
HS/S5/17/22/A 

 
 

HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

22nd Meeting, 2017 (Session 5) 
 

Tuesday 3 October 2017 
 
The Committee will meet at 10.00 am in the James Clerk Maxwell Room (CR4). 
 
1. EU Reporter: The Committee will consider the appointment of an EU Reporter. 
 
2. Sport for Everyone: The Committee will take evidence, in a round table format, 

from— 
 

Ewen McMartin, Disclosure Services Manager, Volunteer Scotland; 
 
Katherine Byrne, Policy Manager, Chest Heart & Stroke Scotland; 
 
Kenneth Ovens, Chair, Scottish Association of Local Sports Councils 
(SALSC); 
 
Alan Johnston, Sport Social Enterprise Coordinator, Senscot; 
 
Allyson McCollam, Associate Director of Public Health, NHS Borders; 
 
Malcolm Dingwall-Smith, Strategic Partnerships Manager, sportscotland. 
 

3. Technology and Innovation in Health and Social Care: The Committee will 
take evidence, in a round table format, from— 

 
Alex Matthews, Digital Health and Social Care Lead, Scotland, PA 
Consulting; 
 
Professor Christoph Thuemmler, Edinburgh Napier University; 
 
Zahid Deen, Digital Health and Care Strategic Lead, Health and Social 
Care Alliance Scotland (the ALLIANCE); 
 
Elaine Gemmell, Head of Project Management, Scottish Health 
Innovations Ltd; 
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Professor Patricia Connolly, Director, Strathclyde Institute of Medical 
Devices; 
 
John Brown, Director of Policy, Scottish Lifesciences Association; 
 
Andy Robertson, Director of IT, NHS National Services Scotland; 
 
Justene Ewing, Managing Director, Charlotte Consulting Ltd. 
 

4. Sport for Everyone (in private): The Committee will consider the evidence 
heard earlier in the meeting. 

 
5. Technology and Innovation in Health and Social Care (in private): The 

Committee will consider the evidence heard earlier in the meeting. 
 
6. NHS Governance (in private): The Committee will consider a summary of 

written evidence and an approach paper for Clinical Governance— 
 
 

David Cullum 
Clerk to the Health and Sport Committee 

Room T3.60 
The Scottish Parliament 

Edinburgh 
Tel: 0131 348 5210 

Email: david.cullum@parliament.scot 
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Health and Sport Committee 

22nd Meeting 2017 (Session 5) Tuesday 3 October 

 

Appointment of an EU reporter 

EU Reporter 

Background 

1. On 9 December 2010 Parliament agreed to the introduction of a strategy for 
European Union engagement and scrutiny, including the introduction of an early 
warning system for EU legislative proposals.  

2. The EU strategy outlines the enhanced role of subject committees in early 
engagement and the scrutiny of emerging EU legislative proposals. Subject 
committees will be responsible for appointing EU Reporters and for scrutinising 
EU proposals within their area. 

3. The Committee responded to a request from the European and External 
Relations Committee on EU Engagement and Scrutiny of the Committees of the 
Scottish Parliament on 8 February 2017. This letter covered the potential 
implications to Scotland of Brexit on matters within the Health and Sport 
Committee‘s remit. The full letter can be viewed at Annexe A. 

 

The Role of the EU Reporter 

4. The role of the EU Reporter was to act as ‗champion‘ for EU matters within 
Committees. This involved promoting the European dimension in the work of the 
Committee, taking the lead on EU early engagement and in developing 
relationships with the European Commission and European Parliament.  Leading 
the Committee‘s EU scrutiny work, promoting and speaking to European issues, 
highlighting the European dimension within policy debates and acting as a 
conduit between the Committee and the European Committee of the Scottish 
Parliament. 

 

Decision required 

5. Committees have previously appointed one member as their EU reporter; 
however the Health and Sport Committee had two members at the beginning of 
the session. Given the range of potential implications for the health and sport 
portfolio members may wish to again consider appointing more than one 
member, perhaps with members having individual ―portfolios‖. 

6. The above approach could for example allow the EU reporter to take the lead on 
behalf of the Committee in questioning witnesses during the coming work on 
aspects which might be affected by the UK withdrawal. 

 

 

Questions for members     

1. Does the Committee wish to appoint an EU reporter or reporters? 
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2. If so who should be appointed? 

3. Does the committee have any observations on changes it wishes to make to 
the approach/role of the EU reporter? 

 

Clerk to Committee 

September 2017 
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          Annexe A 
 

 

Joan McAlpine 

Convener 

Culture, Tourism Europe and 
External Relations Committee 

                             Health and Sport Committee 

                             T3.60 

                             The Scottish Parliament 

                             Edinburgh 

                             EH99 1SP 

                             healthandsport@parliament.uk  

 

          8 February 2017 

Dear Convener  

EU Engagement and Scrutiny of the Committees of the Scottish Parliament 

I write in response to your letter dated 9 December 2016 in which you invited the 
Health and Sport Committee to report back on any EU scrutiny it has carried out. 

At its meeting on 6 September the Committee considered a paper on the potential 
implications to Scotland of Brexit on matters within our remit. Following discussions 
we agreed to include consideration of EU withdrawal issues into our forthcoming 
work as appropriate. This has included work conducted on recruitment and retention, 
the social and community care workforce, delayed discharges and GPs and GP 
hubs. The Committee also agreed to appoint two European reporters – Richard Lyle 
MSP and Donald Cameron MSP.  

We noted the following areas within our remit where there could be potential impacts 
to Scotland of Brexit: 

 workforce issues 

 research and life sciences 

 public health 

 new medicines and clinical trials  

 funding 

 sport 
 
We agreed that all the areas noted above would be considered but we agreed the 
two main areas of focus for us were workforce issues (health and social care) and 

mailto:healthandsport@parliament.uk
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research and life sciences funding.  Richard Lyle MSP agreed to lead on research 
funding and Donald Cameron MSP agreed to lead on workforce issues.  

We undertook to gather information on these areas through questioning of witnesses 
and external requests for information. A full list of relevant extracts from the Official 
Report of our meetings is included at Annexe A. 

Health and social care workforce 

Potentially the most significant impact could be in relation to workforce issues.  The 
EU policy of freedom of movement and mutual recognition of qualifications and 
standards within the EU means many health and social care professionals currently 
working in the UK have come from other EU countries. However, there is currently a 
lack of data on the number of EU nationals currently working in Scotland in the 
health and social care sector. To determine the possible implications of Brexit it 
would seem important data to have for future negotiations and workforce planning.  

The Health and Social Care Information Centre estimates that 55,000 of the NHS‘s 
1.3 million UK workforce and 80,000 of the 1.3 million UK workers in the adult social 
care sector come from EU countries.1 Within that some 9.4% Doctors and 6.3% 
nurses UK wide are other EU citizens. The General Medical Council currently has 
1371 doctors on its register who have an EU nationality and are working in Scotland. 
Of this figure, 220 are GPs, 506 are on the specialist register and 424 are in 
training.2 

SPICe briefing 16/86 – EU nationals living in Scotland3 states that ―In the public 
administration, education and health sector, the largest area of employment is health 
and social work, which employs 12,000 EU nationals. However, because this sector 
is a large employer, EU nationals only account for 3% of total employment in this 
sector. Again, the majority of EU nationals working in this sector are from EU 
accession countries (8,000 of the total)‖. 

In response to a letter from the Committee on recruitment and retention the Cabinet 
Secretary for Health and Sport noted that4: 

 EU 27 nationals make up 4.5% of the Scottish workforce in employment 
across sectors, and account for 3.0% of the workforce in the Health and 
Social Care Sector (Annual Population Survey 2015, Office for National 
Statistics) 

 Just over 1,159 non-UK EEA-qualified doctors in Scotland (as at 27 October 
2016), from a total of 20,028 – 5.8%. (GMC 2016) 

                                                           
1
 Health and Social Care information Centre 2015, Skills for Care 2016. 

2
 Equivalent figures for all with international nationality and working in Scotland are 8567 registered, of which 

3096 are GPs, 3664 on the specialist register and 787 in training 
3
http://www.parliament.scot/ResearchBriefingsAndFactsheets/S5/SB_16-

86_EU_nationals_living_in_Scotland.pdf 
4
 

http://www.parliament.scot/S5_HealthandSportCommittee/Inquiries/Letter_from_Cab_Sec_to_Convener(1).
pdf 

http://www.parliament.scot/ResearchBriefingsAndFactsheets/S5/SB_16-86_EU_nationals_living_in_Scotland.pdf
http://www.parliament.scot/ResearchBriefingsAndFactsheets/S5/SB_16-86_EU_nationals_living_in_Scotland.pdf
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 Around 4% of nurses and midwives and 2% of dentists in training are from the 
EU. (Office for National Statistics data – 29 June 2016) 

The possible issues within the health and social care workforce were discussed by 
witnesses during evidence sessions on recruitment and retention and the social and 
community care workforce. 

We heard there is concern health and social care services would be seriously 
impacted if EU workers currently working in Scotland had to leave or if new EU 
workers were not allowed to take up posts. Estimates on the levels of EU workers in 
the health and social care sector in Scotland vary from 5-15% depending on the 
source.  

UNISON advised they currently have about 6,000 members in Scotland who are EU 
nationals and mostly work in the health and social care sector. Scottish Care noted 
in the past 18 months they have recruited about 55% of their staff from the EU. It is 
worth noting that the Scottish Government‘s vision of a shift from hospital based care 
to community based care will result in an increase in demand in the social care 
sector, ergo an increase in need for workers.  

We are aware that the Scottish Government are now working with Scottish Social 
Services Council (SSC) to incorporate a new question into the SSSC annual staff 
survey, which would allow the Scottish Government to gather data on the number of 
EU nationals in the social care workforce. 

During our evidence sessions on recruitment and retention we were made aware 
that certain areas within Scotland have a higher dependency on EU staff and as a 
result may be hit harder should EU nationals no longer have the right to work in the 
UK. Western Isles IJB noted of the 12 consultants working in the Western Isles 
hospital, only one is Scottish – 8 were from the EU and 3 were non-EU.  

Regard, in due course, will also need to be given to any potential implications that 
access to EU workforce and migrant labour in the social care sector may have on 
pay and other conditions. 

Another potential area where Brexit may impact upon was the procurement and 
tendering process. This was raised by the Coalition of Care and Support Providers in 
Scotland who noted the issue that came up first with their membership in relation to 
Brexit was not workforce but whether their membership could follow different 
procurement rules as a result of Brexit. 

Another issue to consider in relation to Brexit is the European Working Time 
Directive (EWTD). Health service staff are covered by the EWTD, most since 1998, 
with junior doctors fully covered in 2009. The EWTD is implemented through UK 
regulations and staff contracts and we have a shared concern over possible post-
brexit de-regulation and the potential impacts on the terms and conditions of the 
social care workforce in particular. 

Research and Life Sciences 
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Scottish research institutions receive funding from a number of UK-wide and external 
sources, including UK Research Councils, government departments, EU funding 
programmes, business (including foreign direct investment) and charities. Such 
funding can be significant in areas such as healthcare and medical research.  
Analysis by Universities UK earlier this year found EU research generates more than 
19,000 jobs across the UK, with UK universities in 2014-15 attracting £836million in 
research grants and contracts from EU sources. Universities Scotland briefing 
suggested 13% of all research funding derived from EU sources.  

The Royal Society analysed EU research funding from 2007 to 2013 and based on 
ONS figures identified total UK contributions for research development and 
innovative activities of €5.4billion with €8.8 billion of funding grants made to the UK 
over the same period.  That figure represents around 3%5 total UK expenditure on 
research and development.  SPICe briefing (page 31) suggests Scotland received 
€741 million of the UK figure.  

The UK Government announced6 that Universities and researchers will have funds 
guaranteed for research bids made directly to the European commission, including 
bids to the EU‘s Horizon 2020 programme, an €80bn (£69bn) pot for science and 
innovation. The UK Treasury has indicated that it will underwrite the funding awards, 
(agreed before the Autumn Statement) even when projects continue post-Brexit.   

To gather information on levels of EU funding currently awarded to Scotland we 
wrote to Universities Scotland and Scottish Enterprise. 

Universities Scotland advised in 2014/15 Scotland‘s 19 higher education institutions 
won £79.3 million in research income from EU Government bodies. Another £14.8 
million came from other EU sources (EU charities, industry and public corporations) 
bringing the total to £94.1 million. This accounted for 12.2 per cent of all 
competitively won research income Scotland‘s universities received that year from all 
sources. Or, if you include research grants from the Scottish Funding Council in the 
total research income, funds from EU sources would account for 8.9 per cent of all 
research income received by Scotland‘s HEIs. 

We were advised it was difficult to analyse the data to show specific health research 
funding within that £94.1 million however, they could possibly obtain figures based 
on the University department where the research funding was allocated to. 
Universities Scotland have since advised such approximations of funding has not 
been possible due to the variables involved and they were concerned any 
approximation they would be able to provide could actually risk confusing things 
when clarity of message during the Brexit negotiations was very important. 

Scottish Enterprise provided details of the Horizon 2020 programme to us.  

Horizon 2020, formerly known as the Framework Programme, is the EU's main 
programme for funding research and innovation projects and follows the same 

                                                           
5
 The figure may be slightly higher as EU funding through structural funds is not included. 

6
 https://www.gov.uk/government/news/chancellor-philip-hammond-guarantees-eu-funding-

beyond-date-uk-leaves-the-eu 

https://royalsociety.org/~/media/policy/projects/eu-uk-funding/uk-membership-of-eu.pdf
http://www.parliament.scot/S4_EuropeanandExternalRelationsCommittee/General%20Documents/SB_15-71_The_impact_of_EU_membership_in_Scotland.pdf
https://www.gov.uk/government/news/chancellor-philip-hammond-guarantees-eu-funding-beyond-date-uk-leaves-the-eu
https://www.gov.uk/government/news/chancellor-philip-hammond-guarantees-eu-funding-beyond-date-uk-leaves-the-eu
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seven-year programming period as most other large EU funding programmes, with 
the current period being 2014-2020.  

The awards to Scottish organisations in July 2016 as reported by the European 
Commission were almost €19.5 million.  HIEs were the main beneficiaries securing 
just over €11 million.  It was noted health related projects are also awarded in other 
areas of Horizon 2020 and an initial review indicates projects which were dependent 
on their categorisation could be categorised as health related total €32 million. Just 
over €29m of which was awarded to HIEs. Since 2014 Scotland has received just 
under €165 million from Horizon 2020.7 In the period 2007-2013, Scotland secured 
£636 million from Horizon 2020‘s predecessor, the EU Framework 7 Programme.8 

It is worth noting that Horizon 2020 is a competitive fund and as such there are no 
guarantees about how much money Scottish projects might receive in the future 
even if we remained in the EU.  This means we cannot really say this amount of 
money would be lost by Brexit but more it‘s an indication of the amount of money 
that we would not be able to access in the future – unless the UK chose to 
participate in Horizon 2020 after Brexit.  Norway participates in the programme 
despite being out with the EU.  

Public Health 

The EU adopted its Public Health Strategy in 20079. One key area within this 
strategy is the prevention and control of communicable diseases through 
coordinated surveillance, communication and response. At the centre of this is the 
European Centre for Disease Control and Prevention (ECDC) which collects 
information, provides expertise and coordinates relevant bodies. Given the global 
nature of many communicable diseases, some commentators10 have raised 
concerns about the UK no longer taking part in the ECDC.  Both Norway and 
Switzerland work with the agency, but do not have a role in decision making within 
the organisation.  

There are numerous environmental regulations and conditions covering such things 
as clean air through to water, and although existing protections/laws/directives will 
likely continue post exit it is not known whether any or all of these will be repealed 
and replaced with UK drafted alternatives. While none are health driven they all 
impact on the health of citizens and the workforce. Similarly the working time 
directive, food safety, procurement and competition law and other such regulations 
impact on health but are not health driven.  

It is imperative that should EU regulations be removed public health considerations 
be prioritised in all post-brexit trade deals. 

                                                           
7
 EU Open Data Portal CORDIS – EU research projects under Horizon 2020 

8
 http://www.universities-scotland.ac.uk/wp-content/uploads/2016/09/Scotlands-relationship-with-EU-US-

response-FINAL-0916.pdf 
9
 European Commission, White Paper: Together for Health, A strategic approach for the EU 2008-2013, 2007 

10
 BMJ, How Brexit might affect public health, 16 May 2016 

http://www.universities-scotland.ac.uk/wp-content/uploads/2016/09/Scotlands-relationship-with-EU-US-response-FINAL-0916.pdf
http://www.universities-scotland.ac.uk/wp-content/uploads/2016/09/Scotlands-relationship-with-EU-US-response-FINAL-0916.pdf
http://ec.europa.eu/health-eu/doc/whitepaper_en.pdf
http://www.bmj.com/content/bmj/353/bmj.i2747.full.pdf
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There are also a number of specific public health problems where the EU has been 
active. For example, the Tobacco Products Directive has recently introduced stricter 
rules on packaging and e-cigarettes in a bid to reduce smoking related harm.  

Another public health concern may arise from the UK Government‘s announcement 
that the UK will leave Euratom when it leaves the EU.  

The Euratom treaty predates the formation of the EU (1957) and its main aim was to 
contribute to the development of Europe‘s nuclear industry and ensure security of 
supply. However, article 2 of the treaty also set out that in order to achieve this, the 
Community should ―establish uniform safety standards to protect the health of 
workers and the general public and ensure that they are applied.‖ 

Therefore, the role of Euratom in public health relates mainly to the protection of 
workers and the general public from ionising radiation. It does this by laying down 
basic safety standards in relation to; nuclear safety, medical and occupational 
exposure to radiation, radiation in foodstuffs and monitoring the level of radioactivity. 
It then ensures that such standards are applied. A new revised Basic Safety 
Standards Directive was adopted in 2013 by the European Council 
(2013/59/Euratom) and consolidates and updates five existing Euratom directives. 
The new directive broadens the application of the safety standards to all radiation 
sources and categories of exposure, including occupational, medical, public and 
environmental. It also strengthens the requirements for countries‘ emergency 
preparedness and response. The directive is due to be implemented into UK law by 
February 2018.  

New medicines and clinical trials 

EU regulation provides a harmonising approach to medicine recognition across 
member states. That includes a centralised EU authorisation system (via the 
European Medicines Agency (EMA) based in London) and allows a single 
application for authorisation valid across the EU (and EEA and European Free Trade 
Association).  

The inclusion in the EMA of countries that are members of the EEA (Iceland, 
Lichtenstein and Norway) may mean the UK could continue to participate after 
leaving the EU, depending on the negotiations. Otherwise pharmaceutical 
companies would need to apply for marketing authorisations separately to the UK‘s 
Medicine and Healthcare products Regulatory Authority (MHRA) for a medicine they 
wished to supply in the UK. If the UK were able to continue to participate in the EMA, 
only as part of the EEA for example, there is a risk access to new medicines would 
be delayed because the UK would now be part of a smaller market, which generally 
results in delayed access. 

There is still uncertainty around whether the UK will look to remain a member of the 
EMA. Jeremy Hunt, Health Secretary, has stated that he does not expect the UK to 
remain a member of the EMA once we leave the EU. However, the Prime Minister 
did not specify how drugs regulation would work after Brexit in response to a recent 
question in the House of Commons. 

Reciprocal access to healthcare 

http://eur-lex.europa.eu/legal-content/EN/ALL/?uri=OJ:L:2014:013:TOC
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Access to treatment and medicines might be affected including the reciprocal 
arrangements in the EU (via the Cross Border Health Directive and the European 
Health Insurance Card) This might affect tourism and travel perhaps with costs to the 
NHS in treating EU nationals dropping, partially offset by the costs of treating 
returning UK citizens if not covered when abroad.  

The UK Government recently announced that all nationals from outside of Europe 
coming to live in the UK for longer than six months will be required to pay a ‗health 
surcharge‘ in order to gain access to the NHS. This has been set at £200 per year 
and will be payable at the same time that an individual submits their visa application 
on-line. Visa applicants will need to pay up-front for the total period of their UK visa 
(generally 5 years = £1000 up-front payment). It is possible that post-brexit this 
health surcharge could be extended to include EU nationals. This may affect the 
recruitment of staff to the health and social care sector who while working for the 
NHS would nevertheless be expected to pay to receive treatment themselves.  

It has been suggested that some UK pensioners currently living elsewhere in the EU 
may return, this could place increased pressure on health and social care services.  

There has been UK debate about the impact of immigration on the NHS. Where 
immigration increases the population this usually results in additional people needing 
NHS treatment. Research has suggested the average use of health services by 
immigrants and visitors appears to be lower than by people born in the UK, partly 
due to immigrants and visitors on average being younger.11   

Sport 

Any alterations to free movement may affect professional sports in Scotland.  
Football in particular, but also rugby, and maybe some other sports like cricket.  In 
football there are more than 400 players plying their trade in the top two divisions in 
England and Scotland, with the vast majority unlikely to pass the stringent work 
permit requirements for non EU nationals introduced by the Football Association in 
March 2015.  

Previously, in order to qualify to play in the UK, players needed to have played in at 
least 75% of their country‘s senior international matches over the previous two years. 
The new requirements state non-EEA (European Economic Area) players have to 
meet a minimum percentage of international matches played for their country over 
the previous 24-month period, as determined by that country‘s Fifa world ranking. 

We do however recognise this may result in an opportunity for more Scottish players 
to be selected for sports squads than currently happens. 

Coaching staff could also be affected by the loss of free movement which could 
result in Scottish and UK individuals and teams losing access to top quality coaches. 

In relation to hosting events there should not be any issue with Scotland bidding for 
or competing in major sporting events, unless those events require EU Membership.  

                                                           
11

 http://journals.sagepub.com/doi/pdf/10.1258/jhsrp.2010.010097 

http://www.thefa.com/news/thefa/2015/mar/england-commission-update-work-permits-fa-chairman-greg-dyke
http://journals.sagepub.com/doi/pdf/10.1258/jhsrp.2010.010097
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―European‖ championship events feature countries not in the EU (normally Russia, 
Ukraine etc. compete) and they can be hosted by countries outside the EU.   

Erasmus Sport funding could potentially be affected.  While it is unclear how much 
has been awarded to Scottish applicants, in relation to relevant projects those falling 
under ―mobility‖ may fall within the Health and Sport broad remit and in the year to 
2016 one award was made in Scotland totalling €229,607.  

The above details the information we have gathered so far in our inquiries into the 
implications of leaving the EU for Scotland, however we will continue to ask 
questions of witnesses going forward and provide updates to your Committee where 
appropriate. 

Kind regards, 

 

 

Neil Findlay MSP 

Convener 
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Annexe A 

Health and Sport Committee Official Report extracts – EU Questions 

Meeting date: 13 Sept 2016 – Social and Community Care Workforce 

http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10518 

The Convener: I wonder whether we can talk about this issue of being undervalued, 
which has come up time and again this morning. 

Annie Gunner Logan, Director, Coalition of Care and Support Providers in 
Scotland: Just to add to what Dr Macaskill has said about recruitment, which is 
certainly an issue, I think, more generally, that the numbers of people who might be 
required in the future to make the sector sustainable will present quite a challenge. 
At one point, the Scottish Government came out and said that it would not be very 
much longer before every single school leaver would have to go into the care sector 
if it was to be kept afloat. One of the things that our members are looking very 
carefully at is service redesign, because we cannot keep going in and providing care 
and support in the way that we are providing it at the moment. We therefore need to 
figure out a different way of doing this, and we in the voluntary sector are very 
interested in the potential of self-directed support in that respect. 

With regard to the question about barriers, you will know, convener, that it does not 
take me long to get round to the commissioning and procurement of care and 
support, and one issue is the way in which care is commissioned on framework 
contracts. It used to be much more the case that a provider would get a contract for 
a service with a certain number of hours and a certain number of people to support, 
and they could plan their workforce around that. Increasingly, providers are being 
accepted on to a framework, which means that they have no sense of, say, the 
number of people they might have to support in future or the number of hours of 
support that they might have to provide. In those circumstances, it is very difficult to 
carry out forward planning for the workforce. As a result, we want not just service 
redesign but a redesign of the way in which care is commissioned, because we think 
that that is quite a significant barrier. 

Donald Cameron MSP: The committee has given itself the task of examining the 
implications of the Brexit vote. It would help us if the witnesses could give us an 
estimate of the percentage of EU nationals in the social care workforce. Is there any 
great divergence in terms of geography or internal structures? I do not know who can 
answer that, but Dave Watson mentioned the issue.  

Dave Watson, Head of Policy and Public Affairs, Unison: That is right. The day 
after the referendum, I thought that we had better find out how many members we 
had who were EU nationals so I got my team working on all the usual sources, but I 
quickly discovered that there is no data and that we do not know. In the national 
health service, there is a survey of ethnicity, but it is voluntary and large chunks of 
staff choose not to answer it—you might be worried about why they feel that they are 
not able to answer it. However, the sad fact is that they do not answer it, so we do 
not know the answer.  

http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10518
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We have done some work on the matter. We reckon that we have about 6,000 
members in Scotland who are EU nationals. They are mostly in the health and care 
sector. The bulk of them are in the private nursing sector—they are mostly in Dr 
Macaskill area. We have an overseas nurses group, through which I meet quite a lot 
of them. The honest answer is that we do not know what percentage of the social 
care workforce are EU nationals but we know that EU nationals are a large chunk of 
that group.  

Some years ago, I worked in the Scottish Government‘s health department doing 
workforce planning of the sort that Annie Gunner Logan referred to. At the time, we 
talked about having to bring almost every young person—women and girls, 
certainly—into the workforce. That did not happen because migration took up the 
slack.  

The next big jump will require 60,000 care workers, not just in social care but in 
healthcare, but the workforce is just not going to be available. The simple 
demographics tell us that there will not be enough young people, and not enough 
young people want to work in the sector anyway. Without a significant level of 
migration, I do not know what we are going to do. There are two real concerns for us 
about Brexit. First, as we said to the Scottish Government and your colleagues on 
the European and External Relations Committee, we need an absolute commitment 
from the United Kingdom Government that existing EU nationals will be allowed to 
stay. That should be said now, unequivocally, or people will start to make alternative 
plans and go. Secondly, we need a long-term arrangement whereby we can still 
recruit and retain staff from overseas, because we will need them.  

Dr Macaskill, Chief Executive, Scottish Care: EU nationals work predominantly in 
the independent sector. Our most recent data is from about nine months ago. We 
are currently doing some research, which I hope will be available in the next few 
weeks. The vacancy level for nurses in the independent sector is 18 to 20 per cent. 
We have noted that, in the past 18 months, about 55 per cent of the people we have 
recruited have come from the European Community. Major care home organisations 
as well as smaller organisations have set up recruitment units in European cities. 
About 14 to 16 per cent of our membership—the largest social care workforce—were 
born in mainland Europe.  

Because Scotland is so hospitable, we are confident that we will encourage those 
who are here already to stay and find a place of value and welcome here. However, 
as Dave Watson said, that will not help us to address the question of how we plug 
the gap that already exists and will only grow in future. Migration seems to be the 
only answer to that question. 

Annie Gunner Logan, Director, Coalition of Care and Support Providers in 
Scotland: The question is very interesting. The key issue is exploitative zero-hours 
contracts, in the Sports Direct fashion. There are very few—if any—voluntary 
organisations that operate those contracts as a general package of terms and 
conditions for staff.  

With the agreement of staff, zero-hours contracts can be very useful for relief and 
sessional staff. A lot of organisations operate them in co-operation with their own 
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staff, but by and large what you are talking about does not really exist in the 
voluntary sector.  

Dave Watson‘s comments about fair work are crucial and to the point. In some social 
care tender exercises, we have found that the fair work question is there for bidders 
to answer, but the weighting given in the tender evaluation is 5 per cent, whereas the 
cost is 30 or 40 per cent. That is where we need some change: much more weight 
must be given in tenders to fair work principles and practice.  

Someone made a point about community-based alternatives to getting a provider‘s 
infrastructure into a village, which is very difficult and costly. The minute that you 
tender for that, you kill it—that would be my view.  

When we started talking about Brexit with our membership, the issue that came up 
first was not the EU national workforce but whether our membership could follow 
different procurement rules, because people really want to be able to do that. 

Meeting date: 27 Sept 2016 – GP recruitment, GPs and GP hubs and Social and 
Community Care Workforce 

http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10549 

Maree Todd MSP: Hi there. I want to ask about a couple of issues. Data sharing has 
come up as an issue that presents challenges for the multidisciplinary team model 
that you have described. Will you tell us a little about some of the solutions that you 
propose for that?  

I would also like you to address the impact that Brexit might have on our NHS 
workforce. I know that 5 per cent of the doctors who work in Scotland are European 
Union nationals and that 15 per cent of the social care workforce are EU nationals. I 
represent the Highlands and Islands region, and I have heard anecdotally that some 
of the island boards think that they have a higher proportion of EU nationals working 
in areas in which it is harder to recruit. That issue is causing a reasonable level of 
concern already. Will you comment on that? 

Shona Robison, Cabinet Secretary for Health and Sport: I would be happy to 
write with more information on the issue of data sharing.  

The issue of EU nationals and Brexit is important. We want to keep people working 
here in Scotland, regardless of whether they are EU nationals. Brexit throws up 
some real challenges, but the message that I want to send out now and at every 
opportunity is that those people are welcome, we want them to be here working in 
our NHS and we want them to stay here working in our NHS. We will consider how 
we can help to encourage them to do so. 

Donald Cameron MSP: I have a specific question about Brexit. Annie Gunner 
Logan, who represents voluntary care providers, told us—I am speaking from 
memory—that, when she asked her staff about the implications of Brexit, they 
mentioned that it provided an opportunity to lessen the burden of rules on 
procurement and tendering. Do you have any observations about that? 

http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10549
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Shona Robison, Cabinet Secretary for Health and Sport: Whatever constitutional 
arrangements we have, there will always be rules on procurement and tendering 
because of the need for openness and transparency, and to ensure that due process 
is followed and seen to be followed in the spending of public money.  

On the impact of Brexit, given where many of the workers in social care come from, I 
am extremely concerned about the potential loss of workers from other parts of 
Europe who support our care services, particularly in the care home sector. We 
should all be extremely concerned about that. Again, I take the opportunity to send 
the social care workforce the message that, no matter where they come from, their 
work here is valued and we want them to remain working here, whether that be in 
our care home sector or our care-at-home sector. 

Donald Cameron MSP: On that subject, the panel of witnesses that we heard from 
two weeks ago said that one of the problems was that it was hard to estimate the 
number of non-UK EU nationals working in the social care workforce. Is the 
Government doing anything to establish what those numbers might be? 

Shona Robison, Cabinet Secretary for Health and Sport: I will let Geoff Huggins 
respond in a second, but if you go round the care home sector in particular—this is 
also true, to some degree, of the care-at-home sector—and speak to the staff in care 
homes the length and breadth of Scotland, you will find that many not only in our 
social care workforce but in our nursing workforce have come from other parts of 
Europe. That is very visible to me.  

Alan Baird probably has a bit more data and information on the numbers, but I do not 
think it unreasonable to say that the loss of that cohort of staff, who do a hugely 
important job here, would be a blow to the sector that we would want to avoid. That 
is why I am sending the message that we value them and want them to remain 
working here in the sector.  

Alan, do you want to say a word about the make-up of the workforce? 

Alan Baird, Scottish Government: As I think was noted in the meeting on 5 
September, we do not currently know the number of people in the workforce who 
come from the EU and beyond, but I think that that is something that we will 
increasingly need to understand in order to look at the potential gap in social care.  

Shona Robison, Cabinet Secretary for Health and Sport: Did you want to come in 
here, Geoff? 

Geoff Huggins, Scottish Government: I want to make two points. First of all, Annie 
Gunner Logan made an interesting point about procurement, because part of the 
challenge that we face in delivering the living wage is the legal framework within 
which we can specify contract rates. There is therefore a question about what would 
happen next in the context of Brexit. The other component is that we do not know 
whether the next step beyond Brexit would be a reserved or a devolved matter, and 
if it were a reserved matter, how it would be handled in the broader context of UK 
policy on earnings.  
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We are certainly conscious of the issue in respect of non-UK nationals in the 
workforce and, in that space, we would also be careful about the degree to which 
that patterns in different ways across the country and how likely it is to affect different 
components of service delivery differently across Scotland, particularly—and I think 
that the committee has previously taken evidence on this—in island authorities as 
well as more remote and rural authorities, especially those in the north-east. 

We are and will be discussing this area with the partners group, which comprises not 
only providers but Unison, and with which we have been working more generally on 
taking forward some of the reforms. The issue is right in front of us at the moment.  

Shona Robison, Cabinet Secretary for Health and Sport: I think that Sarah 
Gledhill is going to say something about data collection.  

Sarah Gledhill, Scottish Government: As I am sure you know, the SSSC collects 
annual data on the social services workforce, and we are discussing with it whether 
we might be able to add a question that will enable us to collect more accurate 
information on this topic. 

Alison Johnstone MSP: Colleagues including Maree Todd and Donald Cameron 
have raised the issue of the potential impact of Brexit on the workforce. We are 
discussing the move to care in the community, but the whole thing is predicated on 
our having enough social care staff.  

The SSSC spoke about a survey of employees that tried to understand better where 
people come from, but it seems that there is a dearth of definitive data on the 
number of EU nationals working in the NHS and in social care. What steps is the 
Government taking to establish that number and what contingencies are being put in 
place in case EU nationals do not have an automatic right to remain after EU 
withdrawal? 

Shona Robison, Cabinet Secretary for Health and Sport: That is a little easier 
with our medical and nursing workforce, because we have the data, as do the 
regulators. Therefore, we can provide more definitive information about the medical 
workforce, and we have done so. The numbers are a concern.  

As you heard earlier, the situation is less clear with the social care workforce, 
because the gathering of information is work in progress. As Sarah Gledhill said—
she might want to expand on this—we are looking at including additional questions 
on the workforce survey to try to gather more information about whether people are 
EU nationals or, indeed, where they come from more generally. That would be 
helpful.  

I ask Sarah whether we can give a timeframe for that. 

Sarah Gledhill, Scottish Government: Over the next couple of months, 
discussions will take place with the SSSC on whether we can change the data 
collection for the next round of data. We are also considering whether we need to do 
something more urgently or in the shorter term. The SSSC publishes data 
retrospectively, so there is a bit of a time lag between the data being ready to publish 
and the year that it refers to. We are looking at whether we need to do an exercise 
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shortly, and whether we should include a further question so that, going forward, we 
collect the data needed to answer that question.  

Meeting date: 1 November 2016 – NHS recruitment and retention 

http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10599 

Clare Haughey MSP: A number of the written and oral submissions to the 
committee have raised issues about recruiting staff from overseas. Health and social 
care providers use staff from the EU and outwith the EU and some rely on them 
more heavily than others. Can the panel members comment on how the changes to 
immigration by the UK Government have impacted on recruitment from overseas 
and also whether they have seen an effect of the changes to the post-study work 
visa?  

Caroline Lamb, Chief Executive, NHS Education for Scotland: When I spoke 
earlier I raised the point that the move away from permit-free training in the UK, 
which happened some years ago, has had an effect on recruitment into medical 
training posts. I cannot comment on the post-study visa effect, but I can say that 
about 20 per cent of the medical undergraduate population in Scotland is from either 
Europe or overseas. It is probably a concern to us all what might happen to that 
population post-Brexit. 

Dave Watson, Head of Policy and Public Affairs, Unison: The honest answer is 
that the data is very poor indeed. We do not know the precise answer. Someone 
asked a similar question the last time that I gave evidence and I think that I said that 
the day after Brexit I was busily trying to find some data, but I did not succeed. We 
have been doing some survey work with our members and what is clear from that is 
that a certain proportion of them—predominantly EU nationals, rather than those 
who come from outwith the EU—have considered leaving because of the uncertainty 
and the lack of a guarantee about what will happen post-Brexit. That is why it is our 
number 1 ask of the UK Government to provide clarity and certainty on that. We 
probably have about 6,000 members in Scotland in that situation. They are 
concerned for their future and some of them are considering returning. 

The sector where the issue is most prevalent is in the private residential sector—we 
have received the bulk of responses from there. The members concerned range 
from fully qualified nurses to other social care staff. There are quite large chunks of 
affected staff in the home care sector. That is not hard data. There is plenty of 
anecdotal stuff and survey response work, but we do not have the hard data.  

What is clear is that those are the sectors where we are struggling to recruit and 
retain at present, so we can be pretty sure, given the demands on the sector in the 
future, that we will have to address the issue. Plugging the gap without overseas or 
EU nationals will be beyond challenging.  

The Convener: Candy Millard does what Dave Watson said reflect the experience of 
your organisation in relation to social care staff? 

Candy Millard, Head of Strategic Services, East Renfrewshire Health and 
Social Care Partnership: We do not employ anyone in the health and social care 

http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10599


  HS/S5/17/22/1 

17 
 

partnership—they are employed by the NHS, the council or third sector providers. 
We benefit from being in the central belt, so we probably retain people for longer 
because of our area. We struggle the most with recruiting staff in specialist roles—for 
example, it has been difficult to recruit a consultant for our child and adolescent 
mental health team. Our providers experience similar problems to those that Dave 
Watson was discussing in relation to recruitment and retention of social care staff. 

Sian Kiely, Scottish Knowledge and Research Manager, Professional Practice, 
Royal College of Nursing: Thank you for that question. The UK‘s exit will have a 
profound effect on nursing across the UK and in Scotland. The Royal College of 
Nursing published ―Unheeded warnings: health care in crisis—The UK nursing 
labour market review 2016‖, which contains data and information on both non-EU 
and EU nationals working in nursing across the UK. Looking at what is happening in 
both health and social care employers—certainly in the care home sector—the 
potential impact of the UK‘s exit from the EU is an issue that is coming to 
prominence. That report contains some detailed information. 

Clare Haughey MSP: I have a brief supplementary question on that. What are the 
national organisations doing to lobby the UK Government about the issue? 

Dave Watson, Head of Policy and Public Affairs, Unison: We have lobbied. We 
have written a number of briefings for the UK Government that also support the 
Scottish Government‘s initiatives in this area. Our number 1 ask at the moment is for 
the Government to give a guarantee to EU nationals who are currently living in 
Scotland—and more broadly, in the UK—that they will have the right to stay post-
Brexit. That is essential, because the longer that drags out, the more uncertainty 
there is and the more likely it is that we will lose those key workers in some sectors. 
There are big issues in not just health and social care, but a number of other areas 
where we represent staff, such as construction.  

We are lobbying loud and hard on that issue. We welcome the support that we have 
had in Scotland. Opinion polls have been extremely positive on that. The public gets 
that point. Even among those who voted to leave, a clear majority believe that 
people who are currently working in Scotland should have the right to stay. 

Sian Kiely, Scottish Knowledge and Research Manager, Professional Practice, 
Royal College of Nursing: I concur with those points. Across the UK, the RCN has 
been focusing on the potential impact of Brexit. We have made the point at UK 
Government level about developing a coherent workforce strategy that preserves the 
rights of EU nationals currently working in health and social care, as well as making 
sure that it is very clear what the huge impact of Brexit could be. As a UK 
organisation we are concentrating on those issues.  

Jill Vickerman, National Director, British Medical Association Scotland: Our 
position is very similar to that of others. The British Medical Association has been 
lobbying hard, at both the UK and Scottish levels, on the point about providing 
reassurance and removing uncertainty about the future for overseas employees who 
are currently employed in Scotland. We are hearing slightly different perspectives 
from Scotland and the rest of the UK because of the different messaging about the 
position in Scotland. That is also creating some confusion. 



  HS/S5/17/22/1 

18 
 

In our last few meetings with the Academy of Medical Royal Colleges, there has 
been an increasing focus on the issue and trying to get an understanding of the 
scale of the potential problem—it is now part of our regular agenda. The medical 
profession is as least as reliant on overseas staff as any of the other health and 
social care professions. The challenge is not just about retaining the staff that we 
already have and rely on so much to deliver the NHS in Scotland. It is also that we 
expect that in the very near future—the next months and years—there will be people 
thinking about coming to Scotland to take up a number of the vacancies that we are 
so desperate to fill. They might look at the situation in Scotland and the UK and 
make a different decision. That is an immediate and urgent problem. We need 
reassurances from Government about that and we regularly make that point.  

We will start to see the impact immediately in terms of the types of applications that 
we get for posts, as well on the number of applications for places at university and 
training posts, as we discussed earlier. 

Tom Arthur MSP: I have a final question. The UK Government has characterised 
EU nationals as ―a bargaining chip‖. Given that there has been no clarity from the UK 
Government and given that it voted against a motion in the House of Commons to 
reassure EU nationals, what will the impact be if such people are denied the right to 
remain in the UK?  

Dave Watson, Head of Policy and Public Affairs, Unison: I can be clear about 
particular sectors. In the residential care sector, the absence of overseas nurses and 
other care workers who are employed in that sector would be devastating. The 
numbers from the cases that we handle in that sector suggest that the majority of 
staff are overseas nurses or EU nationals. If they went, that sector would have 
problems. I am sure that Dr Macaskill would be happy to clarify that from the 
employers‘ perspective, but that is our impression. 

Increasingly, we are seeing issues in the home care sector. For particular groups of 
staff who responded to our survey, the numbers are somewhat larger than I 
expected. There will be an impact there. We are talking about care professionals, 
whom we would expect to have a certain culture and to behave in certain ways, but 
the problem is that, when they are treated in a way that is somewhat subhuman by 
being described as ―a bargaining chip‖, they feel that they are not wanted here. 
There are other countries in Europe that have exactly the same demographic 
challenges as we have in Scotland and, if those staff feel that they are not wanted 
here, they will go elsewhere, believe you me. That would have a devastating impact 
on health and social care in Scotland. 

Jill Vickerman, National Director, British Medical Association Scotland: I hope 
that my previous answer reinforced what a devastating impact there would be on our 
medical workforce. One EU source of medics that people sometimes do not think 
about is southern Ireland, where a significant number of our doctors are trained. The 
potential impact of reducing the flow from that source and causing uncertainty is 
unmeasurable at the moment. We all see a hugely worrying potential impact on the 
numbers of people in post, the potential flow into the country and the morale of all 
the other workers around them.  
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Trisha Hall, Country Manager, Scottish Association of Social Work: I concur. 
The British Association of Social Workers has already made representations to 
Westminster on the issue. If a lot of social care professionals left, that would have a 
huge impact on social work. On the issue of being ―a bargaining chip‖, I have lived in 
Scotland for about 30 years as a Dutch citizen. I feel personally quite strongly about 
the issues—I need to be careful not to get too involved. 

Ron Culley, Chief Officer, Western Isles Health and Social Care Partnership: I 
heard the committee talking earlier on about Brexit and the international element. We 
need to be honest and open about how we tackle that. Of the 13 consultants working 
in the Western Isles hospital, only one is Scottish. We have an international 
workforce; that will continue to be the case, and we will continue to need to draw 
down on that. We are actively recruiting from Spain just now and there are questions 
about whether that can continue. Again, the more the committee can do to raise that 
issue in a political context, the better.12 

Dr Macaskill, Chief Executive, Scottish Care: On Brexit, I have said before to the 
committee that we have profound concerns, particularly in rural parts of the country, 
where a significant number of staff come from outwith Scotland. To answer Clare 
Haughey‘s question about whether there has been an impact on recruitment, it is too 
early to say, but in the medium to long term, we will have profound difficulties. Last 
week, I spoke to a major national organisation that said that it was having to close its 
recruiting office in continental Europe because people were stopping coming. That is 
the beginning of a sign that we will have difficulty in attracting people, particularly to 
lower-paid roles. 

Gillian Smith, Director, Royal College of Midwives Scotland: We have done 
some work on the Brexit issue. It was done across the UK, so you will have to 
excuse me if I cannot tell you the exact figures for Scotland, which will be much 
lower. We reckon that, when Brexit goes ahead, if there is no commitment to the 
workforce, we will lose some 1,500 midwives. Some of you will know that England is 
3,500 short at present.  

In the next month to six weeks, the maternity and neonatal review will come out in 
Scotland. I cannot pre-empt that, but one of the drivers for the maternity review down 
south was around continuity of carer. There is no way that we can say that continuity 
of carer does not give better outcomes, but if we do not have the people on the 
ground to be able to deliver that, it is not going to happen. 

                                                           
12 Ron Culley, Chief Officer, Western Isles Health and Social Care Partnership later confirmed that Western 

Isles now have 12 medium to long term consultants (locum and substantive): 
One is Scottish, the rest are from outside the UK, as follows: 
Psychiatry – one Scottish, one EU 
Obs and Gyn – one non-EU, one EU 
Ortho – one non-EU, one EU 
Medicine – one EU 
Surgery – one non EU 
Anaesthetics – four from EU 
The remaining posts (paeds, medicine and surgery) are filled by regular short term locums. 
 



  HS/S5/17/22/1 

20 
 

Meeting date: 8 November 2016 – NHS Recruitment and Retention 

http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10612 

Tom Arthur (Renfrewshire South) (SNP): Good morning. My question is a 
supplementary to Alison Johnstone‘s question on workforce planning. What impact 
has Brexit had on the deliberations and the work that is under way on workforce 
planning? In particular, given the UK Government‘s failure to assure the status of 
European Union nationals and, indeed, its description of EU nationals as a 
―bargaining chip‖, are any contingencies being factored into workforce planning for a 
hard Brexit?  

Shona Robison, Cabinet Secretary for Health and Sport: Those issues will be 
looked at in more detail in this afternoon‘s debate. There are concerns about the 
impact on our medical and nursing workforce in particular. I think that around 6.8 per 
cent of doctors currently have EU status, and there would be a significant dent in the 
workforce if we were not able to retain those doctors to work in Scotland. We want 
them to continue to work here as well as the nurses and the social care workforce 
who have come to train and work in Scotland. We very much value them. 

To give reassurance to students who are already studying here, those who are about 
to begin their studies here and those who are applying to study here from 2017-18, 
we have made a commitment that they will continue to enjoy free tuition for the 
duration of their studies at our medical and dental schools. Unfortunately, we cannot 
provide assurance on their future rights to remain here to train and work. That could 
impact on their future career decisions when they are deciding where they want to 
go.  

The issue is important and is part of the negotiations. We will have more to say 
about that later today. It is important that the key message is that we very much 
value the contribution that those people already make in our health and care 
services. 
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Scottish Parliament: Health & Sport Committee 

‘Sport for Everyone’ Inquiry: Phase 2 

Response from Chest Heart & Stroke Scotland 
 

Introduction 

Chest Heart & Stroke Scotland provides advice, support and services to people affected by heart and lung 

disease, or living with the effects of stroke.  With a decreasing mortality rate from previously life-

threatening disease such as heart attack and stroke, increasing rates of lung disease, and an ageing 

population, more people than ever in Scotland are living with the impacts of these life changing conditions.  

We conservatively estimate that over half a million people are living with these conditions; and when 

considering the wider impact on families and carers, the impact is in reality far greater. 

 

Physical activity is a core component of the rehabilitation which our service users need, and is vital in 

maintaining their long-term health and wellbeing.  Our community services include exercise opportunities 

and peer support to give people the confidence to be physically active, and help ensure that the benefits of 

rehabilitation programmes are not lost.  The support we provide is person-centred and helps people 

identify and achieve their own goals; for some, being physically active means enabling them to live 

independently within their own home; for others, it means returning to sports participation. 

 

1. Can you provide examples where a community based approach has been successful in removing 

barriers to participation in sport and physical activity? 

Around one in ten of Scotland’s population are living with lung disease, heart disease, or have had a 

stroke.  Whilst the mortality rates from cardiac disease and stroke continue to decline, the numbers of 

people living with the long-term effects are increasing, due to our ageing population and the 

improvements being made to medical treatment.  Similarly, there are more people than ever living 

with lung disease, but in contrast mortality rates are not declining. 

 

The benefits of physical activity to this population are well documented.  There is a substantial body of 

evidence on the impact on physical and mental recovery, health and wellbeing, and cognitive function.   

It helps enable people to better self-manage their conditions, and can reduce hospital admissions and 

GP visits, proving to be cost-effective. 

 

However for people living with long-term conditions such as lung or heart disease, or having had a 

stroke, the challenges they face in being physically active are significant.  They may be living with 

health impairments or physical disabilities which limit their day to day activities, or coping with fatigue 

and fluctuating conditions, and often there will be an impact on their mental health too leading to low 

confidence and self-esteem.  Some disabilities can be hidden, particularly after stroke where 

communication and cognitive difficulties are common, affecting around one-third of stroke survivors. 
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NHS Health Boards generally offer rehabilitation programmes for people diagnosed with lung disease, 

after a heart attack, or after a stroke.  These programmes incorporate exercise, advice and information 

to help people be better able to self-manage their conditions. Through regular group activities 

provided over a number of weeks by a multi-disciplinary team, rehabilitation builds people’s 

confidence in their ability to get active and helps their overall health and wellbeing.  Rehabilitation is 

proven to improve the lives of people recovering from stroke or heart attack, living with COPD and 

other lung conditions such as pulmonary fibrosis, stable asthma and bronchiectasis.  The format and 

duration of programmes varies between health boards; referrals are usually made by a GP or other 

health professional, and the programmes last for a fixed period of weeks. 

However the rates of referral to these programmes can be low, levels of take up limited, and 

completion rates low.  Those who complete the programmes have told us they sometimes then feel 

‘abandoned’ by the system afterwards, and the evidence suggests that the health benefits they have 

gained can be lost within 6-12 months if they are not able to maintain the levels of physical activity 

they gained during the programme.  Ideally, in order to continue being physically active, there needs 

to be a pathway from NHS treatment and rehabilitation programmes through to exercise maintenance 

in the community. 

 

In 2012-2014 Chest Heart & Stroke Scotland was funded by the Scottish Government in partnership 

with other third sector organisations to explore how to address the barriers to being physically active 

for people living with long-term health conditions.  The project (known as ‘PARCS’ - Person-Centred 

Activities for people with Respiratory, Cardiac and Stroke conditions): 

 Scoped the provision of multi-condition and single condition exercise based activities across 

regional health boards for people with heart and lung disease, or after a stroke; 

 Evaluated the success factors and motivations needed for those participating in exercise; 

 Identified key barriers to engagement in exercise maintenance; 

 Developed a national Service Framework and resource pack for community-based physical 

activity, which underpins the transition from health-based (such as physio-led rehabilitation) 

to community-based physical fitness and activity. 

 

The national Service Framework was designed to be promoted to NHS Boards, Local Authorities, and 

Health and Social Care Partnerships, but on completion of the project, the findings were not 

subsequently taken forward by the Scottish Government.  The key recommendations within the 

Framework included: 

 Integration of community-based exercise opportunities into a referral ‘pathway’ which extends 

from NHS Rehabilitation programmes through primary care and into communities; 

 Community-based physical activity services which are focused on people, rather than health 

conditions; 

 The importance of collaboration and partnership working across NHS, third sector, local 

authorities and other agencies; 

 The better use of telehealth and other innovative approaches to support people to be 

physically active; 
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 Development of a specialist exercise instructor training course for multi-condition groups 

(expanding the current courses available for single health conditions eg stroke, and cardiac); 

 Development of a national dataset to standardise the approaches taken to data collection, 

evaluation and audit; and 

 NHS Boards to have nominated single points of contact who can ensure consistent referral to 

the exercise opportunities and support available. 

 

The main success factors found to be instrumental in exercise participation included: 

 Highlighting the benefits of physical activity at the earliest point, and reinforcing that message 

at key points by health professionals along the patient’s journey.  Sometimes a discussion does 

not take place with a patient about what they could or should be doing physically; 

 Avoiding breaks between different stages of that journey, for example after formal 

rehabilitation programmes are complete and shifting into community based exercise; 

 Providing a ‘safety net’ to allow for follow up of patients who disengage with services; 

 Providing a self-referral system for those who do not follow the rigid rehabilitation pathway; 

 Awareness of exercise maintenance opportunities which are available – through health 

professionals onward-referring, or patients being aware of them. 

 

Third sector organisations like Chest Heart & Stroke Scotland are key providers of community based 

support for people living with long-term conditions.  Amongst our 160+ community groups ‘affiliated’ 

to CHSS are a number which offer exercise to their participants.  These range from classes provided by 

physiotherapists or qualified exercise instructors in gyms and halls, through to lower level exercise 

(such as seat-based).  Support groups such as these have typically removed some of the barriers to 

participation by catering for the additional support needs for their members, for example with 

transport assistance, or peer support. People want services to be as local and accessible as possible.  

By meeting with a group of people with similar health experiences, people feel comfortable in their 

surroundings, and there are important social benefits particularly for people who are at greater risk of 

isolation due to their health.  Where qualified exercise instructors are available, our service users have 

greater confidence in participating than they would do attending a ‘normal’ exercise class or gym. 

 

Evaluation of the benefits of attending these community-based groups illustrate the physical and 

emotional benefit that attendees feel, reporting greater energy and activity levels.   

Comments include: 

  ‘I’m on my own…if I didn’t come here every week, I wouldn’t get out at all. I’ve got friends here 

and I feel better for being active. I never miss it if I can help it.’ 

 ‘I feel better and I’m more active than before I had the heart attack.’ 

 ‘I would’ve had more hospital admissions if I hadn’t kept active.’ 

 ‘It’s not just the physical benefits, I feel better mentally as well, more upbeat, more positive.’ 

 ‘When someone new comes along, I can say to them: look, I’ve been where you are, and I never 

thought I’d be able to do this, but now I can – and you can too.’ 

 

2. What were the key ingredients to that success? 
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As described above, the third sector is often uniquely placed to help remove barriers to engagement in 

physical activity. We have existing supportive relationships with vulnerable individuals, expertise in 

supporting them to self-manage their health conditions, community support in place which limits 

barriers to attendance, and a network of trained volunteers to help provide that support.  Amongst the 

‘ingredients’ to success are; 

 the community based provision of services; 

 peer-support, including providing people with opportunities to visit groups/classes to make 

them less daunting; 

 the use of goal-setting to help people identify what matters to them and take the steps 

needed to achieve them; motivations for exercising often include returning to activities 

previously enjoyed, returning to employment, and being able to care for family; 

 providing solutions to transport; 

 raising awareness of the problems encountered by those living with a long term condition e.g. 

communication awareness training, in staff working in the leisure industry. 

 

There are greater opportunities though within the system for better utilising the third sector and 

scaling up our existing networks.  In particular, through better partnership working between sectors 

(local authority, health boards, leisure sector and third sector) and integration with the ‘pathway’ of 

rehabilitation from NHS care to community exercise, a stronger network of exercise opportunities can 

be developed. 

 

With sufficient resources and trained instructors, there is a significant opportunity to reach more 

people with exercise maintenance through our existing support structures.  The PARCS project 

identified the challenges of accessing trained instructors who must presently undertake several health-

condition-specific streams of training (eg cardiac, stroke, falls) rather than just one generic course.  The 

provision of generic exercise instruction is particularly important in areas of low population, where 

there is more limited capacity to resource specialists. 

3. Were there any approaches that were particularly successful in increasing participation among 

certain social groups, like women, ethnic minorities, certain age-groups? 

The PARCS project evidences the approach needed in order to enable people living with long-term 

conditions be physically active through limiting barriers to participation, and enabling more 

opportunities to be accessed.  The health impairments of such conditions are defined as a disability 

under the Equalities Act 2010, though many of our service-users may not necessarily describe 

themselves as such. 

 

4. To what extent are these approaches unique to a particular area and set of circumstances, or 

replicable in other parts of the country?  

Rural areas present their own challenges in delivery of exercise opportunities for people living with 

long-term health conditions.  The challenges of transport and accessibility create a demand for 

services to be very local, but smaller and more dispersed populations make it difficult to provide cost 

effective provision of services.  Use of technology can however be an important factor in making 

exercise accessible, for example through providing online resources, specialist exercise DVDs, or use of 

Skype to participate from more remote areas.  
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The PARCS project reviewed delivery models for exercise maintenance and identified good practice for 

differing health, social and demographic circumstances.  Contrasting health boards were identified for 

evaluation of service delivery – Ayrshire & Arran, Greater Glasgow & Clyde, and the Highlands.  These 

demonstrated differing challenges; outside of the Inverness area, participants in the Highlands were 

not able to access exercise referral schemes; Ayrshire & Arran experienced significant waiting times for 

some rehabilitation programmes; in Greater Glasgow & Clyde, knowledge of services which were 

available was an issue. 

Nonetheless, the broad approach described above, where community based exercise opportunities 

are provided, and incorporated within a pathway from rehabilitation to community, is applicable 

across contrasting areas of the country.  

Volunteering 

CHSS is one of the largest volunteer-involving organisations in Scotland and our volunteering 

programme is widely recognised across the third and public sector as being the programme to 

emulate.   In the past year, across the Charity as a whole 1,600 volunteers undertook over 70 roles and 

contributed 155,000 hours of service, representing an economic benefit worth an estimated total of 

£1,600,000.  We are the largest organisation in Scotland to hold the Investors in Volunteers status. 

Whilst not specific to sport, our comments below are common to all sectors working with volunteers. 

1. What are the barriers facing volunteers (either those wanting to volunteer for the first time or 

sustaining ongoing volunteering)?  

The volunteering landscape is changing.  Demographic shifts, changes to people’s working lives, and 

technological changes, mean that the barriers facing volunteers are not the just about the perception 

of not being able to give their time.  There is too much confusion about where to find out about 

volunteering in local areas.  Additionally some demographic groups are still under-represented in 

volunteering, particularly disabled people, BME communities, and people from lower socio-

economic communities. 

 

2. How might these barriers be overcome?  

Organisations that depend on volunteers need to understand the changing motivations and needs of 

volunteers, acknowledging and responding to competing pressures on their time against a changing 

backdrop of working, family and community life. Volunteering organisations need to ensure their offer 

to volunteers fits with people’s real lives and is responsive to their motivations and needs, to ensure 

that volunteering remains a core part of our society. 

The profile of Employee Assisted Volunteering is too low in Scotland and under-resourced.  The 

Scottish Government needs to champion this, and to lead as an exemplar of best practice through 

implementation of volunteer-friendly practices 

Volunteering should be accessible to all, regardless of backgrounds or perceived barriers. To increase 

the number of people realising the benefits of volunteering in Scotland, we need to change the 

paradigm. It needs to become a societal norm to volunteer, where opportunity or expectation is not 

limited by upbringing and social circumstance. This means there needs to be an entitlement to 

volunteer that gives equality of opportunity to all. 
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In particular we need to: 

 Highlight that there are volunteering opportunities to suit all – micro, short and long term 

volunteering. 

 Provide the support and structure to enable anyone, whatever their circumstances to find a 

quality volunteer experience 

 Have an open-mind as to what any individual can contribute, and if there isn’t a suitable role, 

signpost them to other opportunities. 

 Volunteers need to see the difference they are making - the direct contribution to the 

organisation, themselves and the wider community. 

 

3. What are the challenges in retaining volunteers beyond the short term?  

 Keeping the volunteer motivated past their initial motivation is vital. Organisations need to 

identify their changing motivations and respond to these. 

 There need to be resources to support volunteers with extra support needs. 

 The time commitment of regular volunteering is a challenge.  Many of today’s volunteers are 

‘portfolio’ volunteers – volunteering for multiple organisations to reach their individual 

motivations and not just staying with one organisation. 

 Organisations need to create a quality volunteer experience resulting in more people 

continuing to volunteer – too many volunteers move on as they have not had a positive 

experience. 

 

4. What examples are there of good practice to encourage and maintain volunteers in community sport 

and are there lessons to learn from other sectors around attracting and retaining Volunteers in 

sport? 

Sports organisations need to interact better with the wider third sector to gain consensus about the 

key strategic pillars that will support the overall aims of increasing volunteer participation and 

retention - including a commitment to complement each other.  The Sports Association for Scotland 

being a member of the Scottish Volunteering Forum is a good example of this practice.   

 

5. Can you provide examples of innovative joint working between clubs and public bodies that are 

utilising available sources of funding? 

There is great potential for clubs, local authorities and the third sector to collaborate better in 

providing opportunities for people living with long-term health conditions to be physically active and 

participate in sport.  A combination of peer-support, trained professionals, and local community based 

clubs could together tackle many barriers to participation, and wider partnership opportunities may 

enable a wider range of funding opportunities to be accessed. 

 

Katherine Byrne, Policy Manager 
Chest Heart & Stroke Scotland 
www.chss.org.uk 
June 2017 
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                                                       SFE023 
Sport for Everyone Inquiry 

Scottish Association of Local Sports Councils 
 
 
Participation 
 
Phase 1 of the Committee inquiry found evidence of barriers to participation across age and 
gender. Barriers included caring/family commitments, shortage of suitable nearby facilities 
and cost. As mentioned above, Phase 2 of the Committee inquiry seeks to consider 
community based approaches to removing barriers to participation in sport and physical 
activity. 
 
1.    Can you provide examples where a community based approach has been 
successful in removing barriers to participation in sport and physical activity? 
SALSC are not an organisation leading on the delivery of sport and physical activity, below 
are some examples we are aware of: 

 Jog Scotland 

 Walking Football 

 Bounce Back to Netball 

 Active East 

 Crags Sports Centre – Edinburgh 

 Spartans Community Football Club 

 Park Run 
 
2.    What were the key ingredients to that success? 
SALSC believes there are a number of ingredients bringing success to the above 
community based approaches: 

 Focus on participation 

 Community engagement  

 Partnership working 

 Sport for Change thinking 

 Passion and desire from groups to make a difference 

 Understanding the needs of the community 

 Funding 

 Upskilling and recruitment of volunteers 
 
 
3.    Were there any approaches that were particularly successful in increasing 
participation among certain social groups, like women, ethnic minorities, certain age-
groups? 
SALSC recognises the need to increase participation among certain social groups is 
important to continue to increase participation, successful approaches include: 

 Non-competitive approach 

 Come and try sessions 

 Focus on the fun and social aspect of sport and physical activity 

 Adaptation to needs of particular groups – timing, location, equipment etc 

 Respecting the needs of Characteristics protected by the Equality Act 
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 Partnership working with community organisations working with identified social 
groups 

 Understanding the needs of the community as a whole 
 
4.    To what extent are these approaches unique to a particular area and set of 
circumstances, or replicable in other parts of the country?  
Approaches are adapted to be reactive and unique within particular circumstances, SALSC 
believes approaches can be replicated across the country through the sharing of learning 
and good practice, reducing duplication and promoting collaborative working to include 
partners from across agencies and sectors. 
 
Community and volunteers 
 
Phase 1 heard from the Scottish Sports Association that “another significant legacy 
opportunity from the Games was converting the unparalleled interest in volunteering at the 
Games (50,811 applications in total) into sustained volunteering interest; to date our 
understanding is that this supported conversion has been minimal.” 
 
The Session 4 Committee Inquiry into Community sport also highlighted the importance 
(and challenges) of retaining volunteers by ensuring adequate training and development 
opportunities. 
 
5.    What are the barriers facing volunteers, (either those wanting to volunteer for the 
first time or sustaining ongoing volunteering)?  
The SALSC membership of Local Sports Councils are led by volunteers, many barriers are 
faced by volunteers across sectors, these are not exclusive to volunteering in sport: 

 Time 

 Costs to the volunteer – transport or IT access 

 Culture 

 Family responsibilities 

 Understanding of role and commitment 

 Perceived risk and liability 

 Qualifications 

 Training and support 

 Work 

 Generational 

 Language 

 Lack of knowledge 

 Motivation 

 Confidence 

 Value of volunteering 
 
6.    How might these barriers be overcome? 
A cultural change is required across volunteering, the role of volunteers is evolving, with a 
shift in to the importance of good governance within clubs they are identifying the need to 
involve volunteers with specific skills sets to improve management and development.  
Barriers can be overcome through a number of ways, including: 

 Awareness Raising 
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 Education 

 Strong clubs 

 Funding 

 Highlighting benefits and rewards 

 Updating recruitment methods 

 Community connections – councils for voluntary service 

 Specific roles 

 Building relationships 

 Recruiting a variety of volunteers from across all sectors of the community, including 
age, race and disabilities for example 

 Investment and funding 
  
7.    What are the challenges in retaining volunteers beyond the short term?  
Volunteer retention is an issue faced across sport, SALSC’s member Sports Council face 
the same challenges, which include: 

 Time pressures and conflicts 

 Other commitments – family, work 

 Knowledge and understanding of the role is misunderstood 

 Lack of a specific role for the volunteer 

 Volunteer support from the club or group 

 Lack of skills development or training 

 Lack of rewards for the volunteers 

 Insufficient funding available to offer the support a volunteer requires 
 
8.    What examples are there of good practice to encourage and maintain volunteers 
in community sport and are there lessons to learn from other sectors around 
attracting and retaining Volunteers in sport? 
There are many examples of good practice in community sport, sport needs to get better at 
sharing these and learning from others in the voluntary sector.  SALSC are working with 
Volunteer Scotland to share lessons learned and to improve good practice within our 
network. 

 Clear role descriptions 

 Support from within the club 

 Support from within the community 

 Mentoring opportunities 

 Recruitment and selection processes 

 Positive experience sharing 

 Having rewards & recognition processes 

 Personal development 

 Volunteer awards and recognition 
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Senscot on behalf of Sport Social Enterprise Network Members 

Sport for Everyone 

Senscot is the national representative agency supporting the development of Social 

Enterprise Networks in Scotland. The SENs is the name Senscot gives to our work 

with Social Enterprise Networks (SENs) - both thematic and geographical in 

Scotland. There are more than 22 SENs operating across Scotland - 6 thematic and 

16 geographically based - connecting over 1200 social enterprises. 

http://www.senscot.net/ 

The Sport SEN established in 2010 has a network of 150 members. It continues to 

grow from strength to strength. The aim of the network is to support the sustainability 

of sport social enterprises at a grassroots level. Helping ensure members are 

informed, encouraged and supported. 

It is widely recognised that sport social enterprises make a significant difference in 

their communities. In recognition of this Senscot champion our members as ‘sport for 

change’ organisations that regularly deliver a range of social impacts for individuals 

and communities. 

1. Can you provide examples where a community based approach has 
been successful in removing barriers to participation in sport and 
physical activity?  

There are numerous examples of Sport Social Enterprises who have engaged 
extensively with local communities to increase participation in sport and physical 
activity. Some examples of this were provided in a Sport for Change Research 
Report commissioned by The Robertson Trust. Published February 2017. 

 Spartans Community Football Academy aims to encourage young people 
to be the best that they can be. As part of its work, it runs an ‘alternative 
school’ for young people at risk of leaving school. This school uses sport as 
the subject matter, and supports young people to achieve national 
qualifications. It also runs an afterschool club where young people are 
rewarded with football games if they come in and do their homework first. 
 

 Kilwinning Community Sports Hub runs programmes to address social 
issues. It works with Street Soccer Scotland to support people using drugs 
and alcohol through their recovery, through football opportunities. It also runs 
a youth employment programme, offering training, experience and 
qualifications in grounds maintenance. This involves working in partnership 
with local employers. The Hub also runs a breakfast club and afterschool 
clubs for school age children, providing both food and physical activity. 
 

 Street Fit Scotland uses fitness and exercise as a tool to engage people to 
reduce isolation and to support their mental health, as well as addressing long 
term physical health needs. The Street Fit programme delivers fitness classes 
involving Boxercise and circuit training. It brings about positive change in 
relation to confidence, mental health, physical health, behaviour, engagement 
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with staff and communities, and employability skills. An external evaluation 
has been undertaken to show the impact of the programme. 
 

 The Crags delivers a range of sport for change initiatives. It partners with 
Street Sport Scotland and Street Fit to deliver some activities. It runs a youth 
volunteer programme (with 24 young people) offering education and 
volunteering opportunities. It runs diversionary activities and outreach work 
with schools. It also uses its facilities to address homelessness, among other 
social issues. 
 

Engaging with Local Authority, Community Councils and local/national groups is key 
to enabling organisations to identify local and national priorities that influence their 
own programmes and in turn identify outcomes and tangible measures. 
Understanding the social impacts and how to measure/represent them can be a 
challenge. 

Cumnock Juniors Community Enterprise (CJCE) commented - We see the role of 
national organisations such as SENSCOT as being crucial in providing a platform to 
encourage engagement in a structured way across Scotland. A collective 
process/toolkit for identifying and consistently measuring performance and outcomes 
would be added value to most organisations. 

Located in an area at or near the “Most Deprived” end of the SIMD scale, CJCE 
engage with a range of stakeholders/service providers, particularly in identifying the 
needs of, designing and providing suitable sporting opportunities to, those with 
disability and other disadvantaged backgrounds. 

Reported barriers encountered: 

- Matching our resource availability with times that suit service users, caters, 
teachers.. 

- Sustainability (financial) to protect programmes, particularly where grant 
funded. 

- Maintaining “affordability” approach to ensure participation of those who suffer 
financial hardship. 

- Depending upon schools for indoor facilities (holiday periods, random needs, 
costs) 

- Maintaining a portfolio of coaches’ skills to build self-confidence in service 
users. 

- Objective and subjective measures of success/value. 
 

2. What were the key ingredients to that success?  

From feedback received from social enterprises some of the key success factors 
include: 

 A team of dedicated and motivated staff and volunteers 

 Understanding community needs and individual barriers to participation 

 Having the right mix of skills and backgrounds on SE Boards 
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 Involving staff, volunteers and participants in the design and delivery of 
activities 

 Having an inclusive approach with all sections of the community 

 Working in collaboration with a range of stakeholders 

 Having a clear business plan and approach 

Also, sustainability in terms of staff/volunteers and the costs of this and providing 
facilities, equipment etc. This is particularly true where programmes are initially 
funded…what then? This is a key dilemma but one which is suited to the Social 
Enterprise model to address. 

3. Were there any approaches that were particularly successful in 
increasing participation among certain social groups, like women, 
ethnic minorities, certain age-groups?  

Generally, sport social enterprises, take a ‘Sport for Change’ approach. This usually 
involves providing sport and physical activity programmes for under-represented 
groups. 

There is an overarching ethos of ensuring that the activity is affordable to all sections 
of the community. This has contributed towards seeing an increase in participation 
from all social groups. 

Street Fit Scotland provide outdoor fitness for socially disadvantaged adults 16 

plus. This is not only a fitness session but also a social outlet for people who 

experience or have experienced homelessness/social isolation and poor mental 

health. The course also includes advice on health, diet and Nutritionist and how a 

good diet can provide better physical and mental health. 

Cumnock Juniors Community Enterprise, has increased disability participation by 

taking their programmes into social groups e.g. learning disability groups. They have 

found that integrating programmes into their weekly activities, and often using the 

locations familiar to them, e.g. delivering weekly Boccia and Zumba classes in local 

social clubs, has been effective in reducing barriers.  

4. To what extent are these approaches unique to a particular area and set 
of circumstances, or replicable in other parts of the country?   

There are often approaches that are specific to a specific community or group. This 
is quite often the case in SIMD areas, where projects have been developed to 
engage with people who traditionally don’t participate in physical activity. Either 
because of affordability issues, lack of resources or opportunities.  

There are many common approaches that can be replicated in other parts of the 
country these include: 

 Understanding community needs –the importance of community involvement 
and local ownership of activities. 
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 Environment and approach – the environment is very important, in terms of 
creating a welcoming, inclusive and safe space 

 Joint working – working in partnership with other local organisations is critical 
to long term success 

Community and volunteers 

Phase 1 heard from the Scottish Sports Association that “another significant legacy 
opportunity from the Games was converting the unparalleled interest in volunteering 
at the Games (50,811 applications in total) into sustained volunteering interest; to 
date our understanding is that this supported conversion has been minimal.”  

The Session 4 Committee Inquiry into Community sport also highlighted the 
importance (and challenges) of retaining volunteers by ensuring adequate training 
and development opportunities. 

5. What are the barriers facing volunteers, (either those wanting to 
volunteer for the first time or sustaining ongoing volunteering)?  

Volunteers are the back bone of many sport social enterprises, dedicated and 
committed individuals. However, there can often be an overreliance on volunteers. 
Particularly were key roles fall to a small number of people. Also, it can be very 
difficult to sustain a project, if you don’t have the right balance of people - paid staff 
and unpaid volunteers. 

Volunteers are hugely welcomed by their respective projects. They should however 
receive more recognition and support ie the right level of mentoring and development 
or a recognised qualification/certificate gained from their learning and experience.  

Organisations need to ensure that programmes and activities are sustainable. This 
both attracts and retains staff/volunteers through the attraction of continued 
experience, learning transferrable skills and making a difference. 

It can be difficult to provide the right degree of mentoring and support to volunteers – 
since they themselves are often thrown into the activity, with little previous 
experience of others to help them.  

6. How might these barriers be overcome?   

Ultimately funding or income streams can help achieve the right balance between 
paid and unpaid volunteers 

Creating a proper personal development and learning structure that is accessible 
and easily adopted by projects. Recognising the achievement of volunteers and 
providing a platform for volunteers to have career progression, for those wishing a 
career pathway. 

The role of national organisations is important to provide platforms for volunteers to 
have the opportunity to network and share experiences/frustrations/best practice with 
peers. 
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7. What are the challenges in retaining volunteers beyond the short term?   

Competing priorities and volunteer ‘burn out’ over reliance on a few people to 
undertake essential project work.  

Creating sustainable, dynamic and inclusive programmes! 

8. What examples are there of good practice to encourage and maintain 
volunteers in community sport and are there lessons to learn from other 
sectors around attracting and retaining Volunteers in sport?  

The vast majority of sports clubs in Scotland are voluntary organisations, and the 
majority of coaches involved in grassroots participation, work in a voluntary capacity. 
Importantly volunteering can also play an important role in creating new networks 
and relationships, bringing together people from diverse backgrounds who might not 
otherwise have met. 

Full-time volunteering programmes in the social care sector have been successful in 
reducing inequalities and social isolation. From supporting an individual to live 
independently in their own home or to study at university.  

This is done through a flexible support role of 35 hours per week for 6 to 12 
months. Volunteer support can be paid for through personal health budgets and 
direct payments. 

An example, Equi- Power (Equine assisted learning for disadvantaged and disabled 
people). provides UKCC Coaching qualifications, this includes dedicated blocks of 
coaching. Ensuring their volunteers gain valuable experience and achieve a 
recognised qualification. Providing the time and resources to effectively support 
volunteers, ensures that their input is valued and recognised. 

9. Can you provide examples of innovative joint working between clubs 
and public bodies that are utilising available sources of funding?  

An example of joint work is an education programme between Broxburn United 

Sports Club and local schools to promote Health, Sport and Education. Working with 

primary schools, the children are actively involved in a project covering: Children’s 

Mental Health, Importance of Water, Food Nutrition, Physical Activity and Oral 

Health. They also participate in physical sessions to raise their heart rate and fitness. 

Spartans Community Football Academy work in partnership with the local Police to 

bring their portable pitches to communities. 

Cumnock Juniors Community Enterprise “School to Club” approach has been 

successful. East Ayrshire Council operates a Disability Sports Partnership that is a 

platform for clubs who provide disability sports to work to an agenda across the 

region and to share best practice. Recently, CJCE collaborated with EAC Vibrant 

Communities to submit a funding proposal for All-ability Cycling to NHS Ayrshire & 
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Arran. This approach avoided any cross-over/conflict with local authority plans and 

used their experience and skills effectively to ensure that funders can be sure that 

funding is well directed on local priorities and provides best return on the investment. 

School estate 

The Committee has heard evidence during phase 1 that there remain on-going 
difficulties in communities accessing the school estate. Similar problems were raised 
by the Session 4 Health and Sport Committee in its 2013 report on Community 
Sport. These include problems around janitorial time out of school hours and issues 
around PPP (Public Private Partnership) contracts. The Committee is interested in 
hearing views as to what the problems are and solutions for how they might be 
overcome.  

10. To what extent is the school estate currently being used effectively to 
increase opportunities for sport and physical activity participation?  

An issue encountered is around planning for new schools. It is government policy to 
provide sports facilities when building new schools. However, in some of our SE’s 
experience there has been insufficient dialogue/engagement with the local 
community. The provision of new facilities has a potential negative impact on existing 
facilities by diverting much needed, and planned for, revenue. This can lose the 
benefit of many hard-earned programmes introduced by sports organisations for the 
community. 

Scottish Government should include the need for full consultation with all sports 
groups and risk-assessments conducted to ensure that there is no detrimental effect 
on these organisations that in turn impacts the essential good work they undertake in 
the community. 

Please note Senscot are not submitting collated responses to questions 11-17. 
However, individual members may have submitted their own responses. 

11.    In what ways has access to the school estate for communities improved 
in recent years?  

12.    What are the remaining barriers to use of the school estate? Please also 
note any particular issues around term-time compared with school holiday 
time.  

13.    How might these barriers be overcome?  

Commonwealth Games Legacy 

A key driver in Scotland's bid to host the 2014 Commonwealth Games was to 
achieve an "Active Legacy" through excellent sporting infrastructure increasing 
access to sport and increased levels of sporting activity across Scotland.  

14.    How would you assess the active legacy of the Commonwealth Games 
for: 
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o Community benefits and  
o Participation rates  

Additionally:  
15.    To what extent are the new facilities being used to maximum capacity? 
16.    Are there any examples of innovative uses of the new facilities 
benefitting the community? 

17.    Is the physical infrastructure built for the Commonwealth Games being 
used effectively to increase opportunities for sport and physical activity; and 
increasing rates of sport and physical activity participation?  
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Sport for Everyone 

Scottish Borders  

NHS Borders Public Health Department have collated the following responses to the call for views 
from key partners who provide sport and physical activity opportunities in the Scottish Borders, Live 
Borders, Walk it and Scottish Borders Joint Health Improvement Team.   

Participation 

1. Can you provide examples where a community based approach has been successful in 
removing barriers to participation in sport and physical activity? 

a) Burnfoot Primary School Boxing programme 
This example is a targeted approach for children in an area of SIMD which aims to improve 
attainment and focus on positive behavioural outcomes through a programme of curricular and 
extra curricular boxing. This is a partnership approach between Community Learning & 
Development, the school and the Boxing Club and is supported by the Active Schools team. This has 
not only encouraged and supported improved attainment and reductions in sporting inequalities, 
but has strengthened the transition for these pupils into the community club environment. 
 
b) Various “Passport” type projects linked to major events (Commonwealth & Olympic) 
The Borders have had high levels of engagement with projects like this which encourage children to 
engage with major sporting events by participating in a range of sports locally. Participants have 
incentive to accumulate points as they try new activities. Local clubs are signed up to the project and 
use the project as a potential way to recruit new members. 
 
c) Clubsport Tweeddale and Peebles Youth Trust 
Clubsport Tweeddale is an organisation consisting of volunteers who represent the interests of local 
sporting clubs in the area. They provide funding assistance locally to develop and sustain the work of 
clubs. Peebles Youth Trust are a third sector organisation who work with young people, many of 
whom have disengaged with their communities or who face health inequalities. The project provides 
funding to PYT to trial sports sessions for their clients using sports clubs as the vehicle to support 
this.  
 
d) Maternal Healthy Weight Programme 
The Health Improvement team coordinated a maternal healthy weight programme which enabled a 
Health Improvement specialist midwife to refer pregnant women with a high BMI to Live Borders for 
exercise classes as well as providing healthy eating advice using motivational interviewing 
approaches. The offer of physical activity was designed to minimise discomfort or embarrassment 
for women who participated. 
 
e) Walk it is the Scottish Borders branch of the Paths for All Health walk programme. It has twenty 
seven walking groups covering all the major towns and some Borders villages. There are over one 
thousand registered walkers and over seventy volunteer walk leaders. Eighty per cent of its walkers 
are aged over fifty five and of these seventy four per cent are female. Funding for a part time project 
coordinator is provided by NHS Borders and the post is hosted by Scottish Borders Council in the 
Planning and Economic Development department. Health walks are normally held on a weekly basis. 
Walk it walks are accessible to all and an easy activity to undertake. 
 
f) Health Condition Exercise Classes 
A partnership approach between Live Borders and the Health Improvement team has led to the 
provision of  community based exercise classes for people with a range of health conditions.NHS 
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Borders healthcare professionals are able to refer patients to discounted exercise classes tailored to 
their needs. 
 

2. What were the key ingredients to that success? 

We believe  the success of such initiatives lies in the partnership approach between key stakeholders 
so that there is an understanding of the outcomes trying to be achieved and each organisation’s role 
and responsibility in that process.  It is important to  understand the needs of the particular groups 
and their motivations to participate in the first place.  At times planning of activities can be driven by 
the organisation (e.g. opening hours) rather than the target market.   
 
Key ingredients to the success of Walk it project are, walks are free of charge, accessible to most 
people and provide a strong social element. Also through awareness raising and publicity the Walk it 
project is well supported by healthcare professionals. 

 
3. Were there any approaches that were particularly successful in increasing participation 

among certain social groups, like women, ethnic minorities, certain age-groups? 

Much of this answer relates to answer 2. A particular local approach to girls’ participation has been 
the Fit For Girls initiative at Tri Fitness in Galashiels. This project has developed over time but is 
essentially allowing teenage girls exclusive access to a commercial gym at a weekend. The success of 
the project relates to understanding the target market and working with them to reduce as many of 
the perceived barriers to participation (body image, venue, mixed sex participation, stigma of 
physical activity). The gym facility closes at the weekend and immediately reopens for girls only 
where they have reduced cost access in a friendly, girls-only environment. Much of the marketing 
and promotion to the girls takes place on social media forums used heavily by this age group 
(facebook, Instagram, twitter). 
 
The Walk it project has a comprehensive programme of inclusive, mainstream health walks covering 
all major settlements and some smaller communities in the Borders. However  walks are also 
targeted  at particular groups. Examples of these are Buggy walking groups, Dementia friendly walks, 
Borders Disability Walking Group, walks in areas of deprivation and specific walks targeted at ethnic 
minority groups. 
 

4. To what extent are these approaches unique to a particular area and set of circumstances, 
or replicable in other parts of the country? 

The concepts of these approaches are replicable but  simply lifting something from one area and 
replicate in another will not necessarily provide successful outcomes. Understanding your own 
outcomes and target markets is the only sure way to ensure success. It’s also worth noting that 
whilst all of these are successful approaches, the resource to make them happen is quite often 
substantial compared to the participation gains. The result is a requirement to be able to believe and 
evidence strategic outcomes locally rather than rely on the measure of ‘numbers through the door’ 
which will not fully represent the value of such work. 
Walk it is already replicated across Scotland through Paths for All. 
 
Community and volunteers 

5. What are the barriers facing volunteers, (either those wanting to volunteer for the first 
time or sustaining ongoing volunteering)? 
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The conversion of volunteering interest from large events e.g. Commonwealth games, has been 
minimal. It is a very different experience to volunteer at a high profile one-off event compared to a 
routine of weekly organising and volunteering at a local club.  Sustained volunteering is likely to 
require the latter.As an organisation, Live Borders are predominantly looking for volunteers to lead 
activities or coaching  sport and physical activity sessions, a volunteering opportunity not readily on 
offer at a major global event. 

Particular barriers  in the Scottish Borders include the rural nature of the area in terms of transport 
and small population groups. The recruitment process can be a barrier due to timescales to carry out 
PVG checks, induction etc during which time volunteers’ circumstances may change .Ongoing 
support for volunteers can also be a barrier against a backdrop of reducing resources (staffing and 
finance).  

However, in Walk it we have worked hard to take away barriers for volunteers. They are provided 
with training to enable them to lead a health walk. Training for new volunteers is provided on a 
regular basis across the Borders. Volunteers can take on differing levels of commitments . There is a 
robust process when entering the project which includes an induction,  additional training in first aid 
and map reading skills and regular meetings with the Project coordinator as well as an annual 
Conference and Reward Ceremony. 
 

6. How might these barriers be overcome? 

Ensuring that resources are available to appropriately support volunteering. Also, the establishment 
of a   national standard induction or recognition for volunteering qualification. If the induction 
process for a volunteer became a recognised qualification or certificate, it might be easier to attract 
volunteers to become involved.  

Volunteers give their time generally because they want to without wishing recognition or reward. 
However if there was a national series of certificates/awards aligned to the Scottish Certificated 
Qualifications Framework (SCQF) that awarded vocational qualifications to volunteers, then people 
would be gaining a qualification simply for doing what they are already doing. This type of scheme 
does exist, and is happening on a pilot basis in the Scottish Borders but the cost is so prohibitive that 
unless significant funding is found, it will always be a pilot as opposed to standard practice. 

The formal processes required to ensure public protection and safety for volunteers can feel 
daunting to someone who is just wanting to donate a couple of hours a week of their time.  There 
may be potential to streamline this process while ensuring safeguarding is in place.  

The Walk it project works hard to create a successful volunteering programme.Critical factors have 
been; 
-Creating a Volunteering Policy 
- Reward and recognise volunteers 
-Refund expenses 
-Meet with volunteers and provide support 
-Listen to their feedback and utilise this in making improvements 
-Offer continuous development 
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7. What are the challenges in retaining volunteers beyond the short term? 

It is the same challenges that exist at all stages of volunteer management: 
- Time to support volunteers 
- In many instances, voluntary committees trying to support volunteers 
- The balance between the procedural requirements, up skilling of volunteers and making them feel 
that it is not a chore. 
 
Walk it believe that in order to retain volunteers beyond the short term it is important to support, 
nurture  and engage volunteers. It is also very important to recognise and reward volunteers if you 
wish to retain them. 
 

8. What examples are there of good practice to encourage and maintain volunteers in 
community sport and are there lessons to learn from other sectors around attracting and 
retaining volunteers? 

The Active Schools network is a  good example of how to encourage and maintain volunteers in 
community sport. It has provided community sport with the crucial link to school sport and shown 
how their own organisations can benefit by volunteering within both sectors.  

Accreditation schemes may be a further way for groups and organisations to demonstrate their good 
practice around volunteering. “Volunteer Friendly” is a straightforward accreditation process that 
asks groups and organisations to self-assess across key volunteering themes to identify strengths 
and weakness. Successful portfolios gain Volunteer Friendly status which not only is a worthwhile 
process for the organisation but hopefully allows potential volunteers some assurances about the 
environment that they will be operating in.  

The third sector is an area where there is currently a lack of joined up thinking/sharing/working with 
sport. These organisations have large volunteer numbers and also engage with many of the targeted 
groups such as disengaged, social deprivation, disability, and so have much to share with the sport 
sector. 

Programmes from health such as the McMillan Move More programme are volunteer led and they 
have a robust format for volunteer recruitment. 

9. Can you provide examples of innovative joint working between clubs and public bodies 
that are utilising available sources of funding? 
 

The Community Empowerment Act and participatory budgeting represent an opportunity to support 
local activity where a small investment in resources can provide a big opportunity, for example, in a 
recent pilot in Burnfoot a considerable number of the applications via the participatory budgeting 
process came from community groups for equipment and resources to provide more and a wider 
range of physical activity opportunities for a greater cross section of the community. 

School estate 

10. To what extent is the school estate currently been used effectively to increase 
opportunities for sport and physical activity participation? 

The school estate is effectively used across the Scottish Borders, however it may be due to a lack of 
other similar facilities which forces groups to make use of the estate. Quality of facilities across the 
board is widely varied with some good PPP school provision through to other ageing estate buildings 

HS/S5/17/22/3



SFE021 

which are in need of investment and are not attractive as a way to engage and support quality 
experiences. 

Whilst the school estate is well utilised, it could be questioned that the estate functions on historical 
bookings and so priority use is not available at key times to children and young people for 
developmental work.  

11. In what ways has access to the school estate for communities improved in recent years? 

As stated in question 10, access to the secondary school estate has always been good.  
 

12. What are the remaining barriers to use of the school estate? Please also note any 
particular issues around term-time compared with school holiday time. 

The management of the school estate continues to be problematic. Scottish Borders PPP secondary 
schools have a centralised booking process which is far more effective than where schools manage 
their own bookings. One key challenge is the control and influence that PE departments can hold 
over bookings, particularly between 4-6pm. Even if a school does not require the facility for their 
own extra-curricular programme at this time it can be really challenging for a potential 
group/club/organisation to understand how to book a slot during this time. Schools cite child 
protection issues as a part of this in that they don’t want unknown coaches or groups in the school 
premises when they still have their own programmes running. 

None of the above really addresses the challenge of weekend and holiday time bookings. If the 
school manages their own estate with regards bookings, then if a booking is not made within school 
hours (9.00-4.00 Mon-Fri), it is virtually impossible to book a facility during any other time period. If 
a group required a facility at the last minute at a weekend due to inclement weather then there is 
nobody available to deal with it. 

13. How might these barriers be overcome? 

Predominantly, some form of centralised booking system that is not reliant on the school to 
physically deal with managing bookings. If Leisure and Culture Trusts operate in an area and have 
the resource and systems to manage the school estate then it would go a long way to dealing with 
the barriers mentioned above. 
 
Commonwealth Games Legacy 

14. How would you assess the active legacy of the Commonwealth Games for: 

 Community benefits and 

 Participation rates 

The Scottish Borders saw documented increases in participation during and following the 
Commonwealth Games, including the highest levels of participation we had ever recorded. Our 
Commonwealth Passport was a big driver for the area and our clubs also reported excellent 
qualitative data about their involvement in this project and the subsequent increase in numbers 
joining local clubs. 

It is the responsibility of Local Authority areas to take up the mantle and aspire to inspire their local 
communities to participate and get involved.  
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There was perhaps a lack of joined up planning around legacy and what the outcomes for this were. 
There is much anecdotal evidence and an abundance of participation data around programmes like 
Active Schools but a lack of real impact work to reflect on. 

Additionally 

15. To what extent are the new facilities being used to maximum capacity? 
N/A 

16. Are there any examples of innovative uses of the new facilities benefitting the 
community? 
N/A 

17. Is the physical infrastructure built for the Commonwealth Games being used effectively to 
increase opportunities for sport and physical activity; and increasing rates of sport and 
physical activity participation? 
N/A 
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Sport for Everyone Inquiry 

Submission to Phase 2 
 

 

About sportscotland
1
 

sportscotland is the national agency for sport in Scotland. Our vision is a Scotland where 

sport is a way of life, where sport is at the heart of Scottish society and has a positive impact 

on people and communities. 

We believe passionately that sport makes a positive and valuable contribution to personal, 

community and national wellbeing in Scotland. The power of sport means it contributes to the 

five strategic objectives outlined in Scotland Performs, which unite all public organisations in 

Scotland: wealthier and fairer, smarter, healthier, safer and stronger, and greener. 

Within this context sport contributes directly to the Scottish Government’s vision of a 

Scotland where more people are more active more often, and to the Active Scotland 

Outcomes Framework, as shown in Figure 1. As a non-departmental public body, 

sportscotland is responsible through Scottish Ministers to the Scottish Parliament. As such, 

we are guided strategically by the Scottish Government’s Programme for Government. 

Figure 1: World class sporting system and strategic context 

 

                                                

 

1
 ’About us’ sportscotland. Available at www.sportscotland.org.uk/about-us/   
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Our mission is to build a world class sporting system for everyone in Scotland. For us ‘world 

class’ is an expression of ambition and aspiration to be the best we can be at all levels in 

sport. We will drive this ambition by focusing on continuous improvement and measuring 

progress as we develop and support the system. 

There are a range of organisations involved in delivering sport in Scotland, including local 

authorities and their leisure trusts, Scottish governing bodies of sport (SGBs), other 

representative bodies, sports clubs, higher and further education institutions and third sector 

organisations. Overall, sportscotland is responsible for around 10% of public funding for 

sport in Scotland2 so it is critical that we work in partnership with and provide leadership to 

the key players involved, both strategically and operationally. 

  

                                                

 

2
 Audit Scotland (2008) A performance overview of sport in Scotland. Available at http://www.audit-

scotland.gov.uk/docs/central/2008/nr_080429_sport_overview.pdf  
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1. Participation 

As set out in our Corporate Plan3, participation is a headline outcome for sportscotland: “You 

will have the opportunity to get involved and participate in sport, and stay involved throughout 

your life”. Our impact measures for participation are: 

 We will have increased the number and diversity of people playing sport in schools and 

sports clubs. 

 We will have used the sportscotland School Sport Awards to strengthen the quality of 

sport within schools, driving strategic quality improvement and impact. 

 We will have taken a planned approach to increasing the number, quality and diversity of 

coaches working in schools and education, and clubs and communities. 

1.1 sportscotland policies and plans 

We recognise sport as an element of physical activity, which sits alongside other elements 

including active living, recreational activity, dance, play and exercise. These elements are not 

mutually exclusive and taken together they help people lead a more active life, whether they 

think of it as sport, recreation or activity. Indeed, how people define sport is often down to 

their personal motivations and interpretations. 

People and communities in Scotland are at the heart of our thinking. By this we mean people 

of all ages, from all backgrounds and all walks of life, whether participants or non-participants 

in sport; athletes; individuals; parents and families. 

While our focus is on the development of sport, we work alongside those who have a greater 

focus on other types of physical activity to ensure people in Scotland find it easy to lead an 

active life. In particular we recognise that people have sporting lives, throughout which they 

may stay involved in or dip in and out of sport and sports, whether they participate 

recreationally or competitively. We want to ensure everyone in Scotland has positive 

experiences at all stages of their sporting lives, whether they are being introduced to sport for 

the first time, developing, progressing, or achieving success. 

Equalities and Inclusion is one of three priorities for improvement set out in our Corporate 

Plan 2015-19. The priorities underpinning the sporting system are for the sports sector as a 

whole to drive improvement in the system.  In this context, Equalities and Inclusion is about 

ensuring that sport is accessible to people, recognising that both inequality and 

discrimination exist in sport, and that widening access means understanding the needs of 

people who share the protected characteristics as well as the complexities associated with 

socio-economic disadvantage, and the exclusion that can be experienced in some rural parts 

of Scotland. As a sector, sport must recognize and understand this if we are to effectively 

address issues that may be preventing or constraining people from getting involved and 

progressing in any aspect of sport. 

                                                

 

3
 sportscotland (2015) Raising the bar: Corporate Plan 2015-2019. Available at: 

https://sportscotland.org.uk/about-us/what-we-do/publications/raising-the-bar-corporate-plan-2015-2019/  
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Our Equality at sportscotland report4 outlines our progress towards ensuring equality is 

integrated into our day-to-day work and provides an overview of how we have delivered 

against our equality outcomes. It also sets out our three new equality outcomes: 

 Young people from our most deprived areas, girls and young women and disabled young 

people will have access to improved sport and physical activity opportunities, enabling 

them to participate and progress in school sport and club sport. 

 sportscotland and Scottish sport are supported to embed equalities and inclusion in their 

work. 

 Sports organisations and people working in sport will have an improved understanding 

and awareness of the needs of people with protected characteristics. 

These outcomes are underpinned by our commitment to showing greater leadership, to 

influence and drive the changes needed to address inequalities and ensure everyone has the 

opportunity to get involved in sport. 

sportscotland are currently reviewing and updating our Club Sport Framework and intend to 

re-publish this as our Club and Community Sport Framework later this year. 

1.2 sportscotland research and data 

In 2016 sportscotland and the Equality and Human Rights Commission published a Equality 

and Sport Research report5 into equality in Scottish sport. The report looks at who currently 

participates in sport, the barriers to participation, and suggests potential solutions. Key 

findings include: 

This research aims to help improve work within the sport sector in Scotland, in relation to 

advancing equality, eliminating discrimination and fostering good relations. It 

consolidates what we know and identifies what we need to know. It will form a building 

block for priorities for action around equality, for sportscotland and its partners in the 

sport sector. 

1.3 sportscotland programmes and activities 

A range of sportscotland programmes and activities, directly and indirectly contribute to 

removing barriers to participation in sport and physical activity. It is not possible to cover all 

these here. In line with the questions posed by the Committee, this section focuses on club 

and community-based activites, rather than school-based activities. We also highlight our 

programmes and interventions that work through a range of partners. 

 

 

                                                

 

4
 sportscotland (2017) Equality at sportscotland: Equality mainstreaming and outcome progress report April 

2017. Available at: https://sportscotland.org.uk/about-us/equality-at-sportscotland/  
5
 Research Scotland (2016) Equality and Sport Research. Available at: https://sportscotland.org.uk/about-us/our-

publications/archive/equality-and-sport-research/  
The ‘Equality and Sport Research’ report  was commissioned and managed by sportscotland, funded by the 

Equality and Human Righs Commission, supported by the Scottish Government, and conducted by Research 
Scotland. 
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1.3.1 Community Sport Hubs6 

The Community Sport Hubs (CSHs) programme is one of sportscotland’s key programmes, 

delivered in partnership with local authorities, leisure trusts, communities and clubs. 

sportscotland provides investment and national leadership to the development of 

Community Sport Hubs across Scotland. As of the end of 2016/17, there are now 179 such 

Hubs across Scotland, with a target of 200 Hubs by 2020. As Hubs are genuinely locally 

driven, each is unique, and develops its own vision and values in a clear and simple plan. 

The common thread that binds all Hubs together is that they work to be sustainable, and they 

follow these five principles: 

 Growth in participation  Understanding community need 

 Supporting community leadership  Offering a range of sports 

 Ensuring all the right people are working together 

To ensure Hubs are contributing to increasing participation, they are also challenged to: 

 Support and develop effective sporting pathways between schools, education and club 

sport. 

 Engage with people who may experience barriers to participation to support their 

inclusion in activity. 

The focus on engaging with the community to understand local need has resulted in each 

Hub taking a different approach to reaching people who may experience barriers to 

participation to support their inclusion in activity.  

Examples of Community Sport Hubs work to reduce barriers to participation 

 The Jack Kane Sports Centre and Craigmillar CSH in Edinburgh has addressed the 

cost barriers by delivering a free Easter holiday sports camp, including meals, targeted at 

local children most at risk of ‘holiday hunger’. 

 Hubs in East Lothian are also addressing cost barriers, by providing free memberships, 

coaching, sessions and in some cases equipment to people referred from health 

providers, schools, social workers and from our looked after and accommodated children 

support network. 

 Stewarton CSH in East Ayrshire identified a lack of opportunities for over 50s and 

responded by starting a walking football club. 

 New Farm CSH also in East Ayrshire has a mental health badminton programme is now 

taking direct referrals from GP's allowing for those who have suffered from a range of 

conditions such as drug & alcohol abuse, post-natal depression, etc. the opportunity to 

attend a friendly welcoming environment and take part in recreational badminton while 

socialising with peers offering support. 

 

                                                

 

6
 ‘What is a Community Sport Hub’ sportscotland. Available at: https://sportscotland.org.uk/clubs/what-is-a-

community-sport-hub/  
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In all the cases highlighted, in addition to better understanding the local community, a key 

factor in the success of these initiatives to remove barriers has been sports clubs working in 

partnership with a range of organisations, such as the NHS, social work departments, 

schools, GPs, sport for change organisations, and non-sport third sector organisations. 

These organisations contribute resource and expertise that the Hubs may not otherwise have 

access to and recognises the contribution sport can make to multiple outcomes. 

1.3.2 Investment and support direct to sports clubs 

As stated in our Corporate Plan, sportscotland believes “sports clubs are an essential part of 

the sporting system and are part of the fabric of their local communities”.7 sportscotland 

offers a range of investment and support to help sport clubs develop (regardless of whether 

or not they are part of a CSH). This support has been extended in recent years and often 

provides assistance to clubs and community sport providers to remove barriers to 

participation. This support includes: 

 Operating a Direct Club Investment funding programme to support clubs to sustainably 

grow their active membership. This is a multi-year, flexible funding programme that 

allows clubs to develop against their specific needs, including those to remove barriers to 

participation for their local communities. To date, awards have been made to 122 clubs, 

totaling over £2.9m, covering the period 2013-14 to 2019-20. 

 Investing in club and community sport facilities, where the need and impact is 

greatest and the outcomes are clear. We are committed to ensuring that sports 

facilities are well planned, and are affordable, accessible and inclusive to people who 

want to get involved and stay involved in sport and physical activity. We  use our 

expertise in the planning, design and delivery of sports facilities to help clubs and 

community groups develop their places for sport. We are committed to developing 

this area of our work, and will continue to offer clubs and community groups support 

through the publication of guidance notes, case studies and our time. We invest 

through our Sports Facilities Fund, and have through time limiterd specific streams 

including the Legacy 2014 Active Places Fund and the CashBack for Sports Facilities 

Fund. Our investment through our Sports Facilities Fund is moving progressively 

towards prioritising projects that will provide opportunities for people to get involved in 

sport and physical activity who share protected characteristics that are under-

represented in sport or are located in or serve SIMD areas.  

 Continuing as a funding partner of the Awards for All programme, providing small 

grants of £500 to £10,000 to sports clubs and community sport providers. Clubs must 

demonstrate that these grants will contribute to one of the four programme outcomes: 

people have better chances in life; communities are safer, stronger and more able to 

work together to tackle inequalities; people have better and more sustainable services 

and environments; or people and communities are healthier. 

 Supporting clubs to become well organised, better connected, well promoted, and 

sustainable, with great people and places, through an on-line self-improvement tool, 

housed on sportscotland’s Help for Clubs site.  

                                                

 

7
  sportscotland (2015) Raising the bar: Corporate Plan 2015-2019. 
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1.3.3 SGB development 

SGB investment from sportscotland is linked to a single plan for the sport which takes a 

medium to long term approach showing how the sport will develop, and at the same time 

contribute to the changes expected from the investment made by sportscotland. 

sportscotland supports clubs and club development, the sports pathway and people 

development through a network of professional governing body staff and activities that 

provide sport-specific expertise. 

Whilst sports activities are often small scale and localised, this partnership with SGBs 

provides sportscotland with the ability to work at a scale and reach which supports sport to 

systematically address inequalities in and barriers to participation. The relevant headline 

development outcome for sportscotland’s investment in SGBs is “retaining and where 

applicable increasing membership through a systematic approach to development”. This is 

underpinned by a secondary outcome to “increase the number and improve the quality of 

what clubs offer to better meet the needs of participants”.8 

The Equality Standard for Sport9 has been a primary driver for our equality and inclusion 

work with SGBs. The Standard is a framework for assisting sports organisations to widen 

access and reduce inequalities in sport and physical activity from under represented 

individuals, groups and communities. The resulting action plans developed as SGBs 

progress through the four levels (preliminary, foundation, intermediate and advanced) outline 

the steps they will take, including removing barriers to participation. Scotland leads the way 

across the home counties in progression against the Standard, with more SGBs on the upper 

two levels (13 across intermediate and advanced), than any other home country. 

Since 2012, sportscotland has significantly grown the number of SGB Regional 

Development staff in post, ensuring that there are more professional people working with 

local sport clubs to help them build their capacity and capability. sportscotland currently 

invests up to £5.9m annually in SGB development staff, a proportion of which supports 

around 100 regional development staff across 33 SGBs working directly with clubs and other 

partners to make clubs sustainable, support their volunteers, help them grow and improve 

what they offer to their communities. This regional approach ensures that the work with 

SGBs on equality and inclusion reaches the grassroots of sport and that SGB’s clubs are 

supported to remove barriers to participation. 

In 2017/18, Scottish Government invested an additional £2million in SGBs through 

sportscotland. This funding is ring-fenced to further support SGBs in delivering the priorities 

outlined in the Minister’s strategic guidance letter10 and Scottish Government’s endeavours to 

improve healthy lifestyles by engaging with individuals who are currently inactive. SGBs will 

                                                

 

8
 sportscotland (2015) sportscotland Investment Principles: 2015 - 2019 Local Authorities and Scottish 

Governing Bodies investment principles and outcomes. Available at: https://sportscotland.org.uk/about-
us/investment-reporting/sportscotland-investment-principles/  
9
 ‘Equality Standard for Sport’ Equality in Sport. Available at: http://equalityinsport.org/ 

10
 Scottish Government (2016) Strategic Guidance Letter for sportscotland 2016-17 and 2017-18. Available at: 

https://sportscotland.org.uk/media/2467/strategic-guidance-letter-for-sportscotland-2016-17-and-2017-18-sgh.pdf 
The Minister for Public Health and Sport has issued sportscotland with a strategic guidance letter covering the 

period to 31 March 2018. The strategic guidance supports us to ensure we continue to build on our contribution to 
the Scottish Government’s key priorities. Alongside our Corporate Plan 2015-19, the strategic guidance is the key 
driver for our business plan. 
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be required to expand their reach to the inactive and underrepresented in sport, including 

women and  girls and older people, and to tackle inequality and discrimination in participation 

in sport particularly in LGBTI discrimination, as well as to further enhance child protection 

measures. sportscotland has worked with SGBs to identify where they can deliver impact, 

and details of the work being undertaken will be available later in 2017. 

Examples of SGB work to reduce barriers to participation 

 Netball Scotland have introduced Bounce Back to Netball (BBN) and Walking Netball.  

BBN aims to attract people back into netball or to give those who had never tried the 

sport the opportunity to participate in a social rather than competitive environment. 

Walking Netball is targeted at members of the community who wish to participate in low 

impact physical activity to enhance their overall health and wellbeing. 

 Royal Yachting Association Scotland (RYAS) has grown its disability programme. 

They developed nine RYAS Sailability Centres across Scotland offering access to sailing 

for people with disabilities. Each Sailability Centre is an affiliated club which has adapted 

its facilities and provision to accommodate people with disabilities. 

 Scottish Squash and Racketball are focusing on inclusion and participation 

opportunities for the BME community, partnering with the Al-Farooq Community Centre 

and Mosque in the Govan area of Glasgow, and the Well Foundation Sport Academy 

based out of Ravenscraig Regional Centre in Motherwell. 

 Judo Scotland’s Judo Girls Rock initiative aims to increase participation of young 

females, a demographic who are currently under-represented in the sport, with a focus on 

girls from areas of social deprivation, and those girls who are not currently participating in 

physical activity. The sessions focus on physical movement, based on dance, gradually 

introducing judo, to maximise engagement. As cost is a barrier to many in the areas 

these sessions are being delivered in, the sessions are offered at a cost of £1 a session, 

with a loyalty card scheme. 

 Scottish Rowing are working with partners to engage youth from areas of high 

economic deprivation in Glasgow. The Rowing Youth Collective is a youth-led project 

based at the Firhill Basin on the Forth & Clyde Canal, which aims to engage with young 

people who would be unlikely to engage at traditional settings and are disengaged with 

education and sport. 

 

1.3.4 Local planning for sport 

Local authorities are the major financial investors in sport and physical activity across 

Scotland, are responsible for over 90% of public expenditure on sport and are the main 

providers of sports facilities across the country. sportscotland is committed to working with 

all local authorities, associated trusts and community planning partners to strengthen the 

local infrastructure for sport and contribute to a world class sporting system for everyone in 

Scotland. 

As with SGBs, working with local authorities provides us with the ability to work at scale. 

Local authorities play a crucial role in ensuring sport is developed and delivered in a manner 
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that accounts for community needs and addresses inequalities in and barriers to participation 

locally. 

A key component of our work with local authorities is our commitment to supporting local 

planning for sport. sportscotland is playing a key role in the leadership and facilitation of 

developing local strategic plans for sport and physical activity. 

We work closely with local community planning partners to develop and deliver integrated 

plans, informed by local and national data, and contributing to wider local community 

outcomes, social outcomes and the outcomes for sport and physical activity.. 

This process has resulted in a broader ownership of the sporting system and increased 

understanding of how it contributes to wider community plan and national outcomes, 

ensuring better delivery of services and use of shared resources. There has been strong 

political engagement and support for strategic planning for sport locally, which, in some 

instances, has aided the protection of local resources for sport. 

To date we have worked with eight local authority areas11 to complete strategies or 

frameworks and have been responsible for driving collaborative working across multi 

agency/partners to establish local Leadership Groups to develop new integrated strategies/ 

frameworks and plans 

Examples of local planning for sport to reduce barriers to participation 

 Dundee - sportscotland led the facilitation and development of an overarching Physical 

Activity Strategy for Dundee with four underpinning frameworks; Sport & Recreation, 

Play, Dance and Active Living. A multi agency leadership group has established with 

representation from across the health, local authority, university, third sector and other 

key partners to shape the direction of physical activity in the city. Within the sport and 

recreation there is a clear flow from a vision of an active city, to a priority that ‘everyone 

will have the opportunity to get involved and participate in sport and stay involved 

throughout their life’, to an outcome that ‘Dundee has an increased number of people 

overcoming barriers to participation allowing them the opportunity to be involved in 

community sport’. 

 Argyll & Bute - sportscotland  led the formation of a multi-partner Leadership Group 

including NHS Highlands and Islands, third sector, Council departments and  Community 

Planning Partnership and facilitated the development of a Sport and Leisure Framework.  

Following committee approval, the full Strategic Leadership Group continues to operate 

providing accountability for the resourcing and delivery of the priorities and outcomes 

within the framework. Making sport accessible to everyone is a clear priority within this 

framework, including affordability, catering for all ages, accessibility of opportunities, and 

understanding local need. 

 

                                                

 

11
 sportscotland has worked with: Argyll & Bute, Dundee, East Renfrewshire, Inverclyde, North Ayrshire, 

Renfrewshire, Stirling, Shetland Islands. We are leading and facilitating the development of further strategic plans 
with Angus, Clackmannanshire, Edinburgh and North Lanarkshire. We are also having discussions with 
Aberdeenshire, Dumfries and Galloway, and West Dunbartonshire, with regard to support in the forthcoming year. 
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2. Community & Volunteers 

People are one of the three key enablers of the World Class Sporting System that 

sportscotland works to deliver. Our work in this area covers both leaders and deliverers, 

whether they are paid or voluntary; coaches, officials, administrators, and professional staff. 

2.1 sportscotland policies and plans 

Our corporate plan identifies the key need to improve our shared understanding of how 

sport’s voluntary workforce is changing, including people’s needs, challenges and barriers. 

This will help identify effective actions to reduce inequality in the workforce for sport, and 

develop better, more targeted opportunities for workforce development. 

Our relevant impact measures in this area are: 

 We will have taken a planned approach to increasing the number, quality and diversity of 

coaches working in schools and education, and clubs and communities. 

 We will have used the Coaching Scorecard to drive quality improvement in the 

development of coaching strategies, ensuring there are more coaches with the right 

qualifications working in sport and improving opportunities for those currently under-

represented in coaching. 

 We will have provided a range of leadership opportunities to young people so they are 

encouraged and supported to reach their potential in leadership roles. 

Coaching Scotland, our framework to guide the sport sector’s development of coaches and 

coaching in Scotland, is currently undergoing a refresh and is due to be re-published later in 

2017. 

2.2 sportscotland research and data 

In the most recent academic year for which data is available (2015-16), there were over 

19,000 volunteer deliveres in Active Schools. This is 87% of all deliverers within the 

programme. 

There are over 50,000 qualified and active coaches affiliated to SGBs. 

Coaching in Scotland 201712 represents the findings from the largest survey of coaches in 

Scotland (540 coaches), conducted across multiple sports. The survey results provide 

valuable evidence for Sports Councils, Governing Bodies of Sport and other organisations 

who are developing workforce strategies or planning support services for our coaches. Key 

findings from this report include: 

 Who responded to the survey: 58% of coaches in the survey were male and 40% were 

female. 13% were disabled and 97% were white. Two-thirds of the coaches were aged 

over 35. 

 Volunteering: Just under three-quarters of coaches in Scotland volunteer some of their 

time to coach. 59% of coaches volunteer the significant majority of their coaching time 

                                                

 

12
 sports coach UK (2017) Coaching in Scoland 2017. Available at: 

https://sportscotland.org.uk/coaching/coaching-in-scotland-2017/  
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(80% or more of coaching is unpaid). Around half of volunteers coach for three hours or 

less per week. 

 Entry into coaching: Two key entry stages into coaching are 16-24 and 35-44.The most 

common reason (71%) for starting to coach is a love of the sport and wanting to share 

this with others. 24% of coaches started coaching through their children and 20% wanted 

to start a career in coaching. 

 Benefits of being a coach: Coaches in Scotland were almost unanimous that being a 

coach makes them feel proud to help others and make a positive contribution to their 

community. 

2.3 sportscotland programmes and activities 

As a core area of the world class sporting system and our business plan, sportscotland 

deliver a significant level of investment to partners and direct activity to support volunteers in 

sport. We invest in and contribute to coach and volunteer development infrastructure, 

building the systems and processes that support coaches and other volunteers in sport, 

including investing in 35 SGBs to support coaching network posts and coaching programme 

delivery. In 2016-17, we had almost 12,000 attendances by coaches accessing a range of 

learning and development opportunities, delivered by SGBs and directly by 

sportscotland. Whilst impossible to cover all of our work in this area, a number of areas 

relevant to the Committee’s questions are highlighted here. 

2.3.1 Coach education: UKCC and multi-skills awards 

Working closely with SGBs, we continue to support coach education opportunities, with over 

3,300 people offered direct subsidies to complete UKCC qualifications across 26 different 

sports in 2016-17. This resulted in the largest investment of grants we have ever made in 

any one year. 

Whilst coaching qualifications are not required to start a volunteer’s coaching journey, 

assisting another coach in a club, they help provide the skills and confidence that can help 

retain volunteers and allow them to build-up to leading activity on their own. Providing grants 

direct to individuals to subsidise sport-specific UKCC qualifications is one element of 

ensuring volunteering in sport is accessible by reducing a potential cost barrier. 

Recognising that some volunteers delivering activity will do so in an environment that does 

not focus on a single sport, sportscotland offers both Introduction to Multi-skills and the 

Multi-skills Award.  These courses are useful for volunteers just getting started in coaching 

and working with children in a multi sport environment, or can support sport specific coaches 

to instill fundamental movement skills which help progression within an individual sport. The 

courses are interactive and focused on creating a positive environment for child development 

and giving practical knowledge and ideas that can be used right away. 

2.3.2 Managing and supporting coaches and other sports volunteers 

sportscotland offers ‘Supporting Coaches’ and ‘Volunteer Management for Clubs’ workshops 

as part of our volunteer management CPD offering to support those that develop and 

manage their club/organisation. 
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Supporting Coaches is a 3 hour classroom-based workshop designed to help attendees to 

recruit, develop, recognise, reward and ultimately retain coaches more effectively. It gives 

them the opportunity to share their own good practice with others and pick up new ideas. The 

workshop is aimed at people who have a responsibility for recruiting, developing and 

retaining coaches, such as coaching coordinators, volunteer coordinators, committee leads, 

head coaches, manager of coaches, and sport development officers. 

Volunteer Management for Clubs is a similar workshop with a focus on recruiting and 

retaining club committee members. It covers key areas that are required to build a strong 

network of volunteers within a club, specifically committee members, as well as the 

abundance of helpers who sometimes do the small things that make the big difference. The 

workshop is aimed at sports club representatives who may have a role in the recruitment, 

support & development and recognition & reward of club volunteers that the club needs to 

develop, manage, administrate and lead their club. 

We also provide a range of generic and bespoke volunteer management CPD opportunities 

to professional staff within the Active Schools Network, which is tailored to the context of 

volunteers within that programme (e.g. high numbers of parents, and further and higher 

education student within the volunteer workforce). 

2.3.3 Young people as leaders 

Developing young people as leaders in sport continues to be a priority for sportscotland. We 

are working in collaboration with partners to ensure young people have access to a range of 

leadership roles in sport and physical activity and are supported by key individuals and 

organisations. 

We have identified key roles for young people as leaders in sport. The roles are not the only 

ones that a young person can undertake but they are likely to have the most significant 

impact on the system. They are young people as deliverers/coaches, technical officials, 

event/ competition organisers, decision makers and ambassadors. We have created a range 

of opportunities aligned to these roles, including: 

 Young Ambassadors: Each year, two pupils from each secondary school in Scotland 

are chosen as Young Ambassadors to promote sport, and motivate and inspire other 

young people to get involved in sport in their schools, clubs and local communities. 

 Young Decision Makers: Motivate and engage Community Sport Hub officers to 

facilitate the involvement of young people as decision makers within hub steering groups. 

 Competition Organiser Training: Establishing a local network of tutors who train young 

people to to undertake the competition organiser role 

 Young People's Sports Panel: A panel of young people recruited to take on a 

leadership role in the sporting system. This then consists of consultation and facilitated 

engagement with the sport panel on the sporting system and on a range of sportscotland 

business activity. 

In addition, through the sportscotland School Sport Award, we encourage schools to put 

young people at the forefront of decision making, planning and implementation processes 

around sport in their school. All 509 schools engaged in the Award in 2016-17 academic year 

are expected to have an active committee. 
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3. School Estate 

People and communities in Scotland need access to the right quality of sports facilities 

infrastructure with the capacity to meet their needs and provide a positive atmosphere and 

culture that makes them feel welcome. All partners need to work collaboratively to ensure 

that a strategic and integrated approach is taken towards planning, improving, maintaining 

and protecting this infrastructure. A key focus should be to improve our shared 

understanding of the needs of sport, to ensure we make the best use of our collective time, 

investment and expertise in the planning, design and management of sports facilities. 

3.1 sportscotland policies and plans 

In describing the sporting system, sportscotland recognise the connection between schools, 

education and places for sport is also important. The role of the school, college and 

university estate in providing places for sport must continue to be a priority for all partners in 

order to ensure facilities support opportunities for young people and communities to take part 

in sport. 

Improving community access and usage of the school estate for sport contributes to one of 

our four Places impact measures: 

 We will have made places for sport a more integral part of planning for sport, both locally 

and nationally. 

3.2 sportscotland research and data 

The sportscotland School Estate Audit (2013)13 provides the most comprehensive source of 

data on access and usage of the school estate for sport. The headline findings of this report 

include: 

 There are thousands of sports facilities in this overall school estate including sports halls,  

pitches, multi-use outdoor areas, swimming pools, running tracks, and tennis courts. 

 In terms of availability to the community, the majority of this estate is available for public 

use. 79% of facilities in primary schools and 98% in secondary schools are available for 

community use. 

 The average availability for schools during term time is 4-4.5 hours on weekdays and 7-8 

at weekends. During school holidays the average is 8.5 hours for primary schools and 

12.4 hours for  secondary schools. 

 In terms of uptake and use of facilities, around a third of the available time is utilised 

across the school estate: 35% of indoor space and 19% of outdoor space is used during 

term time (17% indoor and 19% outdoor during school holidays). 

 However it is important to recognise that use of secondary schools (where facilities are in 

general better suited to a wider range of sports) is significantly higher than primary 

schools. During term-time 61% of indoor space and 40% of outdoor space is used in 

secondary schools(43% indoor and 28% outdoor during school holidays). 

 

                                                

 

13
 sportscotland (2013) School Estate Audit: Sports facilities in schools. Available at: 

https://sportscotland.org.uk/about-us/our-publications/archive/school-estate-audit/  
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The main conclusions of this audit were: 

 There are a wide range of facilities for sport within the school estate and a wide range of 

sports take place in these facilities. 

 The vast majority of the school estate is available for public use both in term-time and 

during school holidays. 

 A majority of indoor space in secondary schools is used by the community but there is 

scope to increase the useage of available space across the entire estate. 

3.3 sportscotland programmes and activities 

Whilst access to the school estate remains the responsibility of local authorities, 

sportscotland is committed to working with local partners to influence and support the 

planning and programming of local facilities to maximise the use of the school and wider 

facilities estate for community sport. 

3.3.1 Places planning and design 

Our places work is focused on developing a network of quality places that provide people 

with the opportunity to get involved and stay involved in sport. This includes providing 

strategic planning advice and support to partners to ensure that a more integrated approach 

is taken to the planning and development of sports facilities and using our role in the 

statutory planning process to protect and improve the quality and capacity of playing fields 

and pitches. Our expertise in the planning, design and delivery of sports facilities is a 

valuable resource and we use this to make the places where sport happens better. 

Our research on the school estate has been a catalyst for better conversations about the 

capacity and programming of the local estate for sport. Since 2013 sportscotland’s research 

on access to the school estate has helped improve application and understanding of the 

school estate. In Glasgow, East Lothian and Perth & Kinross, the research has been used to 

identify local need, improve planning and programming of local sport, better understand local 

provision, and better utilise data. 

sportscotland’s facilities team has where possible influenced the design of new school 

projects and the upgrade of existing school facilities, locally and nationally, to provide 

accessible places which better meet the needs of schools and communities. Guidance14 and 

support is available to local authorities to make better use of their school estates. However, 

sportscotland’s input is predicated on the willingness of local authorities to engage us in this 

work, as there is no statutory obligation on their part to do so. 

3.3.2 Sports Facilities Fund 

Managing investment and the implementation of projects through our Sports Facilities Fund 

(SFF) is a core part of our places for sport work. We support projects that deliver the greatest 

impact on our participation and progression outcomes, and priorities for improvement. During 

2016-17, across all places funds (inc. the Legacy 2014 Active Places Fund and the 

                                                

 

14
 ‘Design Guidance’, sportscotland. Avaialable at: https://sportscotland.org.uk/facilities/design-guidance/  
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Cashback for Sports Facilities Fund), we invested £7.58m into 33 projects, with a total 

investment by others of £18.5m. 

Where sportscotland receive applications to SFF for school projects, these are only 

considered where there is a community sport rationale for this, in addition to the school 

benefit. This allows us to directly influence and contribute to community access to and usage 

of the school estate in these cases. In considering an application for a school based project, 

we give detailed consideration to elements such as the community access arrangements, the 

links to clubs and community groups, the plan for usage,  evidence of community need, and 

the impact of the project. We use our expertise and investment to ensure a project meets the 

needs of the community as well as the school. 

Examples of investment in school estate for community use 

 Forfar Community Campus – Opened in February 2017, with £1,250,000 sportscotland 

investment, a project to rationalise community sports provision in the town by locating 

swimming pool, sports hall, dance studio, 3G and grass pitches, and tennis courts within 

the new Forfar Academy Campus. The project delivers significant community sporting 

benefit, with sports facilities managed by ANGUSalive leisure trust ensuring community 

access. 

 Castlehead High School - £75,147 cashback funding to upgrade a pitch from blaes to 

3G synthetic surface for football and rugby use. The pitch is used by the community as 

part of the Paisley West Community Sport Hub and local community clubs. 

 Ellon Academy – sportscotland’s £500,000 investment in the swimming pool at the new 

build Academy secured community access to the pool, sports hall, gymnasias and 

outdoor sports facilities. This investment has allowed us to successfully influence the 

move towards the Academy becoming a Community Sport Hub. 

 

3.3.3 School-based Community Sport Hubs 

The Community Sport Hubs project includes a focus on establishing and developing school-

based Hubs. Bringing the school, clubs and community groups together, along with the Hub 

ethos of understanding community need, can help to ensure that appropriate community 

access to the school estate is made available and that community usage can be maximised. 

As of the end of 2016/17, 54% (96 of 179) of operational Community Sport Hubs are school-

based. Community Sport Hubs are delivered in partnership with the local authority, ensuring 

that there is full commitment to delivering community access to the school estate from the 

outset. 
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4. Commonwealth Games Legacy 

On your marks: A games legacy for Scotland15 identified sportscotland as one of the 

partners in delivering the Active legacy of the Glasgow 2014 Commonwealth Games. This 

included a commitment that “sportscotland will invest £25.5m on specific elements of the 

legacy plan, particularly on helping prepare our most talented athletes for major events 

running up to 2014 and on coaching, volunteering, community sports hubs and facilities”. 

Within the ‘Active Legacy’, Community Sport Hubs were set out as the primary contribution of 

sportscotland to the Games legacy. 

4.1 sportscotland policies and plans 

In our 2009-10 annual report16, sportscotland set out that “specific to the Scottish 

Government’s Games legacy plan, we are focusing on two key areas. Firstly, we are 

developing a long-term sustainable community based activity infrastructure through our work 

on community sport hubs. Secondly, we are working to strengthen and develop Scotland’s 

performance sport network to provide a world-class system.” 

Delivering an active legacy of the Games has always been mainstreamed into our corporate 

and business plans, rather than sitting separately. As noted by then Minister for 

Commonwealth Games and Sport, Shona Robison MSP in our 2011-12 annual report17, we 

used the Games “to accelerate [our] plans, increase the profile of sport, and motivate more 

organisations and individuals to become involved in sport”. 

Within our current 2015-19 Corporate Plan18, this aim continues to be articulated through 

our participation outcome “you will have the opportunity to get involved and participate in 

sport, and stay involved throughout your life” and one of three related impact measures: 

 We will have increased the number and diversity of people playing sport in schools and 
sports clubs. 

4.2 sportscotland research and data 

Whilst Scottish Government is responsible for collecting overall physical activity and sport 

participation data through the Scottish Health Survey and Scottish Household Survey, 

sportscotland is responsible for collecting data directly related to our investments. Across 

our key programmes aimed at increasing participation, the data suggests a positive legacy. 

Within the Active Schools programme we have seen growth of over 12% in both 

opportunities (activity sessions) and participation (participant sessions) between the 2013-14 

and 2015-1619. 

                                                

 

15
 Scottish Government (2009) On your marks: A games legacy for Scotland. Available at: 

http://www.gov.scot/Publications/2009/08/21141849/8   
16

 sportscotland (2010) Focus: Annual Review 2009-10. Available at: https://sportscotland.org.uk/about-us/what-

we-do/publications/annual-reports/  
17

 sportscotland (2012) Developing and supporting a world class sporting system: Summary of progress 2011-12. 

Available at: https://sportscotland.org.uk/about-us/what-we-do/publications/annual-reports/ 
18

 sportscotland (2015) Raising the bar: Corporate Plan 2015-2019. 
19

 This compares academic year directly before the 2014 Commonwealth Games and the most recent academic 
year for which full data is available. 2016-17 academic year data can be provided when available. 
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During our current corporate planning cycle, we have continued to see growth in key 

indicators relating to number of individuals participating in Active Schools and SGB affiliated 

clubs, used to measure progress against the relevant impact measure outlined above (see 

4.1). 

Indicator 2015-16 2016-17 Percentage change 

Distinct participants in Active Schools 275,298 289,818 +5.3% 

Playing Club Members affiliated to SGBs 756,332 773,714 +2.3% 

4.3 sportscotland programmes and activities 

As noted above, Community Sport Hubs is the primary sportscotland activity delivering 

against the active legacy of the 2014 Commonwealth Games. However, sportscotland 

investment in facilities is also relevant to the questions posed by the Committee. 

4.3.1 Community Sport Hubs 

The development of Community Sport Hubs is covered in section 1.3.1, with further details in 

section 3.3.3 above. Here we provide some further information about our efforts to ensure 

community benefit across Scotland. 

We have repeatedly increased the scale of our ambitions for Hubs, ensuring that they are 

being established and benefitting communities across Scotland. Having initially committed to 

piloting one Hub in every local authority by 2012, a target was then set to establish 100 Hubs 

by 2014.20 This was increased to a target of 150 Hubs by April 2016. Having met this target, 

our intention is to continue to roll out this successful model for community sport to more 

communities across Scotland. A new target has been set of 200 Hubs by 2020. At the end of 

2016-17 there are 179 Hubs operational. Along aside the expansion of the Hubs project, we 

are committeed to continuous improvement of existing Hubs. 

One example of this commitment to continuous improvement, ensuring that Hubs provide 

opportunities to participate in sport and benefits to the communities they serve, is our current 

focused work with the Hubs located in communities in the lowest 5% of Scottish Index of 

Multiple Deprivation (SIMD) areas. 

We are providing additional support to seven existing Hubs in these communities to enhance 

their local offer, including undertaking focused work with young people to understand their 

specific local needs and facilitate their involvement in the development of the Hubs. In 

keeping with the community-led ethos, each of these Hubs is taking a different approach. 

The seven existing focus Hubs are in Dundee, Perth, Paisley, North Ayrshire and Glasgow. 

We are also looking at additional opportunities for new hubs in the most deprived areas. 

  

 

                                                

 

20
 Scottish Government (2011) A games legacy for Scotland: Update 2011. Availble at: 

www.legacy2014.co.uk/sites/default/files/AnnualUpdate2011_0.pdf 
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Examples of Hubs in lowest 5% SIMD areas delivering community benefits 

Dalry CSH – Worked with sport and non-sport partners to deliver an intensive 4-week course 

to 10 unemployed individuals providing sports coaching skills and qualifications, with on-

going employment support and volunteering opportunities. 5 of 10 particpants have applied 

for college, 3 succesfully secured places, 2 have applied for relief coaching positions, 3 

continuing with further qualifications, 4 volunteering in existing Hub clubs, 2 setting up new 

Hub clubs (badminton, bowls). 

North Perth CSH - The Hub identified that a significant number of individuals from the local 

area who accessed the food bank found it difficult to cook healthy meals. It also found there 

was a lack of participation from the community in the local clubs. Hub clubs collaborated with 

Perth and Kinross Council to deliver three blocks of sessions lasting 90 minutes for local 

families, combining a cooking class, arts and craft activities and a sports session delivered 

by Hub clubs. Across the three venues 36 families participated in the programme. 

 

4.3.2 Investment in Games facilities and equipment for community use 

sportscotland invested in 7 of the 13 venues used for the Glasgow 2014 Commonwealth 

Games. This investment helped to ensure that these facilities created a lasting legacy for 

sport beyond the Games, supporting communities to become involved in sport and physical 

activity. 

The Commonwealth Games venues which received funding from sportscotland were: 

 Tollcross Swimming Pool £930,000  Scotstoun Sports Centre £5,175,000 

 Royal Commonwealth Pool £5,000,000  The Emirates Arena £15,000,000 

 Kelvingrove Pavilion £100,000  Strathclyde Park £600,000 

 Glasgow Green Hockey Centre £238,000 

All of these facilities continue to have significant community use, managed through the local 

operator. 

In addition to the investment in Games facilities, by investing £650k we were able to leverage 

more than £2m worth of sports equipment from Glasgow 2014 Ltd. More than 5,800 pieces 

of equipment were allocated free of charge across Scotland’s 32 local authorities, benefitting 

schools, over 30 clubs and 13 facilities. Furthermore 13 SGBs received sport-specific, 

technical equipment. 

Of particular note was the inclusion in this investment of the running track used for the 

athletics at Hampden Park. Our investment included the dismantling, uplifting and delivering 

the track to Grangemouth Stadium in Falkirk and Crown Point Sports Centre in Glasgow. 

This was the first time this has been done anywhere in the world. 

This approach allowed us to ensure that the physical infrastructure and sports equipment 

built and purchased for the Commonwealth Games will not only provide a lasting legacy for 

community sports participation, but will do so across Scotland.  
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4.3.3 Additional sports facilities investment and Legacy 2014 Active Places Fund 

The facilities legacy of the Glasgow 2014 Commonwealth Games was not limited to 

competition venues. Significant funding has also been directly invested into facilities across 

the country which has helped the Glasgow Commonwealth Games sports to build on the 

enthusiasm generated by Games. Between 2007 – when Glasgow was awarded the Games 

– and 2014, sportscotland invested £24million to improve a range of swimming, athletics, 

badminton, boxing, cycling, gymnastics, hockey, lawn bowls, rugby, shooting, squash, and 

table tennis facilities throughout Scotland. 

Recognising that interest in Games sports was not the only active legacy possible from the 

Games and would not suit all audiences, sportscotland worked with Scottish Government to 

develop and deliver the Legacy 2014 Active Places Fund.  This £10 million fund was 

launched in 2012 and through five investment rounds a total of 188 projects were supported 

across all 32 local authorities.The aim of this fund was to support local communities to 

improve the physical activity infrastructure, encouraging more people to be active or 

participate in sport and take pride in their local community. Grants have supported a very 

wide range of projects led by the community for the community - such as new bike or skate 

parks, outdoor adventure facilities, walking routes and new projects within the school estate.  
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Technology and Innovation in Health and Social Care 
 

 Summary of Evidence 
 
This paper summarises the written evidence received following the 
Committee‟s call for evidence on Technology and Innovation in the NHS. The 
Committee received 73 responses. A list of respondents is available in Annex 
A. The following details the main themes but is not intended to be an 
exhaustive account of all of the evidence. 
 
Question 1: What do you consider have been the main successes of the 
existing Scottish Government’s eHealth and telecare/telehealth 
strategies and why?  
 

Many responses noted the Scottish Government has been following the right 
strategic direction and some commented the approach taken in Scotland has 
received international recognition (TINN002, TINN019, TINN060). Edinburgh 
Medical School noted the 2014-17 strategy was ambitious and although some 
targets have been missed there has been progress in a number of areas 
(TINN010).  
 
Chest, Heart and Stroke Scotland noted existing strategies have led to 
exploration of digital solutions for health and social care services which are 
particularly valuable in remote or rural communities (TINN014).  
 
The willingness to approach new ways of working (TINN031) and having a 
strategy for Scotland and not just for the Scottish Government (TINN054) 
were praised.  
 

 Communication and leadership 
The establishment of the Digital Health Institute  and the Scottish Centre for 
Telehelath and Telecare were welcomed (TINN017, TINN019, TINN057, 
TINN060, TINN067). Improvements in the delivery of national programmes of 
work were also noted with improved communication visibility and oversight 

https://dhi-scotland.com/
https://sctt.org.uk/
https://sctt.org.uk/
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coming from the e-health Strategy Board1 (TINN060). The contribution of the 
Clinical Change Leadership Group2 was also noted (TINN060, TINN063). 
 
A number of submission highlighted improvements in communication 
technology including NHS mail (TINN043, TINN053). Submissions noted 
previous strategies have supported people manage their own health and 
wellbeing and interact with NHS Scotland and their GPs (TINN043, TINN059). 
The Royal Pharmaceutical Society in Scotland commented there have been 
successes “resulting in improved patient journeys, better use of skills mix and 
sharing of essential information between health professionals” such as direct 
referral service for community pharmacists to out of hours and NHS mail for 
community pharmacists (TINN047).  
  
Many submissions were supportive of the Technology Enabled Care 
Programme (TEC), which aims to resource evidence-based interventions and 
develop the infrastructure to implement successful, evidence-based eHealth 
solutions at scale (TINN010, TINN022, TINN030, TINN054, TINN068). Argyle 
and Bute Health and Social Care Partnership (HSCP) commented the TEC 
programme has enabled it to try different ways of working including integrating 
their telecare and home health monitoring service together and testingnew 
technology (TINN021).  
 
The Small Business Research Initiative which helps small businesses bid for 
NHS contracts was seen as a success (TINN040, TINN041), although some 
problems with the scheme were highlighted by Crohn‟s and Colitis UK 
(TINN041). 
 

 Telehealth and virtual clinics  
Programmes such as the Telecare Development Programme and redesign of 
NHS inform and NHS24 infrastructures were seen as being successes of 
previous strategies (TINN017, TINN019, TINN053).  
 
Developments in telehealth/ telecare, video conferencing and virtual clinics 
were welcomed (TINN053, TINN065, TINN067 TINN068). Many responses 
highlighted the benefits of using telemedicine for people living in remote and 
rural communities, including the islands (TINN058). NHS Ayrshire and Arran 
highlighted the benefits of telehealth such as reducing staff travel time, patient 
travel time and improved supervision and support for remote and island 
clinicians (TINN058). Specific examples were highlighted such as monthly 
respiratory consultant/specialist nurse virtual clinic consultations between 
Caithness General Hospital and Raigmore in Inverness (TINN005) and work 
in Argyle and Bute where obstetrics patients are able to remotely attend the 
consultant clinic and link with their midwife (TINN021). 
 

                                                 
1
 The eHealth Strategy Board aims to ensure the alignment of eHealth Strategy with key 

policy statements.  
2
 The Clinical Change Leadership Group (CCLG) was established to bring together senior 

clinicians from across NHS Scotland, who are involved in eHealth and who provide clinical 
advice to the national eHealth Programme Board. 

http://www.ehealth.nhs.scot/groups/strategy-board/terms-of-reference/
http://www.ehealth.nhs.scot/groups/clinical-change-leadership-group/
http://www.jitscotland.org.uk/action-areas/telehealth-and-telecare/technology-enabled-care-programme/
http://www.jitscotland.org.uk/action-areas/telehealth-and-telecare/technology-enabled-care-programme/
https://sbri.innovateuk.org/
http://www.jitscotland.org.uk/resource/telecare-development-programme-final-report/
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The Care Inspectorate noted in their joint inspections they have seen 
increased investment in telecare and telehealth. This has included lower level 
technology such as community alarms through to teleconferencing and 
diagnostic support (TINN016). 
 
Telehealth and telecare were seen by the Royal College of Emergency 
Medicine Scotland (RCEM) as one of the ways to reduce emergency hospital 
admissions. They note home monitoring can improve outcomes and decrease 
hospital admissions for patients with diabetes, hypertension and heart failure 
and chronic obstetric pulmonary disorder (COPD) (TINN030). 
 
However, Edinburgh Medical School cautioned that Scotland‟s initial lead 
telecare has been eroded as equipment has aged (TINN010).  
 

 Health data and electronic records  
A number of developments in health data were identified including the 
establishment of the Farr Institute, SPIRE (GP data) and the Scottish Health 
Research Register (SHARE)3 (TINN058). The ability (and future) potential to 
link data at patient level from different sources was seen as a key strength 
(TINN015) as is the ability to share data across sectors and services 
(TINN045).  
 
Advances in data sharing were also recognised including the establishment of 
data sharing and innovation programmes (TINN060,TINN065). There have 
also been developments such as access to the Key Information Summary and 
the emergency care summary and electronic referrals to hospital (TINN010, 
TINN043, TINN058, TINN060 TINN063).The PACS system which centralised 
x-rays and CT scans was also mentioned (TINN043).  
 

 Examples of initiatives:  
A number of successful initiatives were highlighted in individual responses 
these included:  

o Hospital Electronic Prescribing and Medicines Administration 
(HEPMA) (TINN010, TINN060, TINN063)    

o Developments in pharma technology and improved efficiencies 
created by the Chronic Medication Service (TINN043)  

o Florence text monitoring  - a simple texting system with viewable 
responses and alerts (TINN036).  

o My Diabetes My Way (TINN050) (TINN057) 
o Clinical portal –a virtual electronic patient record that draws from 

existing patient record databases into one view (TINN057) 
o MasterMind  
o Beating the Blues  
o RefHelp (TINN043) 
o SciGateway (TINN043) 

                                                 
3
 The Scottish Health Research Register is a register of patients willing to allow their data and 

spare blood to be used to identify them for research projects and anonymised genetic 
research.  

http://www.farrinstitute.org/
http://spire.scot/
http://www.ehealth.nhs.scot/case-studies/hepma/
http://www.communitypharmacyscotland.org.uk/nhs-care-services/services/chronic-medication-service/what-is-the-chronic-medication-service/
https://www.getflorence.co.uk/
http://www.mydiabetesmyway.scot.nhs.uk/
https://mastermind-project.eu/
http://www.beatingtheblues.co.uk/
http://www.refhelp.scot.nhs.uk/index.php?option=com_content&task=view&id=490&Itemid=104
http://www.sci.scot.nhs.uk/products/gateway/gateway_prod_overview.htm
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Question 2: What do you consider have been the main failures of the 
existing Scottish Government’s eHealth and telecare/telehealth 
strategies and why?  
 
The responses to this question covered a wide range of areas. Mydex CIC 
commented that the “Scottish Government‟s strategy and Parliament‟s 
legislation continue to take an organisation-centred approach to health and 
care” (TINN027). NHS Education for Scotland noted the focus on clinical 
systems meant business critical support has not been co-ordinated and 
supported in a cohesive and enabling manner (TINN038). Scottish Health 
Innovations Ltd believes existing strategies have “missed the opportunity to 
effectively promote innovation as a core activity within NHS Scotland and 
recognise the entrepreneurial talent within our health service and the drive of 
innovation from within” (TINN031). 
 

 Monitoring and evaluation  
A number of submissions, including that from Professor Christoph 
Thuemmler, noted the success of the Scottish Government‟s strategy is 
extremely difficult to measure and quantify as there are only experimental 
implementations and no standard applications that can be evaluated with 
health economic tools (TINN006). Others commented that no clear 
performance indicators were specified and the strategies could say more on 
the need to be able to demonstrate improved outcomes (TINN022 TINN031, 
TINN049 TINN069). Tunstall Healthcare noted more could be done to 
recognise success (TINN049). It was suggested that clear evidence of 
positive outcomes and benefits realisation could have been made mandatory 
(TINN059).  
 

 Implementation of strategies  
The Alliance believes the lack of a business plan to support the 
implementation of the eHealth strategy has hindered the delivery of the 
strategy. They note that the strategy aimed for at least 90% of GP practices to 
offer online booking of appointments and repeat prescription ordering by 
2017. However, there was no detailed plan to accompany this and it appears 
that this target will not be met (TINN023, TINN047 TINN072). East Lothian 
HSCP note the vision has not been consolidated operationally (TINN054). 
South Lanarkshire HSCP commented the National Digital Health and Social 
Care strategy has resulted in too many disjointed interim or separate 
documents which have not helped the development of local integrated digital 
health and care strategies (TINN068).  
 

 Disconnect between strategies and local delivery 
A disconnect between Scottish Government strategies and local delivery was 
identified in a number of submissions and this was, by some respondents, 
considered to have contributed to the slow adoption of mobile devices and 
medical technologies (TINN002, TINN054). 
 
Variations at NHS Board level was considered to have hampered the delivery 
and implementation of the eHealth strategies (TINN31, TINN015, TINN054). 
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Parkinson‟s UK noted decisions to release the majority of funding to NHS 
Boards has led to significant inequalities in the provision and coverage of 
eHealth across the country (TINN058). NHS Greater Glasgow and Clyde 
commented that further standardisation needed (TINN065) 
 
The Information Commissioners Office (ICO) noted the implementation of 
strategies has been impacted by an imbalance of decision making between 
technical leaders and clinical leaders (TINN051). 
 

 Engagement 
The Royal Pharmaceutical Society in Scotland noted a lack of communication 
and engagement with all relevant stakeholders was a failure in existing 
strategies (TINN047). The Mental Health Foundation commented there needs 
to be considerable work to create a more enabling policy environment for 
NHS and allied staff .They also note that patient and clinical engagement 
remains low (TINN017). Parkinson‟s UK commented that clinical engagement 
is difficult to achieve when introducing new ways of working into traditionally 
manually supported processes (TINN058). The Scottish Social Services 
Council commented eHealth and telecare strategies are primarily clinical and 
health orientated and that they would benefit from a greater focus on social 
service and social care (TINN022).  
 

 Lack of scaling-up 
One of the key themes identified related to difficulties scaling-up new 
technologies and deploying successful pilots at scale (TINN051, TINN042). 
Perth and Kinross HSCP noted “at times there has been a lack of clear 
direction form the centre. With too many people trailing, piloting or conducting 
tests of change and not much seems to be collated and rolled out as a 
national initiative” (TINN024).  
 
The RCEM commented there has been limited uptake of technology enabled 
health and social care initiatives (TINN030). This view was echoed by South 
Lanarkshire HSCP who stated that lack of deployment at scale and 
programmes demonstrating best practice/ outcomes have not been advanced/ 
adopted widely (TINN068). Edinburgh Medical School commented that 
telecare has been shown to be effective in the management of congestive 
cardiac failure and diabetes but progress in implementing technologies for 
these conditions have been limited and patchy (TINN010).  
 
The RCEM went on to describe how significant delays in the implementation 
of NHS24‟s Future Technology Programme has delayed other planned 
innovations including the Common Triage Tool between NHS24 and the 
Scottish Ambulance Service and the development of new modalities for triage 
such as video consulting and image transfer (TINN030).  
 

 Interoperability  
There was a view that the current strategies have failed to create NHS wide 
interoperability standards which would allow the seamless integration of a 
large number of devices and allow larger patient autonomy (TINN006). 
Justene Ewing noted there has been limited success in relation to 
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interoperability and the current strategy fails to recognise the emerging 
consumer digital health markets and the ability to make use of the data and 
information many citizens have readily available within their own control 
(TINN060).  
 
Strathclyde Institute of Medical Devices commented that underpinning IT 
systems hampers professionals from exchanging information with ease, 
creating a healthcare system that is fragmented and inefficient (TINN036). 
Problems with interoperability between health and social work were also 
raised by the Care Inspectorate and Argyle and Bute HSCP (TINN016, 
TINN021). 
 
A common theme was that all registered health professionals directly involved 
in patient care should have appropriate read and write access to a patient‟s 
health record and any new digital strategy must enable appropriate 
information sharing (TINN047, TINN048). The RCGPs note there has been a 
“real failure” to move on from the continued use of multiple incompatible 
systems and various platforms used across the NHS. For example, GP 
systems are not compatible with those used by district nurses” (TINN043). 
The lack of read and write access to a patient‟s electronic health record by 
community pharmacists is seen as an “urgent patient safety concern” by the 
Royal Pharmaceutical Society in Scotland (TINN047,TINN048).  
 

 Data sharing  
A linked theme is that of data sharing. South Lanarkshire HSCP commented 
that linking and access to information systems remains a key issue for most 
front line staff (TINN068). Problems with developing electronic records and 
data sharing was highlighted by the RCEM who noted that, despite 
improvements in secondary care, progress is still slow and “lags well behind 
most industrial countries”(TINN010). Justene Ewing noted access to data and 
the information governance issues must be addressed (TINN060).  
 
The Digital Health and Care Institute commented that guidance only goes so 
far. They go on to note “other governments have mandated and resourced 
more comprehensive common data exchange and integration approaches 
that have allowed them to accelerate beyond Scotland when it comes to 
realising the benefits of broader data sharing” (TINN057).  
 
Edinburgh Medical School highlighted there are a number of ways in which 
technology could be used to improve communication. They note 
“improvements in this area have been modest” and “progress on enhanced 
communication between patients and primary care has been very limited” 
(TINN010). Argyle and Bute HSCP comment “the absence of a national 
community nursing/Allied Health Professionals system is a disgrace 
(TINN021). Many responses focused on the lack of a patient facing portal 
(TINN021, TINN068).  
 
A number of responses focused in the implementation of the European 
General Data Protection Regulation (GDPR) which they considered was not 
well implemented and they note the NHS as a whole will struggle to meet the 

https://ico.org.uk/for-organisations/data-protection-reform/overview-of-the-gdpr/
https://ico.org.uk/for-organisations/data-protection-reform/overview-of-the-gdpr/
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GDPR targets in 2018 when the regulation comes into effect (TINN006, 
TINN069).  
 

 Future technologies  
Professor Christoph Thuemmler noted “one of the biggest shortcomings of the 
national strategy is the neglect of future technologies, such as the use of the 
Industrial Internet of Things, 5G technology, Precision Medicine (Smart 
Pharmaceuticals and Population Health Management” (TINN006). This view 
was reinforced by BMA Scotland. PA Consulting noted the focus should be 
on: secure N3 connected cloud hosting services, Agile software development, 
Software as a Service and Big Data (TINN002).  
 

 Investment 
Another common theme related to investment and resources. The Alliance 
notes there is a potential lack of funding to match strategic ambitions 
(TINN023) and investment across NHS Boards is seen to have been variable 
(TINN059) with no cohesive framework for how Scotland invests in new digital 
health and care services (TINN057). The dispersion of eHealth finances to 
local level was considered by some to have made it difficult to direct the 
necessary finance/resource at larger projects (TINN051) and the separation of 
budgets and lack of integration/ co-ordination was believed to have resulted in 
siloed services (TINN061).  
 
Tensions have also been identified between routine operation and innovation. 
The Digital Health and Care Institute notes the “eHealth leads have 
operational responsibility for maintaining a complex set of legacy systems. 
The strategies and developmental work around digital health and care place 
an unrealistic demand on this group to lead and progress next generation 
digital infrastructure, when they are barely resources to maintain the status 
quo” (TINN057).  
 
PA Consulting  commented that organisations aren‟t “holding their own risk” 
they note large number of Scotland‟s health and social care organisations 
have sought to transfer their own risk to system integrators4 (TINN002).  
 

 Legacy systems 
Argyle and Bute HSCP commented there needs to be more focus having 
modern updated systems (TINN021). A key complaint from GPs relates to the 
functionality of their systems. Operating systems such as Windows XP is no 
longer supported (TINN010) and IT in general practice has failed to keep up 
with current technology (TINN043). Mydex CIC note legacy systems continue 
to exacerbate problems by being disconnected and desperate (TINN027). 
NHS National Services Scotland notes there has been a failure to drive the 
coherent converged technical infrastructure required enabling faster 
development and deployment of new applications. They believe that as 
convergence has not been driven by previous strategies local choice has 

                                                 
4
 A systems integrator is a person or company that specialises in bringing together 

component subsystems into a whole and ensuring that those subsystems function together. 
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been exercised and this is becoming a major constraint to large scale change 
and timely management of robust and secure systems (TINN051). 
 

 Procurement  
A number of submissions highlighted problems with traditional procurement 
models (TINN002) which can be a significant barrier for smaller organisations 
not on contract frameworks or programmes (TINN057, TINN060). Vendor 
Lock In and multiyear contracts are considered to be tying the health and 
social care system into outdates technologies, for example analogue button 
and box tele care devices, mainframe hosted business systems and fixed 
physical technology infrastructure (TINN002, TINN063, TINN070).  
 
Question 3: How well does the Scottish Government’s draft Digital 
Health and Social Care Vision 2017-2022 address the future 
requirements of the NHS and social care sector?  
 
And Question 4: Do you think there are any significant omissions in the 
Scottish Government’s draft Digital Health and Social Care vision 2017-
2022.   
 

The draft vision was widely welcomed. It was seen as being well written and 
fit for purpose, positive, ambitious and progressive (TINN034 TINN040 
TINN043). Scottish Health Innovations Ltd notes the development of a new 
strategy is an opportunity to simplify the landscape, refine roles, align 
activities to optimise available resources and achieve closer sector 
collaboration (TINN031).  
 
However, some respondents consider the vision needs to be far more specific 
in terms of how it will support the realisation of the Health and Social Care 
Delivery Plan and major strategies such as Realistic Medicine (TINN051). 
National Services Scotland state the vision "appears to take a safe approach 
and stops short of making any tough decisions about priorities, funding trade-
offs, architectural platforms or on the level of convergence required to support 
transformation objectives” (TINN051). This view was echoed by Justene 
Ewing who commented the vision is appropriate, realistic and safe but 
“doesn‟t address some of the very tough challenges and decisions that need 
to be made” and is limited in its potential ambition (TINN060). The Digital 
Health and Care Institute note the draft vision is not definitive or strong 
enough in its wording they consider it should address the core barriers and 
opportunities around data sharing to support real progress over the coming 
years (TINN057).  
 

 Evidence base 
The importance of robust evaluation of new technologies and their application 
along with the need for ongoing data collection was highlighted (TINN048).  
Edinburgh Medical School note an essential part of the strategy must be: a 
vigorous evidence base to support the introduction of novel technologies 
(TINN010). Audit Scotland note it is important the new strategy contains 
specific and measurable objectives and is supported by a delivery plan which 
sets out a clear timetable for implementation (TINN011).  

http://www.ehealth.nhs.scot/strategies/the-person-centred-ehealth-strategy-and-delivery-plan-stage-one/
http://www.ehealth.nhs.scot/strategies/the-person-centred-ehealth-strategy-and-delivery-plan-stage-one/
http://www.ehealth.nhs.scot/strategies/the-person-centred-ehealth-strategy-and-delivery-plan-stage-one/
http://www.ehealth.nhs.scot/strategies/the-person-centred-ehealth-strategy-and-delivery-plan-stage-one/
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 Person at centre 
Many respondents were supportive of the aspirations about placing the citizen 
at the centre (TINN023, TINN034, TINN041). Chest, Heart and Stroke 
Scotland note the draft vision needs to reflect a move towards care in the 
community, supported self-management and more effective communication 
between sectors and professionals (TINN014). The RCGPs welcome the 
vision‟s focus on assisting and supporting self-management and care in 
people‟s homes and communities (TINN043). 
 
Some respondents note there needs to be more reference to patient and 
citizen groups (TINN036) and involvement of people with lived experience 
(TINN017). Concerns were raised by medConfidential and the Open Rights 
Group that the vision statements fail to position the individual at the centre of 
the NHS. They believe that a truly person-centred approach would be to 
empower patients to control their own information (TINN020). Crohn‟s and 
Colitis UK comment the vision needs more explicit commitment to co-
production and co-design in order to foster real-worlds solutions that meet the 
needs of people (TINN041). 
 
NHS National Services Scotland adds that other perspectives need to be 
considered including those from health and care delivery organisations and 
from enterprise, research and innovation organisations (TINN051). The role of 
the independent sector (TINN021) and carers should be considered 
(TINN027, TINN063, TINN067) along with more reference to social care and 
third sector (TINN060).  
 

 Self-care 
A number of respondents felt the vision should emphasise how people will be 
encouraged to engage in their own wellbeing and self-care from a young age 
to reduce demand in services (TINN002). Some believe it should consider 
how eHealth can be used to aid the preventative (TINN068).  
 

 Future technologies  
Professor Christoph Thuemmler commented the draft vision is too much 
orientated towards state of the art rather than future technologies and is not in 
line with recent global developments in the digital health domain (TINN006). 
Justene Ewing noted the vision may not consider younger generations and 
the acceleration of their digital adoption of technology and engagement 
(TINN060).  
 

 Implementation  
A number of respondents believe the strategy should provide more 
information direction on how any strategy will be funded and implemented 
(TINN002 TINN021, TINN024,TINN051, TINN060, TINN070). Scottish Health 
Innovations Ltd noted it would be useful for the vision to include a narrative of 
how it is going to be actioned both internally and externally (TINN031). NHS 
National Services Scotland note the strategy needs to make explicit choices 
on “how” delivery will be enabled and needs to address more specifics around 
IT infrastructure/platform strategy, digital patient engagement, internal digital 
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workplace, data analytics, research/academic support, new innovation and 
integration, IT/eHealth workforce (TINN051).  
 

 Leadership 
Some respondents commented that clinical leadership in eHealth needs to be 
strengthened and the proposal to have a Chief Clinical Information Officer/ 
Clinical Director of eHealth was welcomed (TINN051). Justene Ewing 
believes there is a need for a national unit with sole responsibility for 
leadership, coordination and translation of strategies, policies and frameworks 
into a national programme of work (TINN060).  
 

 Infrastructure 
The needs of rural areas were highlighted with a focus on providing robust 
infrastructure of reliable connectivity across NHS estate and the country more 
generally (TINN010, TINN022, TINN024, TINN042).  
 
Roche Diagnostics note they would like to see more inclusion around the use 
of patient operated TEC devices to facilitate improved health outcomes and 
greater dialogue between the Scottish Government, the NHS and suppliers 
(TINN019). Justene Ewing notes recognition is needed of the benefits digital 
technologies purchased by the citizen could have (TINN060). 
  

 Training  
The importance of training was highlighted. This included supporting staff to 
deal with the adoption of new technologies (TINN022, TINN050). RCGPs note 
the strategy needs to be mindful of both the opportunities and the restrictions 
that come from telehealth (TINN043). Justene Ewing commented there is a 
digital skills shortage (TINN060). Strathclyde Institute of Medical Devices note 
digital health employment in Scotland is low with 6% of the medical 
technology sector jobs in the UK, in 2016, being in Scotland compared to 11% 
in Yorkshire (TINN036). 
 
Question 5: What key opportunities exist for the use of technology in 
health and social care over the next 10 years?  
 
The Digital Health and Care Institute reflected the answer to this question is 
intricately linked to the need to share information more effectively (TINN057). 
The Royal Pharmaceutical Society believes if Scotland is to benefit from 
improvements to the digital economy, there are many basic essentials that 
need to be in place to improve services for citizens and improve patient 
choice (TINN047). NHS Education for Scotland believe there is an opportunity 
to completely redesign service delivery informed by user experience and 
supported by digital technology (TINN038). Ideas for Ears highlighted the 
issue is not just about new technologies being needed but also making better 
use of existing technologies and about making sure that people have the 
knowledge, skills and confidence to explore and use technology (TINN007).  
 

 Health data 
Opportunities to use health data, for new research and development and the 
use of big data and analytics, was explored in a number of submissions 
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(TINN031). The Scottish Lifesciences Association noted “Scotland has great 
health data, which e-health companies could use to provide people with 
information about their health. Such companies could also use the data to 
support better NHS healthcare solutions”. They go on to comment that even 
anonymised data is very seldom, if ever, made available by the NHS 
(TINN40). NHS National Services Scotland commented that advance 
analytics could use data to support development of new and improved clinical 
services and pathways to support development of and evaluation of new 
medicines and tools (TINN051). The possibility for improvement in information 
sharing across sectors and the collaboration and communication of data 
between areas was highlighted (TINN036, TINN045). Intersystem commented 
that NHS Scotland needs to investigate how data can be made available to all 
in the multi-disciplinary teams who may require it (TINN044). The Scottish 
Partnership for Palliative Care highlighted the opportunity to improve the 
integration and communication between statutory, independent and voluntary 
sectors (TINN015).  
 
The benefits of a platform based approach was raised by Argyll and Bute 
HSCP and TINN063 who suggested the one platform could be integrated with 
several operating systems to allow a single patient/care electronic record 
across health and social care and enable links into all health boards.  
 

 Population health and health inequalities  
A number of submissions highlighted the opportunity to use technology to 
foster developments in population health (TINN006, TINN069), in particular 
using genomics5 (TINN060) and big data (TINN063). Roche Diagnostics Ltd 
comment inequalities exist in patient and carers access to technology in terms 
of geography and therapeutic disease (TINN019). Diabetes Scotland believe 
inequalities will widen if people living in the most deprived areas do not have 
access to innovations (TINN050).Justice Ewing commented on how 
predicative analytics could be used to see and analyse patterns in behaviour 
which could influence budget and change agendas (TINN060).  
 

 Prevention  
East Lothian HSCP noted technology could aid a preventative model 
(TINN054). Parkinson‟s UK highlighted the major opportunity ICT offers to 
deliver services in a measurable fair way independent of social status 
(TINN058). Glasgow City HSCP highlighted opportunities to focus scarce 
resources to those most in need with technology being used more 
systematically to support preventative needs and highlight emerging risks 
(TINN042). 
 
Analytics and artificial intelligence (AI) 
A number of submissions commented on the potential use of analytics and 
artificial intelligence (TINN010, TINN051) which could drive decision making 
and diagnosis (TINN002) and create interventions before events (TINN060) 

                                                 
5
 Genomics is the study of genomes, the complete set of genetic material within an organism. 
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For example, the use of AI to analyse large datasets to identify people with 
worrying clusters of symptoms or lab results (TINN010).  
 

 Remote monitoring  
Linked to predictive analytics was the issue of monitoring. Opportunities were 
identified in real time (TINN036) and remote monitoring (TINN065). The use 
of sensors, data and mobile apps are expected to help people make better 
use of resources in home visits (TINN060) and it was suggested that virtual 
monitoring could be used to avoid crisis and prevent hospital admission 
(TINN070). Justene Ewing noted the opportunities presented by smart 
housing where homes can be refitted with enhanced care models which limit 
unnecessary visits but increase awareness of patterns of living and declining 
health she referred to the “fit home” project in the Highlands (TINN060). 
 
Diabetes Scotland predicted there will be changes in how people access 
health services (TINN050). Many submissions mentioned the increasing use 
of self (TINN004) and remote monitoring (TINN002, TINN054, TINN040) such 
as electronic stethoscopes and pulse oximeters and the possibility for more 
responsive remote consultations (TINN005). An increase in the use of 
wearable technology such, as activity trackers, was highlighted as a way to 
monitor and manage specific medical conditions (TINN021, TINN052). Apps 
and wearables are seen a growing area for people with Parkinson‟s and 
Parkinson‟s UK reported some people have expressed their frustration that 
clinicians do not recommend them routinely (TINN058). Enabling self-
management is key to supporting the mental and physical health (TINN050, 
TINN067, TINN068, TINN069). Strathclyde Institute of Medical Devices 
highlighted the important role the patient could play in device development 
(TINN036). 
 

 Encouraging people to engage with own care/ self-management  
One of the key themes identified related to giving people the ability to interact 
with their health and care record, from childhood, to understand more about 
their conditions and what increases the risks of getting them and finally 
providing tools and strategies to allow them to take control 
(TINN04,TINN002). NHS National Services Scotland noted digital self-
management is becoming the norm (TINN051). Parkinson‟s UK noted ICT can 
engage patients to take ownership of managing their own wellbeing 
(TINN058). A number of responses focused on how technology could be used 
to facilitate the improvement of anticipatory care planning (TINN015, 
TINN012, TINN025, TINN027, TINN045). 
 
Consumer choice  
Some submissions noted large companies such as Apple, Nike and Samsung 
are developing Medtech devices and digital applications. They note that within 
a very short time people will have much more choice over methods of health 
monitoring and access to medical advice (TINN036). Justene Ewing gave the 
example of Push Doctor6 competing with the NHS (TINN060) 

                                                 
6
 Push Doctor is an online GP service. 

https://www.pushdoctor.co.uk/
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 Signposting and information resources  
Digital resources such as interactive websites, to support people manage their 
condition and access services were seen as a developing area (TINN030, 
TINN041, TINN051).Technology could be used help health and social care 
professionals‟ signpost people to resources to help them manage their 
conditions and access community support and services outwith the NHS 
(TINN014).  
 
The Care Inspectorate highlighted that technology has the potential to deliver 
significant improvements for individuals including being able to obtain 
information about health and social care services to ensure more informed 
choices (TINN016).  
 

 Mainstream technology 
Increasing use of mainstream technology such as smartphone apps, Fitbits, 
Amazon Echo and SMART meter technology was highlighted in submissions. 
Edinburgh Medical School identified a need to link consumer electronic 
products with NHS and social care systems. They highlighted the data needs 
to be summarised and scrutinised to stop medical professional being 
overwhelmed with data (TINN010).It was suggested by Perth and Kinross 
HSCP these devices can perform similar tasks to some of the dedicated 
monitoring equipment currently in use and information flow between these 
devices and health and social care professionals could shift the emphasis to 
prevention and keeping people well (TINN024).  
 
Smart Energy UK note smart technology can help identify patterns of 
behaviour and when assistance might be needed. They highlight energy data 
could be used to monitor and analyse activity. For example, if there is no sign 
of energy use in a house of a vulnerable person a text alert could be sent out 
to a carer or relative suggesting they check up on them (TINN026).  
The increased use of patients own technology was mentioned in a number of 
submissions (TINN042, TINN067, TINN070). Developments in the Internet of 
Things was considered to provide opportunities for developments in health 
and social care but has, to date, been neglected (TINN061, TINN069) 
 

 Individual access and control of data 
Individual access and control of data was identified in a number of 
submissions as a powerful way of assisting behaviour change (TINN005, 
TINN069) and an area where improvements could be made (TINN014). The 
Royal Pharmaceutical Society in Scotland noted patients want more access to 
their own health records and health information (TINN047). Allowing people to 
manage their own data was seen as a way to support self-management 
(TINN006). Macmillian Cancer Support are having ongoing conversations 
about their ambition to use cancer as a long term condition to test out models 
looking at citizen owned data (TINN034).  
 
Justene Ewing commented on the opportunities of a nationally adopted and 
citizen owned electronic health record (TINN060). Argyle and Bute HSCP also 
explored the possibility of developing a person faced system which allowed 
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access to and ownership of individuals own health and care records and self-
monitoring data which could be shared with health professionals (TINN021).  
 
Individual submissions highlighted how improvements in technology could 
have improved their own experiences and interactions with the NHS including 
individual access to medical records (TINN001), records being kept in one 
place and accessible to all healthcare providers (TINN03).   
 

 Telehealth and virtual clinics 
In its 2013 report Audit Scotland identified NHS Boards needed to consider 
new models of care such as telehealth to help manage current and future 
demand (TINN011). This is an area which was raised in many submissions 
(TINN043 TINN051, TINN065). Examples included the use of remote 
consultations such as video links to specialist services including consultant 
appointments, remote outpatient care, access to falls prevention classes, 
social work review, linking to a carers or voluntary centre for support 
(TINN021, TINN041).  
 
Parkinson's UK highlighted the Attend Anywhere 7initiative and their hopes 
this and similar technology could mean people could attend appointments 
without needing to travel long distances (TINN058). Scottish Care highlighted 
the potential to develop the use of video conferring/ consultations with 
residents in care homes and development of a digital care hub (TINN045) 
 

 Safety  
Technology was seen to offer improvements in safety (TINN058, TINN069) 
through the prevention of mixed identities and human error during the 
treatment process through tagging and tracking (TINN006). For example, 
prescriptions could be electronically barcoded to maximise efficiency and 
safety (TINN053) and clinical decision making could be enhanced through the 
use of application based technologies (TINN060). However, Healthcare 
Improvement Scotland highlighted the issue with there being no accreditation 
process in Scotland for health technologies and the safety of mobile apps 
cannot be assured (TINN066) 
 

 Mobile working  
Argyle and Bute HSCP commented that mobile working linking directly to 
patient/client record must be a top priority to support the workforce and 
reduce burden of work (TINN021). Improved mobile communications would 
enable health and social care professionals use mobile technology more 
effectively (TINN033). Mobile technology was seen to offers opportunities for 
professionals to access learning and their development in flexible ways 
(TINN022).  
 
 
 

                                                 
7
 Attend Anywhere is a web-based platform that aims to help health care providers offer video 

call access to their services as part of their „business as usual‟, day-to-day operations. 

https://sctt.org.uk/programmes/video-enabled-health-and-care/attendanywhere/
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 Training  
Online resources were considered to be an important tool in the training and 
continued development of health and social care professionals (TINN014) but 
also to offer training for carers and patients (TINN006). ELearning has been 
used for diabetes (TINN050) and diabetes education courses (TINN050). 
Augmented and virtual reality learning resources have been developed by 
Scottish Social Services Council (TINN022).  
 

 Other developments: 
A number of areas were also highlighted as providing opportunities for the 
delivery of health and social care services these included:  

o Robotics and robotic surgery (TINN031) (TINN051) (TINN064) 
o 3D printing (TINN031) 
o Implantable devices (TINN031) 
o Avatars (TINN021) 
o Alexa 8(TINN021) 
o Online cognitive behavioural therapy programmes (TINN032) 
o GPS for use with people with dementia (TINN018) 
o Precision medicine  - therapeutics coupled to diagnostics (TINN006, 

TINN031, TINN065, TINN067, TINN069)  
o Smart pharmaceuticals for example for asthma, COPD and 

diabetes (TINN006, TINN069) 
o Prescribing and medicine adherence (TINN060) 
o Radio-frequency identification tags could be added to medicine 

containers to improve drug management (TINN061) 
 
Question 6: What actions are needed to improve the accessibility and 
sharing of the electronic patient record? 
 

Many submissions highlighted the need for a unified health record for patients 
that include both documents and structured data (TINN044). Maire Curie 
commented on anticipatory care planning. They believe any future system 
that effectively manages anticipatory care planning information needs to 
include patient access, read and write access for all professionals who need it 
including social care, out of hours staff, care homes, hospices and district 
nurses with robust data protection and governance safeguards (TINN012).  
 
The RCEM commented that currently there is huge variation of recording data 
within NHS Scotland. For example, mental health, primary care and maternity 
services use different programmes to record and access patient information. 
They note there is even variation within emergency departments (TINN030). 
Justene Ewing notes the capability is readily accessible to active the 
accessibility and sharing of the electronic patient record (TINN060). The 
Digital Health and Care Institute believe progress is slow because the public 
sector does not have a clear mandate from its citizens to transform services. It 
goes on to comment that to close the gap between Scotland and the 
European leaders, there needs to be a national dialogue initiated around 

                                                 
8
 Alexa is Amazon‟s voice assistant.  
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Scottish e-society (TINN057). NHS National Services Scotland commented 
“there should be a clear statement on the creation of Scotland‟s Digital 
Platform” which needs to articulate to citizens what they will be able to do and 
by when, and what will be required of them (TINN051).  
 

 Single platform/system 
The RCEM commented the Scottish Government has a significant opportunity 
to improve patient record sharing across the health and social care systems. 
They believe integrating all NHS systems will allow NHS professionals to 
provide patients with appropriate care, and after care, in a timely fashion and 
improve communication and integration of services (TINN030). Argyle and 
Bute HSCP clearly believe a lot could be gained by the procurement and 
development of a single platform nationally that will link to and communicate 
with existing systems (TINN021). Justene Ewing believes one digital health 
and social care nationally integrated and connected platform should be 
created which must be owned by the public sector and there must be a clear 
and unequivocal statement of intent on its own purpose data and information 
sharing governance (TINN060). The need for a single solution which is 
accessible by the individual and shared across the NHS was also supported 
by NHS 24, Strathclyde Institute of Medical Devices, South Lanarkshire HSCP 
and NHS Orkney (TINN036, TINN039, TINN068, TINN070). 
 

 Existing records  
Highlighted in the evidence was a need to discuss whether the current 
concept and architecture of the Scottish Electronic Health Record (EHR) are 
suitable and future proof. Professor Christoph Thuemmler notes there are a 
number of problems with the Hub-and-Spoke approach which the EHR is 
based upon. He notes a comprehensive merger of all existing information into 
one centralised database will almost be impossible (TINN006). This view was 
echoed by BMA Scotland (TINN069). 
 
It was acknowledged there was a wide range of variation across Health 
Boards and Integration Authorities and agreed standards and protocols would 
be needed (TINN024). It was suggested more integration of IT infrastructure 
across health boards could be aligned with the regional planning agenda 
(TINN021). 
 
The Care Inspectorate commented many of the acute and primary care 
records they have scrutinised were hard copy paper records often with 
handwritten entries by clinicians and other health professionals. They 
comment the digitalisation of these hard copy records is a major challenge 
(TINN016).  
 

 Data ownership/ citizen participation 
Many submissions commented on the possibility of the individual owning their 
own record and being given the appropriate permissions to safely update their 
own records and care plans (TINN043, TINN042, TINN060, TINN065). NHS 
Greater Glasgow and Clyde and Strathclyde Institute of Medical Devices 
stated there is a pressing need to give patients access to their own data.  
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Currently the NHS is considered the owner of data with patients able to 
access copies. In other European nations there is more emphasis on patients 
owning their own data with allows the creation of Personal Health Records 
(TINN031).  
 
medConfidential and the Open Rights Group highlighted the importance of 
placing the patient at the centre and building systems where the patient Is 
able to understand they are at the centre and control their data (TINN020). 
Mydex CIC noted citizens need to be empowered with privacy friendly, 
portable identity; consent management serves; and trusted, person centred, 
data attribute exchange (TINN027). Argyle and Bute HSCP considered 
acceptance and recognition that all personal data belongs to the person and 
not the care giver could shift the balance of power around information and 
reduce current barriers (TINN021).  
 
However, Edinburgh Medical School note easier access to records raises the 
risk of forced disclosure to those who may be in an abusive or subordinate 
relationship (TINN010).  
 

 Information governance 
One of the key areas that need to be addressed relates to information 
governance (TINN015, TINN051). NHS24 believes a commitment across the 
NHS is needed to share data within an agreed governance framework 
including technical protocols (TINN039). The need for centralised information 
governance guidance was raised (TINN058) along with improved GDPR 
governance to ensure compliance across all public sector organisations 
(TINN058). The RCEM commented the Scottish Government “needs to 
implement a national steer or even supportive legislation regarding patient 
confidentiality, particularly in the field of emergency and unscheduled care” 
(TINN030). RCGP Scotland state further clarification on the role of GP‟s as 
data controller would be welcomed (TINN043).  
 
Sharing information outwith the NHS was also discussed in a number of 
submissions. Justene Ewing believes innovators, academics and industry 
should have access to the platform for the sole benefit of improving digital 
health (TINN060). Chest Heart and Stroke Scotland commented that IT 
policies for the transfer of information to services outside the NHS need to be 
reviewed, as many Health Boards currently have to restrict information 
sharing due to concerns about breaching data protection rules (TINN014). 
 
The Information Commissioners Office (ICO) noted access by third parties to 
the patient record must be on a need to know basis with each request 
justifying why access is necessary. Consideration must be given as to 
whether the patient is to be contacted at each such request to provide their 
consent or whether one of the other conditions for processing is to be relied 
upon. The ICO noted it is aware of more prolific access to the patient record 
being given to third parties such as Community Pharmacists. And it is aware 
of some areas where non-health professionals such as councillors or third 
sector service providers have access to patient record as part of the Health 
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and Social Care partnership and it  “would caution against any wholesale 
access by such”. (TINN055) 
 
IT security was also raised as an issue (TINN054). The ICO commented the 
expectation patient information will be captured digitally means the NHS must 
ensure they build strong defences into electronic systems and keep up to date 
with emerging threats and take as much preventative action as possible 
(TINN055).  
 

 Training and culture  
Some suggestions recognised a culture shift is needed to allow appropriate 
two-way sharing of patient information (TINN053) and to ensure users are 
engage with the process (TINN060 TINN064). It was recognised digital 
literacy may need to be improved (TINN014) and this could be supported 
through the use of online training packages (TINN021).  
 
Question 7: What are the barriers to innovation in health and social care 
 
Barriers to innovation are variable and can be process, finance or culture led 
(TINN016). The following aims to summarise some of the key barriers 
highlighted in the written submissions received.  
 

 Scaling-up innovative technologies 
Highland and Island Enterprise comment to date there has been a low level of 
large scale innovative technology deployment and commercial return within 
the NHS. It is generally accepted technology is widely available and is not a 
barrier. The challenge is to provide better access and progression for SMEs 
through the commercial, procurement, health economics and eHealth phases 
to enable scalable deployment within the NHS (TINN029). This view was 
echoed by PA Consulting and Crohn‟s and Colitis UK (TINN002, TINN041). 
The RCGP commented it is often the case that best practice is not developed 
and adopted across the board (TINN043). Community Pharmacy Scotland 
noted innovative projects do not often get scaled up beyond board level 
despite being clearly suitable for national roll out (TINN053). NHS National 
Services Scotland believes there is not enough focus on scaling up and 
widespread adoption and they commented there would be benefits of allowing 
a default “opt-out” position rather than a default “opt-in” when successful 
innovations are identified (TINN051).  
 
A range of submissions commented on the innovation support landscape 
being confusing for innovators from the third and private sectors (TINN041). 
The Alliance believes there is a need to join up and demystify the innovation 
support landscape. They comment it can be difficult for innovators to 
understand and navigate the landscape so they can identify and apply for 
relevant funding/support for their innovation (TINN023). Justene Ewing 
suggested there should be one front door for innovators such as NHS 
National Services Scotland (TINN060).  
 
Concerns were raised in some submissions regarding the lack of empirical 
study evidence on the positive outcomes for individuals delivered by 
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technological innovations such as telecare and telehealth (TINN016). The 
Mental Health Foundation noted “research into implementation and efficiency 
remains in its infancy” (TINN017).  
 

 Leadership 
A number of submissions identified there was not a named body accountable 
for the rapid scaling up of successful innovative technologies (TINN051) and a 
lack of a national framework for sharing and scaling-up successful innovations 
and pilots quickly (TINN024, TINN040, TINN065). Edinburgh Medical School 
commented “there should be a national IT governance policy as different 
information governance policies across Scotland‟s 14 health boards has led to 
a piecemeal approach to implementation” (TINN010). 
  
The need for more focused and firmer leadership to drive change was 
identified in a number of submissions (TINN040 TINN042 TINN060). Diabetes 
Scotland note there has been a lack of forward planning at both national and 
health board level (TINN050). NHS National Services Scotland commented 
that leadership is required, at all levels, which fosters a true co-design/co-
production environments and breaks down the barriers between organisations 
and budgets (TINN051). RCGP Scotland believed primary and secondary 
care interface leads should be developed within health boards, allowing 
autonomy for them to be charged with and become involved in system change 
(TINN043).  
 
The Digital Health and Care Institute commented innovation is largely 
regarded as a pre commercial activity dependent on the initiative and energy 
of a small number of individual enthusiasts rather than a strategic activity 
required to keep services sustainable (TINN057).  
 

 Lack of integration  
One of the barriers identified related to a lack of integration and multiple IT 
Governance and IT systems across health, social care and local authorities 
(TINN010, TINN013 TINN021, TINN063). Parkinson‟s UK note decentralised 
decision making has resulted in significant local variation (TINN058).  
 
Justene Ewing believes there has been too much focus on health and not 
enough on the integration agenda and shifting the balance of care (TINN060). 
Christoph Thuemmler noted there has been a lack of integration between 
NHS organisations and between heath and digital within the Scottish 
Government (TINN006). Glasgow City HSCP commented there appears to be 
some disconnect between the board‟s eHealth department and local health 
teams over roles and responsibilities with implementing telehealth strategies. 
They also highlighted a lack of ability to make effective partnerships with 
innovation organisations (TINN042) 
 

 Culture and trust  
The RCEM noted “innovation is most often characterised by creativity, lack of 
scale and significant risk of failure. This means individuals must be 
encouraged and empowered to be innovative and failure must be tolerated, 
and indeed welcomed, as integral to ultimate success. By its nature 
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innovation is not something that can be managed from the centre. 
Nevertheless the centre can play a vital role in creating the right conditions for 
collaborative innovation to exist” (TINN030). Scottish Health Innovations Ltd 
noted protectionism of ideas and new approaches can prevent successes 
being promoted (TINN031).  
 
Cultural resistance to technology based solutions and sharing health 
information was identified (TINN042, TINN047) and seen as hindering true 
cross sectorial working (TINN045). The Care Inspectorate commented there 
appears to be reluctance and resistance in some partnerships to adopt 
technological innovations (TINN016). This was also identified by Alzheimer‟s 
Scotland who considers there is cultural resistance within partnerships to 
embrace technology and innovation to support and facilitate patients who 
want to use technology enhanced care to self-manage their long term 
conditions (TINN018).  
 
The Mental Health Foundation went on to identify a pervasive risk adverse 
culture which represents a real barrier for new technologies (TINN017). The 
Scottish Partnership for Palliative Care noted cultures which deter risk and 
punish failure inhibit innovation (TINN015). Justene Ewing also noted that 
currently most of the burden of cost and risk in digital health and care 
innovation sits with industry partners (TINN060). NHS National Services 
Scotland commented “we should be comfortable with failure as not everything 
will evaluate successfully through an innovation process” (TINN051).  
 
Staff engagement was also seen as a key factor for success. The MS Society 
Scotland note there needs to be step change in how senior clinicians view 
and adapt to technology (TINN008). Crohn‟s and Colitis UK believes there 
needs to be a cultural shift to get consultants to use patient management 
systems during consultations (TINN041). Argyle and Bute HSCP noted staff 
engagement and buy in can be difficult to achieve (TINN021). Fears of staff 
reduction were identified in a number of submissions (TINN006, TINN036).  
 
Many submissions highlighted a lack of trust by patients and professionals in 
technology (TINN006, TINN024, TINN030) along with security and privacy 
concerns (TINN006). 
 

 Resources  
Discussion about resources tended to focus on the need for increased 
financial resources (TINN006, TINN030, TINN036, TINN058, TINN060, 
TINN063) and time as well as the need to prioritise funding (TINN054). 
Transitional funding was discussed in a number of submissions (TINN014, 
TINN030). The Scottish Partnership for Palliative Care commented there is 
“often insufficient resources to manage periods of transition from old ways of 
doing things to new ways (e.g. where there is a time lag between investment 
required to innovate and eventual payback/saving)” (TINN015). The need for 
long term investment was also identified (TINN014, TINN051).  
 
Audit Scotland noted the Scottish Government, NHS Boards and Integration 
Authorities need to work together to identify how the implementation of new 
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technology in health and social care will be funded (TINN011). The Alliance 
believes there is a need to tap into and support all the assets and resources 
we have in Scotland including those of citizens and the third sector 
(TINN023). Scottish Care commented limited resources hinder a willingness 
to explore innovative approaches in the care at home and care home sectors 
(TINN045). 
 

 Training  
Related to resources was the need for a skilled eHealth workforce (TINN021, 
TINN042) and the importance of training (TINN054, TINN064). Alzheimer 
Scotland noted health and social care professionals need to have the 
knowledge skills and understanding of different types of technology as well as 
their potential application and suitability in supporting an individual or carer 
(TINN018). The Mental Health Foundation stated any new strategy needs to 
ensure staff possess the correct skills to deliver a new digital delivery method 
(TINN017). The RCEM noted the Scottish Government should consider 
introducing eHealth and health technology in curricular in medical and nursing 
schools to facilitate continued learning in this area and develop new skills and 
experience (TINN006, TINN030, TINN065).  
 
Improving people‟s health literacy and digital literacy was also discussed in a 
number of submissions (TINN024, TINN047, TINN054, TINN058, TINN064). 
Chest Heart and Stroke Scotland commented that up to half of people in 
Scotland have limited health literacy and the additional support many people 
may need to access telehealth and technology must be factored into new 
innovative approaches and system design (TINN014). The Alliance 
commented there “must be investment and activity in “softer” elements such 
as marketing/awareness raising activity, addressing wider digital participation 
and skills issues of both citizens and professionals” (TINN023). Juvenile 
Diabetes Research Foundation noted patients face lack of access to 
structured education on how to manage their condition but also their 
technology (TINN035). 
 

 Infrastructure  
Poor broadband and connectivity was identified as a barrier (TINN005, 
TINN021, TINN036, TINN042, TINN043, TINN068, TINN070) especially in 
more remote areas (TINN014). A problem with low bandwidths was identified 
in the NHS, particularly primary care (TINN010). A lack of infrastructure, slow 
computer systems with outdated operating systems was also identified 
(TINN021).  
 

 Security of data 
Issues around data access, management and security issues were raised 
(TINN017, TINN030, TINN052, TINN054, TINN067). Chest Heart and Stroke 
Scotland note patients and users need confidence their information is secure 
and only accessible by those health and social care professionals working 
directly with them (TINN014).  
 
The Information Commissioners Office in its submission commented from 25 
May 2018 the GDPR will come into force as the UK‟s new data protection 
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legislation. They believe it is imperative patents are fully aware of the different 
used to which their data might be put and given the opportunity to object when 
relying on consent or understand why it is deemed necessary and consent is 
not appropriate. The NHS must ensure it has a legal basis under articles 6 
and 9 of the GDPR for each of the different ways it uses patient information 
(TINN055).  
 

 Procurement  
One of the barriers to innovation in health and social care related to existing 
procurement procedures (TINN006, TINN040). NHS National Services 
Scotland commented that very traditional models in terms of IT procurement 
and resistance to co-design and co-production remains one of the biggest 
barriers to widespread adoption (TINN051). CONSORT Ltd commented the 
NHS Scotland currently lacks an explicit intent and provision within national 
procurements to support the emergence of more localised solutions adapted 
to local clinical priorities and governance structures (TINN009). Alzheimer‟s 
Scotland stated the current procurement framework disadvantages more 
bespoke technologies from being provided where they are not being bought in 
large numbers by commissioning bodies (TINN018). 
It was noted much NHS procurement is siloised in Boards and there is a need 
for a “once for Scotland” procurement process for eHealth (TINN040).  
 

 Maintaining autonomy, freedom and privacy for the individual  
Some submissions raised the potential issue of digital technologies having a 
detrimental effect on an individual‟s autonomy and privacy. Alzheimer‟s 
Scotland note even when used in someone‟s best interests there is the 
potential consequence technology being used in a restrictive manner which 
limits the autonomy, freedom and privacy of the individual (TINN018). Scottish 
Care commented that some technologies, such as electronic call monitoring 
systems, are having a negative and detrimental effect within the independent 
care home sector by diminishing the autonomy, rights and respect of frontline 
care workforce (TINN045).  
 
Lizzy Burgess 
SPICe Research 
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Technology and Innovation in the NHS 

PA Consulting 

PA Consulting is privileged to work extensively across Scotland’s health and social care system.  
We also work in health and social care across UK as well as in Europe and the US.  Our work in 
digital health and care covers strategy, solution development, implementation, and digital and 
Agile capability building.  We also deliver an award winning telecare service in Hampshire. 

We have set out below our responses to the 7 questions raised by The Scottish Parliament and 
in the spirit of providing open and honest feedback, we have been candid in our responses.  We 
trust this is both helpful and informative.   

1. What do you consider have been the main successes of the existing Scottish 
Government’s eHealth and telecare/telehealth strategies and why?  

The existing eHealth and telecare/telehealth strategies have established and communicated the 
importance of technology in Health and Social Care in Scotland.  Specifically, the principles of 
good digital health and care are well understood, the right strategic intent has been established 
and there has been a great deal of activity and engagement. 

From this there is clear intent to do more with digital health and care, which is well evidenced by 
pockets of good practice that we see across the system, a great many of which have been 
documented in the case studies that sit behind the draft vision. 

2. What do you consider have been the main failures of the existing Scottish 
Government’s eHealth and telecare/telehealth strategies and why?  

We have identified three areas where the health and social care system has failed to deliver on 
the eHealth and telecare/telehealth strategies as outlined below. 

2.1. We are not getting the basics right 
 

 There is a ‘disconnect’ between the strategies and local delivery by IJBs, Health Boards 
and Local Authorities.  Many hospitals still use paper records; the ‘wannacry’ 
ransomware attack exposed extensive use of Windows XP (first released in 2001 and 
unsupported by Microsoft since 2014); and the system as a whole has been incredibly 
slow to adopt mobile devices and digital technologies. 

 There is no repeatable process for bottom-up software development, COTS deployment 
and delivery of technology-led business change.  Across health and social care there is 
a true mixed economy of national, regional and local implementation strategies; large 
scale technology programmes continue to be predisposed to failure; and very limited 
support is made available to staff and users to deliver the business change required to 
achieve the new models of care made possible by technology. 

 There is very limited understanding of the outcomes or benefits being delivered by digital 
technology.  Whilst in many instances business cases are developed in order to release 
funding for technology initiatives, these rarely calculate the associated cost avoidance or 
cash releasing savings in detail.  Equally, the outcomes that result from the new 
technology are very rarely measured, by way of an example the Technology Enable 
Care Fund distributed to Local Authorities during 2016 sought to understand the number 
of users impacted by the technology but not the improvement in the quality and/or cost 
of the care being provided to the user. 

2.2. Organisations are not ‘holding their own risk’ 
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 A large number of Scotland’s health and social care organisations have sought to 
transfer their technology risk to Systems Integrators (SIs).  When things go wrong, this 
transfer of risk tends to be of limited value to the buyer and invariably the contract 
change required to resolve the issue results in additional cost. 

 Traditional commercial models struggle to meet the changing demands of the health and 
social care system.  Contracting for a system or a service with a supplier is one thing, 
however fixed price/fixed scope contracts become problematic when commissioners are 
looking for innovation and to achieve new models of care, because as much depends on 
changing the health and social care system as it does on delivering the technology. 

 Multiyear contracts are tying the health and social care system into outdated 
technologies, for example analogue button and box telecare devices, mainframe hosted 
business systems and fixed physical technology infrastructure. 

2.3. It feels like we are stuck in the 1990s 
 

 We are still talking about systems integrators, on premise hosting, waterfall 
methodologies, heavily customised COTS software and static BI Business Intelligence 
reports. 

 Meanwhile, the rest of the world has moved on.  We know that we should be talking 
about: secure N3 connected cloud hosting services (like Amazon Web Services or 
Microsoft Azure which can now store patient and personal identifiable data in UK data 
centres); Agile software development as a means of quickly developing high quality 
software that focusses on business value and user experience; Software as a Service as 
a means of adopting best of breed off the shelf technologies and highly standardised 
processes and services; and Big Data to join up data-sets and generate new insights 
into Scotland health and social care challenges. 

3. How well does the Scottish Government’s draft Digital Health and Social Care Vision 
2017-2022 address the future requirements of the NHS and social care sector? 

The vision is articulated as a number of user stories which are expressed from a citizen’s 
perspective, this is a good start, however it is worth noting that the language is still very ‘civil 
service’ and is therefore unlikely to resonate with the general public.  Service users don’t relate 
to an integrated health and social care system, they relate to their interactions with the system, 
for example a visit to the GP, a visit from a carer or a stay in hospital, so perhaps the digital 
vision should focus more on these interactions? 

The vision does not indicate what the health and social care system actually needs to (or is 
going to) do, for this reason it is difficult to have assurance that some of the issues noted in our 
response to Question 2 are going to be resolved. 

We also found it concerning that the case studies that sit behind each user story infer that we 
have the answer, but actually few of these initiatives have had a system wide (scaled) impact or 
deliver measurably better quality and cost outcomes. 

4. Do you think there are any significant omissions in the Scottish Government’s draft 
Digital Health and Social Care vision 2017-2022?  

We do think that there are a number of omissions in the vision, specifically: 

 How innovation and digital technology will enable new models of health and social care, 
transform the way that service users interact with services and improve the quality of the 
care that they receive; 
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 How the system will justify investment from Scottish Government and measure the 
resulting outcomes and benefits in order to release funding (this seems particularly 
important given that in real terms budgets for delivering health and care are reducing 
while demand is increasing); 

 How the current barriers to good digital technology (procurement, information 
governance, digital skills and leadership etc.) will be removed; and perhaps most 
importantly 

 How the health and social care system will capitalise on the use of digital technology and 
encourage citizens to engage in their own wellbeing and ‘self-care’ from a young age in 
order to reduce the demand placed on physical care services. 

5. What key opportunities exist for the use of technology in health and social care over 
the next 10 years?  

Rather than opportunities, we are of the view that the health and care system will have a 
number of critical dependencies on technology as a means of addressing reducing budgets and 
increasing demand over the next 10 years.  We anticipate that these will include: 

 Delivering better quality care for less cost; 

 Introducing modern, supportable, interoperable, technologies that deliver ROI; 

 Encouraging citizens to engage with technology to improve their own wellbeing and 
health from childhood; 

 Automating transactional processes and administrative activities using Software as a 
Service; 

 Using Artificial Intelligence to drive decision making and diagnosis; 

 Increasing use of bio/med/translational technology in clinical treatment; 

 Increasing use of remote/at home consultation, diagnosis, treatment and monitoring; and 

 Using digital platforms as a means of disintermediating physical care services. 

 

6. What actions are needed to improve the accessibility and sharing of the electronic 
patient record? 

This is a difficult question to answer because logically the actions are easy to identify, however 
as we have learned from patient record initiatives in England and Scotland over the last 10 
years, they tend to be incredibly complex to deliver.  

The principles that Scottish Government and NHS Scotland have already established for the 
development of a Citizen Portal appear to be heading in the right direction.   

In taking this work forward we would encourage Scottish Government to not only ‘hold its own 
risk’ but also to use a robust Agile delivery methodology as a means of ‘containing the risk’ 
within short iterations and therefore costs commitments in future delivery.  We would also 
emphasise the importance of having strong leadership and governance in place and investing in 
the right skills and experience, in order to have assurance the work will deliver on the outcomes 
expected of it. 

7. What are the barriers to innovation in health and social care? 

There is already a great deal of innovation in health and social care and in most instances the 
technology that we need already exists.  In our experience the challenge is in establishing the 
right conditions to bring the technology into service quickly, which includes: 

 Having senior commitment and strong leadership to drive delivery from the top down and 
hold and manage the risk; 
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 Building the digital skills and capabilities required to deliver the and support the 
technologies; 

 Engaging clinicians, front line staff and users throughout to ensure people and patient 
centred services and technologies; 

 Understanding the benefits at the outset in order to secure investment and then 
measuring and realising them once services and technologies have been deployed; and 

 Taking a proactive and pragmatic approach to information governance, tackling the 
issues head on and potentially our risk thresholds. 
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Technology and Innovation in the NHS 
Christophe Thuemmler 

 
 

1. What do you consider have been the main successes of the existing 
Scottish Government’s eHealth and telecare/telehealth strategies and 
why? 

 
The success of the existing strategy is extremely difficult to measure and to quantify 
as there are only experimental implementations and no standard applications which 
could be evaluated with health-economic tools. There are also no clear key 
performance indicators specified with clear target ranges. 
One of the positive outcomes might be the increase of awareness that there are 
alternatives existing to face to face management of conditions although these 
alternatives might not be suitable for everyone and in any case.  
 
 

2. What do you consider have been the main failures of the existing 
Scottish Government’s eHealth and telecare/telehealth strategies and 
why? 

 
There seems to be space for improvement with regards to Digital Health awareness 
and capacity in the NHS and on government level. The implementation of the 
European General Data Protection Regulation (GDPR) has not been pursued well 
enough and the NHS as a whole will struggle to meet the GDPR targets in 2018, 
when the regulation comes into effect. This will seriously affect the implementation of 
any digital health tool and also the drive for further digitization and the integration of 
the electronic health record. 
While Digital Health (including eHealth and mHealth) is rapidly progressing on a 
global scale, a lot of energy and resources are spent on telehealth and telecare in 
Scotland. In this context it is important to understand that the main focus should be 
on regulatory and standardisation issues. The communication technology with 
regards to telehealth and telecare has been readily available for far more than 10 
years. 
One of the biggest shortcomings of the current national strategy is the neglect of 
future technologies, such as the use of the Industrial Internet of Things (IIOT), 5G 
technology, Precision Medicine (Smart Pharmaceuticals) and Population Health 
Management. The current strategy does not provide guidance, support and 
resources to build sustainable Digital Health capacity inside and outside the NHS to 
catalyse the rapid uptake of latest generation eHealth technology over the next 
decade. Despite the involvement of expensive technology consultants on different 
levels the strategy has failed to create NHS wide interoperability standards which 
would allow the seamless integration of a large number of devices and allow for 
larger patient autonomy. There is no alignment with academic curricula (Medicine 
and Nursing) and students do not receive any guidance or preparation for future 
digitisation in their professional domain. The strategy falls short of providing 
guidance to establish knowledge bases for informal carers and patients. SMEs and 
large industries have no clear guidance on what to expect over the coming years 
with regards to the implementation of eHealth technology. 
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3. How well does the Scottish Government’s draft Digital Health and Social 
Care Vision 2017-2022 address the future requirements of the NHS and 
social care sector? 

 
The Scottish Government’s draft is too much oriented towards the state of the art 
rather than future technologies and is not in line with recent global developments in 
the digital health domain. Highlighted visions do not really put upcoming information 
technologies such as latest generation network technologies (5G), cloud computing, 
radio access technologies, data security, etc in context with the delivery of care up to 
2022. This is in particular difficult to understand as Scotland has the highest 
prevalence for asthma in the world and the introduction of smart, hyper-connected 
inhalers is just about to start. English publication, for example such as the NHS in 
England National Information Board publication “Personalised Health and Care” 
(November 2014) are far more explicit and inclusive.  
 
 

4. Do you think there are any significant omissions in the Scottish 
Government’s draft Digital Health and Social Care vision 2017-2022. 

 
First it is important to mention, that the outcomes of the 2011 McClelland report are 
still not fully implemented and that not all concerns raised by the report are 
addressed. 

 
A vision document is a very early stage policy creation. According to the relevant 
web-page http://www.ehealth.nhs.scot/strategies/the-person-centred-ehealth-
strategy-and-delivery-plan-stage-one/ the following topics are addressed: 

 
Our Vision 

We have developed a draft vision for the new Strategy, in consultation with a wide 
range of stakeholders. Click on the link in each part of the Vision, to view existing 
case study examples that show how the Vision will be realised. 

As a citizen of Scotland: 
I have access to the digital information, tools and services I need to help maintain 
and improve my health and wellbeing. 
I expect my health and social care information to be captured electronically, 
integrated and shared securely 
to assist service staff and carers that need to see it, 
and that digital technology and data will be used appropriately and innovatively to 
help plan and improve services, 
enable research and economic development  

and ultimately improve outcomes for everyone. 

We will add material to this page over the next few weeks, so please revisit regularly 
to be kept up to speed on developments. Whether you are a health care or social 
care professional, a sector manager or planner, a systems developer, or a patient or 
carer, we would welcome your views at the email address above. Please make sure 
you add your name, your role or interest, and your contact details as well as whether 
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we can publish your comments (with or without your name and organisation) in any 
future consultation report. 

Please also share this information with any relevant colleagues and encourage 
their participation – thank you! 

June 2017 
 
Compared with the global progress on eHealth these topics should at this point in 
time (2017) not be subject to a vision document but should be far more progressed, 
maybe on a white paper level, which is much closer to implementation. 
 
An eHealth Strategy draft document 2017 – 2022 could not be found. The link 
provided in the call for views points towards a homepage providing a collection of 
mostly experimental, single standing eHealth solutions and applications. It is unclear 
in how far the individual solutions have been validated and what their role-out stages 
and adoption rates are. 
However, there is reference to a 2015 document entitled: EHealth Strategy 2014 – 
2017. This strategy document is in essence based on another vision document 
outlining the Scottish Government’s vision for the year 2020: 
 
The eHealth Vision 
By 2020 eHealth in Scotland will: 
Enable information sharing and communications that facilitate integrated health 
and social care across all settings from the patient’s home to the hospital. 
Provide information processing, analysis and intelligence that supports and 
complements the work of health and social care professionals and improves 
the safety and quality of care. 
Support people to manage their own health and wellbeing and live longer, 
healthier lives at home or in a community setting. 
Contribute to a partnership between the Scottish Government, NHSScotland, 
the research sector and industry to enable Scotland to be a long term leader in 
digitally enabled care. 
 
It is very difficult to evaluate in detail in how far the outlined targets have actually 
been met. No particular key performance indicators and measurable quantitative 
targets have been provided and the promised eHealth outcomes are rather 
unspecific: 
 
eHealth Outcomes 
 
Achievement of the 2020 Vision for eHealth is expected to result in substantial 
benefits for citizens, patients and health and social care staff as follows. 
Citizens and Patients, in addition to their face-to-face care, will be able to: 
use a patient portal to access their own Personal Health Record and make their 
own contributions to the record; 
 
have structured access to information about prevention, managing their health 
and the availability of relevant health services, and a route to access peer and 
community support, for example as currently being trialled through the Living it 
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Up programme; 
order repeat prescriptions and book appointments online and use secure two way 
electronic communication with their health and social care providers to receive 
information, make enquiries and track their care arrangements; 
access a portfolio of proven technology enabled solutions, such as home health 
monitoring, tailored to match individual patient’s condition(s) and circumstances. 
This will enable them to undertake a much larger role in managing their own 
health care. 
 
Clinicians, Social Care Staff and other third sector partners will be able to: 
quickly access at the point of care an Electronic Patient Record that provides 
the information that they need to make their contribution to the patient’s care 
within the context of the wider health and social care team; 
electronically record their findings, and share these with the rest of the care team, 
and quickly and easily initiate care processes, such as investigations, referrals, 
and treatments, and generate clinical correspondence. Workflow will co-ordinate 
the inputs of other staff and monitor the patient’s progress; 
have quick and easy access to increasing amounts of clinical guidance and 
decision support that is relevant to the specific patient context, including 
highlighting any substantial variation from expectations, and generating 
appropriate prompts and alerts. 
 
Managers, Planners and Researchers will have: 
better access to appropriately anonymised and summarised data, arising from 
the myriad of patient contacts taking place across NHSScotland, that will enable 
individual and teams of clinicians to analyse, better understand and improve their 
clinical practice; 
support from immediate information that enables them to take operational 
decisions on an hour-to-hour and day-to-day basis that can improve patient flow 
and the management of outpatient, inpatient and community services; 
a greater capacity to analyse and understand specific patient populations, 
whether by geography, age group or condition(s), and undertake risk stratification 
and predictive analytics that can inform prevention measures and early 
intervention with a view to improving health and reducing unplanned admissions. 
 
As a result of the above, eHealth will contribute towards a continuing shift of the 
location of care along the spectrum from acute hospitals towards the patient’s own 
home, with eHealth support for community health and social care teams and 
capabilities to support self-management such as remote monitoring and 
teleconferencing. eHealth will enable care and treatment to be more personalised 
and continuous. People will be healthier for longer and when they have health 
problems these will be predicted and managed more effectively and more 
efficiently, benefitting not only the patient but also the overall sustainability and 
total capacity of the health system. 
 
 
 
In light of the above stated question No. 4 cannot be answered in a satisfactory 
manner. 
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5. What key opportunities exist for the use of technology in health and 

social care over the next 10 years? 
 

 Due to its size and availability of excellence in relevant fields (Cybersecurity, 
IT architecture, Law, Social Science, User-Interaction Design, Network 
Technology) Scotland is in an excellent position to develop future-proof and 
sustainable solutions to support world class eHealth solutions thus creating 
massive economic growth potential. This sits well with Scotland’s current 
strong growth in digital technology. 

 Modern eHealth solutions would provide the backbone in order to protect and 
enhance Quality of Service and Quality of Experience in the Scottish NHS 

 It would also enhance the safety, security and resilience of NHS network 
technologies 

 It would allow patients to manage their own medical data 

 It would enhance the government’s capability to provide world class 
population health management 

 By working with telecommunication operators / network providers, the NHS, 
the public and other relevant stakeholders (co-creation / co-design) viable and 
sustainable eHealth solutions could be generate, making Scotland a leading 
provider of eHealth 

 New curricula for medical professionals could be developed integrating digital 
strategies in the existing training and teaching programs 

 Education and training for informal carers and patients and CPD for existing 
professionals could be developed and delivered via the Internet 

 Savings in the NHS by digitalising the supply chain and prevent drug and 
consumable expiry dates to lapse 

 Prevention of mixed identities and human error during the treatment process 
through tagging and tracking 

 Streamlining of patient flow and increasing safety standards 

 Seamless integration of hospital and outpatient treatment / monitoring 

 Implementation of “Precision Medicine” 

 Integration of “smart pharmaceuticals” for example for asthma, COPD and 
diabetes 

 Enhanced integration of medical- and social care 

 Allow for better integration of formal and informal care 

 Support self-management 
 
 

6. What actions are needed to improve the accessibility and sharing of the 
electronic patient record? 

 
There needs to be a serious discussion on whether the current concept and 
architecture of the Scottish Electronic Health Record (EHR) are suitable and 
future proof. The Scottish Electronic Health Record is based on a “Hub-and-
Spoke” approach which aims at the centralised integration of data. There is a 
variety of problems with this approach 
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 Contrary to public believe the centralised EHR is almost never 
complete as a variety of parallel data bases continue to exist. 

 The general trend is moving away from centralised data basis to so 
called “Multi Edge Cloud” architectures. These technologies will be 
supported by 4th and 5th generation networks 

 The government has to assume overall responsibility for the centralised 
data and has to develop more and more sophisticated governance 
policies 

 Central databases are susceptible to malignant attacks such as 
ransom attacks (such as WannaCry) or DDOS attacks 

 
A comprehensive merger of all existing information into one centralised data base 
will be almost impossible. Most NHS boards cannot even manage the merger of 
patient data and digital images (PACS), which are still completely different 
computer systems. It is unlikely that NHS board will be able to find the funding to 
establish future-proof IT infrastructures over the next decade in order to provide 
end-to-end services including upcoming innovation. 
 
The government should assess distributed strategies that actually banks on 
decentralised information including authorisation and monitoring capability for 
data owners. This should take into account future developments in the 
telecommunication industry. 
 
In any case the existing data infrastructure should be assessed against the 
European GDPR requirements. 

 
  

7. What are the barriers to innovation in health and social care? 
 

 Lack of integration among NHS organizations 

 Lack of integration of “health” and “digital” on government level 

 Lack of recognition of “eHealth” as proper and relevant medical domains on 
GMC and RCN level 

 Fears of further staff reduction following the implementation of eHealth 
technologies 

 The shortage of financial resources caused for example by national policies 
such as austerity and “Brexit” are clearly a relevant issue to small-medium 
sized enterprises and academic institutions. The funding gap has so far not 
been compensated by either the Scottish- or national government 

 Ongoing austerity in the NHS does not allow the NHS to provide funding for 
development, implementation and training in context with innovation. The 
growing pressure on staff is increasing the resistance of the NHS as an 
organization to change. On the other hand the shortage of resources simply 
does not allow for time-intensive change management arrangements on all 
levels. 

 Lacking academic- and training programs on all levels 

 Lack of trust by patients and professionals 

 Security and privacy concerns 
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 Bad press related to unauthorised data dissemination, for example the case of 
the Royal Free in London which did pass on rich patient data to Deep Mind, a 
Google subsidy without seeking explicit patient consent 

 Lack of stakeholder integration into national decision-making processes in the 
health domain 

 Uncritical and uninformed procurement with excessive spending on 
technology consultants 
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Technology and Innovation in the NHS 

Health and Social Care Alliance Scotland (the ALLIANCE) 

The ALLIANCE has a partnership Digital Health and Care programme funded by the 

Scottish Government’s eHealth Division to help increase citizen participation and 

third sector innovation in Digital Health and Care.  In addition, we manage ALISS1, a 

digital search and collaboration tool for Health and Wellbeing resources in Scotland. 

More broadly, the ALLIANCE and our members have been at the forefront of the self 

management agenda in Scotland since our inception – including through jointly 

writing the Scottish Government’s strategy for Self Management, ‘Gaun Yersel’2 in 

2008.  

We believe that empowering people and making sure that they have the confidence, 

skills and information to take ownership in the management of their life and long term 

condition(s) improves outcomes for individuals and services alike. 

We therefore welcome this opportunity to comment on technology and innovation in 

the NHS.  We have provided answers to questions 2, 4, 6 and 7. 

Question 2: “What do you consider have been the main failures of the existing 

Scottish Government’s eHealth and telecare/telehealth strategies and why?” 

We support the aspiration of the existing Scottish Government eHealth Strategy to 

support people to manage their own health and wellbeing, and to become more 

active participants in the care and services they access.  We believe that success in 

meeting this and other aspirations in the strategy is being constrained by: 

 

The lack of a business plan to support implementation of the eHealth Strategy – or in 

other words, no detailed route map showing what actions would be undertaken to 

achieve the strategy’s ambitions.  For example, the strategy aimed for at least 90 per 

cent of GP practices to offer online booking of appointments and repeat prescription 

ordering by 2017 – however, with no detailed action plan to accompany this and with 

(apparently) around half of GP practices currently offering these options, it seems as 

though this target will not be met on time. 

 

The potential lack of funding to match strategic ambitions - We understand the 

proportion of NHS funds spent on eHealth/technology may be lower than other 

countries (and sectors) where digital transformation of services has taken place 

more quickly.  

                                            
1
 http://www.alliance-scotland.org.uk/what-we-do/our-work/digital-and-technology/a-local-

information-system-for-scotland-aliss/ 
2 http://www.gov.scot/Topics/Health/Support-Social-Care/Self-Management/GaunYersel . 
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Insufficient focus on how technology will enable improved (and new models3 of) care 

- the narrative and discourse around the strategy has centred on the technology 

even though what people may really want to know is “what will this mean for me and 

how might this improve (my) care and wellbeing?”  Focussing on the latter instead 

could have been instrumental in providing a necessary shift in emphasis to - and 

improving understanding around - the benefits, outcomes and transformation that 

could be delivered through digital technology. 

Question 4: “Do you think there are any significant omissions in the Scottish 

Government’s draft Digital Health and Social Care vision 2017-2022.” 

 

The high level vision will inevitably be succinct.  However, we would hope that the 

new Digital Health and Care strategy will have citizens at its front and centre and 

make an explicit commitment to embed a co-production/co-design approach into 

digital health and care services.  We believe that services should be driven by 

people’s needs and people4 (as well as professionals) should be involved as 

partners from the very beginning in creating and designing services.  This will help 

ensure that digital health and care services meet real, rather than perceived, needs 

and help improve their design.  In turn, this should help raise the take-up of digital 

services and deliver more benefits from the investments in digital over time.  Such an 

approach would also align with the Scottish Government’s wider Digital Strategy 

which seeks to make Scotland an international pioneer on citizen-led service design. 

The ALLIANCE has recently managed a substantial co-design project - ‘Our GP’ - 

funded by the Scottish Government eHealth Division.  This has successfully defined 

three innovative GP digital services for potential implementation, with participation 

from over 1,000 citizens and professionals across Scotland.  The solutions are: 

 A Personal Profile (allowing people to create an online summary of non-

medical information which is important to them, which they can share with 

their GP practice to facilitate more person centred care); 

 Digital Photo Triage (enabling people to send photos of minor skin 

conditions/injuries for review by their GP practice, and to get advice on next 

steps); and a 

 Digital Advice and Information tool (so people can receive/save weblinks to 

relevant, trusted online health information and local support services, which 

                                            
3
 This includes the ‘House of Care’ approach, which supports and enables people to 

articulate their own needs and decide on their own priorities, through a process of joint 
decision making, goal setting and action planning.  See http://www.alliance-
scotland.org.uk/what-we-do/our-work/primary-care/scotlands-house-of-care/ 
4
 When we refer to ‘people’ we mean a representative mix of people who access services 

and support, across age groups, geographies, socio-economic backgrounds, people living 
with a range of conditions as well as seldom heard voices   
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would help self management, health literacy and the Scottish Government’s 

aspiration for ‘Realistic Medicine’). 

The Our GP project has provided strong evidence that citizens are willing and very 

able to co-create new services that can help to potentially transform their care5.   

ALISS provides another example of co-production in the digital health sphere. 

Developed with people living with long-term conditions and professionals, ALISS has 

adopted co-production as the foundation of its operational model.  The programme 

provides digital mechanisms and practical support that enables citizens, 

communities and health and social care agencies to collaborative to add, share and 

maintain information about community assets that enhance health and wellbeing.  To 

date over 1,300 account holders engaged in this process which has resulted in 

thousands of resources being listed and shared across a continuously expanding 

network of ALISS powered information portals.  

Question 6: “What actions are needed to improve the accessibility and sharing 

of the electronic patient record?” 

 

The current eHealth strategy commits to providing people with online access to their 

patient record and we believe that there should be a continued commitment and plan 

to deliver this.  There may be some useful learning on how to do this by looking 

internationally at countries like Sweden where this has been achieved6.  

Question 7: “What are the barriers to innovation in health and social care?” 

We need to tap in to and support all the assets and resources we have in Scotland 

including those of citizens and the third sector so that we can unlock and generate 

more innovation in health and social care. 

The third sector delivers a wide range of valuable and innovative support services for 

health and wellbeing, provides over a third of registered social care services and is a 

pioneer in digital technology too.  The ALLIANCE has funded7, advised or profiled a 

range of third sector organisations who are developing innovative solutions such as 

PAMIS (with their Digital Passports) and Revive MS Support (who are taking forward 

an online video consultation service).  More examples of citizen and third sector led 

innovations are set out in our December 2015 report ‘Realising the Benefits of Digital 

Technology – Citizen Led Innovation for Health and Wellbeing’8.  

                                            
5
 See http://dhcscot.alliance-scotland.org.uk/get-involved/ for more details and digital 

prototypes of these three innovations. 
6
 See “Patient access to health records; striving for the Swedish ideal”, the BMJ, 2 May 

2017, http://www.bmj.com/content/357/bmj.j2069 . 
7
 Through administering the Self Management Fund on behalf of the Scottish Government. 

8
 http://www.alliance-scotland.org.uk/news-and-events/news/2015/12/benefits-of-digital-

technology-citizen-led-participation-report-launch/#.WVpovITyvIU . 
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We would also highlight the third sector’s provision of a diverse, alternative and 

useful pool of online information to support carers and people to self manage their 

conditions.  From an innovation perspective, it would be useful to explore how this 

can be better linked with the NHS’s digital presence e.g. NHS Inform, in future. 

More broadly, we would note the following barriers relating to the support for, 

scaling-up of and use of innovative technologies: 

Joining up and demystifying the innovation support landscape 

There are numerous initiatives, funding sources and support agencies related to 

innovation in health and care.  It can be difficult for innovators to understand and 

navigate this landscape so they can identify and apply for relevant funding/support 

for their innovations.  There is also some crossover and potential duplication in the 

innovations that are eventually supported. 

It would be useful for the public bodies/agencies involved in health and social care 

innovation to consider joining up or at least demystifying their support activities so 

they are less complex for innovators and to help foster more co-ordinated, 

synergised innovation. 

Measures to help introduce and scale up innovation 

Aside from funding, there are challenges to introducing innovations and rolling them 

out across health boards and care services in Scotland.   

This seems particularly acute for the third sector, despite their ethos of working 

closely with and co-producing digital solutions with people living with conditions.  The 

example highlighted in Crohn’s and Colitis UK’s response to this inquiry (regarding 

the IBD portal) highlights the barriers that can be experienced by the third sector in 

securing appropriate communication, buy-in and technical support from key 

stakeholders and the NHS to implement innovations that are ‘ready to go’. 

Some of this could be addressed through stronger leadership and commitment to 

embedding innovation within health and care.  It might also be useful to look at the 

actions of other countries where digital health innovations have been rolled out 

quickly.  For example, in Sweden they used a range of measures, including 

recruiting new ‘digital transformation’ personnel to work alongside those already 

delivering IT services, to help ensure innovations were scaled up and led to business 

transformation, shifting the focus from just ‘maintaining existing technology’.  

Accompanying measures for successful adoption and use of innovation 

Even when digital health and care services are made available there are also 

barriers to adoption (take-up) of those services which means the innovative 

technology can just end up ‘sitting there’.  Multi-faceted change management 
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programmes need to accompany the introduction of new technologies to make 

innovation successful within health and care services.   

This must include investment and activity in ‘softer’ elements such as 

marketing/awareness-raising activity, addressing wider digital participation9 and skills 

issues (of both citizens and professionals)10, training as well as actions to create 

necessary cultural change. As one illustration, despite there being almost pervasive 

access to GP online patient services (e.g. appointment booking) in England, there is 

still low take-up of these innovative transactional services and this has been partly 

attributed to a lack of awareness amongst people that these services exist.  

The approach to health and care data 

Finally, and more generally, the current approach to using data (for example, 

information assurance and governance arrangements) has been linked to perceived 

barriers to more effective information sharing and use of digital technologies in 

health and care.   

Furthermore, as noted in the Scottish Government’s wider digital strategy, while data 

can hold the key to unlocking innovation in public services, the benefits will only be 

realised “if people in Scotland trust us to hold their data securely and use it in 

appropriate ways”.  To support change and innovation, that wider Digital strategy 

contains an action to “engage with the public to build an understanding of how their 

data is being used for the public benefit, and of the arrangements in place to 

guarantee the security of their data”11. 

 

We believe there should be a similar action for public engagement and debate on 

data sharing within health and care.  It should also be conducted in a lay and 

accessible manner.  This could play a role in unlocking the barriers to innovation and 

further support digital solutions which give citizens useful information about their 

conditions/care, appropriate professionals involved in their care with more joined up 

information and which enable improved health/care services and research. 

About the ALLIANCE 

The Health and Social Care Alliance Scotland (the ALLIANCE) is the national third 

sector intermediary for a range of health and social care organisations.  The 

                                            
9
 We note that according to most recent (2015) Scottish Household Survey, 35% of people 

with long term conditions are not internet users – see table 8.1 in ‘Scotland’s People Annual 
Report’ http://www.gov.scot/Resource/0050/00506173.pdf . 
10

 Supported by recommendations (e.g. 5 and 6) in the recent paper “Readiness for 
Delivering Digital Health at Scale: Lessons from a Longitudinal Qualitative Evaluation of a 
National Digital Health Innovation Program in the United Kingdom”, Journal of Medical 
Internet Research 2017, Vol 19, iss 2 http://www.jmir.org/2017/2/e42/ . 
11 Page 17 of “Realising Scotland’s full potential in a digital world: A Digital Strategy for 

Scotland”, Scottish Government, http://www.gov.scot/Resource/0051/00515583.pdf  
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ALLIANCE has around 2,000 members including a large network of national and 

local third sector organisations, associates in the statutory and private sectors and 

individuals.  Many NHS Boards and Health and Social Care Partnerships are 

associate members. 

The ALLIANCE’s vision is for a Scotland where people who are disabled or living 

with long term conditions and unpaid carers have a strong voice and enjoy their right 

to live well.  
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Technology and Innovation in the NHS 

Scottish Health Innovations Ltd 

Introduction  

Scottish Health Innovations Ltd (SHIL) has, since 2002, worked in partnership with 
NHS Scotland to identify, protect, develop and commercialise healthcare 
innovations designed to improve patient care.  

As a key player in driving and supporting innovation across NHS Scotland, we 
welcome the opportunity to contribute to the Committee’s inquiry into Technology 
and Innovation in the NHS.  

Digital technology plays an increasingly important role in addressing the challenges 
faced by health services around the world and offers real benefits to clinicians, health 
and care workers and patients. Moreover the need to ensure our health service 
continually evolves to meet new patterns of care, increased demand and opportunities 
arising from new treatment and technology advances is critical in delivering safe, 
affordable and sustainable services in the future. 

The vision set out in the draft Digital Health and Social Care Strategy 2017-20221 
coupled with the stated intentions of developing digital ecosystems, creating a 
permissive culture and fostering a fertile environment for innovation are key to 
transforming the vision into a day to day reality.  

The potential to exploit technology and innovative solutions within our health and social 
care services should not be underestimated nor should the challenges in implementing 
new approaches and ways of using technology within a large, complex organisation 
such as NHS Scotland.  

However, the development of a new Digital Health and Social Care Strategy is an 
opportunity to simplify the landscape, refine roles, align activities to optimise available 
resources, and achieve closer sector collaboration, in turn capitalising on the 
advantages a single, unified health system can offer in accelerating change on a 
national level.  

Whilst responding broadly to the overall questions set by the Committee, SHIL’s focus is 
primarily on encouraging innovation, including digital health solutions, from within NHS 
Scotland; empowering the workforce to develop new ideas and technologies to improve 
patient care. This objective is set out in the Health and Social Care Delivery Plan: 

We will continue to invest in NRS to support health-related R&D, 
building on its model to drive a renewed effort in health innovation, 
as well as in Scottish Health Innovations Ltd to encourage, develop 

                                                           
1
 http://www.ehealth.nhs.scot/strategies/the-person-centred-ehealth-strategy-and-delivery-plan-stage-one/  
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and appropriately commercialise innovative ideas and new 
technologies arising from within the health services.2 

This also aligns with the overall aims of the recently published ‘Digital Strategy for 
Scotland’, which commits to creating the conditions which encourage continuous 
innovation and improvement in our public services.  

Our intention in this submission is to provide what we hope is a useful contribution to the 
Committee’s deliberations and illustrate our commitment to working collaboratively with 
partners to deliver transformational change across our health and social care services.  

In response to the specific questions posed by the Committee we would comment 
as follows:   

1. What do you consider have been the main successes of the existing Scottish 
Government’s eHealth and telecare/telehealth strategies and why? 

The success of the existing strategy is difficult to evaluate due to varying levels of 
implementation across various health boards. Protectionism of ideas and new 
approaches can prevent successes being promoted as widely as deserved. 
Nevertheless, a notable success, whether linked to the strategy, or other broader 
factors, is the willingness to approach new ways of working and the energy from 
stakeholders across Scotland to build on current successes to develop a new digital 
health and social care strategy that will support sustainability in our health and social 
care services. Commitment to a truly innovative NHS Scotland is strong.  

2. What do you consider have been the main failures of the existing Scottish 
Government’s eHealth and telecare/telehealth strategies and why?  

 A set of six eHealth ‘Aims’ was developed as part of the 2011 eHealth 
Strategy. These aims were retained in the 2014-2017 refresh, with a seventh 
aim added relating specifically to innovation – ‘To contribute to innovation 
occurring through the Health Innovation Partnerships, the research community 
and suppliers, including the small and medium enterprise (SME) sector.’ 
Whilst a positive addition, it did miss the opportunity to effectively promote 
innovation as a core activity within NHS Scotland and recognise the 
entrepreneurial talent within our health service and the drive of innovation 
from within.  

 Variations in how ehealth, telehealth/telecare is implemented locally.  

 Lack of sharing best practice with other healthcare providers in other nations 
and using their insight to improve practices within the NHS; there are some 
attempts to do this (e.g. the TITTAN project 
https://www.interregeurope.eu/tittan/ which has several EU partners including 
DHI in Scotland) but it is hard to see how recommendations from this can be 
implemented into NHS given current barriers to adoption of new innovations. 

 Difficulties in communicating success, best practice and latest initiatives more 
broadly across health and social care services. This is an area that impacts on 
the majority of the workforce but existing systems or routes of communication 
do not necessarily extend to all relevant stakeholders. 

                                                           
2
 Health and Social Care Delivery Plan, 2016 (Pg.22) - http://www.gov.scot/Resource/0051/00511950.pdf  
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3. How well does the Scottish Government’s draft Digital Health and Social Care 
Vision 2017-2022 address the future requirements of the NHS and social care 
sector?  

Whilst understanding that the vision is primarily targeted towards service users, it 
would be encouraging to see the vision extended to encompass digital systems as a 
foundation for which a modern, efficient and responsive health service is built. Poor 
use of technology, duplication and bureaucratic demands have been historical 
associations with our health service, therefore to promote a more innovative, 
dynamic future it would be beneficial for the vision to encompass this narrative, with 
the strategy then supporting how this is actioned both internally (i.e. staff 
perceptions), and externally (patients, charities, industry, other bodies). 

4. Do you think there are any significant omissions in the Scottish Government’s 
draft Digital Health and Social Care vision 2017-2022 

As per previous comments. In addition, in order to be viewed as a dynamic, innovative 
health provider more needs to be done internally and externally to shake historical, and 
at times continuing, associations of bureaucracy.  

5. What key opportunities exist for the use of technology in health and social 
care over the next 10 years?  

Advancing innovation is a clinical and cost imperative and the future use of technology in 
health and social care offers exciting opportunities. Already, robotic surgery, 3D printing, 
implantable devices, and other digital and technology enabled innovations that target 
prevention, monitoring, and treatment, are showing potential to improve outcomes and 
reduce costs.  

In addition, new R&D approaches, and big data and analytics use are creating 
opportunities for innovation.  

The powerful impact of digital health is relevant not only in novel medical technologies, 
but also in ‘traditional’ bio/pharma. Health records provide the basis for real world 
evidence and outcomes based research. In terms of RxDx, therapeutics are increasingly 
coupled to diagnostics through digital technology and form the basis of precision 
medicine. 

Scotland boasts one of the most highly developed health informatics systems in the 
world and there is huge recognition of the value of health data in Scotland and the ability 
to use technology and data analysis to better inform patient care.  

6. What actions are needed to improve the accessibility and sharing of the 
electronic patient record?  

Scotland has an invaluable resource for the data-driven approach to healthcare of the 
future. Other organisations are better placed to advise on patient records and data, 
however some general observations relate to laws governing “ownership” of patient 
data.  

In the UK, the NHS is considered the ‘owner’ with patients able to access copies. 
However in many other (e.g. European) nations, there is more emphasis on patients 
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owning their own data, which allows the creation of Personal Health Records, something 
which information governance in the UK does not currently allow easily. PHRs would 
allow UK implementation of many new innovations that are currently being designed, 
such as the “Year Zero” project by Illumina Digital 
(https://connect.innovateuk.org/web/dallas/smarthome) and NHS Grampian’s “No 
Delays” project.  

7. What are the barriers to innovation in health and social care? 

At present, it is recognised by most participants that the healthcare innovation landscape 
in Scotland is cluttered, with a range of (sometimes competing) organisations and 
perspectives involved. 

While the role and importance of innovation is increasingly well understood within the 
sector, what is less well understood is the ‘how’ of innovation. 

In June 2012, “Health and Wealth in Scotland: A Statement of Intent for Innovation in 
Health”3 suggested that Scotland has potential to be: ‘a world leading centre for 
innovation in health through partnership working between Government, NHS Scotland, 
industry and the research community’.  

Unfortunately, the challenge remains to realise the potential highlighted in 2012 in a 
meaningful, consistent and nationwide way, even when our ‘innovation ready unified 
health system’ is highlighted as an advantageous element of Scotland’s innovation 
ecosystem within the refreshed Life Sciences Strategy for Scotland - Accelerating 
Growth, Driving Innovation 4– published in February 2017 

Innovation is most often characterised by creativity, lack of scale and significant risk of 
failure.  This means that individuals must be encouraged and empowered to be 
innovative and failure must be tolerated, and indeed welcomed, as integral to ultimate 
success. 

By its nature, innovation is not something that can be managed from the centre. 
Nevertheless, the centre can play a vital enabling role in creating the right conditions for 
collaborative innovation to exist. Equally, the critically important asset that is NHS 
Scotland can become increasingly influential in providing the right environment for an 
innovation friendly culture to flourish. 

The fragmented initiatives that exist currently, while admirable in themselves, are 
unlikely to leverage the full the advantages of a single, unified health system. In order to 
create a vibrant, connected, coherent healthcare innovation ecosystem in Scotland, we 
believe that what is now required is: 

 a clear national strategic direction that recognises the perspectives of all 
participants in the healthcare innovation ecosystem 

 a consistently supportive culture within and throughout the NHS 

 adequate innovation lifecycle funding 

                                                           
3
 http://hub.careinspectorate.com/media/108513/sg-nhs-statement-of-innovation.pdf 

4
 

http://www.lifesciencesscotland.com/pdf/Life%20Sciences%20Strategy%20for%20Scotland%202025%20Vision.pdf 
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 the right infrastructure within the NHS nationally to support and facilitate 
innovation  

 improved access to the expertise needed to turn ideas into successes 

 adequate access to the NHS for all relevant external stakeholders.  

Stimulating action in support of the above strategic direction also requires leadership, 
responsibility and accountability for delivery to be clarified. Historically, there has been 
uncertainty in this regard, leading to the cluttered healthcare innovation landscape 
described already.  

The Health and Social Care Delivery Plan (December 2016) committed to ‘creating 
governance structures to support a new, coherent and concerted effort on the promotion 
and exploitation of health-related innovation’ by 2018. Time is therefore of the essence 
in lowering or removing any barriers to innovation in health and social care.  

In this regard, it may be better to utilise existing vehicles as agents of change rather than 
start afresh. SHIL and NHS Research Scotland (‘NRS’) Central Management Team 
(CMT), hosted within SHIL, are important and relevant parts of the existing landscape 
that could be built upon in order to deliver accountable leadership and clear governance.  

While SHIL does not at present have the authority, remit or resources to lead, coordinate 
and network the innovation landscape around NHS Scotland, nor to systematise the 
NHS Scotland engagement in innovation, it does nevertheless have a track record of 
success, and a reputation across the healthcare innovation ecosystem that can be built 
upon quickly. 

In any event, Scotland has a proven track record of pioneering invention and medical 
innovation and is well positioned to build on this proud history to ensure NHS Scotland 
remains at the forefront of medical advances, with a modern, innovative, and sustainable 
service for the future.   
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Technology and Innovation in the NHS 

Strathclyde Institute of Medical Devices at the University of Strathclyde 

 

Strathclyde Institute of Medical Devices (SIMD) is a core part of the University’s 

activities in the healthcare field and it exists to stimulate Medtech activity across the 

University-Industry-Clinical interface. SIMD can offer a range of services to incoming 

companies and clinicians including introductions to academic teams, collaborative 

project scoping and roadmapping for Medtech product development, IP brokering 

and specialist events for companies or other groups. The Institute has also formed a 

Medtech Academic Advisory Group across Scotland and strong NHS partnerships to 

widen the impact of Scottish Medtech research. The Institute’s programme of 

activities in the Medtech sector, not least its close support of the EPSRC Centre for 

Doctoral Training in Medical Devices and Health Technologies (CDT), bridges the 

range of research project pathways from blue skies to certified medical device 

thereby feeding the innovation pipeline for new projects, products and services. 

SIMD is in the process of further extending its Medtech connectivity internationally. 

For example, it is poised to strengthen its connections in the USA through a 

partnership with the recently established Par USA business and investment fund.  

1. What do you consider have been the main successes of the existing 

Scottish Government’s eHealth and telecare/telehealth strategies and why? 

The piloting of NHS Florence (https://www.getflorence.co.uk/), a simple texting 

system with viewable responses and alerts, across a variety of healthcare settings 

(general practice, acute hospital, community and mental health) and health needs 

has been very successful. The system allows healthcare professionals to engage 

patients with their own healthcare. Crucially it is elegantly simple to use, aiding 

patient acceptance, and suits the current technology level and capability of the NHS 

without needing to address interoperability. NHS Flo is operated by the social 

enterprise company NHS Simple.  

2. What do you consider have been the main failures of the existing Scottish 

Government’s eHealth and telecare/telehealth strategies and why? 

I. Interoperability: Interoperability within the NHS systems is critical as it is 

imperative that healthcare professionals have the ability to share information 

across multiple technologies. Currently the underpinning IT system hampers 

professionals from exchanging information with ease, creating a healthcare 

system that is fragmented and inefficient. This goes from consultancy 

appointments to joining up data from patients/devices and the people with least 

feedback are patients, relying on whatever GPs can see on the current electronic 

system. The end-result is that it’s harder for healthcare professionals to care for 

patients and for patients to self-manage. Patients, in surveys, would welcome 

access to their own data instead of the current patriarchal approach. Medical 

device manufacturers have easy access to plug in and play via Bluetooth and 
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other such systems and the NHS data collection needs to provide a simple 

interface for collection of data generated by devices, meaning the technologies 

clinicians use to take care of people can seamlessly exchange information and 

be easily swapped out as needed. A single dashboard with data for clinicians and 

patients would be ideal.  

II. Investment: The aspiration of the strategy to contribute to innovation occurring 

through the Health Innovation Partnerships (HIP), established in 2013, the 

research community and suppliers, including the small and medium enterprise 

(SME) sector was laudable, however it would appear that the actual impact is 

currently difficult to ascertain.  Whilst preparing some documents around 

Medtech & innovation we would have liked to include some information on the 

Health Innovation Assessment Portal (HIAP) and HIP to help illustrate how ideas 

or innovations have been managed through to products for patient benefit. When 

enquiries were made we were advised there have been no formal reports on the 

progress and impact of either to date. Those outcomes that are in the public 

domain are generally anecdotal and far from systematic.  

It is generally accepted that Scotland, in activities across a wide range of sectors, 

should be able to achieve about 10% of UK levels in industrial activities given per 

capita ratios and average performance. Whilst Scotland has always considered 

itself a good performer in the UK landscape this is not always born out in the 

evidence. UK Medical Technology Sector: Strength & Opportunity (2015 reports 

that 7% of the sectors jobs within the UK were in Scotland, in the 2016 that has 

fallen to 6%. In comparison other regions of a similar population, such as 

Yorkshire for example, had 10% of Medtech employment in 2015 and that grew 

to 11% in 2016. Yorkshire through HEFCE funding have recently established 

(2017), Translate: Medical Technologies in the Leeds City Region, which is a new 

partnership of universities in the region with world-class expertise in the 

development of new medical technologies. Such developments may help further 

consolidate Yorkshire as a leading regional Medtech player within the UK.  

The University of Strathclyde has worked extensively to deliver a solution for 

Medtech in Scotland. This included preparing a full business plan for a National 

Centre for Medical Technology (NCMT) at the behest of Scottish Enterprise and 

the Scottish Funding Council. However, both have since declared a lack of funds 

available for this sector. Response from Scottish Enterprise to Medtech Sector 

needs has been directed mainly at increasing exports not investment in the 

innovation pipeline.  

The situation as far as digital health employment is even more stark with 

Scotland trailing Yorkshire for example by nearly a factor of 3.  In general when 

we look at trends across the UK wide Digital Sector growth has fallen from 28% 

in 2015 to 20% in 2016. 
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III. Lack of deployment at scale: Another area of perceived weakness is in the lack 
of true deployment at scale, DALLAS and Living it Up, notwithstanding. Living It 
Up in a “Scirocco” report of January 2017, nearly 2 years post-programme and 5 
years after it began, described the state of “Transferability of the Good Practice” 
as, “Ready for transfer, but the innovative practice has not been transferred yet. 
The innovative practice has been developed on local/regional/national level and 
transferability has been considered and structural, political and systematic 
recommendations have been presented. However, the innovative practice has 
not been transferred yet.” Overall “pilotitus” remains an issue. In the NHS we are 
hampered by a clear difficulty in enacting business change in hospital to home 
care scenarios, in community medicine and in patient self-management. Busy 
staff are not incentivised to enact changes and deploy technology even if it can 
result in time and costs savings. Technology is often piloted as a duty and use 
withers away as soon as scrutiny of deployment is removed. In Scotland this will 
weaken the NHS and leave it open to competition from the private providers 
(some are very large organisations) who are preparing to respond to consumer 
driven interest in better monitoring and self-management. 

At the Scottish Centre for Telehealth & Telecare’s Digital Health & Care Scotland: 
Our Ambitions Conference at Edinburgh International Conference on 30th 
November 2016 the ‘Attend Anywhere’ programme was highlighted as an 
ambition to be launched the following day. Attend Anywhere pilots the use of 
web-based video consultation for healthcare appointments. The programme was 
to be initially trialled across a small range of services in remote areas of Scotland 
including Speech and Language Therapy and Pharmacy prescription reviews. 
The project is collaboration between NHS Scotland’s Technology Enabled Care 
Programme and Healthdirect Australia. There seems to be an assumption that 
there is sufficient bandwidth in remote areas of Scotland to stream a live video 
call (using open source software) and that people have sufficient data bundles to 
facilitate live video streaming. Remote areas still suffer from a lack of high speed 
broadband, certainly not sufficient in many areas to stream live video. There are 
also, regardless of how this is spun, cost implications re the data usage for 
patients. For those with sufficient bandwidth or large enough data bundles this 
would prevent the need to go to appointments from distant locations. 

However, an enquiry in February this year revealed only one patient had been 

enrolled between end of November and mid-February. Clearly strong support and 

public reporting of figures should be encouraged if this initiative is to gain 

widespread acceptance. 

3. How well does the Scottish Government’s draft Digital Health and Social 

Care Vision 2017-2022 address the future requirements of the NHS and 

social care sector? 

As far as we can see there is no draft strategy via the suggested link, or elsewhere, 

laying out how the Scottish Government plans to address the future requirements of 

the NHS and social care sector for Digital Health and Social Care. The website 

alludes to a draft plan that will be forthcoming later in 2017 and instead provides a 

statement of what a citizen of Scotland will have as a result of the Digital Strategy. It 
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then presents a number of case studies around small pilot projects which are hoped 

will help realise the vision when rolled out nationally. 

Over the last few years Strathclyde has undertaken a large piece of work around 

delivering medical technologies to deliver the NCMT. Part of this work established 

that global health and social care delivery systems are failing to keep pace with the 

needs of an ageing population, the increased prevalence of chronic conditions (non-

communicable diseases), and rising patient and public expectations. The World 

Economic Forum and Harvard University produced a report in 2011 that highlighted 

this economic and social burden, specifically they said: 

“Non-Communicable Diseases already pose a substantial economic (global) burden 

and this burden will evolve into a staggering one over the next two decades. For 

example, with respect to cardiovascular disease, chronic respiratory disease, cancer, 

diabetes and mental health, the macroeconomic simulations suggest a cumulative 

output loss of US$ 47 trillion over the next two decades. This loss represents 75% of 

global GDP in 2010 (US$ 63 trillion). It also represents enough money to eradicate 

two dollar-a-day poverty among the 2.5 billion people in that state for more than half 

a century”  

Healthcare systems will crumble under this increasing burden and fundamental 
changes to healthcare delivery systems are needed, with greater emphasis on:  

 Preventing illness and tackling risk factors, such as obesity, to help people 
remain in good health  

 Encouraging individuals to take more responsibility for their own health and to 
become more participative in managing their care 

 Being proactive in predicting the likelihood of disease and in detecting disease 
at an earlier stage  

 Supporting people to live in their own homes and offering a wider range of 
housing options in the community with localized and distance support 

 A reduction in the more expensive methods of delivering healthcare e.g. visits 
to Accident and Emergency, hospital stays etc 

 
Medical technologies, of which digital health is an important subset, have an 

important role to play in achieving this vision. Rather than being seen as an 

additional cost for the health service, new technologies and devices should play a 

pivotal role in helping individuals lead a healthy life and in dramatically changing the 

way healthcare is managed, leading to improved outcomes and reduced costs. 

Unfortunately not enough NHS staff have received this message and sometimes 

view technological change and digital health as something that may erode the skill 

base and be difficult to enact. There needs to be specialised teams deployed for 

business change tackling one area (chronic disease for example) at a time.  

4. Do you think there are any significant omissions in the Scottish 

Government’s draft Digital Health and Social Care vision 2017-2022.  
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There appears to have been a lot of work around information sharing through the 

Information Sharing Board. When the key groups are viewed on the strategy website 

there is little, or no, reference/representation from patient/citizen groups. Patient 

groups can drive uptake of devices and self-management if they are properly 

enabled.  

Health technology assessments have been introduced; including a lighter touch 

Innovative Medical Technology Overview (IMTO). These are often seen by SMEs 

and micro businesses as a ‘must have’ in order to sell technology into NHSScotland. 

However, they have no official capacity except as a summary review of the evidence 

and have no traction in NHS procurement. If a technology is reviewed and thought to 

be of benefit to citizens in Scotland there should be a means of ensuring that it is 

procured. Perhaps even given a ‘mandate’ to use, if it is thought that it would have a 

significant impact on the health of the citizens and on the Scottish economy. 

SIMD participates in the work of Scottish Health Technologies Group (SHTG) and 

the IMTO process is a step in the right direction, however it is not a mandate to 

procure by NHSScotland thereby benefitting patients. To date there have been 8 

IMTOs of non-medicine technologies. How many are now being bought by the NHS? 

In the interests of transparency, an open report into the ongoing HIP and HIAP 

activities would be of interest in order see to how effective and beneficial these 

initiatives have been for Scottish citizens. 

5. What key opportunities exist for the use of technology in health and social 

care over the next 10 years? 

As part of the work around the NMCT we recognised that there are many barriers to 

uptake of new technology in the NHS and Social Care sectors. The consumer 

revolution in social media, IT and technology is now turning towards medicine and 

healthcare with many large and influential companies such as Apple, Nike and 

Samsung developing Medtech devices and digital applications. Within a very short 

time, citizens will have much more choice over methods of health monitoring and 

access to medical advice. If we can harness citizen power to help drive better 

wellbeing and clinical innovation in Scotland then we will have developed a new and 

exciting model that could set the trend internationally. Citizens and clinicians would 

be supported to work together to embed new devices and practices in the care 

pathways. Failure to do so will encourage the provision of private services. 

The adoption and diffusion of new medical technologies in the NHS, and other hard-

pressed health services globally, offers the prospect of reducing costs and driving 

efficiencies. The efficiencies agenda in the NHS, coupled with private sector 

Medtech activity to deliver innovative clinical solutions, presents a significant win-win 

scenario for Scotland. The Medtech sector has a strong academic base in the 

underpinning technologies, covering the physical sciences, engineering and life 

sciences, through to design, software, IT, and digital technologies, backed up by 

strong clinical centres of excellence and a significant NHS capability and spend. 
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However, SIMD’s own survey of the academic Medtech network in Scotland 

revealed that this group feels a need for much more co-ordination and connectivity of 

the community, particularly to compete on the global stage. Again, SIMD planned for 

this in the NCMT plan prepared for and presented to SE and SFC. 

In order to address areas of “unmet clinical need” that will benefit patients and have 
a positive impact on the health and social care services, it is necessary to engage 
with Health Care Practitioners (HCPs). A programme of organised and regular 
engagement events help HCPs to articulate “unmet clinical need” in their areas of 
specialty and with the assistance of the team from SIMD)/CDT and working with the 
Medtech community develop potential solutions (TRL 4-5). TRLs (Technology 
Readiness Levels) are a measurement system to assess the maturity of a 
technology under development. TRL 1 - the lowest - is really about basic core 
research, whereas TRL 9 - the highest - for Medtech is about surveillance and post 
marketing studies. 

In November 2016 SIMD and the CDT held an engagement event ‘Optimising the 
Academic - Clinical Medical Technology Collaboration’. This was attended by a mix 
of clinicians, academics and students. The aim of the event was to generate new 
project ideas for the CDT 2017 project call, due to open in early 2017, as well as to 
help clinicians and researchers grow their networks and bridge the gap between 
academia and the clinic. The event was well attended with 65 people in total, 22 of 
whom were clinicians. As part of the event three key questions were posed:  

1. Emerging clinical themes & opportunities? 

2. State of the art and clinical needs?  

3. What are the barriers to creating new collaborative projects? 

The questions were discussed round table and fed-back to the larger group. Each 
group comprised of a mixture of clinicians and academics. Below are the emerging 
clinical themes & opportunities identified: 

 Real time monitoring (Lab/Tissue on a chip) Digital Health (App based) 

 Patient inclusion in device development 

 Patient Driven Digital technology 

 Primary treatments or at home treatments 

 Patient self- management - Wearable technology, Easy data gathering & 

friendly display 

 Remote Monitoring 

 Apps - Useful for diagnosing diseases rapidly 

 Apps - Primarily for clinicians at the moment 

 Apps - Data Analysis and analytics 

 Apps - Dementia related research 

 Standardisation for collaboration and communication of data between areas 

 Apps that can be used to aid clinical data organisation - Example an app in 

which results can be analysed by clinicians 

 Real time monitoring using wearable tech to inform Clinicians 
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Again, with a funded NCMT we could address and deliver in many of these areas of 

need across Scotland. It will be apparent that some of the needs, above, may be 

within the remit of the Digital Health Institute, but most of the practical problems 

relate to monitoring and therapies that involve medical technologies. 

6. What actions are needed to improve the accessibility and sharing of the 

electronic patient record? 

We do not feel this is our remit and it is more appropriate that this should be 

addressed by NHS & Government. However, there would appear to be a pressing 

need to give patients access to their own data. 

7. What are the barriers to innovation in health and social care? 

There are many recognised barriers to innovation in health & social care which 

include the need for business change, staff resistance to change and procurement. 

One of the areas highlighted in our discussions with clinical, academic and industrial 

collaborators is the inability to get a new technology adopted within the health & 

social care sector in Scotland. As part of the event mentioned previously (see 

question 5 above) we posed the question ‘What are the barriers to creating new 

collaborative projects?’ The mixed groups identified the following: 

 Managers say no money, in particular silo budgets are being protected across 

the NHS & Social Care sectors 

 Management - issues with obstruction to new innovations from managers and 

staff 

 Need for a process to make a Health Economic case to clinical service 

manager to obtain funding 

 Lack of NHs funding for state of the art Equipment, usually comes from 

charitable donations 

 Fear of new technology e.g. replacing staff - More labour intensive & more 

training required 

 Innovations fund - Scottish Government 

 Economic Impact 
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12 July 2017 
Health and Sport Committee 
Scottish Parliament 
 
(by email to healthandsport@parliament.scot)  
 
 
Members of the Scottish Parliament Health and Sport Committee 
 
TECHNOLOGY AND INNOVATION IN THE NHS – CALL FOR VIEWS ON E-HEALTH 
 
The SLA is the trade body for Scotland’s life sciences sector, and we are glad to respond on 
behalf of our members to the Committee’s call for views on this important topic.  The views 
set out in this letter and its Annex reflect the position of our many Scottish member 
companies active in developing and seeking to provide e-health as well as other types of 
innovative solutions to meet NHS needs. 
 
The Scottish life sciences sector in general is vibrant, growing at around 6% per annum and 
employing around 37,000 people, mostly in high value jobs.  It is very diverse, covering 
medical devices, diagnostic tests, contract research, pharmaceuticals, e-health and 
consumer health.  The sector is global in its outlook, exemplified by an Edinburgh software 
company which supplies the billing software for a quarter of all US hospitals. 
 
The SLA works closely with NHSScotland on behalf of our 140 members, for the most part 
through the Health Innovation Partnership (HIP), a Scottish Government scheme which we 
help to deliver for the Health and Social Care Directorate under a pro bono contract.  Over 
the past 4 years, the HIP has initiated partnerships between almost 200 companies with a 
presence in Scotland, and over 1,000 clinical and allied NHSScotland staff.  There are some 
real economic success stories emerging from its work (although few as yet in the e-health 
field).  The good relationships established through the HIP between Scottish life sciences 
companies and NHSScotland clinicians and other experts is a USP for this key sector of the 
Scottish economy, is highly valued by our members, and is the object of much interest from 
elsewhere.  Through the HIP, small companies can get an NHS customer view on an initial 
idea, help with development and testing of the product or service in an NHS environment, 
and then help with procurement.  The HIP includes several e-health projects; a fact sheet is 
at http://www.healthinnovationpartnership.com/150331.pdf.  
 
We are glad that Ministers and senior NHS officials recognise the role which the NHS can 
play as a driver of economic growth in Scotland.  Much good progress has been made, 
including by the NHS Scottish Health Technology Group which assesses non-medicine 
technologies.  However, there are three issues which still act as a drag on sales to 
NHSScotland by indigenous digital health companies:- 
 

 Barriers to procurement of modern e-health systems by NHSScotland, for example 
the e-Red Book personal child health record developed by Sitekit, a company based 
on Skye.  The company is selling this very successfully through its London office to 
Health Trusts south of the border, but not in Scotland, despite clinician support for it 
here. 

 

 The fact that much NHS procurement is “siloised” in Boards.  This leads to situations 
where, even if a Board does buy an e-health system from a Scottish company, there 
is no assurance that other Boards will do so, despite the advantages of a uniform 
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approach.  There is an urgent need to implement a “once for Scotland” procurement 
process for e-health and other products and services. 
 

 We believe that meaningful patient centred care needs much better patient access to 
their health data.  Scotland has always had great health data, which e- health 
companies could to use to provide patients with information about their health.  E-
health companies could also use such data to support better NHS healthcare 
solutions, but even anonymised data is very seldom, if ever, made available to them 
by the NHS.   

 
We have discussed these issues with Ministers, and also with Paul Gray, whose 
understanding of e-health and interest in the NHS / business relationships established 
through the HIP is valued by us.  But there is a lot of progress to be made.  We believe that 
failure to address the barriers outlined above could mean that there will not be an e-health 
industry left in Scotland in 5-10 years’ time, as our indigenous companies will go to where 
the market is. 
 
I attach as an Annex our answers to your Committee’s questions, which expand on the 
points made in this letter.  We would be glad to discuss our views with the Committee if that 
would be helpful. 
 
Yours sincerely 
 

John A Brown 
 
John A Brown 
Director of Policy 
Scottish Lifesciences Association | 29 Drumsheugh Gardens | EDINBURGH |EH3 7RN 
T: 0131 225 4628 | m: +44 7731 985 582 | e: john@sla.scot   
Company registered in Scotland: SC390602 
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ANNEX 
 
TECHNOLOGY AND INNOVATION IN THE NHS – CALL FOR VIEWS ON E-HEALTH 
 
 
Q1. What do you consider have been the main successes of the existing Scottish 
Government’s eHealth and telecare/telehealth strategies and why? 
 
Few spring to mind from the point of view of the indigenous e-health sector.  An exception is 
the successful use by the Scottish Government of the Small Business Research Initiative 
(SBRI) to help small companies to bid for NHS contracts for innovative products and 
services.  A few Scottish e-health companies have been successful in gaining preliminary 
contracts under this scheme. 
 
 
Q2 What do you consider have been the main failures of the existing Scottish 
Government’s eHealth and telecare/telehealth strategies and why? 
 

 Barriers to procurement of modern e-health systems by NHSScotland, for example 
the e-Red Book personal child health record developed by Sitekit, a company based 
on Skye.  The company is selling this very successfully through its London office to 
Health Trusts south of the border, but not in Scotland, despite clinician support for it 
here.  These barriers are often caused by Board IT procurement rules, or big NHS IT 
system supplier compatibility issues which Scottish digital health SMEs struggle, 
often unsuccessfully, to overcome. 

 

 The fact that much NHS procurement is “siloised” in Boards.  This leads to situations 
where, even if one Board does buy a Scottish e-health system, there is no assurance 
that the rest of them will do so, despite the advantages of a uniform approach to data 
processing, management and use.  We see a strong need to get “adoption and 
spread” systems set up and working, by implementing a “once for Scotland” 
procurement process for e-health and other systems. 
 

 We believe that meaningful patient centred care needs much better patient access to 
their health data.  Scotland has always had great health data, which e-health 
companies know how to use to provide patients with appropriate information about 
their data.  E-health companies could also use such records to provide better NHS 
healthcare solutions, but even anonymised data is very seldom, if ever, made 
available to them by the NHS.   

 
 
Q3 How well does the Scottish Government’s draft Digital Health and Social 
Care Vision 2017-2022 address the future requirements of the NHS and social care 
sector? 
 
The plan is well written and fit for purpose.  It says:- 
 
Digital technology is key to transforming health and social care services so that care can 
become more person-centred. Empowering people to more actively manage their own health 
means changing and investing in new technologies and services, by, for example enabling 
everyone in Scotland to have online access to a summary of their Electronic Patient Record. 
The time is right to develop a fresh, broad vision of how health and social care service 
processes in Scotland should be further transformed making better use of digital technology 
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and data. There is an opportunity to bring together all IT, digital services, tele-health and 
tele-care, business and clinical intelligence, predictive analytics, digital innovation and data 
use interests in health and social care.  
  
This will be taken forward through: 
• a review led by international experts of our approach to digital health, use of data and 
intelligence, to be completed in 2017, which will support the development of world-leading, 
digitally-enabled health and social care services; and 
• a new Digital Health and Social Care Strategy for Scotland, to be published in 2017, that 
will support a digitally-active population, a digitally-enabled workforce, health and social care 
integration, whole-system intelligence and sustainable care delivery. 
 
If these words were to be put into action, progress could be made.  But past and present 
reviews and strategies are not action (more on that subject in response to Q5). 
 
 
Q4 Do you think there are any significant omissions in the Scottish Government’s 
draft Digital Health and Social Care vision 2017-2022.  
 
No.  The plan is fit for purpose; the difficulty is in actually bringing together “all IT, digital 
services, tele-health and tele-care, business and clinical intelligence, predictive analytics, 
digital innovation and data use interests in health and social care”.  We do not underestimate 
the challenge of doing this across the board, as opposed to implementing sporadic pilot 
schemes, but we believe that were it to be addressed, significant operational savings could 
be made by the NHS. 
 
 
Q5 What key opportunities exist for the use of technology in health and social care 
over the next 10 years? 
 
The Digital Health and Social Care vision 2017-2022 sets out the opportunities arising from 
better e-health systems very cogently.  Digital technology has transformed many other 
industry sectors, enabling them to be more efficient and flexible.  This in turn has 
empowered customers and created major cost savings and economic benefits for these 
sectors.  But this shift towards digital empowerment of ‘customers’ (in the context of this 
document, patients and carers) has still not happened at scale in health and social care.  
Indeed, from the Scottish e-health business perspective, Scotland appears to be falling 
behind, rather than leading as is often claimed. 
 
We would argue that Scotland needs firmer leadership at every level to ensure that 
previously agreed policy (e.g. on the Health and Wealth Agenda) is actually implemented 
within the health and social care sector.  After years of publishing of strategy documents and 
consultations, actual progress appears to be minimal. 
 
At both UK and Scottish Government levels, we lack a cohesive strategy to enable small 
companies to scale up to become businesses capable of competing on the world stage.  
While we are fairly good at providing early-stage support for business innovation, and have 
some success in turning this innovation into successful small businesses, we are very poor 
at building businesses of scale that are still in business in five years, far less competing 
internationally and exporting.  The opportunity for Scotland’s e-health industry lies not only in 
the procurement and use of technology by the NHS and social care, but in the consequent 
development of a market for these products and services.  Our members tell us that it is 
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extremely difficult to export without a ‘home market’ reference customer which can provide a 
pilot site and clinical evidence of efficacy. 
 
Another important opportunity would arise from using the combination of e-health and 
diagnostic expertise within the Scottish life sciences sector through widespread introduction 
of remote monitoring of patients, e.g. the blood sugar levels of diabetes patients.  This would 
use NHS and company systems to better monitor patient health and intervene when needed, 
rather than at the point of a health crisis.  Scotland’s life sciences sector has considerable 
strengths in diagnostic testing.  Health innovation and economic growth would be promoted 
by introducing routine use of point of care testing (at home or at a GP clinic) to speed 
diagnosis and treatment across a diagnosis-led NHS, with Scottish companies well able to 
supply many of the tests needed. 
 
While we do have one or two success stories, Scotland needs many more of them if we are 
to have a sustainable e-health sector.  If Government wants its home-grown companies to 
contribute strongly to economic growth, it needs to back them with effective policy and 
financial support.  With a genuine public/private ‘Team-Scotland’ partnership, we believe that 
we can build a sustainable e-health sector here in Scotland, selling to the UK and beyond, 
and offering highly-skilled employment opportunities for Scotland’s best and brightest IT 
graduates and experts.  But if our innovation policies are not effectively implemented, or 
keep changing, the e-health sector is at risk of not surviving in Scotland. 
 
 
Q6 What actions are needed to improve the accessibility and sharing of the 
electronic patient record? 
 
From a technical perspective, our members’ views are that an electronic patient record 
(EPR) can only be successful using Open International Standards, e.g. the Fast Healthcare 
Interoperability Resources Specification, which is the path that NHS England has taken.  
From a sustainability perspective, there needs be a way to open up the data and 
functionality through Open APIs (open data standards) to allow individuals and companies to 
access population personal health data and functionality, always with the citizen’s explicit 
consent.  It is paramount that citizens and innovative SMEs are part of the on-going EPR 
discussion.  To drive accessibility and sharing of any EPR, there must be mass-market use 
making a real difference to the efficacy of healthcare systems, rather than development of 
more sophisticated consumer devices, e.g. the Fitbit, that only cater for the affluent “worried 
well”.  This means solving the problem of how to get health data into the hands of patients 
and informal carers to release their potential for self-care.  We accept that this will not be 
achieved overnight; rather it will require a sustained and coordinated effort.  
 
We see a useful role for SLA members working together through our Digital Health Special 
Interest Group to fulfil the industry coordination role for facilitating the national adoption of 
open clinical and technology data standards.  We believe that this is the key to unlocking the 
economic development of a high growth company sector in Scotland. 
 
 
Q7 What are the barriers to innovation in health and social care? 
 
Barriers to uptake of e-health innovation per se have already been addressed above in 
answer to Question 2. 
 
The main factors affecting more general adoption of innovation across the NHS include the 
need for associated service redesign, risk sharing, Board “siloisation”, and how to finance 
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investments yielding long term savings.  These are being gradually addresses through the 
work initiated by the Health Innovation Partnership.  This is a proven mechanism, having 
initiated partnerships between almost 200 companies (nearly all with a presence in Scotland) 
and over 1,000 clinical and allied NHSScotland staff over the past 4 years.  There are some 
real economic success stories emerging from the work of the HIP, but unfortunately, few as 
yet in the e-health field. 
 
We would be glad to expand further on our views. 
 
12 July 2017 
 
John A Brown 
Director of Policy 
Scottish Lifesciences Association | 29 Drumsheugh Gardens | EDINBURGH |EH3 7RN 
T: 0131 225 4628 | m: +44 7731 985 582 | e: john@sla.scot 
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TINN051 

 

 
Technology and Innovation in the NHS 

NHS National Services Scotland 

 
 
This document constitutes the NHS National Services Scotland response to the 
Scottish Parliament Health & Sport Committee’s Call for Views on Technology & 
Innovation issued on 31st May 2017. 
 
1. What do you consider have been the main successes of the existing 

Scottish Government’s eHealth and telecare/telehealth strategies and why? 
 
In broad terms, the previous eHealth and Telehealth/Telecare strategies have 
been successful in bringing a much needed focus on technology in the context of 
health and care in Scotland. These successes have mostly related to 
establishing the structures, governance and relationships necessary to create 
successful delivery in support of the key health and care strategies for Scotland.  
 
Specifically, this focus has been successful in: 

 Developing good management techniques which focus on managing and 
resetting expectations around scope, time and budget. 

 Creating an environment that focuses on how to prioritise the funding 
available for technology in the health service. 

 Major internal business, patient administration and clinical information 
management systems in place – major platforms have been successfully 
implemented across the country. 

 Basic primary/secondary care data sharing and workflows in place, with 
increased reach of key clinical care information – many information 
governance challenges have been addressed in achieving this and NHSS 
has displayed good responsible stewardship of patient information. 

 Strong national level business intelligence/analytics capability focused on 
planning, service performance, etc. Basic real time management information 
available within health boards. 

 Large national level portfolio of systems is in place which can be used to 
enable (limited) service transformation across health board boundaries and 
national shared services – economies of scale and reduction in wasteful 
variation is being enabled to some degree. 

 Creating long-term partner relationships with key suppliers as well as the 
ongoing development of these. 

 Creating partnerships (domestic & international) and promoting the potential 
of Scotland’s health and care ambitions. 

 Stimulating early stages of innovation and developing pilot initiatives for 
evaluation. 

 
2. What do you consider have been the main failures of the existing Scottish 

Government’s eHealth and telecare/telehealth strategies and why?  
At the heart of the main failures has been the inability to translate the strategy, 
governance and relationships into consistent widespread delivery of better 
outcomes for patients and citizens.  
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Specifically, the main failures are: 

 The patient facing digital capabilities are limited and disparate in nature – 
lack of single national set of communications channels for patients/citizens. 
The websites/comms channels could be better integrated with each other and 
with mainstream clinical service delivery at large. 

 The eHealth strategies do not adequately support clinical service 
transformation objectives – they are too generic and need require more 
direction in support of business transformation/best practice. The focus has 
tended to be on reducing cost of IT service delivery versus driving 
business/clinical service efficiencies. Success has too often been measured 
quantitatively rather than qualitatively, and not driven by service (business) 
need i.e. improvements in patient outcomes, patient experience and health 
economic benefits. 

 There has been an imbalance of decision making between technical leaders 
and clinical leaders, which affects the ability to focus on major clinical and 
business priorities and delivery of clinically relevant outcomes. Agendas have 
been heavily influenced by the need to deliver against individual budget lines 
rather than across budget lines, and in response to bigger picture service 
demands and priorities. 

 High levels of variation persist in both eHealth and Telehealth/Telecare 
environments across health and care delivery organisations. There has been 
an imbalance between local and national activity, leaning towards local which 
has resulted in unnecessary variation and potential inefficiencies. Given the 
challenges around clinical service sustainability and the direction for NHSS 
around regional planning, shared services and Once for Scotland activities, 
this balance needs to be swiftly addressed. 

 Dispersion of the vast majority of eHealth finances to local level makes it 
difficult to direct the necessary finance/resource at larger projects, which 
would best be delivered through a more coordinated national approach.  

 Where there is major business change which involves technical work, there is 
a need for the costs of that, both for set up and on an ongoing basis, to be 
considered. Taking all the Health Economics aspects and a holistic view of 
the impact on the full business budget is critical moving forwards. 

 ‘Integration’ has been more focused on joining up within organisations, in 
particular within hospitals – there needs to be much more focus on 
integration across care settings (community, primary and secondary) and 
across geographic boundaries (cross-boundary care as well as 
regionally/nationally provided care). 

 Standards and interoperability were mentioned in previous strategies but 
there has been limited application. It is important that the strategy focuses 
realistically on how this will be delivered.  

 Failure to drive the coherent converged technical infrastructure required to 
enable faster development and deployment of new applications – IT 
infrastructure convergence has not been driven by previous strategies and 
local choice has therefore been exercised. This is becoming a major 
constraint to large scale change and timely maintenance of robust and 
secure systems. 

 Analytics focus has been at the two extremes of a data and intelligence 
spectrum – immediate patient management real-time data and academic 
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research. There needs to be a better focus on the whole spectrum and the 
power of good intelligence to drive improvements in outcomes as well as 
efficiencies. 

 Failure to effectively link and make available operational/clinical information 
for research. There is a huge imbalance of investment into the academic side 
against the NHS operational side. 

 New innovative solutions have failed to gain any real traction throughout the 
service – often pilot investments are marginal in value, and do not impact 
enough on mainstream service delivery. 

 Difficulty in deploying successful pilot/proof of concept solution at scale 
across service – no standard process for driving new technologies through to 
national level deployment fully funded and supported solution status 

 Information Governance (IG) is perceived to be a major barrier. The rules and 
regulations are inconsistently applied across different organisations – and 
more importantly, there is a need to consider and plan IG into the design and 
development or work to avoid it become an obstacle.  

 Lack of an overarching governance of all aspects of technology and 
innovation to ensure that resources are maximised and focused to deliver 
against service priorities. 

 
3. How well does the Scottish Government’s draft Digital Health and Social 

Care Strategy 2017-2022 address the future requirements of the NHS and 
social care sector? 
 

 The vision statements are all valid but they deal with the issues at a very high 
level. The vision needs to be far more specific in terms of how it will support 
the realisation of the Health & Social Care Delivery Plan, and major strategies 
such as Realistic Medicine. 

 It needs to outline a more specific vision of how a ‘digital’ health service will 
improve the efficiency and effectiveness of the service from citizen, patient, 
carer, clinician, employee and IT professional perspectives. 

 It appears to take a  safe approach and stops short of making any tough 
decisions about priorities, funding trade-offs, architectural platforms or on the 
level of convergence required to support transformation objectives. There will 
be limited success without this specific focus. 

 The vision statements are articulated from a citizen perspective (supporting 
the person-centred ambition), other perspectives need to be considered. 
These would include those from Health & Care Delivery organisations 
(supporting Scotland’s Health Economics and Realistic Medicine agendas) 
and from Enterprise, Research & Innovation organisations (supporting 
Scotland’s Economic & Academic Development agendas). These need to be 
synchronised as far as possible to provide a landscape that all parties can 
collaborate together towards a single set of clear ambitions and aims. 
 

4. Do you think there are any significant omissions in the Scottish 
Government’s draft Digital Health and Social Care Strategy 2017-2022? 

 

 The context and links to Realistic Medicine, the National Clinical Strategy and 
the Health & Social Care Delivery Plan (Dec 2016) should be explicit as 
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drivers. Need to ensure appropriate focus on supporting service 
transformation, clinical service improvement outcomes and improved patient 
outcomes. 

 The strategy would benefit from including narrative outlining key priorities, 
emphasising the need to look holistically at budgets, supporting consideration 
of “invest to save” opportunities  and on the level of convergence required to 
support transformation objectives. 

 Need to make sure that it also addresses more specifics around IT 
Infrastructure/platform strategy, digital patient engagement, internal digital 
workplace, data analytics, research/academic support, new innovation 
evaluation and integration, IT/eHealth workforce strategy. 

 The strategies of the past and the new vision are big on the ‘what’, which in 
the past has been open to interpretation of the reader. This new strategy 
should address this through inclusion of cohesive governance arrangements, 
supported by a fully-funded delivery plan which, while challenging, is realistic 
and makes explicit choices on ‘how’ delivery will be enabled. 

 Clinical leadership in eHealth needs to be strengthened and an appropriately 
skilled and capable workforce supported. The proposal to have a Chief 
Clinical Information Officer/Clinical Director of eHealth is welcomed. However 
it is vital that this is positioned effectively from a governance perspective to 
ensure the maximum impact of the role. 

 The reliance of NHSS on technology has increased significantly, while the 
effectiveness of business continuity approaches is reducing. We need core 
systems with appropriate resilience and potentially higher levels of disaster 
recovery. This will mean investing in key legacy systems or replacing them 
through planned modernisation. 

 
5. What key opportunities exist for the use of technology in health and social 

care over the next 10 years? 
 

 Digital Self-Management (or community supported management) of Long 
Term Conditions to become the norm i.e. the service transformation agenda 
shifting care from Acute to Primary/Community settings and care in a home 
environment with optimisation of patient and carer self-management. 

 Digital Clinical/Care Decision Support – supporting anyone responding to a 
need within the “circle of care”, with appropriate resources or connection to 
someone who does, when they need it. Includes support for care 
professionals to make decisions and deliver consistent care informed by best 
practice. 

 Digital service delivery - evolution of ‘virtual’ clinical service delivery 
environments, e.g. out-patient services. Focus to date has been on education 
to reduce referrals and video-conferencing for consultations, i.e. same 
general model with a bit of tech on top. Need to be bolder in redesigning 
services with provision of digital triage and advice by specialists (e.g. through 
use of digital images and digital clinical dialogue) to focus in person out-
patient appointments on urgent, complex and unusual cases. 

 Digital Telecare – proactive and predictive health care based on the use of 
passive technology (personal devices / Internet of Things) in the home which 
monitors multiple characteristics tailored to the person with appropriate 

HS/S5/17/22/6



TINN051 

 

interventions when “deviations from the norm” arise i.e. the care in a homely 
setting agenda 

 Digital Wellness – programmes of activity supported by the use of devices 
that help citizens prepare & recover from procedures as well as staying “well” 
in the first place i.e. the prevention agenda. 

 Digital engagement and workplaces – to support cross-functional Health and 
Social Care teams to collaborate in care delivery through sharing information 
and managing workflow. 

 Artificial Intelligence - for modelling and prediction to better inform 
preventative efforts and early interventions targeted at those at risk, and 
informing a personalised approach to care. 

 Advanced analytics - use of data to support development of new and 
improved clinical services/ pathways and to support development and 
evaluation of new medicines, tools, etc. 

 Automation of repetitive administrative tasks to allow resource to be directed 
to higher value activities. 

 Robotics – many applications across Health & Social Care. 

 Genomics. 
 

There is an opportunity that the National Digital Collaboration will: 

“Enable business transformation across the National Boards through deploying 

digital skills and capabilities to develop and deliver access to new and existing 

services in a way which meets our public and partner needs, and latterly support 

and drive transformation across the wider health and social care landscape”. 

 Key objectives:  

 To review and agree a set of shared principles for digital leadership. 
 To make an influential contribution to the Scottish Government's emergent 

Digital Strategy for Health & Social Care. 
 To develop an outline, five year plan to maximise the NHS Boards’ digital 

contribution to the delivery of the HSCDP.  This to be discussed between 
and beyond the 8 National Boards and Local Authorities. 

 To identify the key workstreams that will underpin digital transformation 
across all NHS Boards and Local Authorities. 

 To identify digital transformation capability and resource across National 
Boards. 

 To identify a framework, approach and methodology to ensure a 
consistent and cohesive way of working for digital transformation across 
National Boards. 

We should set clear measures of success and targets for each area. The 
focus of any measures should be on improved outcomes, pathways and 
health economic benefits. 
 
We should be ambitious and bold (and still be realistic) in setting these targets 
in the knowledge that we may not achieve all of them. If we continue to be 
conservative and risk averse in our plans and targets, we are very unlikely to 
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achieve step changes in terms of our service delivery, outcomes, pathways 
and finances. 

 
6. What actions are needed to improve the accessibility and sharing of the 

electronic patient record? 
 

 There should be a clear statement on the creation of Scotland’s Digital 
Platform which will allow citizens to digitally engage with their health and care 
enabling device connection, health and care transactions and, critically, the 
standards and protocols for the sharing of data. 

 This statement needs to articulate to citizens what they will be able to do and 
by when, as well as informing what will be required of them in return. 

 This platform will be the basis of a robust, secure and scalable patient access 
portal at the national level. Extending this to include patient choice of access 
channel/device should also be a fundamental.  

 Information Governance issues/framework/access and update business rules 
need to be developed – these are more difficult to develop/agree than the 
actual sharing/editing technology. Citizens should be central to solutions and 
rules that are developed. 

 This then becomes the foundation for the enablement and support of “citizen 
centred circles of care” which allows health & care professionals, 
family/friends/community and 3rd sector organisations to work seamlessly 
and together to deliver and improve the quality of care for individuals. 

 This clarity also then allows innovators (and current suppliers) to orientate 
themselves to this environment and, with the right set of challenges, start the 
creation and demonstration of solutions that address the challenges. 

 

7. What are the barriers to innovation in health and social care? 
 
Innovation will be an important way to do things differently and achieve step 
changes in the way we deliver services. Digital innovation offers real opportunity 
to enable service redesign. However the approach to-date has been somewhat 
haphazard and not enough value has been realised from investments made. 
There are several barriers to successfully innovating technology in health and 
social care: 
 

 Leadership & Governance  
 An overarching governance of innovation and technology needs to be 

adopted in relation to an agreed framework/model for innovation. Each 
component of the model should have an organisation (or organisations) 
recognised as accountable for their delivery in that component.  

 Health & Social Care Management Board leadership should establish 
clear priorities and challenges to be addressed by those accountable for 
early stage innovation (e.g. Innovation Centres, SG & Health Innovation 
Teams). 

 Leadership is required, at all levels, which fosters a true co-design/co-
production environment and breaks down the barriers between 
organisations and budgets. 
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 Lack of overarching governance of those responses that drives through to 
rapid scaling up of the successful ones. 

 The Scaling Up/Widespread Adoption aspect in particular needs this focus 
on leadership and accountability. 

 Where, on occasion, direct leadership is required to achieve outcomes, it 
should be applied. 
 

 Coordination & Facilitation 
 Lack of a cohesive approach to widespread adoption and the full set of  

skills/capability/ capacity required to achieve it e.g. Procurement, 
Technology, Data Management, Health Economics, Change 
Management, Project Management/Support and Benefits Realisation. 

 Lack of a named body accountable for the rapid scaling up of successful 
innovative technologies. 
 

 Prioritisation/Focus on business need 
 Lack of a challenge and response environment driven by priorities. 
 There should be crystal clear evaluation criteria for approval of funding for 

innovation related to delivering improved patient outcomes/pathways, 
delivering health economic benefits and ability to scale easily.  

 Technology & Innovation requires to be driven by business need – too 
many innovations have a purely technical focus and are too often 
‘technical solutions looking for a business problem’. 
 

 Funding 
 It is not unusual for successful businesses in the private sector to invest 5-

10% of their turnover towards ICT Innovation & refresh. As a comparator, 
NHSScotland currently invests less than 1%. 

 Inadequate investment to support long term deployment and evolution of 
new technologies. There is too much invested in ‘front end’ development 
stage and not enough in integration/deployment stages. 
 

 Consistent model/process 
 Lack of an established and agreed closed loop Model for Innovation in 

Scotland (akin to the Model for Improvement established as part of the 
Scottish Patient Safety Programme) that accepts and learns from failure 
as well as informing future priorities and challenges. 

 We should be comfortable with “failure” – not everything will evaluate 
successfully through an innovation process 

 Lack of process maturity in clinical service delivery/quality management 
systems – similar scaling up challenges exist in our Model for 
Improvement. 

 Allowing a default “opt out” position rather than default “opt-in” when 
successful innovations are identified. 
 

 Very Traditional Methods persist in terms of IT & Procurement and 
resistance to co-design & co-production remains one of the biggest barriers 
to widespread adoption. This results in pilot projects and their evaluation not 
being accepted beyond the locale requiring further and multiple evaluations 
before further adoption is possible. The result is slower, incremental and 
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multiple implementations over a long period of time rather than a planned 
national adoption plan which would provide the benefits quicker and provide 
a level of standardisation across the country.  
 

 Scaling up – including capacity & ongoing support 
 Not enough focus on scaling up and rapid widespread adoption 
 Poor ability to enact business/clinical service change 
 Capacity for innovation and its implementation – right now, eHealth and 

local change teams can only focus on “keeping the lights on” which 
means innovation which is not driven from within their local domain, 
cannot be supported effectively. 

 Capability for Scaling Up – some skills exist locally but these are rightly 
focused on local delivery activity. There is a need to focus on rapid, 
national scaling up and supporting that with people and skills focused on 
that national agenda. These include Change Management, IT, 
Procurement, Data/IG Management, Benefits Realisation & Project 
Management/Support resources that can link with local leads to rapidly 
deploy successful evaluations that emerge through the Innovation 
pipeline. 
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Respondent:  Justene Ewing 

Contact:  justene@charlotteconsulting.co.uk  
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1. What do you consider have been the main successes of the existing Scottish Government’s eHealth and 
telecare/telehealth strategies and why?  

The existing strategy has created a focus on the consideration and delivery of technologies to enable better ways of 
working and to consider the potential of alternative models of health and care delivery models.  The establishment 
of governance and a national directive regarding specific initiatives under the guidance of the e-health strategy and 
programme boards taking an inclusive approach specifically within health, given the structure of boards and other 
funded initiatives is welcomed.   

The approach taken in Scotland has received international recognition in the form of the EIP on AHA reference site 
status and significant acknowledgement, interest and information sharing requests from many other European, Asian 
and American systems and delivery agents.  Demonstrating at that time, we were international leaders in the field. 

Successful initiatives have been implemented well under this strategy and some examples include:  

• Budget allocation and prioritisation 
• Many new platforms, applications and initiatives successfully implemented such as:  

o HEPMA 
o Primary and secondary care data sharing and the key information summary and the emergency care 

summary being some specific examples 
o Clinical Change Leadership Group 
o Establishment of Data sharing and innovation programmes such as programmes of work hosted in 

partnership with e-health and NHS NSS ISD with organisations such as FARR, DHI and DataLab 
• Improvement in the delivery of national programmes of work with improved communication, visibility and 

oversight through the e-health strategy board, SWANN implementation strategy updates as an example 
• Improved dialogue with industry in relation to the art of the possible in collaboration with health and care 

providers being at the heart of creating the solutions 
• Recognition and embracing innovation and collaboration as a key component part of the solution to future 

challenges  

2. What do you consider have been the main failures of the existing Scottish Government’s eHealth and 
telecare/telehealth strategies and why?  

It must be recognised that the importance of the role of ‘keeping the lights on’ is a critical one for all of the teams 
and personnel involved in the delivery of any health and care strategy.  However, we must recognise that change is 
critical and absolutely necessary and as such we must make time and space to ensure that transformation and change 
occurs.  Failing to do so ensures the sustainability challenge will continue to grow and we will have a health and care 
service which is completely unsustainable.  

It is my view that one of the biggest challenges for the current e-health and telehealth/telecare strategies is that 
there are competing strategies which do not consider or align to the significant volume of other strategies or policies 
at play in this part of the sector.  The Scottish Government policies and strategies below all impact in some way the 
area of digital health and care either advocating for, or promoting service change underpinned by innovation and 
technologies of varying degrees.  

A selection of some of strategies, policies and frameworks expected to be delivered by Scottish Government 
departments or agencies are listed as: 

• National Clinical Strategy for Scotland (Health and Social Care Directorate, SG) 
• 2020 Vision (Health and Social Care Directorate, SG) 
• Quality Strategy (Health and Social Care Directorate, SG) 
• E-health strategy (Health and Social Care Directorate, SG) 
• Technology Enabled Care Programme (Health and Social Care Directorate, SG) 
• A National Telehealth and Telecare Plan for Scotland (SCTT, NHS 24) 
• Economic Strategy (Enterprise, Environment & Innovation, SG)  
• Innovation Scotland Forum (Enterprise, Environment & Innovation, SG) 
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• Scotland Can Do Forum (Enterprise, Environment & Innovation, SG) 
• Skills for Scotland Strategy (Learning and Justice, SG) 
• Scotland’s Digital Future – High Level Operating Framework (HLOF) (Communities, SG) 
• Digital Participation: A National Framework for Local Action (Communities, SG) 
• Civtech; Scottish Government Digital Directorate Accelerator programme 
• Scotland’s International Framework (Strategy and External Affairs, SG) 
• 2020 Vision for Scottish Lifesciences Strategy (Lifesciences Scotland) 
• Digital Health Care (Highlands and Islands Enterprise) 
• Research Strategy (Healthcare Improvement Scotland, NHS Scotland) 
• Delivering Innovation through Research, SG Health and Social Care Research Strategy (Chief Scientist Office, SG) 
• Local Government ICT Strategy (Scottish Local Governments) 
• Scottish Local Government Digital Transformation Strategy (Scottish Local Governments) 
• Numerous Procurement Policies (SG and NHS) 
• Scotland’s Manufacturing Action Plan (Scottish Enterprise) 
• Three SFC Innovation Centre delivery strategies associates with Health and Care 
• Numerous Third Sector Policies  
• Many others… 

It should be noted that these documents, are very good documents in their own right, however many of them often 
focus on a single aspect of health and care provision or technology or the economy and the role that ‘digital’ should 
and could play.  

This level of complexity within the strategy and policy context creates challenge, and when considered alongside the 
very busy, transformational change and innovation landscape, where there are tens and tens of agencies and other 
associated bodies.  It is often unclear what the specific roles and responsibilities are for each of these organisations, 
along with competing agendas and a distinct lack of transformational change and digital health and care strategic  
leadership, makes it virtually impossible to achieve the significant advantages I know and believe can be delivered in 
Scotland.  In addition, confusion between innovation and research and development continues to be an issue and 
clarity of each of the roles and purpose will be welcomed.  

The current strategy fails to recognise the emerging consumer digital health markets and the ability to make use of 
the data and information many citizens have readily available within their own control.  The economy, education and 
innovation strategies from within the Scottish Governments programme of work provide significant opportunities to 
realise the potential of collaborating with Scottish based business to enable faster innovation and delivery of 
transformation, however the perceived barrier of procurement and contract ‘lock out’ must be addressed.  There is 
an opportunity to create a win-win mentality, enabling business to help our NHS and Care provision change at pace, 
and a pace citizens of all ages would welcome. 

Interoperability and scalability, a once for Scotland approach is referenced in many places, however there has been 
limited success in this regard.  The availability of digital technology and interfaces from public sector remains limited 
and quite frankly below an acceptable level. Communication remains one way and far too reliant on telephone and 
post, creating unnecessary waiting time for letters and appointments and inflating the perception of you have no 
access to the professional until you physically see them, which is ex[pensive for non-urgent and unnecessary 
appointments.  There is significant inconsistency in the levels of ‘digital’ available across the county creating variation 
and inconsistent patient experiences, and far too much dependency on individual preferences of digital access and 
technologies, we do not realise economies of scale or national standards in this current way of working.    

Access to data and the information governance issues must be addressed, with inconsistent and often misaligned 
understanding of the ‘rules’ creating distinct disadvantages in progressing innovation and the ability to enable deep 
and meaningful insight across the system which empowers leadership teams and professionals to deliver deeply 
enhanced outcomes and for patients to experience significant improvements in outcomes. 

There has been no recognition of the process of adoption and scaling of innovative digital health and care solutions, 
there is no single approach to user/patient centred design, proof of concept or pilots.  Procurement continues to be 
a significant barrier for many smaller organisations (SMEs) not on the contract frameworks or programmes.  As a 
result creates a perception of attempted work arounds and ‘pilotitus’ to short cut the system, which in some cases 
eventually leads to a reluctance to get involved if it doesn’t meet a personal professional need or desire. 
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Professionals often engaged in innovation and transformational change have to do so in their own time, and as a 
result of service delivery priorities, and limited down time, creates significant challenge in the engagement of 
available resources specifically for the purpose of considering the clinical and governance issues relating to change 
in patient engagement, pathways and protocols, slowing the whole change process down. 

Going forward there needs to be a national unit with sole responsibility for leadership, coordination, and translation 
of these strategies, policies and frameworks into a national programme of work as a way of providing capacity, 
cohesion and excellent and consistent delivery to ensure improved efficiency, capacity and most importantly 
improved clinical and care services for the people of Scotland.  

3. How well does the Scottish Government’s draft Digital Health and Social Care Vision 2017-2022 address the future 
requirements of the NHS and social care sector?  

The vision is appropriate, realistic and safe and does address the short and some of the medium term future 
requirements of the NHS and social care sector.  Currently, it doesn’t address some of the very tough challenges and 
decisions that need to be made, I believe citizens are aware that we are challenged, and I think we should use this 
opportunity to address our issues and make plans to progress.  The vision doesn’t go far enough to recognise the 
challenge we face in the ongoing sustainable delivery of health and care services in Scotland.  Digital technology, 
applications and those who manufacture them, have a considerable opportunity to invest and create significant 
capacity in the system, enabling people to be more accountable and responsible for their own health and wellbeing, 
creating improved healthier and wealthier citizens as a result whilst the NHS concentrates on managing illness and 
‘hands on’ care more effectively. 

Should we consider the NHS is not a ‘health and wellness’ system, it is an ‘illness’ system and we must ‘invest’ in 
health and wellness to prevent illness and plan spending on clinical and supportive care which improve the outcomes 
and support people in illness? 

Data access, sharing, interoperability are all key issues which can improve citizen engagement in their own care and 
their experiences in working with the system, which is very welcome to see in the vision.  

The changing demographic and aging population influence the vision; however, it may not consider younger 
generations and the acceleration of their digital adoption of technology and engagement. Our younger adults are 
already circumventing the system to access care through alternative systems, i.e. under 30’s accessing NHS24 rather 
than making use of their GP surgery, as it is a well-known fact that NHS 24 will triage you, and if you need to be seen 
by a doctor you will be, and within four-six hours, or you will be give great advice which you cannot readily receive 
during the day.  The inability to web-chat or skype medical and care staff will become a deep frustration for younger 
generations and not recognising the changing attitudes and demands of all our citizens will only create a further 
critical issue for the government to address later, if it does not do so now. 

I think we can be brave and bold, and recognise the role wider society can play through the use technology and 
digital means, and the fact that you have alternative services materialising which will compete for NHS attention, for 
example Push Doctor, you pay £26 and will be guaranteed to speak to a UK based English speaking doctor within 6 
minutes who will also prescribe if that is the appropriate outcome.   In many cases Push Doctor may refer the patient 
back to their own GP service, which may create further demand if not considered and managed well. 

Consideration must be given to the cultural challenge that persists which may continue to be a barrier to change and 
we must have a very clear top down and bottom up inclusive approach to the process of change. 

A vision must be beyond our imagination and NHS Scotland has been a visionary in the past, it must do so again in 
the future.  We need increased levels of coordination, convergence and conviction to a truly ambitious and 
sustainable strategy and vision that stays ahead of the citizens and what they need and want. 

4. Do you think there are any significant omissions in the Scottish Government’s draft Digital Health and Social 
Care vision 2017-2022.   
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The phraseology of the vision has been specifically designed to engage the citizen which I think is welcome, however 
it is limited in its potential ambition and as a key motivator for existing staff in service delivery.  As stated above it 
makes no reference or inference to the very many already in place strategies and creates the potential for more 
misalignment and duplication. This vision and subsequent strategy should support the coordination of effort and tax 
payer’s contributions to deliver a significantly enhanced service offering which generates greater efficiency and 
productivity. 

More reference to social care and third sector would be welcome along with the recognition that digital technologies 
purchased by the citizen could be recognised and accessed where appropriate to aid better decision making and 
insight.  

The vision needs to be more specific around the ‘how’ and ‘when’ we will achieve success. Workforce, technology 
and open platforms for innovation, research and development and inclusion of the Scottish economy industry 
partners to create a cohesive approach and for those businesses can create agility and speed to solution for 
maximum impact for the citizens of Scotland.  2022 may be too late for some of what we need today. 

Better use of people resources across the whole system should be addressed, home and family carer networks, third 
and private sector.  For example, home carers visit their clients often two or three times per day as well as community 
nurses and other professional practitioners.  Home carers with the use of digital technologies such as blood pressure 
cuffs, diabetes test monitors, wound sensors, thermometers etc. can complete vital signs checks and submit to the 
nurse for consideration on whether a home visit is necessary, therefore creating nurse capacity and adding a few 
minutes to a carer visit they are making anyway.  

We have a digital skills shortage and we must address this in companionship with industry and other public sector 
departments. 

NHS England created an NHS Digital Directorate and appointed a CEO with a digital background to be a recognised 
and industry thought leader and champion of digital transformation, adoption, and scalability across all of the NHS 
in England, and to yield better outcomes and increased value for money on spend, faster and more effectively.  The 
vision must address where our leadership will come from.   

We must not create any further new agencies when we already have national agencies like National Services Scotland 
and with a great deal of the insight and national delivery capability, we have the potential to utilise a national unit 
already in place for the cause of cohesion, inclusion, consistency, impact and efficiency. 

5. What key opportunities exist for the use of technology in health and social care over the next 10 years?  

Any vision or strategy that goes beyond ten years within the world of technology will always be limited and 
constricted by the pace in which the sector is moving.  There are many opportunities that present themselves now 
and for the next few years will start a great transformation in how many countries across the world consider access 
and utilisation of health and care systems.  Some of these opportunities may include such as these below however, 
are not limited to:  

• Big and Small Data 
o Insightful analytics from remote monitoring of conditions creating interventions before events 
o Ability to see changing behaviours and associated predictive analytics which provide deep and wide 

pattern understandings influencing budget and change agendas 
o Genomics and population health, healthy towns and cities which will result in education 

programmes and prevention strategies with treatment programmes creating whole scale 
improvements  

• Prescribing and medicine adherence 
o Polypharmacy issues with adherence in multi-morbidities can be effectively monitored and reacted 

to with effective data access and family support which will create a reduction in unnecessary 
admissions  
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o Condition monitoring through gamification in mobile applications whilst monitoring medication 
adherence will alert to accuracy of prescribing and improvement / stability of condition 

• Mental health and childhood wellness 
o Consumer applications utilising gamification and monitoring of online activity highlighting 

potential cyber bullying and grooming activities 
o Educational support online creating peer engagement in other schools promoting online help and 

promoting inclusivity and community 
o Gamification of wellness and health activities such as exercise, mental health wellness and 

mindfulness 
• Remote patient monitoring 

o Use of sensors, data and mobile based applications will make significantly better use of resources 
in home visits and real-time person support 

o Smart housing, enabling people to stay in their own homes for longer  
o Social engagement tools, like smart dining rooms will increase companionship and inclusivity for 

vulnerable and isolated adults and children 
• New models of care 

o Alternative methods of access, as stated above, younger generations cheating the system 
currently, adapt this to create more affordable and efficient access methods 

o Replication of the ‘fit home’ project in the Highlands, retrofitting homes with enhanced care 
models which limit unnecessary visits however increase awareness of patterns of living and 
declining health 

o Enhanced service provisions (Push Doctor and others) 
o Remote or mobile health and care services, making use of enhanced platform and communication 

channels  
• Decision support  

o Enhanced clinical decision making through the use of application based technologies 
o Better utilisation of the internet of things and connected devices for professionals i.e. Scottish 

Ambulance Service and remote workers 
• Mobile device strategy 

o The BMJ conducted a survey in October 2015 which stated ‘92.6% of the doctors and 53.2% of 
nurses found their smartphone to be ‘very useful’ or ‘useful’ in helping them to perform their clinical 
duties, while 89.6% of doctors and 67.1% of nurses owning medical apps were using these as part 
of their clinical practice. Doctors and nurses were using short-message-script messaging (64.7% and 
13.8%, respectively), app-based messaging (33.1% and 5.7%), and picture messaging (46.0% and 
7.4%) (p=0.0001 for all modalities) to send patient-related clinical information to their colleagues. 
Therefore, 71.6% of doctors and 37.2% of nurses wanted a secure means of sending such 
information.’ The poignant note here is that whilst there are no NHS approved apps in the UK 
currently this will change, so the opportunity to engage, innovate, lead and inform is significant. 

• Electronic Health Record 
o Nationally adopted and citizen owned 
o Secure and accurate data management (Mayo Clinic – great example) 
o Open and secure API to enable innovation and interoperability  

We should never adopt new applications of innovation unless we are clear there are significant benefits associated 
with doing so, therefore, clear performance measures are required throughout the process of transformational 
change, adoption and delivery to ensure we improve outcomes and the finances required to deliver the services we 
choose, across health, care and third sector.  
 

6. What actions are needed to improve the accessibility and sharing of the electronic patient record?  

The capability is readily accessible to achieve this, many other countries have excelled in the delivery of this 
application of technology.  For quick and effective progress to be made we need:  

• One digital health and care nationally integrated and connected platform should be created.  It must be owned 
by the public sector to avoid exclusion and there must be a clear and unequivocal statement of intent on its 
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purpose, data and information sharing governance. The application much include citizen access and connectivity 
of consumer devices which will reduce pressure on the system to provide technology (essentially Bring Your 
Own Device (BYOD) if you’d like) that is readily available online and in shops and pharmacies today.  

• Innovators, academics, industry, and others as appropriate should have access to the platform for the sole 
benefit of improving digital health and care offerings based on permissions and authorised use which will benefit 
the economy and job creation in Scotland. 

• Culture shift is required to adopt and engage with the process and specifically to engage users (patients and 
professionals) in the development of services to ensure all developments have the patient centred requirements 
and the best possible chance of success. 

• We need a united agreement with all partners that we want to make NHS in Scotland the most forward-thinking 
service there is, citizens will buy into owning their own data and allowing family access to that at vulnerable 
times will be empowering, creating a society more engaged in health and care. 

7. What are the barriers to innovation in health and social care?  

The main barriers are documented throughout the above, however a summary of these can be described as:  

• Strategic leadership is as important in innovation as it is in the delivery of services within digital health and 
care and this should be the same leader who influences both agendas with industry, academia, public and 
third sector to work as Team Scotland rather than to compete within it, and as a result to significantly 
improve our potential in public sector delivery and to create a circular economy as a result 

• Appetite for risk.  Currently most if not all the burden of cost and risk in digital health and care innovation 
sits with industry partners, this must be addressed if we wish to promote the opportunity that the emerging 
digital health and care economy offers, which is significant in system transformation but also for the 
economy and jobs, Scotland is significantly better placed than others to realise this potential if all partners 
are equal 

• There are significant numbers of ‘actors’ in the digital health and care landscape in Scotland leading to terms 
such as ‘cluttered landscape’ and a what the roles and responsibilities are for each are unclear.  There are 
too many ‘owners’ and no visible strategic coordination or prioritisation of detailed fiscal spend or effort 
seems present across directorates or wide landscape. If this is the case, this must be addressed.  We need 
a shift change in thinking and one front door to innovation through an organisation like NSS with joined up 
thinking around change, transformation, or data integrity and security, procurement, adoption and spread 
and ongoing maintenance. This is critical. 

• Too much focus on health and not enough on the integration agenda and shifting the balance of care, third 
sector, carers and family care all have a massive role to play too and should be encouraged to actively 
engage, in the strategy and programme boards as key members where appropriate to do so 

• The lack of access to the systems for innovators (GP, Hospital, Care and Third Sector systems) and its users 
and patients and the notable absence of an innovation and secure sand pit environment on a national 
platform that enables interoperability to be considered from the outset. 

• Funding of innovation and acceleration is disparate and very difficult to obtain. Often funding programmes 
are decided within the confines of what those teams know and can be very small sums, rather than consider 
what they don’t know and what is possible and the true cost and risk of moving forward.  

• Current legal, funding and procurement mechanisms are severely restricting and few are aware of 
alternative mechanisms available, such as the pre-development and innovation procurement rules.  

• There is a significant lack on focussed approaches and techniques for user centred design and collaboration 
to create specific solutions for specific problems, often ‘we’ buy solutions and try and fit them to the 
problem, this should be reversed. Demonstrating real leadership would come through making bold 
statements that we will not procure what industry tells us we need, instead we will buy what we collaborate 
and co-design to address and deliver positive outcomes to our specific needs.  

HS/S5/17/22/6


	SFE015 Chest Heart and Stroke Scotland
	SFE023 Scottish Association of Local Sports Councils
	SFE007 Senscot on behalf of Sport Social Enterprise Network Members
	SFE021 Scottish Borders
	SFE017 sportscotland
	TINN002 PA Consulting
	TINN006 Christophe Thuemmler
	Our Vision

	TINN023 The ALLIANCE
	TINN031 Scottish Health Innovations Ltd
	TINN036 Strathclyde Institute of Medical Devices at the University of Strathclyde
	TINN040 Scottish Lifesciences Association
	TINN051 NHS National Services Scotland
	TINN060 Justene Ewing



