
 

 

 

 

SUBMISSION FROM NHS EDUCATION FOR SCOTLAND  

Question 11 – regarding regulation of health professions 

NHS Education for Scotland is a Special Health Board with a national remit to 

design, commission, quality assure and provide education, training and lifelong 

learning for the NHS workforce.  We are responsible for a wide range of education 

and work force development functions for NHS Scotland and cover all the health 

care professional groups as well as support staff.  We work closely with the health 

and social care staff regulators, on a UK as well as Scotland level. 

Our consensus view is to retain Scotland’s devolved powers for the regulation of new 

health professional groups and we would not wish to see these powers being re-

reserved to Westminster. The rationale for this position is as follows: 

i. devolved powers have proved extremely helpful during this past decade. For 

example, the role of the Registered Pharmacy Technician in Great Britain has 

been recognised as a new professional group within the pharmaceutical care 

team. In Scotland, the role was regulated through the devolved powers and by 

full agreement with both Westminster and the Scottish Parliament. The process 

proved efficient and effective in enabling  the new role to be carefully linked with 

the new Community Pharmacy Contract in NHS Scotland and with Scotland’s 

distinctive educational system and qualifications framework. Scotland’s pharmacy 

contract diverges significantly from the Community Pharmacy Contract in 

England and Wales.  

ii. responsibilities for health policy and services are almost fully devolved to 

Scotland. Since devolution in 1998, there has been increasing divergence 

between Scotland and England, as indicated in the pharmacy example.  It is 

anticipated that this divergence is likely to markedly increase in the next four 

years, within the context of the Westminster Coalition Government’s white paper 

for NHS England. Regulation for new health professions groups must be fit for 

practice and fit for purpose with service needs; divergent health services in each 

country may generate new and distinctive work force requirements which in turn 

generate distinctive regulatory imperatives.  Scotland may have pressing need for 

its current powers. 

iii. throughout 2010, every Scottish territorial NHS board advised NES that a major 

priority was the education and development of clinical health care support 

workers, that is clinical staff on  levels 1-4 of the NHS Scotland career framework. 

We foresee that the development and strengthening of contemporary regulation 

for these groups which is customised to Scotland’s needs will continue as a 

significant challenge. Evaluation of the Scotland led pilot of employer based 



 

 

regulation for these staff groups will inform future direction of travel and it may be 

that we need the powers invested in the Scotland Act to ensure that requirements 

are met. 

iv. medical workforce supply and demand might indicate greater use for the 

Physician’s Assistant role, particularly in remote and rural areas. A significant 

barrier to their full deployment has been that the PA is not regulated to prescribe 

medication. Scotland’s powers to regulate for new groups may be needed in this 

example, particularly in a scenario where England swings to a more ‘regulation-

light’ environment.  This also applies to the HCSW example in ii. 

v. more broadly,  if re-reserving regulation was approved and regulation entirely 

reserved there would be no statutory imperative to consult with and gain 

agreement of Scottish Government on legislation to amend the regulatory 

regimes of those professions and roles currently devolved or indeed for new 

professions. A new statute would have to be drawn up to somehow replace what 

we have already. 

vi. significant progress has been made in Scotland over this last decade in the 

pursuit of robust models of regulation and assurance which take account of 

devolved structures, enabled  through the  leverage conferred by statutory power. 

This has been characterised by collaborative working with the Council for 

Healthcare Regulatory Excellence and all the UK professional regulators and has 

allowed Scotland to pursue appropriate and proportionate risk based regulation 

for its new roles/professions.  It would be important that new statutory 

arrangements do not destabilise progress made. 

vii. the evidence base for the Calman recommendation is unclear, particularly within 

a context of status quo for the major professions of medicine, nursing, Allied 

Health Professions and Pharmacists  that is,  UK regulation  reserved to 

Westminster. The Calman report offers neither detail nor full rationale. Any 

change to arrangements should only be considered on the basis of clear and 

transparent evidence. 

 In summary, NES recognises that Scotland’s different professional groups are at 

different stages of development and regulatory need.  For example, the dental 

profession has conducted significant work to ensure appropriate regulation of its 

clinical support roles and it is not foreseen that it will need further regulatory 

intervention out with United Kingdom parameters in the coming years; this contrasts 

with nursing and midwifery health care support worker roles referenced at ii above. 

That said, to relinquish existing powers which at the very least provide Scotland with 

a well tested insurance policy at a time of imminent change in Westminster policy for 

health and regulation, seems unwise.  

In the best spirit of the Calman report, we would hope all four countries would remain 

committed to UK wide regulation sensitive to each countries specific need through 



 

 

the section 60 orders in reserved areas. We do not support the proposed 

amendment on re-reserving the regulation of health professions, but we certainly 

support continued four country collaboration to reduce duplication of effort and 

strengthen inter-parliamentary partnership working. 
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