of 
this expensive and potentially time-wasting exercise unless clear targets,  time 
frames and penalties are used. Too often children and young people are returned to 
abusive families because of feigned compliance with “counselling”. The ones who are 
shown to respond are generally the milder, more straightforward cases (such as 
Domestic Abuse where the abused partner separates and institutes effective 
exclusion).  
 
P25 Kinship care 
Kinship care is challenging and the carers are often silent about their difficulties 
except to the GP. Those taking on kinship care  need ongoing support. The children 
or young people have extra needs and their well-being has already been 
compromised. 
 
Adoption 
The proposals appear to shorten delays and unnecessary bureaucracy which very 
often occur in the adoption process so we hope these lead to better outcomes for 
those children and young people. 
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Reports on Corporate Parenting and Children’s Rights  
Having to make regular reports on children’s and young people’s rights should keep 
the issue at the forefront of the corporate mind which is welcome but will involve 
ongoing costs. 

 
 
5. Policy Memorandum 
 

The aims of the policy are admirable.  
We note that those being home-schooled are not mentioned. Concerns over this 
group of children should prompt their inclusion in these excellent plans to improve the 
welfare and well-being of children and young people. 
 
Section 1.43  Respecting, recognising, children’s rights. RCGP has many contacts in 
the third sector and regularly comments and supports publications connected with 
improving care pathways for children and young people and responding to feedback 
and complaints. Examples include the Contact a Family leaflet on accessing GPs, the 
Meningitis Trust “Yellow Book”, the Foetal Alcohol Disorders charity educational 
materials for GPs. RCGP is working with the National Children’s Bureau after their 
report (2013) “Opening the door to accessing GPs”. 
 
 
Conclusion 
 
Providing a lot of support in early years is most likely to have long lasting benefit, the 
evidence supports this and this is emphasised in the document.  What is missing for 
us is supporting young adults who are out of work. GPs routinely spend a great deal 
of time writing letters of support for  people who, due to ongoing health conditions, 
would have great difficulty in obtaining and maintaining work.  There appears to be 
no organisation or person that we can refer these individuals to for support and 
training. We need to invest in these young people who should have a personal 
responsibility to contribute to society but in return society should have a responsibility 
to offer opportunity and training for all young people so that they have a future. The 
cost of this would be offset by later savings in social, medical and societal costs. 
 

 
 
Dr John Gillies 
Chair 
August 2013 
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Requests for access to Medical Records for Safeguarding Reasons 
PCCSF documents © Jonathan Leach 29/05/2013 
 
1.  General Practice is increasingly being requested to supply clinical information for 

safeguarding reasons.  On most occasions the decision to divulge information is 
straightforward, however it can become problematic and especially when third party 
information is requested (for example when it relates to the medical care of parents 
or carers).  

 
2. Requests for information are usually made by social care colleagues who are 

governed by very similar professional guidances to health professionals5.  Both 
nationally and locally, reviews of cases reveal that frequently it is failing to pass on 
information that leads to harm.  Whilst health professionals correctly are sometimes 
concerned about divulging sensitive clinical information, guidance from the General 
Medical Council (and others) is that a doctor is more likely to be criticised for not 
passing on relevant information. 

 
3. Guidance on when and how information is to be divulged is available from a range of 

Organisations these include: 
 

1. The General Medical Council 6 
 

Confidentiality is important and information sharing should be proportionate to the 
risk of harm. You may share some limited information, with consent if possible, to 
decide if there is a risk that would justify further disclosures. A risk might only 
become apparent when a number of people with niggling concerns share them. If 
in any doubt about whether to share information, you should seek advice from an 
experienced colleague, a named or designated doctor for child protection, or a 
Caldicott Guardian. You can also seek advice from a professional body, defence 
organisation or the GMC. You will be able to justify raising a concern, even if it 
turns out to be groundless, if you have done so honestly, promptly, on the basis of 
reasonable belief, and through the appropriate channels. 

Your first concern must be the safety of children and young people. You must 
inform an appropriate person or authority promptly of any reasonable concern that 
children or young people are at risk of abuse or neglect, when that is in a child’s 
best interests or necessary to protect other children or young people. 

You must be able to justify a decision not to share such a concern, having taken 
advice from a named or designated doctor for child protection or an experienced 
colleague, or a defence or professional body. You should record your concerns, 
discussions and reasons for not sharing information in these circumstances. 

                                                            
5 Health and Care Professions Council.  Standards of conduct, performance and ethics.  http://www.hpc-
uk.org/assets/documents/10003B6EStandardsofconduct,performanceandethics.pdf accessed 21 May 13 
6 General Medical Council.  0 - 18 Guidance.  http://www.gmc-
uk.org/guidance/ethical_guidance/children_guidance_56_63_child_protection.asp accessed 21 May 13 
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 Additionally, the GMC provides the following guidance7: 

Ask for consent to share information unless there is a compelling reason for not 
doing so. Information can be shared without consent if it is justified in the public 
interest or required by law. Do not delay disclosing information to obtain consent if 
that might put children or young people at risk of significant harm. 

Tell your patient what information has been shared, with whom and why, unless 
doing this would put the child, young person or anyone else at increased risk. 

Get advice if you are not sure what information to share, who to share it with or 
how best to manage any risk associated with sharing information. 

2. Working Together to Safeguard Children 2013 8 provides the following guidance: 
 

Effective sharing of information between professionals and local agencies is 
essential for effective identification, assessment and service provision. 
 
Early sharing of information is the key to providing effective early help where there 
are emerging problems. At the other end of the continuum, sharing information can 
be essential to put in place effective child protection services. Serious Case 
Reviews (SCRs) have shown how poor information sharing has contributed to the 
deaths or serious injuries of children. 
 
Fears about sharing information cannot be allowed to stand in the way of the need 
to promote the welfare and protect the safety of children. 
 

What to do if a request for information is received 
 
4. Given the very clear advice on the requirement to share information the following 

process is recommended with the clear understanding that there would need to be 
good reasons not to share relevant information. 

 
 Upon receipt for a request for information: 

 
1. Confirm the identity of the requestor and bona fide nature of the information 

requested.  This should usually be in writing and should include some information 
on why request is being made. 

2. Confirm whether you hold any information on the patient 
3. Consider whether consent to release information can be sought and if possible, 

gain consent. In some cases this is possible, whereas in others (for example when 

                                                            
7 Protecting Children and Young People. General Medical Council. http://www.gmc-
uk.org/Child_protection_guidance_update_25_4_13.pdf_51833644.pdf accessed 21 May 13 
8 Working Together to Safeguard Children - Department for Education 2013 
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a Police investigation is taking place), it maybe inappropriate and/or potentially 
unsafe. 

4. If releasing information without consent, document your reasoning. 
5. If not releasing information, document any advice sought and your reasoning. 
6. Reply in a timely manner to the requestor providing relevant information.   
7. If in doubt seek advice - this is available from local child protection specialists 

(such as the Named GP for Safeguarding or Named Nurse) or from Defense 
Organisations. 
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Local Government and Regeneration Committee 
 

Public Bodies (Joint Working) (Scotland) Bill 
 

Submission from the Royal College of General Practitioners 
 
 
The Royal College of General Practitioners (RCGP) is the academic organisation in the 
UK for general practitioners. Its aim is to encourage and maintain the highest standards 
of general medical practice and act as the ‘voice’ of general practitioners on education, 
training and issues around standards of care for patients. 

 The College in Scotland came into existence in 1953 (one year after the UK College), 
when a Scottish Council was created to take forward the College’s interests within the 
Scottish Health Service.  We currently represent over 4600 GP members and 
Associates in Training throughout Scotland.  In addition to a base in Edinburgh, the 
College in Scotland is represented through five regional faculty offices in Edinburgh, 
Aberdeen, Inverness, Dundee and Glasgow. 

THE ROLE OF GENERAL PRACTICE IN THE INTEGRATION OF CARE 

Growing numbers of patients with complex and long term conditions have stimulated 
recognition that the integration of services will be necessary to both improving patient 
outcomes and to helping to deliver more cost effective care.  The College’s vision is ‘a 
world where excellent person centred care in general practice is at the heart of 
healthcare’.  We strongly believe that integrated care is central to this ethos, and has a 
critical role to play in delivering higher quality patient care.  

Integration of care is about placing patients at the centre of the design and delivery of 
care.  It leads to better outcomes for patients, safer services and improved patient 
experience, and can also act as an enabler of more cost effective care. Integrated care 
is especially relevant in an environment where finances are constrained and the number 
of people with multiple morbidities and long term conditions is rising. The Royal College 
of General Practitioners seeks approaches that improve patient care and experience as 
well as being efficient and effective. We must identify those most at risk and ensure that 
those who are already receiving services have their needs met more quickly.  

For general practice, we believe the integration of care should be patient-centred, 
primary care led, delivered by multi-professional teams including social workers, where 
each profession retains their professional autonomy but works across professional and 
organisational boundaries, sharing appropriate information, to deliver the best possible 
health outcomes. 

 



 

  84

General practice, by definition, entails a high degree of integration, offering as it does a 
comprehensive service that deals with the health of the whole person in the context of 
their socio-economic environment. This is the essence of generalism, described in the 
recently published RCGP document.9  As the population ages and chronic conditions 
become more common, an increasingly important part of GPs’ work is the treatment and 
management of patients with multi-morbidities.  In recent years, some GP practices 
have also broadened the range of their services to offer treatments and diagnostic 
procedures previously only available in a hospital setting, for example minor surgery 
and imaging, such as ultrasound, CT and MRI scanning. 

Beyond the direct provision of care, the GP’s role as the gateway to more specialised 
care means that they play a pivotal role in facilitating the smooth transition for patients 
across organisational boundaries, helping them to navigate their way around the system 
and coordinating care. The close relationship between GP and patient offers a unique 
understanding of the effects that poor co-ordination can have, we therefore believe that 
general practice is ideally placed to be central to the integration process. 

Issues important to consider in developing the integration of adult health and 
social care 

Leadership, clinical and management skills 

Integrating care requires the application and development of skills across a number of 
key areas, such as leadership, management and clinical practice.  Without these in 
place, the organisational, cultural, and service changes needed for integration are 
unlikely to be delivered.  

Evidence suggests that successful integration of care requires sustained and effective 
leadership10 - a point that was strongly emphasised in the responses to the RCGP’s 
consultation exercise.  Structures and resources need to be put in place to support this 
at all levels, not only to ensure that senior NHS management buy-in is secured, but also 
to nurture strong front line clinical leadership.  The joint RCGP/NES programme 
‘Developing leadership’, has a major focus on looking at how best to ensure that the 
new roles for primary care professionals in HSCPs are filled by individuals with the skills 
and commitment necessary. 

                                                            
9 Medical generalism; why expertise in whole person medicine matters. RCGP Publications; June 2012  
http://www.rcgp.org.uk/policy/rcgp-policy-areas/~/media/Files/Policy/A-Z-policy/Medical-Generalism-Impact-
Report-March-2013.ashx  
10 Shaw. S, Levenson. R, (2011) Towards Integrated Care in Trafford. The Nuffield Trust.  p17 & 10 Ham. C, Smith. J, (2010) 

Removing the policy barriers to integrated care in England. The Nuffield Trust.p11 
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The development of a greater range and complexity of services in the community will 
also require the development of new clinical and organisational skills.  The role of GPs, 
with their breadth of knowledge, and their experience of working with a wide range of 
disciplines, will be vital to this.  At the same time, it will be important to provide support 
to staff used to working in a hospital setting to develop the skills needed to provide care 
in a community environment. 

Public and political support 

Changes to local health services can cause considerable tension and anxiety, 
particularly where they involve the closure or replacement of hospital services.  If not 
handled correctly, this can swiftly spread and act as a stimulus for political level 
opposition. 

Widespread engagement of patients and the public from the start of the process is an 
imperative to success.  Securing the buy-in and involvement of local politicians will also 
be important if changes to community integration of care are to be successfully 
achieved.   

Information sharing systems 

It is essential that efficient, effective and compatible systems for the sharing of patient 
information are put in practice as this is one of the biggest barriers to the integration of 
care. 

Patient safety and quality of care could potentially suffer without this key infrastructure 
in place.  Primary and secondary health professionals and social care will need to 
access the same patient information, where appropriate. 

 

Multi-disciplinary working 

General Practitioners recognise the importance of multi-disciplinary working in 
delivering integrated care, many also highlighted the challenges that it can present. 

Common concerns raised were potential confusion about roles and responsibilities, a 
failure to take decisions, and a lack of accountability.  Other issues mentioned included 
vested interests; the need for backfill for meetings; and the possibility of professional 
tensions, especially if pooled budgets were being used.  Addressing these challenges is 
crucial but requires both time and investment to develop a common vision and to 
nurture constructive behaviors and  trusting relationships. In particular we are 
disappointed not to see more mention in the consultation of the importance of pharmacy 
input into integrating services.  
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For GPs, a key issue is finding new ways of joint working between generalists (in 
general practice and specialists (in hospitals), particularly for patients at home or in care 
homes or community hospitals. In addition, building and  strengthening relationships 
between GPs, social workers and the third sector is likely to be increasingly important. 

There will be a need to facilitate a culture and enthusiasm to deliver these changes, 
especially across organisational boundaries. The culture required will be one of good 
professional relationships, collaboration and effective leadership to bring about 
improved care for patients. 

The need for investment 

Delivering integrated care requires time and resources to build relationships, acquire 
new skills and invest in the design and provision of new services. 

General practice has a critical role to play in the design and provision of new forms of 
service as part of the provision of integrated care.  However, it suffers from a variety of 
constraints that currently inhibit its ability to do so. Capacity within primary care is 
currently limited and upfront investment is likely to be required to overcome these 
constraints, which include: 

 

 insufficient consultation time, particularly for patients with the most complex needs; 
 the time and resource implications of attending multiple meetings; 
 Lack of diagnostic facilities; 
 Outdated and cramped premises. 
 

Workforce Planning 

If full integration of care is to be realised in communities there will be a need for a highly 
trained workforce that will require taking on many new tasks. There is likely to be an 
increased demand on services within communities. To maintain and improve the 
provision of a quality service, the required capability and capacity to meet demand will 
need to be planned for and managed. A sufficient increase in general practitioners, 
primary care and social care staff to cope with the additional workload will likely be 
needed as integration of care develops.  

The Royal College of General practitioners believes a policy framework that supports 
the integration of care will: 

 Provide sufficient flexibility to allow the adoption of local models; 
 put in place mechanisms to incentivize the wider adoption of good practice; 
 Measure success in achieving integration against agreed benchmarks. 
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Above all, policymakers must invest in the idea that integration is integral to the delivery 
of quality, more effective patient care. 

Specific areas in which policy action is required are set out below: 

Putting patients at the heart of integrated care 

 the integration of care should be organised around the holistic needs of the patient, 
especially those with multi-morbidities. The generalist approach that GPs have to 
offer is crucial here. 

 GPs can take the lead in ensuring that individuals with complex needs receive a 
planned, coordinated service, and the support and education required to navigate 
the system and manage their own health. 

 the regulatory system should be reviewed to focus more on how the system as a 
whole affects patients, and less on the activities of individual organisations. There is 
a risk that these gaps will be where problems arise. 

Increasing the scope and capacity of general practice as a provider of care 

Delivering integrated care means a bigger role for general practice as a provider of 
community based services and in offering support to those with complex needs.  This 
requires: 

 Extra investment in the number of GPs, to free them up to spend more time with 
patients with complex needs, focussed in particularly in under-doctored and deprived 
areas; 

 Use of financial incentives to encourage the development of an increased range of 
new community based services, drawing on the expertise of multidisciplinary teams;  

 Mechanisms to encourage and support the wider roll out of GP Clusters; 
 Additional help for practices that would like to develop extra services but are 

prevented from doing so due to inadequate premises, currently a growing problem. 
 Extension of GP training to four years, to provide new GPs with the clinical, 

generalist and leadership skills to treat patients with a range of complex needs.11 
  

Shared patient records 

 The Government should bring forward practical proposals to allow the sharing of 
electronic patient records as a matter of urgency.  This should include details of how 
any costs to general practices will be met. 

 Protocols to ensure the maintenance of adequate safeguards regarding the flow of 
patient information should be incorporated into any new system.  This is an 

                                                            
11 Enhanced Training for General Practice : the educational case. RCGP Publications 2012. 
http://www.rcgp.org.uk/policy/rcgp-policy-areas/~/media/Files/Policy/A-Z-policy/RCGP-Enhanced-and-Extended-
GP-Training%20update-April%202013.ashx  
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imperative for patient confidentiality ensuring the efficient exchange 
 

Locality Planning 

Public perception on the success of integration of health and social care will depend on 
what happens at the locality level. There are two areas of challenge; the interface with 
social care, and between primary and secondary care. Locality planning offers an 
opportunity to bring together GPs, community nurses, social care providers and social 
workers, to ensure that delivery of services is integrated effectively and efficiently. The 
community planning process should also be involved.  
Professional leadership, which we have developed in collaboration with NHS Education 
Scotland, feeds well into this process. Culture does not suddenly change and everyone 
involved has a responsibility to make this work, regardless of the area they are in. Who 
is involved is key at a locality level is key. Our view is that localities must involve these 
working directly with patients and their carers: GPs, community nurses, social workers, 
AHPs, geriatricians and the third sector. There is a question around how to engage local 
voices and identify community needs. This may happen by ensuring engagement with 
the community planning process. 
 

SUMMARY 

RCGP Scotland believes that better co-ordination of care can be delivered for patients 
through: 

 Care planning and co-ordination, particularly for patients with complex conditions; 
 Redesign of services to provide more services in the community, provided by GPs, 

specialists , nurses, social workers and the third sector working together in multi-
disciplinary teams 

 Establishment of GP Clusters where GP practices come together with the goal of 
providing more integrated services for their communities 

 Developing effective multidisciplinary locality groups 
 

Despite the clear benefits of integrated care, evidence suggests that its implementation 
in the NHS is at best patchy.  This reflects a number of barriers to effective 
implementation.  

These include:       

 The need for cultural change and education and support to staff to develop new 
skills; 

 The lack of effective systems for sharing patient information; 
 The need for greater investment in general practice;      
 The need to adequately finance new integrated care arrangements it they are to 

operate effectively. 
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The external policy framework can play a crucial role in stimulating progress in 
integrating care.  In order to support integration, we believe that the following measures 
are needed: 

 Action to increase the scope and capacity of general practice as a provider of care 
and to allow GPs to spend longer with patients, focusing in particular on those with 
complex needs12 

 The development of additional services focusing around general practice to help 
provide better care-coordination and support for patients with complex and long term 
needs; 

 Urgent action by Government to bring forward proposals to allow the sharing of 
electronic patient records, supported by appropriate patient safeguards; 

 Better structured discharge planning from secondary care to improve clinically 
effective care and improve patient safety; 

 A realisation that what may work in one area may not in another. Local solutions 
should be sought for local problems. There is no “right” model for integration; 
different approaches will be appropriate depending, for example, on patient needs, 
geographical factors and organisational characteristics; 

 Action to promote cultural change and the development of leadership and 
communication skills across sectors  

  

Dr John Gillies 

Chair 

August 2013 

 

 

                                                            
12 http://www.rcgp.org.uk/policy/rcgp-policy-areas/general-practice-2022.aspx 
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Local Government and Regeneration Committee 

Children and Young People (Scotland) Bill and Public Bodies (Joint Working) 
(Scotland) Bill 

Submission from Scottish Fire and Rescue Service (SFRS) 

How the proposals will affect the Service 

The proposals will have a number of implications for the SFRS; the Service seems to 
fit the definition of an “other service provider” of “children’s services”. 

In terms of the proposals, the SFRS may be consulted and have an opportunity to 
participate in or contribute to the preparation of the children’s services plan and 
agree the plan. These requirements would apply to any subsequent review of the 
plan. The SFRS would then be responsible for providing any services or related 
services in accordance with the plan.  

If the SFRS participated it would require to have regard to any guidance issued by 
the Scottish Ministers after having responded to any related consultation about the 
guidance and additionally would be required to comply with any direction issued by 
Scottish Ministers. 

The SFRS facilitates children’s participation in projects such as young firefighter 
programmes, fire reach, etc., albeit subject to the availability of funding which was 
previously sourced externally. Such children’s projects could potentially fall within the 
definition of children’s service or related service (i.e. service or support) in that it 
would be capable of having a significant effect on the wellbeing of children. Certainly, 
if not available to children generally then on occasion such projects are introduced 
with the stated aims and objectives of addressing children with needs of a particular 
type e.g. awareness of fire risks and home fire safety; deterring fire setting; deterring 
fire hydrant vandalism etc., although such projects are not in themselves an SFRS 
function at this time. The Scottish Government’s 2009 report entitled “Scotland 
Together”, acknowledged the importance of Fire and Rescue Service safety 
programmes for children and young people.  

The perceived benefits that can accrue 

The proposals should promote a standardised, multi-agency approach to the delivery 
of children’s services and it is anticipated that such action would deliver better 
outcomes for children and young people across Scotland.  

Concerns that the Service has around the proposed legislation 

Participation in inter-agency (emergency services and charity) sports projects, such 
as street football to deter anti-social behaviour does not appear to be caught by the 
definitions.  
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Does the Bill fit with the reform process 

It is anticipated that the proposals will support a standard, formalised approach to 
planning and service delivery. As such it is expected that the Bill will assist the SFRS 
to achieve the aims of fire reform; in particular the proposals will assist to improve 
local services and 
strengthen the connection between fire services, communities and local authorities.  

 
The Public Bodies (Joint Working) (Scotland) Bill 

The role of the SFRS in the joint boards and any role the SFRS expects to have 
in   future 

It is anticipated that effective partnership working between the SFRS, local 
authorities and health services will continue to take place through Community 
Planning Partnerships.  
 
It would be beneficial for the SFRS to be appropriately involved in planning and 
decision making in line with it’s role as a Community Planning partner agency.  
 
With respect to Part 2 Shared Services, would the SFRS as a non-departmental 
body of Scottish Government fall within the definition of “persons” as currently 
provided for at Section 44(2)? If not, it should be included as it may wish to partake 
of the services narrated at Section 44(3) if these were to prove best value for public 
monies. The SFRS appears to fall within the definition of “Scottish public authority” 
provided for at Section 126 of the Scotland Act 1988 but this position is not 
confirmed. 
 
Anticipated efficiencies and benefits that will arise for the SFRS from the 
delivery of integration plans 

It is intended that integration plans will support the effective delivery of the National 
Performance Framework and Single Outcome Agreements. The SFRS corporate 
planning framework and associated key performance indicators reflect these aims 
and objectives. As such there are perceived benefits for the SFRS, for example more 
effective management of individuals who are in receipt of services and are at specific 
risk from fire for some reason; perhaps people suffering poor health including mental 
health, or addiction for example. The Scottish Government’s 2009 report entitled 
“Scotland Together”, acknowledged the link between house fires and casualties, and 
a range of health and other factors.   
 
Anticipated effect that integration plans will have on outcomes for those 
receiving services 

Integration should achieve a standard, formalised approach to planning and service 
delivery and such action should deliver better outcomes for service users. 
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Does the Bill fit with the reform process 

It is expected that the Bill will assist the SFRS to achieve the aims of fire reform, 
specifically in relation to improving local services and integration with community 
planning partnerships. 
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Local Government and Regeneration Committee 

 
Children and Young People (Scotland) Bill 

 
Submission from UNICEF UK 

 
Overview 
1. UNICEF UK advocates for the protection and promotion of children’s rights, and 
UNICEF has a specific role under the United Nations Convention on the Rights of 
the Child (UNCRC) to give advice and assistance to States Parties in 
implementing children’s rights. This brief submission is intended to support the 
Local Government and Regeneration Committee to consider Part 3 of the 
Children and Young People (Scotland) Bill in light of related legislation. It focuses 
primarily on how obligations under the UNCRC can be effectively mainstreamed 
through children’s services planning and delivery. 
 
2. UNICEF UK welcomes the leadership shown by successive Scottish 
governments in implementing the UNCRC, and commends the intention of the Bill 
to make rights a reality for children. We recognise that the rights measures in the 
Bill – when taken together – give new focus to children’s rights in Scotland, but 
are disappointed they do not amount to a stronger imperative for Ministers and 
public authorities to respect and protect children’s rights.  
 
3. It is fundamentally important that the Children and Young People provide a 
clear and robust child rights framework for the delivery of children’s services 
across Scotland. This is not only to reflect the evolution of a child rights focus at a 
national level but also to ensure all children, regardless of their circumstances or 
geographical location, have the opportunity to develop to their full potential. With 
this in mind, we urge the Committee to actively consider the following issues in its 
scrutiny of Part 3 of the Bill:  
 

i. The Bill fails to create a systematic children’s rights framework for 
Scotland, within which both government decision-making and local service 
delivery will sit. This cultural and legal disconnect can be addressed 
through better integrating the rights and well-being provisions in Parts 1 
and 3 of the Bill. 

ii. Complementary duties on those whose decisions and actions affect 
children and young people – namely public authorities – to act to give 
better effect to the UNCRC, rather than simply to report on what they have 
done to implement it.  

iii. Bringing together duties on children’s rights and children’s services 
reporting in order to put children’s rights at the heart of children’s services 
planning and delivery, improve the effectiveness of local reporting 
mechanisms, and to reduce the burden on public authorities.  

 
Incorporating the UNCRC into Scots law  
4. As the Committee will be aware, the UNCRC was adopted by the United 
Nations in 1989 and ratified by the UK Government in 1991. It was the first 
internationally binding human rights treaty to comprise the full range of civil, 
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political, economic, social and cultural rights. It is a unique instrument in that it 
focuses on these rights in the context of the particular needs of children. The 
UNCRC contains 42 substantive rights for every child under the age of 18, and 
places corresponding duties on governments to support children to realise those 
rights and develop to their full potential.  
 
5. UNICEF UK’s experience and recent research shows that legislative steps are 
essential for embedding the UNCRC within legislation, policy, practice and 
attitudes towards children.13 The step-by-step approach taken by successive 
governments to child rights implementation has led to significant inconsistency 
and gaps in the extent to which children are able to enjoy the full extent of their 
rights. 14 The direct incorporation of the UNCRC into Scots law would make its 
principles and provisions a reality for children, placing duties on Ministers and 
public authorities to respect and protect children’s rights, and allowing children to 
challenge violations of their rights.15 This approach would provide not only the 
foundation for a sustainable culture of children’s rights in Scotland but also the 
most effective and immediate way of putting “children and young people at the 
heart of planning and delivery of services and [ensuring] their rights are respected 
across the public sector”.1617 
 
6. For more detail on the case for incorporation and UNICEF UK’s analysis of the 
child rights duties on Ministers in Part 1 of the Bill, see our submission to the 
Education and Culture Committee dated July 2013.18 
 
Building a child rights framework for local government 
7. Part 3 of the Children and Young People Bill sets out a series of duties related 
to children’s services planning to achieve the full implementation of GIRFEC 
across Scotland and improve the well-being of children. These duties inter alia 
require local authorities and health boards (hereafter referred to as public 
authorities) to prepare children’s services plans every three years and report 
annually on their implementation. The aim of a children’s services plan is to 
safeguard, support and promote the well-being of children in a local area. 
 
8. Clearly, one of the notable challenges in drafting the Children and Young 
People Bill has been in joining up a well-being approach to children’s services 
with the broader children’s rights framework Scottish Government aspires to. This 
disconnect risks undermining attempts to “make rights real” for children and young 
people in Scotland. The Bill could successfully embed children’s rights across the 

                                                            
13 L.Lundy, U.Kilkelly, B. Byrne, J.Kang (2012), The UN Convention on the Rights of the Child: A 
study of legal implementation in 12 countries. UNICEF UK. 
14 See consecutive reports from Together (the Scottish Alliance for Children’s Rights) on the State 
of Children’s Rights in Scotland  
15 UN Committee on the Rights of the Child (2003), General Comment 5, paragraphs 19-20 
16 Transposing the UNCRC into Scots law in the same way that the European Convention on 
Human Rights was transposed into UK law through the Human Rights Act 1998. This is within the 
power of Scottish Government and Scottish Parliament, see Aidan O’Neill QC (2012), Legal 
opinion for UNICEF UK. 
17 Children and Young People (Scotland) Bill: Policy Memorandum, paragraph 2 
18 http://www.unicef.org.uk/Documents/Campaigns-
documents/UNICEF%20UK_%20EC%20Committee_evidence%20on%20CYP%20Bill_July%2020
13.pdf?epslanguage=en  
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design and delivery of law, policy and services impacting on children and young 
people, but to achieve this a child rights framework needs to be introduced within 
children’s services planning, through which public authorities can safeguard, 
support and promote the rights and well-being of children in their area.  
 
9. There are many opportunities to do this within the existing clauses in the Bill,  
not least of which is looking creatively at how comparable duties on well-being, 
planning and reporting can be broadened in scope to embed a child rights based 
approach and include explicit duties on child rights implementation19, and also at 
how these reporting duties can be streamlined to enable a more efficient, effective 
and coherent picture of local service provision for children across local authority 
areas. It is also important that these duties, in and of themselves, reflect the 
principles of the UNCRC. For example, the planning duty in Clause 10 should 
explicitly reference children as a group that should participate in the development 
of the children’s services plan. 
  
10. Although we welcome the greater focus that the duty on public authorities in 
Clause 1 (2) to report steps they have taken to implement children’s rights will put 
on the UNCRC at local level, it is important to recognise that the duty is not yet 
accompanied by any obligation on public authorities to act to better implement the 
UNCRC. This is important because it is often at the local level that children 
experience rights violations. This omission will have a serious impact on the 
extent to which a rights culture can truly be developed in Scotland – without a 
children’s rights duty on public authorities to reflect a duty on Ministers, the legal 
machinery for promoting and securing children’s rights is weaker than it otherwise 
could be.  
 
11. We would like to see public authorities placed under a positive duty to 
implement the UNCRC to ensure that children’s rights genuinely become the 
framework for services and decisions that affect children and young people in 
Scotland. Such duties would also provide consistency across public functions both 
geographically but also no matter by whom those functions are delivered – local 
authorities, health boards, the private sector or the voluntary sector.20  
 
12. The systematic consideration of children’s rights, and the use of a child rights 
based approach to delivering services for children, is essential to ensuring 
children’s rights are respected, protected and realised, no matter who the child is 
or what their personal circumstances are. UNICEF UK’s experience in developing 
rights-respecting programmes at a local level21, evidence from the national 
implementation of the Rights of Children and Young Persons (Wales) Measure 

                                                            
19 For example, within clauses 9 (aims of children’s services plan), 10 (process for children’s 
services plan), and 13 (reporting on children’s services plan) 
20 UN Committee on the Rights of the Child (2005), General Comment 5, paragraphs 40-44 – 
State Parties have a responsibility for ensuring the compliance of non-State actors with the 
UNCRC; the reporting duty on public authorities in clause 2 as it currently stands does not cover 
those delivering public functions such as private or voluntary sector providers. 
http://www2.ohchr.org/english/bodies/UNCRC/docs/GC5_en.doc 

21 UNICEF UK’s programmes in Scotland comprise the Baby Friendly Initiative, Rights Respecting 
Schools, and Child Rights Partners (the latter currently in development) 
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2011, and learning from the roll-out of GIRFEC to date all underline the 
importance of training and capacity-building on the application of children’s rights 
in order to improve outcomes for children. With this in mind, we strongly support 
the new duty on Ministers to promote awareness and – importantly – 
understanding of the UNCRC in Part 1 of the Bill. However, from a local 
implementation perspective, we would like further clarification from Ministers on 
how this duty will be delivered (and resourced) in relation to those delivering 
services for children and young people.22  
 
Contact details  
Sam Whyte 
Policy and Parliamentary Manager 
UNICEF UK  

                                                            
22 UN Committee on the Rights of the Child (2008), Concluding observations: United Kingdom of 
Great Britain and Northern Ireland, paragraph 21 
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Local Government and Regeneration Committee 

Children and Young People (Scotland) Bill and Public Bodies (Joint 
Working) (Scotland) Bill 

Submission from West Lothian Community Planning Partnership 
 
Thank you very much for the opportunity to contribute to the Local Government 
and Regeneration Committee’s examination of both the Children and Young 
People (Scotland) Bill, and the Public Bodies (Joint Working) (Scotland) Bill1 in 
terms of their implications for local authority functions and partnership/joint 
working.  
  
West Lothian Community Planning Partnership has considered these pieces of 
legislation, and how the proposed joint working arrangements established by them 
will link with the development work of our partnership and are pleased to offer the 
following comment, - 
 
 
“West Lothian Community Planning Partnership is a mature, strategic alliance with 
well established arrangements for joint working and achieving partnership 
outcomes.  We have recently completed the draft version of our new Single 
Outcome Agreement – to be titled Achieving Positive Outcomes – which 
focuses on ‘tackling inequality’. The development of the new SOA has been 
guided and informed by forthcoming legislations and concurrent and independent 
reform processes and builds on an already well advanced governance structure 
and partnership understanding of key emerging issues such as prevention, early 
intervention and outcomes approaches. 
  
The emerging agendas and proposed new legislation likely to relate to the 
development of the new Bills mentioned are unlikely to be against the direction of 
travel already agreed by the CPP Board and underpinning structures.  The 
processes already underway to review the CPP governance structure and 
performance management arrangements are being developed with these potential 
changes in mind.  The visions within these proposed legislation fit with our own 
ambitions for the wider community of West Lothian.” 
 

I hope this response is useful, 

Lorraine Gillies 

 
 



 

 

The Scottish Parliament and Scottish Parliament Infor mation C entre l ogos .  

SPICe Briefing 

Public Bodies (Joint Working) 
(Scotland) Bill 

30 August 2013 

13/50 

Kathleen Robson 

 

The Public Bodies (Joint Working)(Scotland) Bill is attempting to implement the Scottish 
Government’s commitment to achieve greater integration between health and social care 
services. Integration is seen as a way of improving both the quality and efficiency of services. 

This briefing sets out the back ground to the Bill and its key provisions. It also provides a 
summary of the evidence received to the Health and Sport Committee’s call for evidence. 
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EXECUTIVE SUMMARY 

The Bill seeks to achieve greater integration between health and social care services in order to 
improve outcomes for individuals and to improve the efficiency of services. 

There is no single definition of what constitutes integrated care but the term is commonly used 
to refer to the joined up delivery of health and social care services. Integration is viewed as a 
way of tackling a number of problems such as unscheduled admissions to acute care, delayed 
discharges, budgetary battles between bodies, delays in accessing care and duplication of 
efforts. It is also seen as a way of ‘shifting the balance of care’ from the expensive acute sector, 
to care in less expensive community settings. More money is spent by the NHS in caring for 
emergency admissions in people over 65, than local authorities spend on social care for the 
same group (£1.32bn versus £1.27bn). 

The concept of integration is not new to Scotland and the Bill is the latest in a line of attempts to 
achieve integrated care. Previous attempts have included the Joint Futures Group and the 
creation of Community Health Partnerships. The research evidence on integration has shown 
that there is little evidence that integration improves outcomes for individuals or that structural 
integration delivers the anticipated service improvements. However, research has found some 
key factors for success. These have included leadership, a clear vision and involvement of 
service users. 

The Bill proposes to require health boards and local authorities to create an integration plan for 
the local authority area. This will be required for adult services but other services may also be 
included. The integration plan would be required to detail which model of integration had been 
chosen. The bill outlines two models available, these are: 1.) The body corporate model, where 
the health board and local authorities would delegate functions to a joint board headed by a 
chief officer, and 2.)The lead agency model, where local authorities and health boards can 
delegate functions to each other under the oversight of a joint monitoring committee.  

The Bill also sets out principles that should guide the creation of integration plans and Ministers 
would regulate for the creation of national outcomes which will be used to hold health boards 
and local authorities to account. The Bill would also require the new integration authorities to 
create a strategic plan every 3 years. The strategic plan would also establish at least two locality 
areas in each local authority. 

The Bill would also allow National Services Scotland to extend its services to public bodies 
beyond the NHS. It also proposes to allow health boards to form companies for joint venture 
purposes and enable boards to act on behalf of each other. 

The majority of respondents to the Health and Sport Committee’s call for evidence were 
supportive of the Bill. Respondents viewed the key strengths of the Bill as; the focus on 
outcomes, the involvement of stakeholders and the policy ambition of the Bill. 

Areas that caused concern included the lack of mention of other stakeholders on the face of the 
Bill, the interaction with other legislation, the effect on non-integrated services and the potential 
for a confusing landscape. 
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INTRODUCTION 

The Public Bodies (Joint Working) (Scotland) Bill was introduced in the Scottish Parliament on 
29th May 2013 and aims to enact the Scottish Government’s commitment to integrate adult 
health and social care (Scottish Government, 2011). 
 
The policy ambition of the Bill is to: 
 

“…improve the quality and consistency of services for patients, carers, service users 
and their families; to provide seamless, joined up quality health and social care 
services in order to care for people in their homes or a homely setting where it is safe 
to do so; and to ensure resources are used effectively and efficiently to deliver 
services that meet the increasing number of people with longer term and often 
complex needs, many of whom are older.” (Scottish Parliament, 2013c, pg 1) 

 
The Bill is split in to 3 parts with the main policy objective of integration provided for in Part 1. As 
a result the focus of this briefing is on that part of the Bill. 

PART 1: INTEGRATION OF HEALTH AND SOCIAL CARE 

WHAT IS INTEGRATED CARE? 

There is no single definition of what ‘integration’ or ‘integrated care’ is. The policy memorandum 
to the Bill states that what is meant by integration is that: 
 

“…services should be planned and delivered seamlessly from the perspective of the 
patient, service user or carer, and that systems for managing such services should 
actively support such seamlessness” (Scottish Parliament, 2013c, pg2) 

 
Commonly in Scotland the terms are used to refer to the joined up delivery of NHS and social 
care services. Integration may be vertical between the different parts of the NHS, or horizontal 
between different statutory and non-statutory services. It may also occur at different levels, for 
example, at the structural level (macro), the service level (meso) or the service user level 
(micro) (Petch, 2011). 

THE CASE FOR INTEGRATION 

The quest for integrated care is replicated internationally and it is a burgeoning discipline within 
health research. So what are the perceived benefits of integrated care? 
 
Recent impetus around integration policy in Scotland has come as a result of various pieces of 
work that have considered the impact of demographic change, the forecast increased demand 
for health and social care over the coming decades, and declining levels of public expenditure.  
In addition, at the present time, Scotland experiences problems that it is felt greater integration 
could help address, for example: 
 

 Unscheduled, emergency admissions to acute care that may otherwise have been 
prevented 

 Delayed discharges from acute care to a community setting 
 Delays in accessing required support due to a disconnect between different services 
 ‘Cost-shunting’ between services 
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 Duplication of efforts, for example, individuals having to retell their story to different 
professionals 

 
This has led to calls for an increase in more preventative and personalised care, support in 
community settings and less emphasis on acute services (often referred to as ‘shifting the 
balance of care’). Greater integration is viewed as one way of achieving this, and also as a way 
of improving both the quality and efficiency of services. 
 
The most recent data from the ‘Integrated Resource Framework’ shows that of the total £4.4bn 
spent on the health and social care of people aged over 65, £3.2bn is spent on health care 
(71% of the total). Within this, the total spend by the NHS on emergency care for this group of 
people (£1.32bn) exceeds the total spend on social care by local authorities (£1.27bn). 

Figure 1: Breakdown of total expenditure on health and social care in people aged 65+, 
Scotland, 2010/11 (Source: Scottish Government, 2013) 
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THE HISTORY OF INTEGRATED CARE IN SCOTLAND 

Greater integration of health and social care is not a new concept to Scotland and there have 
been many attempts to achieve greater integration dating back to the 1970s (Woods, 2001). 
Figure 2 outlines a timeline of some of the key policy developments in this area since 
devolution. Such work has included the Joint Futures Group and the ‘Commission on the Future 
Delivery of Public Services’ (the Christie Commission)(Commission on the Future Delivery of 
Public Services, 2011) both of which envisaged greater integration of health and social care 
services. 
 
Previous structure which attempted to achieve greater integration included Local Healthcare 
Cooperatives (LHCCs) and Community Health Partnerships (CHPs). LHCCs were part of 
Primary Care Trusts (PCTs) and organised round groups of GP practices in distinct 
geographical areas. They were not provided for through legislation but they were intended to 
bring health and social care providers together to deliver services. 
 
CHPs were created under the National Health Service Reform (Scotland) Act 2004 and 
replaced LHCCs. They were established as committees of the health boards and were to bridge 
the gap between primary and secondary healthcare, and between health and social care.  
 
However, despite such initiatives, there have been persistent concerns that joint working 
between partners has not been as effective as it could be, or that it has at least been patchy 
across the country. 

THE EVIDENCE FOR INTEGRATION 

In recent years, there have been a number of reviews of the evidence for integration. Some of 
the key studies are outlined below. For an examination of international models of integration 
please see SPICe Briefing SB 12-48 Integration of Health and Social Care: International 
Comparisons. 
 
In 2011, the Royal College of Nursing published a review of the literature and international 
models of integration (Robertson, 2011). This found that there are a large number of different 
models of integration and no single agreed definition of integrated care. The review found that 
the body of research on integration is extensive but contains little evidence of improved 
outcomes for individuals. Most measures of success use proxy indicators and infer benefits to 
individuals but robust evidence of the impact on health outcomes is lacking. 
 
Around the same time, a review of the evidence by Petch (2011) found that “there is a strong 
body of evidence demonstrating that structural integration between health and social care does 
not deliver the effective service improvements that had been anticipated”. Petch found that it 
was not the structures per se that determined the success of integration, but rather the detail of 
local implementation and a focus on outcomes for service users. She also highlighted a number 
of dimensions that are key to success. These are: 
 

 the importance of culture 
 the role of leadership 
 the place of local history and context 
 time 
 policy coherence 
 the need to start with a focus on those who access support 
 a clear vision 
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 the role of integrated health and social care teams 

A briefing for the Social Care Institute for Excellence (SCIE) (2012) also found the evidence 
base underpinning joint working and integration as ‘less than compelling’, including from an 
economic perspective. However, the briefing did review the factors that promote and hinder joint 
working. SCIE found that the factors that aided joint working could also become the factors that 
hindered it if they were not given enough attention. Crucial factors included; securing the 
understanding and commitment of staff to the aims and desired outcomes of the partnership 
(especially among health professionals), defining outcomes that matter to service users and 
carers, and involving service users and carers in care planning and influencing future care 
options. 
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Figure 2: A timeline of some key integration policy developments in Scotland since devolution 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 
 
 
 
 

 Joint Futures Group (1999) 
Established following a post-devolution summit of NHS and local authority 
personnel. It published ‘Community Care: a Joint Future’ (2000) which 
recommended securing better outcomes for older people through improved joint 
working, including arrangements for managing and financing services and the 
introduction of the ‘single shared assessment’. 

Community Care and Health (Scotland) Act 2002 
Gave Scottish Ministers the power to permit health Boards and local authorities 
to make payments to one another, delegate functions and pool budgets. The Act 
also provides Ministers with intervention powers to direct NHS Boards and local 
authorities to enter into joint working arrangements where poor joint working 
prevails. 

Community Health Partnerships (CHPs) (2004) 
Formed by the National Health Service Reform (Scotland) Act 2004, CHPs 
replaced LHCCs and were intended to bridge the gap between primary and 
secondary care services as well as between health and social care. 

Integrated Resource Framework (2008) 
The aim of the framework was to enable local partnerships to understand more 
clearly their patterns of spend and activity across health and social care, and to 
develop mechanisms to allow resources to flow between partners.  

Christie Commission (2011) 
Found that Scotland's public service landscape is unduly cluttered and 
fragmented, and that further streamlining of public service structures is likely to 
be required. Also recommended that any specific proposal for reform should be 
driven by how best services can achieve positive outcomes, based on a 
comprehensive cost-benefit analysis. 
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A review of the evidence on financial integration found “tentative evidence that financial 
integration can be beneficial” but also that “robust evidence for improved health outcomes or 
cost savings is lacking” (Social Research, 2010). 
 
However, it did identify critical success factors for integration. These were a clear, joined up 
vision and avoiding a one-size fits all approach. 

HEALTH AND SPORT COMMITTEE INQUIRY 

In anticipation of the Bill, the Health and Sport Committee of the Scottish Parliament undertook 
an inquiry into the integration of health and social care (Scottish Parliament Health and Sport 
Committee, 2012). The findings of the Committee’s inquiry included that changes should avoid 
being driven by structures and instead they should have a focus on outcomes. The Committee 
also welcomed the plan for integration to extend beyond adult services and to have a clear line 
of accountability in the shape of a single accountable officer. For a full list of the Committee’s 
findings please see Annex 1. 

CURRENT LEGISLATIVE POWERS 

As mentioned in figure 2, the Community Care and Health (Scotland) Act 2002 (‘the 2002 Act’) 
gives health boards and local authorities the ability to make payments to each other, delegate 
functions to each other, transfer staff and to pool budgets. It also gives Ministers a regulatory 
power to require the delegation of functions between local authorities and NHS bodies. 
 
Therefore some legislative powers to bring about greater integration already exist. However, 
there is no requirement in the primary legislation to use these powers. This remains entirely 
voluntary and there are limited examples of their use since the 2002 Act came in to force. In 
addition, the 2002 Act would only allow for the adoption of one model of integration i.e. the 
delegated function model, sometimes also known as the ‘lead agency’ or ‘lead commissioning’ 
model (see below). 

THE BILL’S PROVISIONS IN PART 1 

Integration Plans 

The Bill requires the 14 area health boards and 32 local authorities to jointly submit an 
integration plan for each local authority area. Where there are 2 or more local authorities in a 
board area, the Bill would allow for the submission of a joint plan. Plans would be subject to the 
approval of Scottish Ministers.  
 
The policy memorandum accompanying the bill details that integration would be required for 
adult health and social care at a minimum, although this is not specified in the Bill. 
 
At the moment North and South Lanarkshire Councils are the only 2 local authorities that deal 
with 2 area health boards. However, recently announced changes1  to ensure the co-terminosity 
of board boundaries will mean that each local authority will share its boundary with just one 
health board. 
 

                                            
1 Scottish Government News Release (4 June 2013) Health Board Boundaries. Available at: 
http://news.scotland.gov.uk/News/Health-board-boundaries-d0.aspx 
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The Bill would give local authorities and health boards the choice of 4 options for integration, 
however these 4 options can be summarised in to 2 broad models: 
 

1. The body corporate model – under this model local authorities and health boards will 
delegate functions to a joint board. This will be separate from local authorities and health 
boards and led by a chief officer. 

 
2. The lead agency/delegated function model – under this model, functions will be 

delegated from one body to another. The Bill outlines 3 potential options; delegation from 
a local authority to a health board, delegation from a health board to a local authority, or 
delegation of functions to both a health board and a local authority. This model would 
require the establishment of a joint monitoring committee to oversee delivery. 

 
The Bill would remove Community Health Partnerships from statute. 
 
The local authority and the health board must consult on the integration plan prior to 
submission. Who should be consulted is not specified in the Bill other than to say it could 
include anyone the partner bodies see fit and anyone specified by Scottish Ministers. 
 
Regulations would also be made detailing the required content of the integration plans but the 
Bill contains provisions requiring that integration plans would have to set out which model is 
being used, the functions which are to be delegated and - where the lead agency model is being 
used - the functions of the person who is being delegated to. The plan must also set out the 
method by which payments will be made for the funding of the services. When creating an 
integration plan, local authorities and health boards must also have regard to: 
 

 The integration planning principles, and 
 The national health and wellbeing outcomes 

 
National outcomes will be specified by Ministers in regulations and would be used to hold health 
boards and local authorities jointly accountable. 
 
At present, performance management differs considerably between health boards and local 
authorities. Health boards are responsible for delivering ‘HEAT targets’ while local authorities 
have moved towards ‘Single Outcome Agreements’ via Community Planning Partnerships. 
 
Ministers would be required to carry out a consultation on the outcomes prior to making the 
regulations. Those to be consulted would include: 
 

 Health and social care professionals 
 Health care and social care users 
 Carers 
 Commercial and non-commercial providers of health care and social care 

The integration planning principles and draft health and wellbeing outcomes are outlined in 
Figure 3. 
  

Agenda item 5 
4 September 2013 LGR/S4/13/22/7



 

 11 

Figure 3: Integration Planning Principles and Draft Health and Wellbeing Outcomes 

 
 
 
 
 
 
 
  

Integration Planning Principles - Section 4(1) 
 
4(1) The integration planning principles are –  
 

(b) That, in so far as consistent with the main purpose, those services should be 
provided in the way which, so far as possible –  

(i) Is integrated from the point of view of recipients, 
(ii) Takes account of the particular needs of different recipients, 
(iii) Takes account of the particular needs of recipients in different parts 

of the area in which the service is being provided, 
(iv) Is planned and led locally in a way which is engaged with the 

community and local professionals, 
(v) Best anticipates needs and prevents them arising, and 
(vi) Makes the best use of the available facilities, people and other 

resources 

Draft National Health and Wellbeing Outcomes (Scottish Government, 2012) 
 
1. Healthier living - Individuals and communities are able and motivated to look after and 
improve their health and wellbeing, resulting in more people living in good health for longer, 
with reduced health inequalities. 
 
2. Independent living - People with disabilities, long term conditions or who become frail 
are able to live as safely and independently as possible in the community, and have control 
over their care and support. 
 
3. Positive experiences and outcomes - People have positive experiences of health, 
social care and support services, which help to maintain or improve their quality of life. 
 
4. Carers are supported - People who provide unpaid care to others are supported and 
able to maintain their own health and wellbeing. 
 
5. Services are safe - People using health, social care and support services are safe- 
guarded from harm and have their dignity and human rights respected. 
 
6. Engaged workforce - People who work in health and social care services are positive 
about their role and supported to improve the care and treatment they provide. 
 
7. Effective resource use - The most effective use is made of resources across health and 
social care services, avoiding waste and unnecessary variation. 
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If an integration plan was not approved by Scottish Ministers, the local authority and the health 
board would be required to modify the plan and resubmit it. Health boards and local authorities 
would be able to vary some of the terms of an approved integration plan (such as the functions 
delegated or the method of payment) but this would require resubmission for the approval of 
Scottish Ministers (though no further consultation with stakeholders would be required). If the 
integration plan was to change the local authority area or the model of integration, this would 
require an entirely new integration plan. 
 
In the event that a local authority and a health board fail to submit an integration plan, Ministers 
could impose the body corporate model on the partners. The partners would then be required to 
delegate functions to the joint board and make payments in accordance with the specifications 
of Ministers. 

The Body Corporate Model 

The body corporate model is where the functions that are to be integrated are delegated to a 
joint board. If a partnership chooses this model then a ‘joint board’ would be established by 
Ministerial order. After consulting with the ‘constituent authorities’ (i.e. the health board and local 
authority), the joint board would appoint a ‘chief officer’ who would be an employee of either the 
health board or local authority and seconded to the joint board. Membership of the joint board 
would be set out in secondary legislation. 
 
The chief officer’s responsibilities would be subject to the approval of Scottish Ministers but the 
policy memorandum  details that the chief officer would lead the development of the strategic 
plan (see Strategic Planning below) and manage the integrated budget and the integrated 
planning and delivery of services (para 55b). The services the joint board would be responsible 
for would be those specified in the integration plan agreed by the health board and local 
authority. 
 
The policy memorandum outlines that it is envisaged that the joint board will arrange for the 
provision of services from the health board or the local authority, rather than providing services 
itself, although there is a regulatory power in the Bill for Minsters to allow this and to allow the 
joint board to employ its own staff (para 59). The intention is that joint boards will be responsible 
for: 
 

 Overseeing the development and preparation of the strategic plan (see Strategic 
Planning below) for the area covered by the integration plan 

 Allocating resources at a high level, between the health board and the local authority in 
accordance with the strategic plan and the integration plan 

 Ensuring the delivery of the national and local outcomes 

The resources of the joint board would be calculated in accordance with the method set out in 
the approved integration plan. 
 
This model builds upon the approach of CHPs but differs in that the joint board would be equally 
accountable to local authorities and health boards (via the strategic plan), whereas CHPs were 
constituted as committees of the health board alone. 
 
The financial memorandum to the Bill notes that, based on feedback on the preferences of 
partners, the likely case is that “all partners, with the exception of Highland, will opt for 
delegation to a body corporate” (para 44). 
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The Lead Agency Model 

The lead agency model is where functions are delegated from one partner body to the other. If a 
partnership chooses to follow the lead agency model, then the local authority and health board 
must establish a ‘joint monitoring committee’ to monitor the delivery of the functions that have 
been delegated. Membership of the Committee would be determined in secondary legislation. 
The role of the joint monitoring committee would be to: 
 

 Hold the lead agency to account for the agreed resources/budgets on behalf of the health 
board and the council (and do so in a way designed to ensure integrated provision of 
services in a person-centred way) 

 Report to the health board and council in relation to those matters using a robust 
reporting mechanism specified in the integration plan 

Unlike the body corporate model, this model would not require the appointment of a chief officer 
as the chief executive of the lead agency would act as chief officer. The policy memorandum to 
the Bill outlines that the chief executive of the lead agency would be responsible for the 
management of integrated services and the development of the strategic plan (see Strategic 
Planning below) (para 57). It also states that the integration plan will establish that the chief 
executive of the lead agency will be jointly accountable to the health board and the local 
authority. 
 
This is the model that is being used by NHS Highland and Highland Council. NHS Highland has 
delegated responsibility for adult health and social care services and Highland Council is 
responsible for children’s social care and community health care services. 

Transfer of Staff 

The Bill does not require the transfer of staff between the partner bodies for the purposes of 
integration, but it does contain provisions to permit it. Staff being transferred would have the 
option of refusing to work for the new employer, though this would mean that their contract 
would be terminated. Employees would not be able to claim unfair or constructive dismissal 
purely by the change of employer, but could still do so if there were any substantial detrimental 
changes to their contract of employment or working conditions. 
 
Staff agreeing to the transfer would be employed under the same contract terms as agreed with 
their original employer. The new employer would also assume all of the rights, powers, duties 
and liabilities of the original employer. 
 
The financial memorandum to the Bill details that where staff transfers do take place, they will 
do so under TUPE arrangements2 (para 112). However, the memorandum points out that staff 
would be free to migrate to the same terms and conditions as their new colleagues. The 
memorandum highlights that transfers are likely to happen under the lead agency model and 
goes on to point out that staff transferring from a local authority to the NHS are likely to want 
change because the NHS terms and conditions would be more advantageous. It also highlights 
the possibility that where staff transfer from the NHS to a local authority that this may result in 
an equal pay claim. 
 
 

                                            
2 Transfer of Undertakings (Protection of Employment) Regulations – these regulations allow staff to transfer to a 
new employer on their existing terms and conditions of employment and with all their existing employment rights 
and liabilities intact 
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Strategic Planning 

The integration authorities created under integration plans (i.e. the joint board or the lead 
agency) would be required to prepare a strategic plan for their area covering a period of 3 years. 
This would effectively require the new integration bodies to undertake what is known as joint 
‘strategic commissioning’. 
 
Strategic commissioning involves agreeing outcomes, assessing present and future needs, 
examining options, deciding how best to meet those needs and outcomes and then 
commissioning and delivering the necessary services. It is viewed as being of crucial 
importance for providing effective care. In 2012, Audit Scotland published Commissioning Social 
Care which found that: 
 

“Councils and NHS Boards have been slow to develop strategic commissioning. Only 
11 of the 32 council areas had commissioning strategies covering all social care 
services”…Of the commissioning strategies that do exist, most relate to the council 
rather than reflecting the interdependence of health and social care services” (Audit 
Scotland, 2012, pg16). 

 
In preparing the strategic plans, the integration authorities must have regard to both the national 
health and wellbeing outcomes and the ‘integration delivery principles’. These principles have 
the same wording as the integration planning principles (see page 11 above). 
 
The integration authorities would also be required to establish a group to consult on the 
strategic plan. Who should be a member of the group is not on the face of the Bill, but would be 
prescribed by Ministers. The Bill gives integration authorities the power to pay any expenses 
and allowances to members of the consultation group. This is intended to facilitate the 
involvement of stakeholders in the development of the strategic plan. 
 
Integration authorities would be required to outline proposals for the strategic plan and seek the 
views of the consultation group. The consultation group would express their views and the 
integration authority would draw up a first draft of the plan for comment. The consultation group 
would then have the opportunity to comment on the draft. However, subsequent drafts would 
only have to be sent to the health board and council, and to any others the integration authority 
thinks fit or that may have been prescribed by Ministers. The integration authority would have to 
take account of these views in finalising the strategic plan. 
 
A strategic plan developed under the lead agency model would need to be approved by the 
other partner. For example, if the health board was the lead agency, the local authority would 
need to approve the plan and vice versa. If it is not approved then the lead agency would have 
to modify the plan and re-submit it for the other partner’s approval. 
 
Under the body corporate model, the strategic plan would not require the approval of either the 
health board or local authority, though their views must be taken account of in the final version. 
 
The Bill would require a public consultation on any proposals to significantly change services 
out-with an agreed strategic plan. 

Localities 

Under the Bill, the strategic plan would identify at least two ‘localities’ for the area and outline 
separately how the integrated services will be delivered in each. 
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The Bill does not prescribe any models for locality planning. The policy memorandum details 
that this is because it is believed “that arrangements that work best locally are developed and 
agreed upon locally” (para 126). 
 
The Scottish Government envisages that locality planning will be led by and involve local 
professionals as well as directly involve local elected members, services users, carers and third 
and independent sector representatives. This is intended to bring about a ‘co-production’3 
approach to planning and reflect the principles of the Christie Report (Commission on the Future 
Delivery of Public Services, 2011). 

PART 2: SHARED SERVICES 

This part of the Bill proposes to enable National Services Scotland (also known as the Common 
Services Agency) to extend its services to other public bodies. The following functions of 
National Services Scotland have been identified as having the potential to be extended to other 
public bodies: 
 

 Central Legal Office, 
 Counter fraud services, 
 National Procurement,  
 National Information Systems Group (IT services), and 
 Information Services Division 

The sharing of these services would be entirely voluntary for either party. 
 
The Bill also proposes to extend the NHS’ indemnity scheme (known as CNORIS – the Clinical 
Negligence and Other Risks Indemnity Scheme). Health boards contribute an annual amount 
and CNORIS covers the expenses arising from any loss or damage to property and any 
liabilities to third parties for loss, damage or injury. The Bill proposes to allow local authorities 
and joint integration Boards to participate in the scheme. 

PART 3: HEALTH SERVICE FUNCTIONS 

The Bill’s Financial Memorandum states that Part 3 of the Bill: 
 

“aims to address two barriers to efficient procurement of infrastructure projects 
and address differences in the approaches available to Health Boards and local 
authorities to manage and maximise value from surplus assets.”  (para 104) 

 
Part 3 of the Bill has two aspects: 
 

 Enabling Health Boards to form a wider range of corporate structures 
 Enabling Health Boards to exercise functions outwith their own Health Board area 

 
Formation of companies 
 

Under existing legislation, health boards are only able to form companies for joint venture 
purposes using structures contained within the Companies Act (1985).  The Bill would enable 

                                            
3 The delivery of public services in an equal and reciprocal relationship between professionals, people using 
services, their families and their neighbours. 
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Health Boards to form other types of corporate structures.  This would put them in the same 
position as local authorities and would provide opportunities for collaborating with local 
authorities in the strategic disposal of surplus assets. 
 
Exercise of functions outwith Health Board area 
 
At present, health boards are not able to carry out activities outwith their geographical area.  
The Bill would change the current arrangements, allowing Health Boards to exercise powers on 
behalf of other Health Boards.  The policy memorandum explains that this would bring benefits 
in terms of the procurement of infrastructure projects (para 148).  
 
At present, health boards use the “Hub initiative” to facilitate the procurement of capital projects 
which are to be financed through the non-profit distributing (NPD) model.  The Hub initiative is 
led by the Scottish Futures Trust (SFT) and provides an opportunity for local partners, including 
health boards and local authorities, to take forward capital projects, either individually or 
collaboratively, using revenue financing.  The policy memorandum states that for such projects: 
 

“there requires to be a critical mass of capital investment in order to deliver value for 
money. One key method of creating such a critical mass is to aggregate or bundle a 
number of projects together either within a single Health Board Area or across the 
broader hub territory (which can incorporate a number of Health Board areas).” (para 
149)  

 
At present, if a bundle of projects involves more than one health board, then there needs to be a 
separate corporate structure (“Special Purpose Vehicle” or SPV) for each health board.  The 
Bill’s provisions would allow there to be a single SPV, led by one of the health boards, which 
would reduce both the upfront and on-going costs associated with the projects.  According to 
the Bill’s financial memorandum, the Scottish Government would anticipate there being one 
project every 2-3 years involving a bundle of projects situated in more than one health board 
area.  It is estimated that the new provisions would generate financial savings of £15.9m over 
25 years as a result of being able to create one SPV rather than multiple SPVs.   
 
Under the proposed arrangements there would be a legal agreement in place to ensure each 
health board had a responsibility to fulfil is obligations under such contracts. 
 
The Bill does not restrict the delegation of functions between boards to the procurement and 
management of capital projects.  
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FINANCIAL MEMORANDUM 

The following is a summary of the estimated costs arising from the Bill: 

Table1: Estimated Costs Arising from the Bill 

Part 1 
Transitional non-recurring costs to the 
Scottish Government over 5 years (2012/13 
– 2016/17) 

£16.315m 

Recurrent costs to health boards and local 
authorities arising from the different 
models 

If all partners choose the lead agency model = 
£4.55m per annum 
 
If all partners choose the body corporate 
model = £5.6m per annum 

Consequential cost implications of staff 
transfers 

Low cost scenario = £0 per annum, 
Mid-cost scenario = £13.5m per annum, 
High-cost scenario = £27m per annum 

Joint Inspections by the Care Inspectorate 
and Healthcare Improvement Scotland 

£173,362 per inspection with an estimated 6 
inspections per annum = £1.04m per annum 

Additional resources for scrutiny of 
strategic commissioning 

£670,000 per annum 

 
The financial memorandum discussed the potential for savings that could arise from the Bill. 
This included areas such as the rationalisation of capital and assets between partners. 
However, no estimate was provided due to insufficient evidence to estimate the potential 
benefits. In addition, the financial memorandum also speculated on the potential for efficiency 
savings resulting from anticipatory care plans, reducing delayed discharges and reducing 
variation, estimating that this could be between £138m and £157m per annum. However, the 
memorandum notes that there is considerable uncertainty around these estimates and much will 
be dependent on local decisions by partners (para 53). 
 
Estimates of savings were also provided in relation to part 3 of the Bill which would allow one 
health board to act on behalf of another in contracting for capital projects. The potential savings 
were estimated at £15.9m over 25 years. 
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SUMMARY OF EVIDENCE 

The Health and Sport Committee’s call for evidence on the Bill received 80 responses4. Figure 4 
illustrates who responded. 

Figure 4: Respondents to the Health and Sport Committee’s Call for Evidence by Respondent 
Type

 

Respondents were asked whether they agreed with the general principles of the Bill and its 
provisions. Few respondents answered with an outright yes/no and 15 respondents either did 
not answer or did not express a clear opinion. However, of the remaining 65 that did address 
the question, almost all (n=64) responded positively and expressed general support for the Bill 
and its policy objectives. Only one submission5 clearly did not support the Bill and this was on 
the grounds that they felt the case for legislation had not been made. 

While most respondents answered the question positively, it would be fair to say that most of 
these responses could be categorised as a ‘qualified yes’, that is, they agreed with the policy 
objectives of the Bill but they had concerns about its implementation or some of its provisions. 
The reasons behind this are outlined in more detail below (see Concerns/Areas to be 
Strengthened). 

                                            
4 Please note that further submissions were received after the close of the call for evidence and these have not 
been included in this analysis. However, they are available to read on the Committee’s webpage. 
5 Chartered Institute for Public Finance and Accounting 
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This was also reflected in the responses to the question “to what extent do you believe the Bill 
will achieve its policy objectives?” The question was left open and therefore it is difficult to 
quantify responses. However the responses can best be categorised in to those who thought 
the Bill would achieve its objectives, those who thought it might achieve its objectives, and those 
who thought it would not achieve its objectives 

By far the largest proportion of respondents felt that the Bill might achieve its objectives, with 
just a handful of responses unequivocally of the opinion that the Bill either would or would not 
work. 

Of those who thought the Bill might achieve its objectives, the main reasons given for this were: 

 integration requires more than just structural change, cultural change is also required 

 the Bill has the potential to help so long as certain other things happen (e.g. effective 
local leadership, effective strategic commissioning, greater focus on co-production and 
stakeholder involvement) 

 it will depend on the detail of implementation, much of which will be within regulations 
and guidance 

 it has the potential to help but concerned about specific aspects of the Bill (e.g. may 
make services and structures more complex, may increase fragmentation, will not 
address integration within the NHS) 

Some of these issues are discussed in more detail below (see Concerns/Areas to be 
Strengthened). 

STRENGTHS 

Respondents were asked what they thought were the key strengths of the Bill. The main themes 
to emerge are outlined below. 

 Outcomes - The most commonly perceived strength of the Bill was the focus on 
outcomes. It was felt that the outcomes could lead to improvements in the consistency of 
care and re-orientate investment and activity. They were also welcomed as a way of 
aligning the priorities of health boards and local authorities and providing a clear measure 
for holding partners to account. 

 Involvement of non-statutory stakeholders - The next most welcomed aspect of the 
Bill is the intention to involve other stakeholders beyond the statutory bodies. It was felt 
that this would help ensure a personalised and person-centred ethos and that the 
intention to ‘involve’ rather than just ‘engage’ would bring about a real sense of 

partnership. 
 Policy ambition/aspiration/intent - Many respondents simply welcomed the policy 

ambition of the Bill and the willingness to attempt something new. In particular, 
respondents welcomed the focus on achieving better outcomes for individuals. 

 Requirement for strategic commissioning – seen as key to improving service quality 

 Requirement to integrate – the fact that the Bill requires partners to integrate was 
considered by some as an improvement on the current voluntary arrangements 
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 Locality Planning – viewed as important for securing change and making the best use 
of available resources 

 Person-centred approach – welcomed by respondents who felt that effective services 
should be designed with and for people and communities 

 Planning principles – seen as important for driving improvement and embedding a 
person-centred approach to integration. 

 Flexibility – some respondents welcomed the flexibility the Bill offered (for example, in 
the choice of model) as it would allow partnerships to build on what has been done to 
date and what best meets the circumstances of their particular area. The fact that some 
details will be in guidance and regulations was welcomed by some as allowing a flexible 
approach over time. 

CONCERNS/AREAS TO BE STRENGTHENED 

Respondents were also asked if there were any aspects of the Bill they believed needed to be 
strengthened. This resulted in a wide range of suggestions and concerns. The most commonly 
mentioned issues are outlined below. 

Stakeholder and Public Involvement 

By far the most common concern with the Bill was in relation to the involvement of various 
stakeholders in the different provisions outlined in the Bill. Concerns about involvement tended 
to be in relation to the role of the third sector, patients and service users, carers and the 
different health professionals. 

There are a number of aspects to the Bill that respondents expressed a desire, or an assurance, 
for more involvement in. These included: 

 Membership of joint monitoring committees and the joint boards 
 Signing off integration and strategic plans 
 Membership of the consultation groups 
 Voting rights on joint monitoring committees and joint boards 
 Locality Planning 

 
The accompanying documents to the Bill highlight the Scottish Government’s intention to fully 
involve other stakeholders (including provisions in secondary legislation). However, when 
discussing membership and voting rights in the policy memorandum, the Scottish Government 
highlights the need for the regulations to respect local democratic accountability as well as the 
significant statutory and budgetary responsibilities of health boards and local authorities. 
 
Nevertheless, some respondents expressed a desire for the specific inclusion of various 
stakeholders to be placed on the face of the Bill. Some also felt that concerns this may hinder 
local authorities and health boards in executing their public duties could easily be mitigated (for 
example, through the provision of clear terms of reference to board/committee members). 
 
Greater clarity was also called for in relation to public involvement, including what will happen to 
Public Partnership Forums once Community Health Partnerships no longer exist. 
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Interaction with other legislation 

The next most common concern was in relation to how the Bill might interact with other 
legislation. This was mainly raised in relation to: 

 the Social Care (Self Directed Support)(Scotland) Act 2013, 
 the Patient Rights (Scotland) Act 2011, and 
 the Children and Young People (Scotland) Bill. 

 

The Social Care (Self Directed Support)(Scotland) Act 2013 allows recipients of social care 
services to direct how the funding for their care is used. Some respondents questioned how this 
could work once services were integrated, budgets pooled and the money had lost its health or 
social work identity:  

“There needs to be much more recognition of the impact of self-directed support  
in terms of delivering outcomes and strategic commissioning; and an urgent 
need to address potential conflicts between joint working and self-directed 
support. This bill is progressing through Parliament at the same time as self-
directed support is being prepared for social care. Despite this, the policy 
memorandum barely mentions [self directed support] and how it will operate in 
terms of budgeting decisions, commissioning and care delivery in the wake of 
health and social care integration.” (Scottish Association for Mental Health, 
2013) 

Others questioned whether people would be able to direct the health element of their care and 
called for greater clarity. 

Others also questioned how the Patient Rights (Scotland) Act 2011 would sit within integrated 
services. The Act gives patients a number of rights when receiving NHS care and it also 
introduced the Charter of Patient Rights and Responsibilities, which brings together in one place 
a summary of the rights and responsibilities patients have when using NHS services. 
Respondents wondered if it could cause confusion and questioned whether the Act would be 
extended to social care services. 

Finally, some responses were unclear how the Children and Young People (Scotland) Bill would 
interact with the Bill. The Children and Young People (Scotland) Bill would require local 
authorities and health boards to develop joint children’s services plans every 3 years. Some 
questioned the need for 2 separate planning processes and wanted greater clarity on how the 2 
bills would work together. 

Impact on non-integrated services 

The impact of the Bill on services that are not included in integration plans was also raised. This 
was most often in relation to children’s services. Some felt that children’s services were not 
being given equal priority and that the impact of the Bill on these services had not been 
adequately thought through. There was a fear that the ‘whole family’ approach could be lost and 
that, if children’s service were not included, this may actually result in a ‘disintegration’ of 
services. Others questioned how transitions between children and adult services would be 
affected. 
 
Similar points were raised in relation to housing services and criminal justice social work. 
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Confusing Landscape 

While some respondents valued the flexibility within the Bill and viewed it as a strength, others 
felt this flexibility has the potential to create a confusing landscape if partnerships choose 
different models and have the discretion to choose what is, and is not, included in the 
integration plan. It was felt that this could create greater inconsistencies in service provision 
(‘post-code lotteries’) and lead to the fragmentation of services. It was suggested that it may 
also create confusion for the public. 
 
Some called for greater guidance centrally, for example, establishing a minimum set of services 
that must be integrated. 

Quality Assurance and Scrutiny 

Some respondents expressed concern that ‘quality’ was not mentioned anywhere in the Bill 
despite being a key policy objective. The most common suggestion to rectify this was the 
inclusion of quality assurance within the integration and strategic planning principles. The Royal 
College of Nursing wrote: 
 

“Quality and safety should be paramount, and deserve to be embedded in the heart 
of the primary legislation, not left to regulation or guidance alone.” (Royal College of 
Nursing, 2013) 

 
Similarly, some respondents noted there was no mention of scrutiny in the Bill. The policy 
memorandum does outline that the Care Inspectorate and Healthcare Improvement Scotland 
would retain their responsibilities for scrutinising health and social care services (para 131)). 
However, some respondents wanted to see scrutiny on the face of the Bill and others called for 
robust scrutiny of specific aspects of the new arrangements, for example, strategic 
commissioning, performance towards the outcomes and public involvement. 

Ethos and Guiding Principles 

A number of submissions expressed disappointment that a particular ethos or approach was not 
adequately reflected in the Bill. Most commonly it was felt that the Bill did not adequately reflect: 
 

 Co-production 
 An asset-based approach 
 A human rights based approach 
 Person-centredness, and 
 The Christie Commission’s vision 

 
These comments tended to be linked to a belief that the Bill was more concerned with 
structures, and that the role of the public, patients and service users was missing from the face 
of the Bill. Some of these respondents expressed a desire for the Bill to have a set of guiding 
principles at the start, in line with the approach of other Acts, such as the Mental Health (Care 
and Treatment)(Scotland) Act 2003. 

Acute Care 

Some respondents called for greater clarity on where the acute sector fits in to the Bill. This was 
in relation to acknowledging not only the disconnect between social care and health care, but 
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the disconnect between primary and secondary care too. Some respondents commented that it 
was unclear how the Bill would improve this vertical integration. 

Secondly, the acute sector was raised as being pivotal to the success of integration. This was in 
relation primarily to the funding locked up in providing acute care, and in particular, unscheduled 
admissions. Respondents commented that without unlocking and redirecting these resources, 
then the improved outcomes that would come with the consequent shift in the balance of care, 
would not be achieved. 

Charging and Cost-Creep 

Some respondents highlighted the discrepancy in charging powers that exists between the 
partner bodies (i.e. the NHS is free at the point of use while local authorities have the power to 
charge for some services). Respondents suggested that if service users cannot discern the 
interface between health and social care provision, it could become increasingly difficult to 
explain and justify charging. 
 
Others had a fear that integration may lead to what they termed ‘cost-creep’. What they meant 
by this is that the boundaries between health and social care may become increasingly blurred, 
and care which may previously have been provided free by the NHS, may start to incur charges. 
These respondents pointed to the current review of NHS continuing care which was prompted 
by instances of people paying for what should have been NHS continuing care and therefore 
free of charge. 

Complaints 

At the present time, local authorities and health boards operate entirely separate complaints 
procedures. Users of social care services can also complain to the Care Inspectorate about 
specific services. Some questioned how these systems would interact once integration took 
effect and suggested that the complaints procedures need to be integrated too. The Scottish 
Public Services Ombudsman wrote: 

“Ensuring complaints processes are accessible, simple and clear is important in 
ensuring the quality and consistency of public service delivery. The complaints 
landscape across health, social work and social care remains complex and the 
move to enable organisations to provide integrated services in this area should 
include the provision to the public of easily accessible, straightforward complaints 
processes.” 

Others reiterated this point, viewing it as a risk to service users and something that the Bill 
needs to address. 

Power of Ministers 

Some respondents (mainly local authority respondents) expressed concern that the Bill gives 
ministers extensive powers which were not previously included in the Scottish Government 
consultation. Examples of the powers that caused concern were that: 
 

 Ministers can prescribe the local authority functions which can and cannot be delegated 
under an integration plan and that they can do this without recourse to primary 
legislation. There was concern this could include other functions such as housing and 
education 

 The Bill would give Minsters wide-ranging powers such as the powers to establish the 
membership of joint boards and make provisions about its proceedings, give joint boards 
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general powers such as the ability to contract and acquire/dispose of property and 
assets, make provisions about the supply of services to a joint board from local 
authorities and health boards and any other matter as Ministers ‘think fit’ 

 Integration plans to be approved by Minsters rather than by local agreement 
 Responsibilities of Chief Officers are subject to the agreement of Scottish Ministers rather 

than local partnerships 
 
One respondent highlighted what they perceived as a shift in power from local government to 
Scottish Ministers and a dilution of local democratic accountability. 
 
Linked to this, was the feeling of some respondents that the Bill is too prescriptive, with one 
respondent questioning how much control a partnership has over its integration plan. They felt 
that the bill contains a lack of scope for partnerships to determine the arrangements that best 
suit local circumstances, instead of being forced to choose from one of two models. It was also 
felt that this lack of choice did not sit well with the focus on outcomes, given that the parent 
bodies would be held accountable for delivering the outcomes. It was suggested by one 
respondent that the Bill could simply require partnerships to focus on, and be accountable for, 
the outcomes. 

Governance and Accountability 

Some respondents requested greater clarity on governance arrangements as some of the detail 
relating to governance is being left to secondary legislation. 
 
Specific concerns around the governance of the body corporate model were also raised, with 
respondents seeking clarification on the membership of the joint board, who the joint board 
would be accountable to and how it would be held to account. Some respondents felt that the 
body corporate model is significantly different from the one proposed in the consultation: 
 

“We have been working on the understanding that the body corporate model is a 
vehicle that is accountable to the parent bodies, whose chief officer is directly 
accountable to the chief executives of the parent bodies, and whose strategic plans 
must be consistent with and led by the strategic plans of the parent bodies. The Bill 
appears to suggest something quite different. When the body corporate model is 
taken, the body corporate becomes the Integration Authority…and leads the strategic 
planning process with the parent bodies becoming mere consultees.” (NHS Lothian, 
2013) 

 
North Lanarkshire Council (2013) also noted that under the body corporate model, the joint 
board would assume responsibility for a budget that is likely to exceed that which remains in the 
control of a council but without any need to refer back to the parent bodies. 
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ANNEX 1: CONCLUSIONS OF THE HEALTH AND SPORT 
COMMITTEE INQUIRY INTO INTEGRATION 

 
The Committee welcomes the principles proposed by the Scottish Government as the foundation for 
the integration of health and social care services. It will examine in detail the principles contained in 
the forthcoming bill.  
 
On the basis of the evidence it has received, the Committee agrees that the Scottish Government’s 
plans for integration should avoid being driven by structures and structural change. Furthermore, the 
Committee believes that any necessary change should have at its core, a clear focus on outcomes.  

The Committee welcomes the intention of the Scottish Government to provide flexibility within a 
legislative framework which will prescribe minimum standards.  

The Committee also welcomes the assurance received from the Cabinet Secretary that there will be 
no requirement for wholesale transfer of staff between employers.  
 
The Committee notes the intention of the Scottish Government to establish a legislative framework 
which will allow local partnerships to extend the principles of integration beyond adult services.  

The Committee encourages all interested parties to highlight any issues arising from this approach 
when responding to the forthcoming Scottish Government consultation.  
 
The Committee welcomes the Cabinet Secretary’s commitment to ensure that there will be strong 
national leadership for the integration process as a whole. The Committee considers that this must 
be allied to the development of strong and collaborative leadership from representatives of all 
sectors in commissioning services at a local level.  
 
The Committee welcomes the Scottish Government’s focus on outcomes as the starting point for its 
legislative proposals for the integration of health and social care.  
 
The Committee acknowledges the findings of Audit Scotland that governance and accountability 
arrangements for CHPs have been “complex” and “not always clear”. The Committee therefore 
welcomes the Scottish Government’s proposal for a clear line of accountability to rest with a single 
individual for each health and social care partnership.  

The Committee also considers it essential that the governance arrangements for each local 
partnership should retain strong links with local government through representation of councillors on 
partnership boards.  
 
The Committee considers that an inability to establish genuinely integrated budgets has, in the past, 
acted as a barrier to efforts to integrate health and social care. The Committee notes the legal 
obstacles which require to be overcome in order to change this position, but hopes that this can be 
achieved by legislative means.  

The Committee also shares the Cabinet Secretary’s desire to see a shift in the balance of care for 
older people away from the acute sector and into the community. The Committee does not 
underestimate the challenge that this represents. It expects to examine this issue again as part of its 
scrutiny of the forthcoming Scottish Government bill.  
 
The Committee acknowledges that the purpose of the Change Fund is to stimulate and support a 
shift in the balance of care for patients at a local level. Several witnesses were able to provide 
specific examples of such changes. However, the Committee was concerned by the evidence from 
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representatives of the third and independent sectors which suggested that, in some areas, their 
input to planning and decision making had not been embraced wholeheartedly by statutory partners.  

The Committee therefore recommends that as part of its preparations for the primary legislation 
which will establish health and social care partnerships, the Scottish Government should conduct a 
review of third and independent sector partner involvement in Change Fund planning in order to 
ensure their full involvement in the future design and commissioning of new services and wider 
partnership arrangements.  
 
The Committee considers that the third and independent sectors have a crucial role to play in local 
partnerships if the plans for more effective integration of health and social care are to be realised in 
practice.  
 
The Committee considers that in order to be effective, the new health and social care partnerships 
must re-engage general practitioners and other health and social care professionals in locality 
planning. The Committee welcomes the commitment from the Cabinet Secretary to include this as 
part of a locality planning approach.  
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Local Government and Regeneration Committee 

22nd Meeting, 2013 (Session 4), Wednesday, 4 September 2013 

Children and Young People (Scotland) Bill – Analysis of written evidence 
received by the Education Committee 

Introduction 
Written submissions were requested by July 26th and 106 substantive submissions 
were received by 6th August.  This paper summarises the main themes.  In addition a 
large number of submissions with very similar text were received from the United 
States opposing Part 4 of the Bill.  A further 18 submissions were received after 6th 
August.  These have only been referred to in this paper if they raised a new 
substantive issue. 

Figure 1 below shows the number of submissions discussing each Part of the Bill. 
Even though this does not include the submissions from America, the most 
frequently discussed issue was that of the named person and information sharing.  
This was followed by a large number of (mostly) children’s charities requesting full 
incorporation of the UN Convention on the Rights of the Child.   

Figure 1:  Number of submissions on each part of the bill (at 6th August) 

 

Part 1: Duties regarding UN convention on the rights of the child 

There were 31 submissions, generally from children’s organisations, which called for 
incorporation of UNCRC, either in this Bill, or a clear framework for eventual 
incorporation, often citing their support for the submission by 'Together'.  Many 
observed that the Bill's provisions in Part 1 were weaker than those in previous 
consultations and the Law Society (while not giving a view on incorporation) consider 
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the Bill’s provisions to be weaker than current international obligations on Ministers.  
Generally, those asking for incorporation also asked for a child rights impact 
assessment - some requesting that this be made a statutory requirement.  Reasons 
given for incorporation are detailed in the submission from Together.  These 
included: changing culture, creating a 'rights framework' and introducing a right of 
legal redress.  They note that incorporation has happened in other countries.   Short 
of incorporation, there was a desire to see a requirement to act to improve rights 
rather than merely to report on what had been done.  

In contrast, Professor Norrie is strongly against incorporation, saying: “there are 
enormous dangers in taking a document designed for one purpose and using it for a 
purpose as powerful as legal regulation.” 

While some, such as NSPCC and clan child law thought that the duty to consider 
children's rights should be extended beyond Ministers to all public bodies, COSLA 
thought this was not necessary.    

There were a few comments on the need to report.  For example, Edinburgh Council 
were concerned about the overlapping duties to report in the Bill. 

Part 2:  Extending investigatory powers of Children’s Commissioner 

There were 12 submissions which clearly welcomed the new powers, including the 
Children's Commissioner himself.  A further six supported the proposal on the 
proviso that it was properly resourced.  A further 11 submissions gave more limited 
support - with the main concern being possible overlap with existing systems.  For 
example, COSLA considered that the Commissioner should be the 'last resort' after 
all other avenues have failed.  Five submissions did not support the proposal - 
generally considering that money could be better spent elsewhere, such as 
improving mediation or legal aid (e.g. Clan child law and Fostering Network 
Scotland). 

Part 3: Children’s Services Planning  

In general, submissions were in favour of greater integration of service planning 
although there was strong opposition from a few to Ministers' powers to establish 
joint boards and issue directions (section 16 and 17). For example, ADSW was 
unclear why these Ministerial powers had been included and COSLA said they 
undermined democracy.  In contrast, Action for Children referred to the need for 
enforcement. 

Most comments on this Part referred to the need to link it to other legislation, in 
particular the Public Bodies (Joint Working) (Scotland) Bill, the forthcoming 
Community Empowerment and Renewal Bill and recent legislation on self-directed 
support.  There was concern that between this Bill and the Joint Working Bill two 
parallel processes for service planning were being established.  The Royal College 
of Nursing suggested that this showed 'little strategic thinking'.  Disability groups 
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highlighted their particular concern for well integrated systems of service provision 
across age groups, policy areas and geographical areas.  For example, Capability 
Scotland and For Scotland's Disabled Children highlighted the need for good 
planning when young people move from children's services to adult services or move 
between local authority boundaries.  Young disabled people will use services 
planned under this Bill and under the Joint Working Bill.  

There was frequent mention of the need to link children’s services planning with 
Single Outcome Agreements and the Community Planning Process.   

Some submissions considered that there could be better links made between service 
planning in Part 3 and the provisions on children's rights in Part 1.  For example, 
UNICEF state that: "a child rights framework needs to be introduced within children's 
services planning, through which public bodies can safeguard, support and promote 
the rights and wellbeing of children in their area”. Linked to this were calls for the 
views of children, young people and families to be more in evidence in the 
requirements for service planning (e.g. Children's Hearings Scotland, Children in 
Scotland). 

Part 4: Named Person and Information Sharing 

Information sharing 

Provisions for information sharing are made in a number of places in the Bill, but 
most comments were in relation to the Named person. 

There was considerable opposition to the proposals on information sharing which 
ranged from strident disagreement to unease to a wish for further clarity.  19 out of 
the 29 organisations which commented on these provisions were particularly 
concerned.  Amongst those expressing particularly strong opinions was Govan law 
centre who considered it "a significant erosion of the right to privacy with few (if any) 
safeguards."  The BMA considered that access to information without consent should 
be a last resort.  Schoolhouse submitted a paper from a solicitor discussing 
problems with compatibility with ECHR and EC law in this matter.  Professor Norrie 
describes s.26 as ‘a tad loose’ and suggests an amendment to reduce the risk of 
ECHR issues arising.  In general, those organisations with a legal background were 
concerned by the provisions on information sharing. 

Amongst charities, there was concern that the information sharing provisions might 
affect children and young people's willingness to seek confidential advice and that 
this could lead to increased risk to vulnerable children (see for example LGBT 
Scotland, Families Outside, Scottish Women's Aid).  Despite their support for 
GIRFEC, some children's organisations were concerned about the information 
sharing provisions.  For example, the NSPCC considered that the Bill infringes 
privacy and would require extensive training for staff on child protection and 
confidentiality.  The Children's Commissioner considered it a 'significant lowering of 
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threshold' for sharing information.  Other opposition was more concerned with 
intrusion into family life – e.g. SPTC and schoolhouse. 

Among those giving cautious support were Aberlour, Barnardo’s, CELCIS and 
Children in Scotland.  They generally asked for greater clarity, guidance and training. 

The UK Information Commissioner's submission suggests that the Bill should not be 
interpreted as a requirement to share all information.  He does however suggest 
amendments to better reflect data protection principles and suggests that the 
Committee scrutinise the Privacy Impact Assessment on the Bill. 

Named Person 

There was general support for the idea of a named person (with the notable 
exception of schoolhouse, the SPTC and a large number of submissions from 
America).  Support was often qualified with concerns about: resources, who should 
take on the role, links with the lead professional and whether the needs of vulnerable 
children might get lost in a universal service. 

Quite a few submissions asked for further clarity.  For example SCRA wanted 
guidance on how the named person would interact with the Hearings system, ADSW 
wanted to ensure that guidance from this Bill will 'dovetail' with the 'already 
substantial' information available on GIRFEC and  EIS thought the scope of the 
named person role was unclear. Others asked for greater clarity on how the named 
person linked with the lead professional, with a couple asking that the lead 
professional be defined in statute (Youthlink, Muir Maxwell Trust). 

A frequent concern was the capacity of staff and organisations to undertake the role.  
AHDS and EIS are concerned about resource implications for schools  and there is 
also concern about capacity and resource in health visiting (e.g. ASPEP, Children's 
Commissioner, Children in Scotland, NHS Lothian, NSPCC, Royal College of 
Nursing). Some organisations (e.g. Children 1st, NHS Lothian) were concerned about 
the level of decision making that would be required of the named person and the 
staff training available for this.   

Aside from resource issues, the most common type of comment was about who 
should undertake the role of named person.  Comments included: 

 the child, young person or family should have a say in who their named 
person is,  

 concern about how the role would function during the school holidays,  
 the health visitor and midwife should be specified in legislation as named 

persons,  
 the manager of a nursery might be better for 3 to 5 year olds,  
 if a child has complex needs a teacher or health visitor may not be suitable as 

Named Person. 
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Two substantive submissions express strong opposition to the principle of the named 
person:  Tristram Llewelyn discusses similar policy in England and the submission 
from schoolhouse describes it as giving "pre-eminence to the State's view of what 
childhood should look like." CARE for Scotland are concerned it might erode parents’ 
rights as are the Church of Scotland and SPTC. 

Part 5: Child’s Plan 

Almost all 49 submissions commenting on the child's plan supported it at least in 
principle.  However issues about bureaucracy or integration with other plans were 
mentioned in 22 submissions.  For example the SPTC said that a single plan was 
needed, not layers of different plans.  Glasgow Council considered that the ASL 
plans should be replaced with the ‘Child’s Plan’ and Falkirk Children’s Commission 
thought it should replace both ASL plans and Care Plans for looked after children. 

Another clear theme was the need for some kind of complaints or appeals process.  
This was particularly the case with those organisations that had experience of 
additional support for learning legislation. 

The third main theme, picked up by children and young people's organisations, was 
the need for the views of the child or young person to be taken into account in the 
development of the plan.  Currently the Bill provides at s. 33(6) that this is done 
'where reasonably practicable'. 

A few submissions asked for clarification of the role of the third sector in developing 
the plan (Barnardo’s, Coalition of care and support providers Scotland and LGBT 
Scotland). 

There were a number of references to the need for plans to be implemented.  The 
SCRA would like specific mention of referrals to the Reporter. The Muir Maxwell 
Trust would like timescales for assessment and review to be specified. 

Part 6: Early Learning and Care 

The main issue raised was the desire to extend the proposals for two year olds (17 
submissions).  The most common request was to extend provision to 2 year olds 
either 'in need', with additional support needs or with a disability (11 submissions).  
CELCIS wanted to include children at risk of going into care (in order not to create 
perverse incentive to seek care).  A few submissions wanted further extension to 'all 
vulnerable or disadvantaged 2 year olds, all those in poverty (NSPCC) or, in the long 
term, all two year olds (Children in Scotland). 

A number of children and youth organisations asked for the inclusion of provision on 
childcare for school age children (five submissions).  Children in Scotland called this 
"a serious omission" and Children 1st said that school age childcare is a major issue 
for parents phoning parent line.  
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On the issue of resources, COSLA said that the financial memorandum "is the best 
figures we have."  The Care Inspectorate considered the resource issues to be 
"challenging" and ADSW say that funding will be "crucial."  The one submission from 
a private nursery referred to the low "partner provider" rate and late payments from 
local authorities resulting in them subsidising provision and having to ask for 
payments from parents.  They consider that the increase in hours will make this 
situation worse as the amount that needs to be subsidised will increase.  They would 
like to see vouchers for parents (little cottage nursery). 

Some submissions referred to the need to work directly with parents in order to have 
the best outcomes for vulnerable children (see Children 1st, NHS Ayrshire and 
Arran, Scottish Directors of Public Health).  There were a few submissions 
concerned about the balance between 'care' and 'education', with organisations such 
as EIS and AHDS asking for access to a teacher and Edinburgh Council concerned 
that "not enough attention has been paid to the full implications of rolling up care and 
education."  Other issues included ensuring meaningful consultation with parents - 
not just 'representatives of parents' (Roshni, SCIS and SPTC).  Reform Scotland 
pressed for eligibility closer to a child’s 3rd birthday.  Care for Scotland and SPTC 
were concerned that parents shouldn't be pressured into working. 

Part 7: Corporate Parenting 

The general concept of corporate parenting was welcomed, but there was comment 
on whether the Bill achieves its aims here. BAAF and Children 1st consider that the 
Schedule 3 list of corporate parents is too extensive.  More specifically, the SCRA, 
Children's Hearings Scotland and the Court Service do not think they should be 
considered 'corporate parents' as they are independent bodies that do not provide 
services directly to children.  The Care Inspectorate also query their inclusion.  
SCRA states that the Bill's broad approach creates confusion, diluting the concept. It 
"risks undermining all the good work done by the Scottish Government, CELCIS and 
Who Cares? Scotland to ensure local authorities understand their responsibilities."  
They suggest differentiating between corporate parents, children's service planning 
partners and 'other service providers.'  On the other hand, Aberlour consider that 
foster carers and residential carers ought to be able to 'opt in' to being corporate 
parents and the Coalition of Care and Support Providers think that the voluntary 
sector could have a role as corporate parents.   

Seven submissions thought that the duties of corporate parents were unclear, or that 
considerable effort would be required to ensure understanding of the corporate 
parent role amongst organisations, the listed corporate parents and young people 
(e.g. law society, Who Cares? Scotland, NHS Ayrshire and Arran). 

Edinburgh and North Ayrshire councils were concerned that this was yet another 
requirement to provide a report. 

Part 8: Aftercare 
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Most comments on this part were from those who welcomed the duty, but wanted to 
extend it further.  Eight organisations asked for a right to return to care up  to the age 
of 26 (e.g. Who Cares? Children's Commissioner) or 21 (fostering network).  Seven 
organisations suggested extending eligibility to a wider group of care leavers (e.g. 
Homeless Action Scotland asked that all those in care for a significant time since the 
age of 12 be eligible, Youthlink and Aberlour asked that the provision cover all those 
who have been in care rather than only when they leave school.  

Others asked that these duties should apply to disabled young people (For 
Scotland's Disabled children), those in kinship care (Scottish Kinship Care Alliance) 
or those with additional support needs (Scottish children's services coalition). 

There were concerns that local authorities were given too much discretion.  Action 
for Children, the Scottish Association of Social Work, and Aberlour therefore 
consider there should be an appeal mechanism. 

There was also concern that young people will have to make a request for support.  
Homeless Action Scotland think there should be a duty on the local authority to 
provide support rather than a right of a young person to request support. 

Part 9: Counselling 

The lack of detail on the face of the Bill was criticised by COSLA, Glasgow Council, 
and the Law Society, and perhaps underlies a lot of the other comment on this 
section.  The term 'counselling' was generally felt to be unhelpful, particularly given 
that the supporting documentation refers to other types of service (see Edinburgh 
council, ADSW, CELCIS, NHS Lothian).  Children 1st suggest this part be re-named 
'early intervention services'.  COSLA considers that it may overlap with named 
person functions. 

There were concerns about eligibility (which will be defined in regulations).  Place 2 
Be and the British Association of Counselling and Psychotherapy would like 
counselling for all secondary school children.  Barnardo’s would like to see it 
broadened to cover parenting support and education and CELCIS would like to see 
eligibility to be wider than those 'at risk of care'.  Youthlink say these is real demand 
amongst parents of teenagers. 

Part 10: Kinship Care 

Scottish Kinship Care Alliance provided a detailed submission on this section as did 
Citizen’s Advice Scotland, Children 1st and CPAG.  The Kinship Care Alliance want 
increased support for kinship carers with eligibility based on the needs of the child 
but do not think that the Bill will achieve this.  They describe the Bill as introducing a 
new kinship care order and are concerned about the consultation process.  However, 
as Children 1st and others note, the Scottish Government changed the proposal in 
response to consultation, so that the Bill uses the existing section 11 order and 
attaches to it a framework for local authority support.   
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Both Glasgow and Edinburgh Councils are concerned about the increased cost of 
supporting kinship carers in recent years.  In contrast, the Kinship Care Alliance 
disagree that numbers in 'formal' kinship care necessarily need to reduce.  The 
SCRA and ADSW caution that the Bill will not necessarily lead to fewer children 
needing to be ‘looked after.’ Citizen’s Advice Scotland are concerned that the Bill will 
not reduce complexity of the current system or ensure adequate support for ‘non-
looked’ after children in kinship care. 

The Kinship Care Alliance oppose the assumption in the financial memorandum that 
support would only last for 3 years and would like the Scottish Government current 
review of financial allowances to be taken into account in considering the Bill.  
Children 1st also note the importance of this review for kinship carers. 

CPAG and others refer to the importance of how the welfare benefits system 
interacts with devolved policy on kinship care.  However, as much of the detail will be 
set in regulations, it is difficult at this stage to assess the impact of the Bill's changes.  
They consider that there is still a danger of a 'postcode lottery' of support.  In 
contrast, Glasgow Council welcomes local authority discretion, although they also 
think that too much is left to regulations in this Part. 

Part 11: Adoption Register 

Some key organisations are unsure about a compulsory adoption register.  ADSW 
say that providing clear timescales is preferable to making it statutory.  COSLA 
consider that: "compulsion should only be considered where there is complete 
confidence that it is in the interests of children to do this."  Nor do those running the 
current, voluntary, register wholly support the measures, on the grounds that the vast 
majority of adoption agencies are already using it on a voluntary basis.  

There is also concern about the requirements for parental consent, which BAAF are 
worried will limit the number of possible referrals, and which Scotland's Adoption 
Register note are not included in equivalent proposals in England.   

Other points raised included: concern about power to charge fees (Scotland's 
Adoption Register), proposal that foster carers be able to apply for Permanence 
Orders (fostering network) and the need for greater promotion and financial 
assistance where children have complex needs (Scottish Association of Social 
Work). 

Part 12: Children’s Hearings 

Few submissions commented, but those that did gave strongly opposing opinions. 
The SCRA and Children’s Hearings Scotland support the Bill’s proposal to remove 
the local authority ‘veto’ over the creation of area support teams and to require local 
authorities to provide administrative support to ASTs.  COSLA consider that these 
proposals raise: "an issue of principle about the head of national body potentially 
acting against a decision of a democratically elected authority". 
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Part 13: Wellbeing 

Seven organisations commented on the link between 'welfare' and 'wellbeing', with 4 
considering it potentially confusing (Barnardo’s, Edinburgh Council, Falkirk Children's 
Commission, Scottish Child Law Centre).   Children's Hearings Scotland and North 
Lanarkshire Council Psychological Service prefer wellbeing as a 'broader', more 
positive concept than ‘welfare’.  The paper from Professor Norrie discusses the two 
concepts, considering that ‘wellbeing’ is appropriate for a Bill concerned with 
voluntary rather than compulsory intervention in families. 

Six submissions commented on the SHANARRI indicators. A couple wanted 
changes to the list - for example the Church of Scotland would like to see spiritual 
development included.  However both the Law Society and Scottish Child Law 
Centre thought that this kind of list was not appropriate for legislation. 

Children in Scotland, UNICEF and the Centre for Research on Families and 
Relationships would like to see a more explicit link here with children's rights. 

NHS Ayrshire and Arran were concerned about the ability of staff to recognise and 
assess these 'wellbeing needs', and considered that extensive training was required. 

Other issues 

Some submissions made additional proposals for inclusion in the Bill.  These 
included the following: 

Three organisations would like to see fostering reform back in the Bill (Anne Black, 
Care Inspectorate, Fostering Network) although the Falkirk children's commission 
approves of their having being dropped. 

The advisory group on ASL and Edinburgh Council raise the problems caused by 
having different definition of 'parent' in education and social work legislation. 

The advisory group on ASL and the Govan Law Centre would like appeal rights for 
children under the age of 16 in relation to the additional support for learning 
legislation. 

A proposal from Sheriff Brian Kearney and a working group on the legal 
representation of vulnerable children raises the problem of migrant children who are 
separated from their parents and the difficulties they have in getting help because of 
the way the Scottish legal system works.  Their papers give case studies and 
recommendations for change.  

Other proposals were: raise the criminal age to 12, abolish ASBOS for 12-15 year 
olds, repeal provision on physical chastisement, improve children's legal aid (clan 
child law), update legislation on curators ad litem (BAAF), enable foster carers to 
seek permanence orders and automatically be deemed 'relevant persons' in 
children's hearings (fostering network). 



Agenda item 5  LGR/S4/13/22/8 
4 September 2013   

10 

Other proposals were received for statutory entitlements to: 

 health visiting (Royal College of Nursing),  
 refuge for young runaways (Scottish Association of Social Work),  
 legislation to increase level of physical activity (faculty of sport and medicine),  
 play (Play Scotland 
 youth work opportunities (Scottish Youth Parliament). 

 
Overall comments on the Bill 

Most submissions welcomed the Bill in principle, or welcomed its intentions, but had 
concerns about implementation and detail.  As already referred to there were many 
calls for a Child Rights Impact Assessment.  A number of comments were received 
suggesting that the Bill lacked coherence, either between the different parts or with 
the policy intentions, or with other legislation.  The WAVE trust refers to a 'large gap 
between the policy analysis in the policy memo and the Bill's actual provisions”.  The 
Child Law Centre and the Law Society consider that the Bill falls short of the 
requirement to be clear, proportionate and enforceable.  SCRA considered that there 
needed to be better links between Part 1, 3, 4 and 7.  Commenting on the 
increasingly disjointed nature of child law, Professor Norrie would like to see a 
restatement in this Bill of the three overarching principles of child law  (the child’s 
views, minimum intervention and welfare). 

Some of the definitions in the bill cause concern.  For example, Professor Norrie 
raises an issue about title to appeal under s.71 and different definitions of ‘relevant 
person’ appearing in different pieces of legislation.  The Princes Trust refer to the 
different definitions of 'service provider' throughout the bill, and also wonder about 
the role of the third sector in some of the Bill’s provisions.  ADSW also draw attention 
to a number of definitions.  Barnardo’s consider that a single schedule of relevant 
bodies could replace the different lists currently proposed.  They also point out the 
different definitions of 'relevant authority' in different parts of the Bill. 

Some organisations would like to see more focus on disabled children (Capability 
Scotland, NDCS and NHS Lothian).  Youthlink would like more focus on young 
people. 

Camilla Kidner,  
SPICe,  
12th August 2013 
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