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The Committee will meet at 9.30 am in the James Clerk Maxwell Room (CR4).
 
1. Assisted Suicide (Scotland) Bill (in private): The Committee will consider a

draft Stage 1 report.
 
2. Seven Day Services: The Committee will take evidence from—
 

Peter Bennie, Chair, BMA Scotland;
 
Helen Richens, RCN Scotland, Policy Officer;
 
Kenryck Lloyd Jones, Public Affairs and Policy Manager for Scotland,
Chartered Society of Physiotherapy Scotland;
 
Gordon Casey, Regional Officer, Unite;
 
Professor Frank Dunn, President, Royal College of Physicians and
Surgeons of Glasgow;
 
Sandra Melville, Member of the Scottish Pharmacy Board, Royal
Pharmaceutical Society in Scotland;
 
Harry Stevenson, President, Social Work Scotland;
 

and then from—
 

Shona Robison, Cabinet Secretary for Health, Wellbeing and Sport,
Shirley Rogers, NHSScotland Workforce Director, Ian Finlay, Senior
Medical Office, Health Workforce, Anne Aitken, Programme Director -
Sustainability and Seven Day Services, and Liz Porterfield, Head of
Strategic Planning / Clinical Priorities, Scottish Government.
 

3. Subordinate legislation: The  Committee  will  take  evidence  on  the  Public
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Bodies  (Joint  Working)  (Scotland)  Act  2014  (Consequential  Modifications  and
Saving) Order 2015 [draft] from—

 
Shona Robison, Cabinet Secretary for Health, Wellbeing and Sport, Alison
Taylor, Head of Strategy and Delivery - Integration, and Clare McKinlay,
Solicitor, Food, Children, Education, Health and Social Care, Scottish
Government.
 

4. Subordinate legislation: Shona  Robison  (Cabinet  Secretary  for  Health,
Wellbeing  and  Sport)  to  move—S4M-12645—That  the  Health  and  Sport
Committee  recommends that  the  Public  Bodies  (Joint  Working)  (Scotland)  Act
2014 (Consequential Modifications and Saving) Order 2015 [draft] be approved.
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The papers for this meeting are as follows—
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Written Submissions HS/S4/15/9/2

PRIVATE PAPER HS/S4/15/9/3 (P)

Agenda Item 3  

Note by the clerk HS/S4/15/9/4

3. Public Bodies (Joint Working) (Scotland) Act 2014
(Consequential Modifications and Saving) Order 2015 [draft]
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http://www.legislation.gov.uk/sdsi/2015/9780111026632
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BMA Scotland 

Seven Day Services 

Introduction 

The British Medical Association is a registered trade union and professional 
association representing doctors from all branches of medicine. The BMA has 
a total membership of around 150,000 representing around two-thirds of all 
practising doctors in the UK. In Scotland, the BMA represents around 16,000 
members. 

7 day service 

Many senior doctors are already routinely working at weekends, in the 
evening and overnight; either on-call from home, or increasingly, present on-
site in hospitals, providing the level of senior cover appropriate to patients’ 
clinical needs. This rightly varies considerably across different specialties, 
between patients within those specialties, and between different sites and 
models of care. GPs are also providing a 7 day service through the out of 
hours services run by health boards. All doctors face challenges in doing so, 
not least due to the intensity of their daytime workload.  

As a starting point, any review of 7 day services needs to have a clear 
understanding of what is already provided. A base line map of the resource 
and staffing levels already engaged in providing care in our health service is 
essential if we are to develop an evidence based response to calls for a 7 day 
service. Unfortunately, it remains the case that this information is frequently 
inaccurate, out of date or simply not systematically recorded. However, if 
gathered systematically, this would provide evidence about what, if any, 
change is required. An evidence based approach would also ensure that the 
most effective use is made of the limited resources available.  

Once a baseline has been established, work should begin on developing a 
plan for what is required and how the limited resources available can be used 
most effectively to optimise and prioritise the quality of urgent and emergency 
care across 7 days. Scotland’s doctors are already thinly spread and unless 
there is a significant increase in doctor numbers, increasing their presence in 
one part of the week means reducing it in another. And doctors cannot work 
effectively in isolation – there would also be a need to expand the numbers of 
staff in other disciplines working out-of-hours, with similar challenges and 
impact on the resources available in order to do so. 

There is also a vast difference between optimising emergency, urgent and 
acute care across seven days, and providing the full range of services equally 
across seven days. The former has the unequivocal support of the medical 
profession in Scotland. Clearly, the latter would have a significant impact on 
staff and services, with unknown cost implications and as yet, there has been 
no evidence to support this as either desirable or necessary. 
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It is worth restating that the BMA already has concerns about the long term 
sustainability of the NHS in Scotland and that any attempt to increase the 
service without dealing with the current issues affecting it may cause more 
harm than good. The focus must be on delivering high quality care to the 
people of Scotland and to make sure our NHS is sustainable for future 
generations.  

NHS staff are already working under significant pressure. Hospital doctors are 
increasingly having to cover gaps in their departments, and GPs report that 
they are facing relentless pressure in their day to day work just to keep up 
with the pace of demand. There are also serious recruitment difficulties in 
some specialties and services across Scotland. We cannot continue to run 
with this degree of strain on the system. The significant issues of recruitment 
and retention, and the need to develop sustainable solutions to ensure that 
the NHS in Scotland continues to provide quality patient care must be the 
priority for the Scottish Government. 

Conclusion 

Fundamentally, the BMA believes that all NHS care should be of the same 
high quality across seven days, but it is clear that emergency and urgent care 
must be the priority for out of hours care, and that there are significant 
resource and staffing implications that require close examination.  

The key is in providing robust evidence. For example, we do not as yet have a 
clear picture of what changes, if any, would be beneficial and how many 
doctors would be required to make this viable, or of how this would impact on 
the ability to provide care during normal working hours.  

We fully support the aim of the Sustainability and Seven Day Services 
Taskforce which is to ensure that people requiring urgent and emergency 
healthcare have timely access to high quality, person-centred, safe and 
effective care when they need it, regardless of the time or day of week, and 
on a basis which is sustainable in the long term. Achieving sustainable seven 
day services will require a whole system approach. The BMA is committed to 
driving and contributing to an honest and open public debate about a more 
sustainable NHS in Scotland. 

 

BMA Scotland 
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Royal College of Nursing Scotland 

Seven Day Services 

The Royal College of Nursing (RCN) is clear that variation in patient care and 

outcomes outside of Monday to Friday core hours is unacceptable and must 

be addressed. People need to be assured that they will have access to high 

quality care when and where they need it, no matter the time of day or day of 

week.  

The RCN is not advocating a full ‘Tesco’ model of healthcare where elective 

services are available 24/7. Rather we believe that where people have 

clinically urgent healthcare needs, outside of core hours, that high quality care 

is available where they need it most, whether this is within hospital or in the 

community. 

To achieve a sustainable service that delivers high-quality seven day care, the 

following need to be acknowledged: 

 This is a multi-disciplinary challenge. All professions have a role to 

play. A multi-disciplinary approach will improve the flexibility and 

responsiveness of services and maximise the contribution that each 

profession brings to delivering the best outcomes for patients seven days a 

week. 

 There needs to be a whole-systems approach. The debate cannot just 

focus on the acute sector. The 2020 vision sets out the drive towards 

caring for people at home or in a homely setting and to avoid admissions 

to hospital, wherever possible. To do this, the provision of multi-disciplinary 

care in the community, including social care, seven days a week, is vital.  

 This challenge is not just about resolving variation in care delivered at the 

weekend, but also about ensuring parity of outcomes for people who 

receive care in other ‘out of hours’ times: evenings and nights. 

 This will cost. However funds are realised, the provision of seven day 

care will not, and should not, be attempted without adequate and 

sustainable resourcing. 

In the past, much of the discussion around seven day care has been focused 

on medical staffing, particularly consultant and GP cover. It is sometimes 

assumed because nurses already work seven days a week that their working 

patterns are more easily reconciled with providing seven day care. However 

beyond front-door and unscheduled/out of hours services, the nursing model 

is largely focused on Monday to Friday core hours, with staffing and skill mix 

(i.e. the seniority and ratio of professionally qualified nurses to health care 

support workers) depleted outside of this. 
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As the largest workforce in health care (accounting for 43% of NHS Scotland’s 

workforce), and a key part in every delivery team, nursing – including health 

care support workers – will be affected by any change in the model of care 

provision. They will also be the workforce most able to effect the changes 

necessary to deliver system-wide seven day care. Nursing needs to be 

included in discussions regarding capability, capacity and sustainability, rather 

than there being an assumption that the profession will be there to ‘plug a 

gap’. 

The impact on nursing could be in different ways, for example on the number 

of nurses needed or on the type of nursing roles required (i.e. more advanced 

practice roles). In some areas nursing will need to lead service change, in 

other areas nursing’s role will be to support the professional contribution of 

another professional group, for example Allied Health Professions.  

While we do need to make best use of existing resources, there is going to be 

a financial impact of extending services to seven days a week. Health Boards 

and staff are under ever increasing pressure to meet current patient demand. 

There needs to be a realistic approach and honest debate about what can be 

delivered with the resources available. Sustainability is key. Though we are 

not necessarily advocating a full seven day service across all areas of 

healthcare, there needs to be analysis of where seven day care can most 

improve outcomes for patients and make the best use of resources. 

Seven day care is inextricably linked to workforce planning. It requires 

detailed consideration of the impact on the whole workforce. This includes the 

number of staff needed in the short and medium-term; the skill levels and 

decision-making authority required; the learning and development needs; and 

the impact of seven day care on psychological, physical and emotional health 

of staff and on work-life balance, including travel and caring responsibilities. 

Implementing any changes must be done through proper consultation 

procedures with the full involvement of staff. There are good partnership 

arrangements embedded in Scotland’s NHS, and any changes must go 

through the appropriate processes. 

The RCN is represented on the Scottish Government’s Sustainability and 

Seven Day Services Task Force and also the newly established Out Of Hours 

Primary Care Review Group. We support the seven day service programme’s 

focus on having timely access to an appropriate senior clinical decision-

maker; access to appropriate investigations and tests; ensuring continuity of 

care for patients, including being supported to be discharged from hospital 

seven days a week; and achieving the best possible outcomes for patients by 

using resources in a sustainable manner. 
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The RCN has written a detailed paper1 on the professional nursing 

contribution to the seven day care agenda, focusing specifically on the 

contribution of community nursing and advanced nursing practice. This 

professional contribution includes: 

 Delivery of unscheduled and out of hours nursing care: Since the 
changes to the GMS contract in 2004, nursing has played an increasing 
role in the delivery of out of hours care in the community, with a range of 
different models across Boards. Within acute settings, emergency nurse 
practitioners are now a mainstream part of health care delivery in 
emergency departments and minor injury units across Scotland. 

 Senior clinical decision-making: Advanced Nurse Practitioners (ANPs) 
work at an enhanced level of clinical practice across a wide variety of 
settings and roles. They can make professionally autonomous decisions 
and can receive patients with undifferentiated and undiagnosed problems, 
make assessments, develop care plans, carry out interventions, admit, 
discharge and refer patients. ANPs work creatively with other professions, 
both acting as a primary care giver and augmenting the care a team can 
deliver. 

 Improving patient flow: Nursing roles, for example ANPs and emergency 
nurse practitioners, can improve the responsiveness and effectiveness of 
the team as a whole through their ability to assess, diagnose and admit or 
discharge patients. Nurses also provide a high quality triage role across a 
range of settings, for example in primary care, emergency departments 
and via NHS24, which is vital for improving patient flow. 

 Continuity of care: Continuity is fundamental to high-quality care and the 
experience of patients and outcomes. Nurses have a key role in co-
ordinating and managing patients’ care, with a particular emphasis on 
supporting people to manage long-term conditions, providing care to older 
people and providing care to more vulnerable patients. 

 Avoiding admissions and supporting discharge: There are examples 
of innovative intermediate care services, for example hospital at home 
services, where a multi-disciplinary team, including nurses, help people 
avoid admission to hospital and support people to be discharged from 
hospital sooner. These services must be considered in the context of 
providing seven day care. 

 Improving patient experience and outcomes: Patient outcomes and 
patient experience need to be at the heart of any service changes to 
support seven day care, and there needs to be careful analysis of what will 
best improve outcomes for patients and provide a sustainable service. 

                                                           
1
 http://www.rcn.org.uk/__data/assets/pdf_file/0007/602782/RCN_paper_-

_Nursing_contribution_to_seven_day_care_v1.0_FINAL.pdf  

http://www.rcn.org.uk/__data/assets/pdf_file/0007/602782/RCN_paper_-_Nursing_contribution_to_seven_day_care_v1.0_FINAL.pdf
http://www.rcn.org.uk/__data/assets/pdf_file/0007/602782/RCN_paper_-_Nursing_contribution_to_seven_day_care_v1.0_FINAL.pdf
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Research into the safety and effectiveness of ANPs has provided evidence 
of the positive impact on patient care and patient experience2,3. 

 Supporting access to care for vulnerable groups: The move towards 

seven day services needs to make sure that care reaches the people who 

need it most. Nurses working in the community have a key role in reducing 

health inequalities and helping people access the care they need, for 

example learning disability nurses, mental health nurses, nurses working 

in the criminal justice system and those working with people with drug and 

alcohol problems. The RCN recently launched Nursing at the Edge that 

profiles the innovative and inspiring services that nurses deliver to people 

at the margins of society, which mainstream services fail to reach4. 

There are various enablers that are needed to maximise the contribution of 

nursing and other professions delivering safe, effective and person-centred 

care across seven days a week. These include the use of telehealth, telecare 

and assistive technology to support people to access care where they most 

need it; having advanced care plans in place for people at risk of hospital 

admission or those with long-term conditions; having IT systems that allow 

people from across different agencies to access and share information where 

needed to support the continuity of care; and having a robust evidence-base 

and in-built evaluation of any service change, to ensure that services and 

initiatives provide the best outcomes for patients and the most effective use of 

resources. 

Within the Scottish Government’s Sustainability and Seven Day Services 

programme, we think there needs to be a specific stream of work focusing on 

senior clinical decision-makers. Currently there is a disconnect between 

advanced nursing practice and workforce planning. We believe that the 

Scottish Government should explore what is needed to develop a 

sustainable workforce of advanced nurse practitioners as part of a wider 

team of clinical decision-makers.  

The RCPE UK consensus statement on patient flow5 set out the importance of 

senior clinical-decision makers in the acute sector. However there is no similar 

consensus for the community sector. We therefore believe that there should 

be discussion and consensus, across the professions, about what good 

senior clinical decision-making in community services looks like, and 

what skills are needed across the workforce to support this.  

                                                           
2
 Horrock S, Anderson E and Salisbury C (2002) Systematic review of whether nurse practitioners 

working in primary care can provide equivalent care to doctors, BMJ, 324, pp.819-823 
3
 Laurant M, Reeves D, Hermens R, Braspenning J, Grol R and Sibbald B (2005) Substitution of doctors 

by nurses in primary care (review), Cochrane Database of Systematic Reviews 2005, Issue 2, Art No: 

CD001271, Hoboken: John Wiley and Sons Ltc. 
4
 RCN (2014) Nursing at the Edge, available at: http://frontlinefirst.rcn.org.uk/nursingattheedge  

5
 http://www.rcpe.ac.uk/sites/default/files/files/final_statement_patient_flow_.pdf  

http://frontlinefirst.rcn.org.uk/nursingattheedge
http://www.rcpe.ac.uk/sites/default/files/files/final_statement_patient_flow_.pdf
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This is complemented by the work the Scottish Government is starting on a 

review of district nursing, which will look at the role, caseload, different models 

of district nursing, and training and career pathways for district nurses. We 

hope that it will also fit clearly with the emerging work of the Primary Care Out 

of Hours Review Group. 

Seven day care needs to be viewed in the context of the integration of health 

and social care. Many of the challenges to delivering care in the health sector, 

seven days a week, are directly impacted by the delivery of social care, for 

example, not being able to discharge patients from hospital at the weekend 

because they are waiting for social care assessments. Improving outcomes 

outside of core hours will require a different way of working within social care 

too. 

There are multiple national workstreams that impact the delivery of care seven 

days a week. This includes the unscheduled care collaborative, the review of 

primary care out of hours and the work around delayed discharge. There 

needs to be clarity over how different work streams tie together.  

The RCN wants to see that: 

 All Scottish Government proposals around any aspect of 

sustainability and seven day care, unscheduled care, out of hours 

care or patient flow, fully recognises the contribution of all 

professional groups across the whole system 

 All Scottish Government activities to improve patient flow and patient 
outcomes, which will impact on the workforce, are fully integrated to 
allow for consistency and coherency of workforce planning  
 

Seven Day Services 
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Royal College of Physicians and Surgeons of Glasgow 

Seven Day Services 

Introduction 

This report summarises a symposium held at the Royal College of Physicians 
and Surgeons of Glasgow in November 2013 and the results of a survey 
undertaken among Fellows and Members of the college prior to that meeting. 
The meeting was attended by clinicians, allied health staff and representatives 
from health boards and the Scottish Government.  

The stimulus from this symposium arose from a number of studies in different 
countries (1-4) and within different specialties (5,6) which demonstrating 
poorer outcomes for patients admitted on weekends and public holidays (7) 
than during the working week. We had also reviewed The UK Academy of 
Medical Royal Colleges Report ‘Seven Day Consultant-Present care (8) 
particularly in regard to the standards suggested by that body. 

Background 

The UK Academy of Medical Royal Colleges Report ‘Seven Day Consultant-
Present Care’, identified the following standards: 

• Standard 1: Hospital inpatients should be reviewed by an on-site 
consultant at least once every 24 hours, seven days a week, unless it 
has been determined that this would not affect the patient’s care 
pathway. 

• Standard 2: Consultant-supervised interventions and investigations 
along with reports should be provided seven days a week if the results 
will change the outcome or status of the patient’s care pathway before 
the next ‘normal’ working day. This should include interventions which 
will enable immediate discharge or a shortened length of hospital stay. 

• Standard 3: Support services both in hospitals and in the primary care 
setting in the community should be available seven days a week to 
ensure that the next steps in the patient’s care pathway, as determined 
by the daily consultant-led review, can be taken. 

The Academy called on Colleges to ‘describe the implications for staffing, 
along with the resources, support services and timescales required to deliver 
the standards’. In response to this, a Royal College of Physicians and 
Surgeons of Glasgow symposium discussed the practical considerations 
involved in implementing such standards. Several of the clinicians who 
attended the College Symposium held management as well as clinical roles. 
The following themes were discussed: 

a) Differences in the cohort of patients admitted at weekends, as compared 
with during the week. 

Reflecting on their clinical experience, attendees stated the view that 
patients admitted just before and during the weekend were more likely to: 
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• be admitted via the emergency department 
• present out of 9-5 hours 
• be of an older age 
• have illness of greater severity 
• be admitted from a nursing home 

b) How such differences influence the needs for care delivery. 

Attendees made representation that: 

• such differences in levels of disease severity and co-morbidity require 
greater cross-specialty input to decision making, rather than being 
limited by the lack of availability of such opinions.  

• this population was more likely to need early multi-disciplinary input  
• care of this group needed weekend access to care planning and social 

service support.  
• the pattern of admission arose from reduced discussions ahead of 

admission between primary and secondary care providers. In turn, this 
limited secondary care awareness of the multifactorial background to 
admission and secondary care opportunity to plan alternatives to 
admission. 

c) The potential for enhancing non-admission routes to care provision 

Attendees concluded that these would involve the need for a new 
approach to service planning at the weekend with greater access to: 

• Outpatient clinics and clinic nurse and admin staffing 
• Specialist nurse advice 
• Managing the gap between emergency and elective service provision: 

consideration of community based assessment centres 
• Rapid access social and home service response 
• Partnership working between A+E and hospital based GP or nurse-led 

assessment centres 
• Undertaking formal lessons learned exercises for re-admission 

d) Barriers to effective patient throughput at weekends 

Attendees concluded that these involved several areas. There was strong 
agreement that weekend issues were not simply a feature of the acute 
admissions ward, but rather a factor of patient management throughout all 
wards, with resultant impact on the front door: 

• delayed decision making due to limited access to tests, procedures and 
results, especially in down-stream wards 

• delays in timing of decision due to number of patients to be reviewed 
by insufficient numbers of staff undertaking patient review 

• difficulties in accessing pharmacy discharge support later in the day 
• lack of staff to run radiology scanning equipment fully during daytime 

hours 
• delayed portering to tests 
• competition for test and procedure list space with waiting list cases 
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• unnecessary length of stay on account of lack of consultant and 
specialist input to decision making on ward patient reviews with lack of 
junior doctor confidence to discharge or instruction of tests not required 
as an inpatient 

• delayed social service assessment, lack of available home support 
services and ambulance transport 

• reduced nurse staff levels on wards 
• public expectation and pressure from families to avoid discharge 
• reduced communication with primary care teams: barriers between IT 

systems at both ends of the admission cause difficulty and limited 
access to primary care teams reduces patient assessment and 
discussion with hospital teams pre and post admission. 

e) Potential mechanisms for improving number and timing of discharges 

Attendees considered that there were multiple areas that could be 
improved: 

• Greater focus of the admission on the management of the new acute 
issues. Greater provision of policy-based community assessment to 
manage recovery or monitoring following a change in treatment. 
Telehealth monitoring was also considered potentially useful. 

• Enhanced recovery through the provision of community rehabilitation 
teams / hubs 

• 7 day specialist input to advice and assessment  
• 7 day administrator service at ward level 
• Optimising clinical time for assessment by reducing time spent locating 

patients, records and dealing with multiple groups of nursing staff, 
through locating patients managed by a given clinical team in the one 
area and reducing non-therapeutic moves of patients around hospital. 

• Greater provision of access to reports and results 
• Full-day pharmacy service 
• Reducing time spent logging into multiple systems: unified hospital IT 

systems with single sign-on 
• Rapid access to electronic whiteboards and similar systems for 

enhanced real-time overview of patients and actions 
• Enhancing information sharing and rapid identification of patients likely 

to require medical review at weekends, either pre-discharge or 
because of known clinical concerns 

• Enhanced systems to reduce time and improve quality of handover for 
all patients throughout 24 hour cycle. 

• Increased numbers of advanced nurse practitioners providing support 
for result management, discharge writing, liaison with community 
teams. The low-turnover of staff in comparison with junior medical staff 
was felt to be an advantage for patient care. 

f) Considerations in regard to increased numbers of senior medical staff at 
weekends 

Attendees were concerned about several issues: 
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• The future attractiveness of acute disciplines may be adversely 
affected, especially in the context of existing recruitment to front door 
specialties. 

• Time worked at the weekend will impact on time available for work 
during weekday hours for elective work and clinics. It is important to 
avoid creating new problems when fixing that at weekends. 

• Increased senior medical input on its own has limited value if decisions 
cannot be taken or actions implemented without associated increases 
in junior medical staff, specialist and advanced nurse practitioners, 
administrative staff, diagnostic service staff, social service staff, 
portering staff and ambulance staff 

• Greater rest and catering facilities would be needed 

g) Potential impact of changing the working week on teaching and training 

• Individual trainee to trainer contact during the week may be further 
fragmented in contrast to the recommendations of the Shape of 
Medical Training Report. 

• Trainer compensatory rest may disproportionally reduce time for formal 
teaching and other formal education activities 

Survey Results 

Some investigations and in particular CT examinations of Chest, Abdomen 
and Brain were felt to be available already at weekends. However, clinicians 
commented that these were often available only under set conditions that 
were not applicable to weekday tests, or that tests were available on 
Saturdays, but not on Sundays. Other views expressed are presented in the 
tables. Tables A and B show that the majority of clinicians feel that there are a 
significant number of tests which, if available at weekends and public 
holidays, would enhance patient care or reduce patient stay and for which 
routine access on a 5-day basis is insufficient.  

However, the tests selected by the majority as necessary for weekend and 
public holiday access were not the same as those tests whose provision on a 
24 hour basis was regarded as necessary for safe patient care (Table C). 
Rather, clinicians recognised that there was need for a service similar to what 
is available during the week for certain tests (Table A). They appeared to 
acknowledge the difference between emergency 24/7 patient needs and the 
investigation dependent decision making needed on a daily basis to avoid 
delays in patient care and optimise patient throughput. 

Table A] Tests by percentage of clinicians who stated that routine access to 
these tests would enhance patient care or reduce stay at weekends and 
public holidays 

0-25% 26-50% 51-75% 76-100% 

ERCP 
Virology 
Cytology 

Technician ECG 
24-hr ECG 
Angiography 

Echocardiography 
Abdominal ultrasound 
CT chest  
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0-25% 26-50% 51-75% 76-100% 

Bone marrow Exercise testing 
Pleural ultrasound 
TFT & hormonal tests 
Pathology 
Bronchoscopy  
Dialysis 

CT abdomen  
CT brain 
Venous Ultrasound 
CTPA 
Endoscopy 
MRI brain 
MRI other 
Microbiology 

Additional services suggested as needed at W/E & PH: joint US, HIV test, Carotid and arterial 
US, interventional radiology, pacemaker check or on call AICD technical check  
Additional comment: Exercise Testing only useful if reporting service also available 

 
Table B] Tests according to percentage of clinicians who stated that 
access to these tests over only 5 days would be sufficient 

0-25% 26-50% 51-75% 76-100% 

Angiography 
Echocardiography 
Abdominal ultrasound Pleural 
ultrasound  
Venous Ultrasound  
CT chest  
CT abdomen  
CT brain 
CTPA  
MRI brain  
MRI other 
Microbiology 
Endoscopy 
Dialysis 

Technician ECG 
24-hr ECG  
Exercise testing 
ERCP 
Bronchoscopy 

TFT & hormonal 
tests Pathology 
Virology 
Cytology 

Bone marrow 
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Table C] Tests according to percentage of clinicians who stated that 
access to these tests are needed 24/7 to deliver safe patient care 

0-25% 26-50% 51-75% 76-100% 

24-hr ECG  

Exercise testing 

TFT & hormonal  

Pathology 

ERCP 

Virology 

Cytology 

Bone marrow 

Bronchoscopy 

Technician ECG 

Pleural ultrasound 

Venous Ultrasound  

MRI brain  

MRI other 

Angiography 

Echocardiography 

Dialysis 

Abdominal ultrasound 

CT chest  

CT abdomen  

CT brain 

CTPA 

Endoscopy 

Microbiology 

Other services suggested as needed 24/7: US musculoskeletal, MRI spine, CT neck, CT 
sinuses, interventional radiology, arterial doppler 

 

A variety of free text comments were also made. These have been themed 
and representative comments for each theme are listed below 

• Must match 7 day specialty availability for patient review and decision 
making to 7 day diagnostic services 

• If radiology and pathology / microbiology provided weekday service at 
weekends and PH, then patients would be sorted quicker 

• Emergency inpatient stay frequently extended by 48 hours waiting on 
imaging requests placed on Fridays 

• We need all services available for at least part of the day 7 days a 
week to improve safety and efficiency 

• Every day should be the same. 2nd class healthcare at weekends and 
PH is not acceptable 

• Much that is only available as an emergency service currently at W/E 
and PH needs to be provided as 7 day service 

• Increase in length of 5 day hours of service provision is also needed 
• Full access to social / support services needed 7 days a week 
• Inpatient Physiotherapy and Occupational Therapy is needed as per 

weekdays to support satisfactory throughput and patient improvement 
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Discussion 

Both the survey respondents and symposium attendees voiced the strong 
opinion that current clinical service provision is neither safe nor acceptable. 
Nevertheless, there were concerns that increased senior medical input to 
patient management over evenings, weekends and public holidays would be a 
wasteful exercise unless closely aligned to changes in service provision 
across the patient journey. This especially includes the primary care interface, 
patient transport, social care, junior medical and nursing staff levels, and 
access to pharmacy and diagnostic services. Furthermore, unless handled 
with care and engagement with the profession, our clinicians are concerned 
that such new patterns of working could pose additional risks to patient care 
and training during ‘standard’ working hours. 

Furthermore, the survey responses present evidence that a blanket provision 
of all diagnostic services on a 7-day or 24-hour basis is not felt by practicing 
clinicians to be necessary for safe patient care. Rather, such clinicians can 
readily identify certain tests and procedures which are felt to impact on clinical 
decision making at weekends and public holidays more than others. 

There are also significant ways in which services could be re-designed to 
provide alternatives to patient admission or to optimise patient management 
outside of 9-5 Monday-Friday, that rely on measures other than increased 
senior medical input.There is also a need to consider whether the 9-5 
approach to service provision during the week best matches current service 
needs.  

In the short-term, the priority should be to introduce more alternative pathways 
to hospital admission, provide extended hour access to a defined set of 
diagnostic tests and pharmacy support, increase the number of advanced 
nurse practitioners available to release medical time for decision making and 
deliver an extended hour provision of social care and ambulance transport. 
Increases in senior medical presence at weekends and public holidays, with 
the resultant reduction in continuity of care, elective services and training 
during the week, should only be considered as part of such a whole system 
service change. Without this the potential overall benefit to patient care will be 
lost. 

Conclusion 

The Royal College of Physicians and Surgeons of Glasgow urges the Scottish 
and UK Governments to remove the inequity of care at weekends and public 
holidays, as compared with during the week. The College strongly 
recommends that this development takes account of the multi-factorial 
elements involved in such care provision as the issues cannot be addressed 
by increasing consultant numbers at weekends in isolation. Clinicians are best 
placed to advise on those aspects of service delivery that impact most on 
clinical decision making and safe patient care at weekends and during public 
holidays and plans to implement service change require full engagement with 
the profession. 

Royal College of Physicians and Surgeons of Glasgow 
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Social Work Scotland 

Seven Day Services 

Basis of report: audit of the views of Social Work Scotland members on the 
progress in developing 7 day services and the issues experienced. 

Progress made to date: 

Many care at home services that support hospital discharge and prevent 
admissions operate seven days per week. Some local authorities operate 
these services 24 hours a day. The audit showed that some community 
nursing staff are available 7 days per week; social care services work 7 days 
per week; Senior Social Care Organisers work 7 days per week 7.30 am - 10 
pm and direct the service over the weekend and have access to the duties 
and rotas of the social care and enablement services.  

Social care support services exist on 24/7 basis and tend to provide the 
unplanned responses to Community Alarm call outs and planned responses to 
overnight care. 7 day working responses tend to be better developed for older 
people services (for discharge support) and less so for adult services. These 
will require additional resources to meet the 7 day expectation. 

Respondents described Out Of Hours Social Work Services’ which supports 
24 hour assessment and social work responses but does not routinely support 
or assess for discharge from acute hospital settings. However, staff are 
involved in supporting responses to health crisis for people in the community- 
often arranging alternatives to hospital admission and drawing on the 
community services/respite centres. 

Respondents commonly reported that out-of-hours medical/ SW/ nursing 

services were under review in their area to identify opportunities for further 

integration, with, for example, ‘Discharge Monitoring Groups’ seeking 

solutions.  

Some areas have modified referral routes to improve the 24/7 access with the 
aim of improving overnight services. As part of the ‘Reshaping Care’ and 
‘Clinical Services’ review, community based NHS staff have been employed 
for specific roles, with shift work expected, to support hospital discharge. 
Some respondents reported that they have ‘piloted’ a trial of 7 day working 
over recent years. This includes several trails of weekend working at a local 
hospital at busy periods such as Christmas time and the New Year period 
during 2012, 2013 and 2014.  
 
An example of a pilot programme – 
One large rural area completed a trial period from November 2014 – February 

2015. The focus of the work for social work staff was mainly to assist with 

discharge arrangements for people with existing care packages.  
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In preparation for weekend work, the social work manager met with all charge 

nurses to discuss the change. The charge nurses all believed 7 day working 

would prove beneficial for the following reasons- 

- would reduce unnecessary delays 

- allow for discharge over weekends 

- there would be less need to ‘sleep out’ people to other wards which 

would lead to less infections and better communication.  

Letters were sent to all wards, in addition to Friday visits from social work 

staff, to inform and remind health staff of their availability at the week-end. 

Social work also consulted with commissioning managers to ensure 

domiciliary care agencies were able to pick up referrals from the acute 

hospital over the weekends. Each domiciliary care agency arranged and 

provided out of office hours contact details.  

Patients who received services at the weekend showed positive outcomes, 

with a considerable proportion (around 40%) being discharged earlier from 

hospital than would otherwise have been the case. The greatest level of 

discharges were achieved when more specialties had medical staff on duty.  

The main issues that prevented best practice in this pilot were around 

communication – between community agencies, NHS and social work staff 

and on information about the availability of social work staff. Also, “..at times, 

there was no OT or medical support, which led to delays… (need )a 

recognition that the whole system has to work together, as it does during 

week days, to maintain patient assessment requirements from each discipline, 

and thus the flow through the hospital...”  

Another local authority in a large urban area reported that they explored the 
introduction of 7 day working during holiday periods when the hospital setting 
was under pressure. Their “experience from these tests of change was not 
positive” reporting that “the hospital system was not geared to support seven 
days discharge and staff were under-used with very limited discharges ( 
between 0-2).”  

It is important that we understand, rather than presume, what is required. 
Local authorities that replied consistently reported ‘peak periods of 
demand/need for services’. During pilots, social work staff were available for 
‘vastly extended hours’ but under-utilised. Respondents that had piloted 7 day 
approaches reported that, despite extensive attempts to inform ward staff of 
the extended service, the knowledge was not widely shared and the resource 
under-utilised. It was recognised that considerable effort is required to ensure 
effective communication takes place. 

Progress towards 7 day working has been slow with some areas reporting 

more work is needed to engage partners in the change. Furthermore, an 

equal understanding of the impact of change on social work services and the 

system as a whole, not just on health, is required across partner 
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organisations- along with a commitment to engage in jointly finding solutions 

to issues. 

Generally respondents expressed concern that the reach of the ambition 
seems to outstretch the ability to deliver at an operational level. 
Implementation was particularly problematic in remote and rural areas. 

Partnership working: 
Whilst many areas reported constructive relationships across health and 

social care, 7 day working can only be truly effective if all component parts of 

the system are involved. 7 day AHP services, without 7 day home care 

organisers for example, are not going to lever any real change. The lack of 

weekend patient- GP availability is also a key issue- they need to be closely 

involved in the overall care process. One area reported that care agencies are 

only organised to ‘restart’ care packages over the weekends and could not 

provide ‘new’ services.  

It was felt that this agenda requires more detailed and informed discussion, 
taking account of experiences to date. Whole system change is required and 
this needs to be planned, costed and timetabled with ongoing reviews to 
ensure the level of change required is feasible.  

In addition to the need for a professional, whole system approach there is a 

recognition that the government’s policy priorities can only be adequately 

progressed if changes to ‘out of hours’ service delivery are considered as part 

of a wider change programme. The main health related challenges for local 

authorities were reported to be- improving health within the context of an 

ageing population; persistent health inequalities; the continuing shift in the 

pattern of disease towards long term conditions and growing numbers of 

people with multiple conditions and complex needs.  

There were reports of large amounts of management time being diverted to 

implementing requirements stemming from the new legislation on the 

integration of health and social care and on self-directed support. It is clear 

that these changes will provide a structural framework for delivering more 

effectively on hospital discharge programmes. It is important that 

management capacity to find creative solutions to high level problems is not 

diluted through unrealistic demands. 

Finance 

There was concern expressed that social work staff would take on a 

disproportionate amount of the additional work that will result from a 7 day 

service and that this would have serious financial consequences with impact 

upon other services. The agenda is unfunded but has a cost implication.  

Respondents concurred that is not possible to introduce 7 day working within 

existing staffing numbers without incurring additional costs associated with 

weekend working such as enhanced payments. There would also be a 

reduced staff resource within the standard working week. 
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The challenges this agenda brings are particularly evident in remote and rural 
areas where there are no economies of scale to be worked within and very 
small staff teams to deliver this model. 

Staffing 

Local authorities reported that although seven day working/supervisor support 
for community services exist, this is staffed at a level appropriate for current 
demand. Additional resources will be required to meet additional demands. 

The main staffing issues reported relate to changing terms and conditions of 
service for staff groups that traditionally operate over 5 days in 'office hour' 
shifts. Frontline home care workers have operated between 7.00 a.m. - 10.00 
p.m. (approx.) over 7 days for many years. To move to full shift patterns would 
mean change to full terms and conditions and adjust staff numbers and skill 
range.  
Some areas report that supervisors and managers of the service have been 
reluctant to work in a similar shift pattern to offer management support. One 
local authority commented that this has led to conflict and wide ranging 
consultation with Trade Unions in an attempt to change terms to match the 
needs of the service.  

One area reported that turnover of staff has been an enabling factor in 
changing the profile of care at home management - with 65% of service 
coordinators now being employed on residential conditions of service that 
allow the local authority to operate an out of hours support service. 

 Problems can arise if health care expertise is not readily available to support 
coordinators out of hours. 

Respondents noted that whilst care at home services are being modernised to 
meet the demands for care, mainstream social work and health services have 
remained in a standard and traditional contract pattern over 5 days and in 
restricted hours.  

Areas with a wide geographical spread have significant difficulty recruiting 
staff to meet service demand. They also report having less 3rd sector 
provision, again due to travel costs. Meeting the needs of service user who 
reside in hard to reach locations is a problem. 

Staff at all levels across the services have to consider the needs of the 
population who rely on health and social care support. We agree that 
vulnerable people do not fit into a 9 - 5 category and can appreciate the value 
of a consistent and high level of service across the week.  

The issue of 7 day service should not only focus on acute hospital settings, 
although this is critical to help address some of the identified issues, but 
should also look at patient transport services, hospital consultant availability, 
specialist nursing and AHP staff who are required to support assessment.  
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“…unless there is a recognition and acceptance that health and social 
care services are needed, on equal provision, over 7 days per week, there 
will continue to be issues with growing A& E attendances, hospital 
admissions, treatments and discharges- particularly delays to 
discharge…” 

Social Work Scotland 
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The Royal Pharmaceutical Society 

Seven Day Services 

The Royal Pharmaceutical Society (RPS) understands the need to change 
healthcare practice in order to address the changing demographics in society 
as people live longer with more long term conditions. The variation in 
outcomes for people admitted to hospital at weekends and the requirement to 
provide the same levels of patient care throughout the week is now well 
recognised. The Royal College of Physicians estimates that mortality rates 
rise by 10% at weekends1. 

Pharmacy is the third largest profession in the NHS and medicines are the 
commonest form of treatment; the second most expensive intervention after 
staffing costs.2 All medicines carry risk as well as benefit and pharmaceutical 
care aims to maximise patient benefit and minimise avoidable harm. Clinical 
pharmacist input is now an established part of patient care. In hospitals 
across Scotland some pharmacists now spend around 80% of their time in 
patient facing roles, with increasing numbers of prescribers and specialist 
input into specific therapeutic areas. 

High quality clinical input has become an integral part of the ward 
multidisciplinary team and this expertise is now missed if not available at 
weekends. Without clinical pharmacy input at weekends medication problems 
and pharmaceutical care issues normally identified on weekdays within 24 
hours of admissions may not be identified or resolved until Monday, when the 
clinical service resumes. The lack of pharmacist input to multidisciplinary 
clinical teams at the weekend means that medical and nursing staff may be 
without pharmaceutical advice to assist with complex cases affecting 
prescribing decisions and patient care. 

The requirement to work together as a multidisciplinary team to ensure 
treatment is optimised for patients cannot be over emphasised. Within an 
integrated approach, pharmacy teams should provide the leadership, systems 
support, and expertise for medicines policies and pharmaceutical care.3 

We know that studies have found between 1.4% and 15.4% of hospital 
admissions were drug related and preventable4 and this rises in the frail 
elderly. A study for the General Medical Council in 20125 suggested that 
around one in eight patients have prescribing or monitoring errors, involving 
around one in 20 of all prescription items. Pharmacist expertise in medication 
review and medicines reconciliation, particularly in admitting and receiving 
units plays an increasingly important role in initial assessment and ensuring 
continuity of patient care. 

It is therefore essential that pharmacy is represented when strategically 
planning seven day working to ensure clinical input is integrated into the ward 
teams, providing pharmaceutical care and targeting resources to improve 
inpatient care where it is most required, and not simply to extend dispensary 
opening hours. 
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Key Points to Note 

The RPS professional standards for hospital practice recommend that 
medicines review and reconciliation is carried out within 24 hours of 
admission. The NHS England Seven Days a Week Forum has reiterated this 
requirement and The Future Hospitals Commission has stated that patients in 
acute care should have access to the same interventions at weekends as on 
weekdays.6 

Over the last twenty years, as medical treatment has become increasingly 
complex, emphasis has shifted from supply to clinical care and pharmacists 
are found less frequently in the dispensary, routinely working on the wards 
delivering pharmaceutical care as part of the multidisciplinary team. 

The limited availability of this pharmaceutical input at weekends has been 
noted to result in: 

 an increase in missed doses 

 prescription errors 

 lack of medicines reconciliation 

 delayed discharge due to waiting for discharge medication 

Over four weekends in Glasgow a clinical pharmacy service was provided to 
acute receiving wards, high dependency and cardiology departments as a 
pilot study to assess the impact on patient care. The pharmacists saw 
approximately 80% of the patients admitted at weekends and on reconciliation 
changes were made to medications in 54% of these. On the wards, reviews of 
drug charts identified changes averaging at one per patient admitted, with 
drugs omitted or wrong doses being the most common reasons for change 
(Figure 1) 
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Figure 1. Therapy Problems Identified 

 

On discharge just over half (57%) of patients required a change to medication 
mostly to adjust doses, and half of these interventions were clinically 
significant. Feedback from senior medical colleagues commenting on the pilot 
programme was very positive. 

“Useful for complex pharmacy advice…freed up time for the junior doctors” - 
consultant 

“Provides the same high quality care that patients receive during the week” - 
consultant 

Questionnaires to nursing and medical staff showed the service was 
successful and used for: 

 complex patient medication queries 

 medicines reconciliation 

 prescribing 

 medication review 

 improving the discharge experience 

 improving patient flow through the hospital 

 patient education 

 speedy resolution of medicine related issues over the weekend. 

Data from elsewhere in Scotland mirrors that of the Glasgow pilot with 
multidisciplinary teams in admissions units fully supporting the clinical 
presence of pharmacists at weekends where they have to provide a seven 
day service. Gaps in patient care are identified when this resource is not 
available and this clinical input is currently only available for short periods 
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using extra winter pressure resource. Pharmacists were seeing the same 
clinically significant pharmaceutical care issues at weekends as on weekdays, 
including regular medicines not prescribed and discontinued medicines 
prescribed. Some patients had not been given preventative treatments for 
venous thromboembolism with potential serious consequences for patient 
outcomes and length of hospital stays. In addition, it was found that on 
medical and surgical admission units Health, Efficiency, Access and 
Treatment 

(HEAT) targets for antibiotic prescribing were only consistently achieved after 
input from a pharmacist. 

Challenges, Issues and Solutions 

We must be careful not to introduce seven day working for supply issues 
which should be managed by efficient working practices in normal office 
hours. For example, the discharge of patients can be planned in many cases 
allowing dispensed medicines to be made available prior to the patient being 
ready to leave the hospital. 

It is important to identify pharmaceutical care problems on admittance, or on 
the wards, before discharge prescriptions reach the pharmacy where valuable 
time can be used, having to contact prescribers to make adjustments and so 
disrupting patient flow. 

The use of patients’ own medicines during their inpatient stay and near patient 
dispensing across Scotland facilitates rapid discharge with minimal changes 
to medication at the end of hospital stays and continuity of supply. Electronic 
prescribing systems speed up the discharge process and enhance patient 
flow providing a more person centred approach to care. Missed doses, 
prescription errors and delayed medicines reconciliation can affect patient 
outcomes and clinical input is required, but delayed discharge should be 
addressed by good discharge planning and not only through extending 
pharmacy opening hours. 

We know that patients are more vulnerable when they transfer between care 
settings.7 Planning for discharge should include community pharmacists who 
could be used more to ensure continuity of supply and to improve patient 
safety, for example by reinforcing information about medicines initiated or 
stopped in hospital, and ensuring only updated prescriptions are supplied with 
no duplication of items. This requires the community pharmacist to be 
included in the discharge process and for efficient transfer of patient 
information via secure NHS networks. 

Unlike medical and nursing colleagues pharmacist NHS contracts are 
currently Monday to Friday. Extended hours and weekend working are 
covered by flexible working by higher grade pharmacists and staff 
volunteering to work overtime. For higher grade posts no payment is allowed 
and time in lieu is the only method of recompense. This is not sustainable in 
the longer term without severely disrupting and removing clinical input to the 
established services from Monday to Friday. There is an increasing consultant 
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presence at weekends in some wards making Saturdays and Sundays ever 
more like weekdays and therefore in order to implement a substantive seven 
day clinical service, additional posts and seven day contracts would be 
required. 

Skill mix and technology, including remote access such as tele-health 
solutions should be fully utilised to provide both dispensing and clinical input, 
with variations in service design, depending on local needs and resources. 

Models of care need to be explored to decide on the optimum levels of 
experience required to provide the clinical input for the patient caseload being 
admitted at weekends. Recent evidence has highlighted that patient outcomes 
are better in Accident and Emergency (A and E) departments when more 
experienced medical staff are available1 and pharmacy must also evaluate 
outcomes to ensure that any extended working provides the same high 
standard of pharmaceutical care offered to patients from Monday to Friday. 

There are also other ways to improve patient care and reduce pressure on A 
and E departments by involving pharmacists more in triage and making more 
use of existing resources such as community pharmacies. Studies have 
shown that about 5% of patients in A and E could be seen by community 
pharmacies.8 Thought should be given to revising and extending the minor 
ailment service to allow community pharmacies to be the initial entry to the 
NHS for as many people as possible with more structured referral systems 
building on the national Patient Group Direction and direct referral 
arrangements already in place. Some A and E departments are trialling 
having a pharmacist prescriber in post to triage patients and manage 
medicines related issues. 

Prescription for Excellence, The Scottish Government Vision and Action Plan 
aims to increase the numbers of pharmacist independent prescribers and to 
break down the barriers between professional sectors. This will increase 
pharmacists’ capacity to take on more varied clinical roles, including to relieve 
pressures on both A and E departments and GP appointment waiting times. 
Thought should be given to widening scope of practice to encourage cross-
sectoral work experience between hospital, community and primary care 
pharmacists to promote understanding of primary and secondary care 
systems, help bridge the recognised gap between secondary and primary 
care services and make best use of local resources, with services built around 
the needs of patients. 

In 2014, RPS held a summit bringing together hospital pharmacists from 
across Great Britain to discuss the issues and challenges around seven day 
working. Several themes emerged from the intelligence gathered. 

 Hospital pharmacies already provide some limited services at 

weekends; these are generally restricted to three or four hours on 

Saturdays and Sundays for the dispensing of discharge prescriptions 

and supply of urgently required medicines only, and do not include 

clinical pharmacy services to wards or emergency admission units etc. 
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Thought needs to be given as to how to provide pharmaceutical care 

and expand services for patient benefit. Priority areas are seen to be 

emergency, admitting and receiving units. A multidisciplinary approach 

will be required for success. 

 There is an urgent need for workforce planning and benchmarking of 

the level of staffing required to provide additional resource, particularly 

at weekends. New staff need to be employed on seven day contracts 

similar to nursing and medical colleagues. This cannot be addressed 

adequately with the current workforce and additional posts will be 

required. 

 Skill mix should be examined to ensure appropriate level of 

experienced generalist input as well as specific specialist input as 

required. There is evidence of better patient outcomes when more 

senior staff are available1. Targeting extended services to support 

more complex patients during admission can smooth transfer through 

the various care settings. 

 Pharmacist independent prescribers can support medical teams and 

are necessary to achieve the desired changes. 

 Technology innovation is required to create capacity. Single electronic 

patient records available appropriately to health and social care 

professionals are necessary for patient safety as prescribing is now 

carried out by medical and non-medical personnel and in a variety of 

settings. Robotics, tele-health, electronic prescribing, electronic 

discharge and other innovative solutions will be vital components as we 

move forward. 

Summary 

There is a clinical gap in pharmacy input at weekends which cannot be 
managed within current resources and staffing levels. Any strategy for seven 
day working should be patient based, focusing on providing pharmaceutical 
care to improve patient outcomes and the patient experience, with 
pharmacists integrated into the multidisciplinary weekend teams and 
community pharmacies included in discharge arrangements. Workforce 
planning is required to better understand capacity needs and to resource new 
services adequately. Business plans should include a review of current 
practice and skill mix and pharmacy management must be included in any 
strategic planning. Local situations will require local solutions and 
consideration needs to be given to consulting the current workforce to 
manage change successfully with new staff employed on seven day 
contracts. 

 

The Royal Pharmaceutical Society 
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About us 

The Royal Pharmaceutical Society (RPS) is the professional body for 
pharmacists in Great Britain. We represent all sectors of pharmacy in Great 
Britain and we lead and support the development of the pharmacy profession 
including the advancement of science, practice, education and knowledge in 
pharmacy. In addition, we promote the profession’s policies and views to a 
range of external stakeholders in a number of different forums. 
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Health and Sport Committee 

9th Meeting Tuesday 17 March 

  Subordinate Legislation Briefing 

Overview of instrument 

1. There is one affirmative instrument for consideration.  

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

Details on the instrument  

3. Public Bodies (Joint Working) (Scotland) Act 2014 (Consequential 
Modifications and Saving) Order 2015 [draft] This Order makes 
amendments, repeals and saving provision in consequence of the Public Bodies 
(Joint Working) (Scotland) Act 2014 (“the 2014 Act”). 

4. The Schedule, which is given effect to by Article 2, contains amendments and 
repeals of primary and secondary legislation. Section 9 of the 2014 Act provides 
for the establishment, by order, of integration joint boards to which Health 
Boards and local authorities may delegate certain of their statutory functions 
relating to health and social care. Amendments are made in consequence of 
this power to establish integration joint boards. Amendments are also made in 
consequence of the provisions of sections 1, 9 and 15 of the 2014 Act which 
provide for the delegation of functions by Health Boards and local authorities. 

5. The Schedule also contains amendments in consequence of the repeal of 
section 5A of the Social Work (Scotland) Act 1968 by section 71(1) of the 2014 
Act. The definition of “community care services” provided in section 5A is 
replaced by a similar definition inserted into section 12A of the same Act. 
Legislative references to the section 5A definition are replaced with references 
to section 12A. Other references in enactments to section 5A are repealed. 

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

7. The Policy Note is at Annexe A.  

Bryan McConachie 
Committee Assistant 

http://www.legislation.gov.uk/sdsi/2015/9780111026632
http://www.legislation.gov.uk/sdsi/2015/9780111026632
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Annexe A:     POLICY NOTE 

The Public Bodies (Joint Working) (Scotland) Act 2014 

(Consequential Modifications and Saving) Order 2015 

SSI 2015/XXX 

1. The above instrument was made in exercise of the powers conferred by section 70 of 

the Public Bodies (Joint Working) (Scotland) Act 2014 (“the 2014 Act”).  The 

instrument is subject to affirmative procedure.  

Policy Objectives 

2. This Order makes amendments to legislation which are appropriate in consequence of 

the 2014 Act . 

3. The policy objectives relating to the Act are fully described in the Policy 

Memorandum which accompanied the Bill. To view the Policy Memorandum click 

here. 

4. This Order makes amendments to primary and secondary legislation with effect in 

Scotland, which are consequential on the power to establish Integration Joint Boards 

in section 9 of the 2014 Act and  Paragraphs 2(2) and (3), 5, 6, 10(2) and (4), 11, 13 

and Part 2 of the Schedule  make amendments  in order that Integration Joint Boards, 

once established, will have similar powers and duties as Health Boards and local 

authorities do at present.   

5. Further amendments are  made  in consequence of the provisions in sections 1,2, 9 and 

15 of the 2014 Act which allow a Health Board and local authority to delegate certain 

of their statutory functions, either to each other or to an integration joint board.  

Paragraphs 1(2) and (2), 4, 7(2), 8(3) and 10(3) of the Schedule make amendments in 

relation to this delegation of functions. These amendments will ensure that where a 

function is delegated, the amended provisions will continue to apply in relation to that 

function.   

6. Paragraph 1(4) of the Schedule makes amendments in relation to the setting and 

recovery of charges for social care services or accommodation.  By virtue of section 

1(5) of, and the schedule to the 2014 Act,  a local authority may not delegate functions 

in relation to charges for  social care services or residential accommodation. By virtue 

of regulations made under section 1(7) of the Act (and subject to the integration model 

that is used) a local authority must delegate its functions that relate to the provision of 

social care services.  The amendments made by paragraph 1(4) of the Schedule modify 

the charging functions in section 87 of the Social Work (Scotland) Act 1968 (and 

sections 22 and 26 of the National Assistance Act 2914 as applied by section 87). The 

effect of these modifications is that the local authority may continue to exercise its 

statutory functions  in relation to charges for the provision of social care services and 

residential accommodation in respect of services and accommodation which are 

provided by a person to whom the local authority has delegated the function of 

providing those services and accommodation.    

7. The Order  also makes changes that are needed as a consequence of the repeal of 

section 5A of the Social Work (Scotland) Act 1968 by section 71 of the 2014 Act. 

http://www.scottish.parliament.uk/S4_Bills/Public%20Bodies%20(Joint%20Working)%20(Scotland)%20Bill/b32s4-introd-pm.pdf
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Section 5A contains a definition of ‘community care services’ which is widely used by 

other legislation. Paragraph 1(3) of  the Schedule inserts a replacement definition in 

section 12A of the 1968 Act, in order that there will continue to be a clear legislative 

definition of these services.  Paragraphs 2(4)(a), (5) – (7),3,7(3), 9 and 12 make 

repeals and amendments to replace other references to section 5A with a reference to 

that new definition in section 12A. 

8. Article 3 of the Order contains a savings provision so that arrangements made under 

sections 15 to 17 of the Community Care and Health (Scotland) Act 2002 (which are 

repealed by section 71 (3) of the 2014 Act) may continue in operation   they are 

repealed with arrangements under the 2014 Act.  This provides for a smooth transition 

between discretionary integration arrangements under the 2002 Act and the start of the 

mandatory arrangements under the 2014 Act.  Arrangements under the 2002 Act have 

only been entered into between Highland Council and Highland Health Board. 

Modifications to legislation 

9. Part one of the Schedule makes amendments and repeals to the following primary 

legislation: 

 Social Work (Scotland) Act 1968 

 National Health Service (Scotland) Act 1978 

 Criminal Procedure (Scotland) Act 1995 

 Adults with Incapacity (Scotland) Act 2000 

 Ethical Standards in Public Life etc. (Scotland) Act 2000 

 Local Government in Scotland Act 2003 

 Mental Health (Care and Treatment) (Scotland) Act 2003 

 Public Health etc. (Scotland) Act 2008 

 Welfare Reform Act 2009 

 Public Services Reform (Scotland) Act 2010 

 Public Records (Scotland) Act 2011 

 Social Care (Self-directed Support) (Scotland) Act 2013 

 Children and Young People (Scotland) Act 2014 

10. Part two of the Schedule makes amendments and repeals to the following to 

Secondary Legislation: 

 National Health Service (Central Register) (Scotland) Regulations 2006 

 Management of Offenders etc. (Scotland) Act 2005 (Designation of Partner Bodies) 

Order 2006 
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 Additional Support for Learning (Appropriate Agencies) (Scotland) Order 2005 

Consultation 

11. No public consultation has been carried out for this Order. The Scottish Government 

conducted formal consultation on: 

 Integration of Adult Health and Social Care in Scotland: Consultation on Proposals 

(between 8
th

 May 2012 and 11
th

 September 2012); and 

 The Public Bodies (Joint Working) (Scotland) Act 2014 Regulations and Orders 

(between 12 May 2014 and 27 August 2014); 

Impact Assessments 

12. An equality impact assessment has already been completed on the Public Bodies (Joint 

Working) (Scotland) Bill and a summary published. To view the Equality Impact 

Assessment click here. No additional issues arise as a result of this instrument. 

Financial Effects  

13. A Business and Regulatory Impact Assessment was completed on the Public Bodies 

(Joint Working) (Scotland) Bill and a summary was published. To view the Business 

and Regulatory Impact Assessment  click here. No additional issues arise as a result of 

this instrument. 

http://www.scotland.gov.uk/Resource/0042/00423510.pdf
http://www.scotland.gov.uk/Resource/0042/00423477.pdf
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