
Scottish Review of Financial Support Schemes: 
minutes of fourth meeting, 28 August 2015, 

10.30-14.30, Royal College of Physicians 
 

Attendees 
 
Ian Welsh, Chair – Alliance Scotland. 
Alice Mackie - Campaigner, HIV. 
Bruce Norval – Campaigner. 
Bill Wright - Chair, Haemophilia Scotland. 
Dan Farthing-Sykes - CEO, Haemophilia Scotland. 
Jeff Frew - Campaigner, blood transfusion. 
Philip Dolan –  Convenor, Scottish Infected Blood Forum (SIBF). 
Tommy Leggate – SIBF/independent consultant. 
Mary McCluskey – SIBF. 
Patrick McGuire – Thompsons solicitors. 
Susan Murray – Central Legal Office. 
Gareth Brown – Scottish Government. 
Robert Girvan – Scottish Government. 
Marion Cairns – Scottish Government. 
 
Welcome, introductions and apologies  
 
1.  No apologies were recorded.  It was agreed that the link to the play ‘Factor 9’ would be 
recirculated to the Group. 
 
Membership  
 
2.  It was noted that a request had previously been received from another individual to join the 
Group.  IW said that he intended to meet with them to discuss their membership.  DF and PD 
may also attend the meeting.  Given that discussions were already advanced IW was minded 
to not accept any new members.  Their views could be fed into the consultation process. 
 
Action Points 
 
3.  Infectious disease specialist – GB noted that the ID specialist could not attend in person 
due to other clinical commitments and the need to attend a fatal accident inquiry.  Any specific 
questions would be answered by correspondence – Group members should send them to 
GB/RG by the end of the next week.  GB clarified that this was an infectious disease specialist 
rather than a hepatologist. 
 
4.  Armed Forces mental disorders tariff – Robert Girvan provided an updated Armed 
Forces scheme paper that included the mental disorders tariff.  BN noted that HCV could 
cause fundamental changes to the brain that would require a neurologist to diagnose. 
 
5.  Armed Forces scheme infectious disease stats (HCV/HIV): RG said that it was not clear 
whether Veterans UK would be be able to provide these stats.  He noted that Armed Forces 
members were also eligible for the current ex gratia payments schemes – these claims were 
paid by the UK Government. 
 
6.  Irish Tribunal dependants claims – RG noted that these numbers were not published by 
the Tribunal. He had asked if they could provide a breakdown but it may not be possible – 
some stats were not in the public domain due to confidentiality issues.  



7.  Insurance issues – JF had previously mentioned there had been a historic meeting with 
the Association of Insurers on this subject and he would try to find the note of it – he would 
keep looking for other relevant papers and it may merit a fuller discussion at a future 
meeting.  PD noted that the historic meetings with Scottish Ministers were not always 
minuted. 
 
Minutes of previous meeting 
 
8.  On the minutes of the previous meetings on 28/29 July, JF noted that he had made an 
additional comment regarding those who had been refused awards from the Skipton Fund due 
to medical records being destroyed.  He considered that the current appeals process was not 
sufficiently open and transparent – those appealing were not allowed to attend in person and 
the reasons for rejection were not fully explained.  JF commented that any new system would 
require a robust appeals process with transparency and clarity.  PD noted that Peter Mills from 
Glasgow was the current hepatologist advisor to Skipton, although he was due to retire soon. 
 
9.  JF and PD commented that the former Chief Executive of the Skipton Fund had embezzled 
money using false claims, so the assessment of claims during that period was questionable.  
RG noted that people can reapply to the Skipton Fund for a payment at a later stage.  There 
was a database that listed all historic applications.  BN noted that this incident had caused a 
loss of confidence in the Funds. 
 
10.  Other than that amendment the minutes were agreed as accurate.   
 
Current eligibility criteria and legislative power 
 
11.  RG gave a brief update on eligibility for the current schemes – the issue of which claims 
were reimbursed by the Scottish Government was a complex one.  Eligibility was currently set 
out in primary legislation, section 28 of the Smoking, Health and Social Care (Scotland) Act 
2005, so the Group would have to be mindful that any changes to that would receive 
Parliamentary scrutiny.  The legislative power currently only applied to an HCV scheme. 
 
12.  The relevant infected person must have been infected by NHS treatment in Scotland and 
resident solely or mainly in Scotland at the point they originally claimed (or resident 
immediately before) financial support from the relevant UK support scheme (original lump sum 
payment from MFET/MSPT 1 and MSPT 2 and/or the Skipton Fund).   
 
13.  Where the relevant infected person had died, they should have been infected by NHS 
treatment in Scotland and their sole or main residence should have been in Scotland when 
they died.  
 
14.  The dual criteria had not caused any problems in practice.  Scotland was responsible for 
all further payments emanating from the original claim.  The country responsible for the stage 
1 payment becomes responsible for all future payments from Skipton and/or Caxton. 
 
15.  Although the UK Government currently managed and funded all of the HIV payment 
schemes, if the Scottish Government was to take over responsibility for those payments in the 
future it would only be for those people infected by NHS treatment in Scotland. 
 
16.  For HCV claims for infection in England, Wales and Northern Ireland the Fund were not 
required to apply the additional residence criteria.  Only country of infection was relevant. 
 
17.  PM asked if the Group could make an interim recommendation to Scottish Ministers.  For 
example, they could recommend that all beneficiaries transitioned to Skipton Stage 2 with 
immediate effect.  This would mean additional regular payments and lump sums for all Stage 



1 infected people.  BN noted that some people needed a lifeline by the end of the year.  IW 
noted that interim recommendations could be rejected and might unduly affect the remaining 
process – the Group had not yet agreed a preferred model. 
 
18.  The Group asked what the mechanism to make amendments to the primary legislation 
would be.  GB thought that this would require an amendment inserted into a Bill but would 
check on that.  RG noted that Scottish payments were being made prior to the legislation 
coming into force.  The legislative power allowed for transitional provisions. 
 
19.  PM said that legislative changes may not be necessary – a contractual model may avoid 
this.  It was commented that a person could have been infected on in different countries.  There 
was also a case where a person visiting Glasgow from New Zealand was infected with HIV 
and they subsequently received payments. 
 
20.  With regard to a Scottish scheme, it was commented that care would have to be taken 
during a transition process.  The existing information on beneficiaries and applicants would 
have to be transferred successfully to reduce the administrative burden. 
 
Consulting with affected people – survey and engagement plan update 
 
21.  DF gave an interim report on progress with the consultation exercise.  It was noted that 
the survey document had taken into account further comments from the Group, and had been 
reviewed and amended twice following comments from the scheme boards.  This had caused 
some delays.  RG noted that the scheme comments were largely points of accuracy regarding 
the role of the MFET. 
 
22.  DF advised that all of the regional meetings had taken place.  Around 80 people had 
attended in total.   There had been good representation.  DF noted that this was a qualitative 
rather than a quantitative exercise.  He said that he would provide a full note on the outcome 
of the meetings. 
 
23.  The meetings had focused on the seven substantive questions in the survey.  On the 
issue of lump sum payments there were concerns expressed over ongoing needs.  It was felt 
that lumps sums may be more appropriate for the bereaved.  On the question of who should 
be entitled to claim, it was commented that the highest sums should go to the infected, along 
with partners and those who had lost support.  There was not support for extending eligibility 
to the more extended family.   
 
24.  The question of how the bereaved should be supported was of huge concern.  It was felt 
that they needed security and should not be forgotten about. 
 
25.  On the question of targeting and who to prioritise there was a divided view between the 
Glasgow meeting and the others.  In Glasgow there was a preference for a flat approach, with 
the budget distributed equally and minimal assessment.  The other meetings said that there 
could be a general flat payment for pain and suffering, with additional compensation for 
financial loss.  This could feature full assessment or a proxy for financial loss.  The question 
of ongoing need would also need to be addressed.  All meetings opposed means-testing. 
 
26.  On the question regarding the relative complexity of a new scheme, there was a strong 
feeling of wanting to avoid additional application, form filling and assessment.  A simple and 
straightforward approach was preferred.  Speed was considered important. 
 
27.  On the issue of an interim payment some people had concerns about diverting effort from 
the current process and causing delays.  However, it was recognised that a lot of people would 
benefit if an interim payment was made, particularly those in financial need. 



 
28.  On the question of the future of the current UK-schemes, there was support for a new 
Scottish scheme with greater accountability.  The Caxton Foundation was unpopular, 
particularly the means-testing element which was seen as invasive and could affect life 
decisions.  It was noted that the Skipton Stage 2 payments worked quite well when that 
transition had been made.   
 
29.  With regard to the online survey it was agreed that access should be controlled by limiting 
distribution to the websites of the Scottish Infected Blood Forum and Haemophilia Scotland.  
This may deter responses from the rest of the UK. 
 
30.  DF said that the final national meeting would take place on Saturday 31 October.  Perth 
was suggested as a venue that would be accessible from across Scotland.  PD noted that 
most of the previous attendees were from the central belt.  There could be two national 
meetings.  PM suggested that symbolically, a single national meeting was preferable.  It was 
agreed that transport to Perth could be provided from Glasgow. 
 
31.  It was agreed that Group members would bring their proposed scheme models to the next 
meeting for consideration.  In principle, it was agreed that this should be a new Scottish 
scheme, ideally without associated legislation and additional bureaucracy.  It was noted that 
different components of the scheme could feature different timescales for implementation.  
Transitional measures could be taken using the existing scheme infrastructure.  GB reflected 
on the previous discussions of the Group and it was agreed that the majority preferred an 
impact-based final settlement using court damages principles, with the option of an ongoing 
support arrangement.  GB noted that some people may only receive a small payment from a 
final settlement.   There would have to be a way of ensuring that they could make an informed 
choice.   
 
32.  IW said that he had met with the CEO of the Irish Haemophilia Society, Brian Mahoney, 
and he was clear that if the Irish Tribunal was devised now it would not be as generous.  DF 
noted that Brian would be happy to attend the final national meeting to answer any questions 
about the Irish model. 
 
33.  With regard to an ongoing support arrangement, GB commented that the current Skipton 
stages could be altered to encompass those with more moderate liver disease, for example.  
The question of means-testing was an important one, how would you target those on low 
incomes without testing?   BN said that both haemophilia and HIV required additional payment 
tariffs to reflect the differing historical circumstances.  GB said the Group could tailor its 
proposals, and represent differing views if necessary.  BW said that benefits should not be 
affected, as was the case currently.  DF asked if lump sums were invested, would the proceeds 
be taxable?  PM said that although the lump sum itself was tax-free, the interest generated 
would always be taxable.  The Group noted that the issue of choice was key.  PD said that 
there was also the issue of how long regular payments would continue after death.  Currently 
they only continued until the end of the financial year. 
 
34.  SM noted that for court settlements there were specific tax breaks.  There were other 
precedents such as for the CNORIS financing scheme for NHSScotland.  A settlement could 
feature a lump sum or periodic payments.  SM said that she would investigate tax implications 
further and report back. 
 
35.  It was noted that the issue of how to deal with widows and families was difficult, particularly 
how long a payment should continue and who should be eligible, including carers.  The matter 
of loss of pension rights was raised and it was commented that a widow/er would usually 
continue to receive 50% of the pension upon the death of the spouse.  GB said simplicity was 
desirable, many of the common criticisms could be tackled by enhancing the current model.  



BN said that the different categories of recipient could be broken down into sub-groups 
(bereaved, haemophilia, blood transfusion etc) with a specialist team dealing with each.  BW 
noted a distinction between the long-term and the newly bereaved.  The model would have to 
be future-proofed to account for new claimants and the issue of historic deaths was a major 
one. 
 
36.  BN said that he had proposals that he would bring to the Group, involving lump sums and 
a care allowance, taking account of the impact on partners and carers.  MM asked if BN was 
suggesting that haemophiliacs should be treated differently from those infected via other 
routes.  BN said that the different historic contexts merited different approaches.  He 
mentioned the fact that haemophiliacs were subject to multiple viral exposures.  This could be 
reflected through different weightings or different schemes.  PD said that people tend to focus 
on their own specific situation.  IW commented that the proposed scheme was bound to be 
nuanced, but it was desirable to keep it as simple to administer as possible.  BN said that if 
these factors were not taken into account, there may be further litigation.  
 
37.  BW noted that it would be useful to take account of the Minister’s perspective when they 
come to assess the recommendations, in terms of the limits of the budget and the extent they 
could feasibly meet the various needs.  The issues of avoidability, history and an impact or 
needs-based scheme were all relevant.  BW commented that there may be a tension between 
expectations and the financial reality – Ministers may want to spread the spend over a number 
of years to make it affordable.  He noted the danger that future Governments could alter the 
arrangements.  JF said that the hub of the problem was to look at the strengths and 
weaknesses of the current schemes and tackle unmet need. 
 
38.  SM said that from her perspective, the idea was to find a way of recognising that people 
had been harmed by NHS treatment.  The fact of having a Scottish scheme that worked 
effectively would contribute to that in itself.  Beyond that there was the technical issue of how 
to make the scheme workable and ensure it addressed unmet need. 
 
39.  It was noted that a settlement could be paid in instalments rather than in a single lump 
sum.  BW said that the Group should bear in mind the question of precedent, and whether the 
settlement was proportionate to other similar arrangements.  Ministers were likely to consider 
this. 
 
40.  IW concluded that there was a real opportunity for the Group to influence the design and 
operation of a new, improved scheme.  It was important for the group to stay focused on 
achieving the best possible outcome.  The Scottish Government would bring some working 
models to the Group for consideration and members were welcome to do the same.  At the 
next meeting more consideration would also be given to eligibility, individual assessment 
criteria, tests of causation and disability, and legal/tax issues.  IW said that in his opinion the 
issue of an interim recommendation was beyond the terms of reference of the Group, but the 
points mentioned would be recorded and noted. 
 
41. BN asked if figures could be found on the average widows payments from superannuated 
pensions schemes, such as for civil servants. 
 
Next meeting  
 
42.  The Group would meet next on 7 September in the same venue. 
 


