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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

19th Meeting, 2017 (Session 5) 
 

Tuesday 12 September 2017 
 
The Committee will meet at 10.00 am in the James Clerk Maxwell Room (CR4). 
 
1. Subordinate legislation: The Committee will consider the following negative 

instrument— 
 

The National Health Service (Free Prescriptions and Charges for Drugs 
and Appliances) (Scotland) Amendment Regulations 2017 (SSI 2017/231) 
 

2. Draft Budget 2018-19: The Committee will take evidence from— 
 

Sharon Wearing, Chief Finance and Resources Officer, CIPFA IJB Chief 
Finance Officer Section; 
 
Judith Proctor, Chief Officer, Aberdeen City Health and Social Care 
Partnership; 
 
Julie Murray, Chief Officer, East Renfrewshire Health and Social Care 
Partnership; 
 
Councillor Peter Johnston, Health and Wellbeing Spokesperson, COSLA; 
 

and then from— 
 

Rachel Cackett, Policy Adviser, Royal College of Nursing Scotland; 
 
Elaine Tait, Chief Executive Officer, Royal College of Physicians of 
Edinburgh; 
 
Jill Vickerman, National Director, BMA Scotland; 
 
Dave Watson, Head of Policy and Public Affairs, UNISON Scotland; 
 
Dr Miles Mack, Chair, RCGP Scotland. 
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3. Draft Budget 2018-19 (in private): The Committee will consider the evidence 
heard earlier in the meeting.  

 
4. Public Audit Committee consultation (in private): The Committee will 

consider a draft approach paper. 
 
 

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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The papers for this meeting are as follows— 
 
Agenda Item 1  

Note by the clerk 
 

HS/S5/17/19/1 

Agenda Item 2  

PRIVATE PAPER 
 

HS/S5/17/19/2 (P) 

Written Submissions 
 

HS/S5/17/19/3 

Agenda Item 4  

PRIVATE PAPER 
 

HS/S5/17/19/4 (P) 
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Health and Sport Committee  
19th Meeting, 2016 (Session 5), Tuesday, 12 September 2017  

Subordinate Legislation Briefing  
 

Overview of instrument  
1. There is one negative instrument for consideration at today’s meeting:  

 

 The National Health Service (Free Prescriptions and Charges for Drugs and 
Appliances) (Scotland) Amendment Regulations 2017 (SSI 2017/231) 
 

 
The National Health Service (Free Prescriptions and Charges for Drugs 

and Appliances) (Scotland) Amendment Regulations 2017 (SSI 2017/231) 
 
Background 
2. These Regulations amend the National Health Service (Free Prescriptions and 

Charges for Drugs and Appliances) (Scotland) Regulations 2011 (“the 2011 
Regulations”). The 2011 Regulations provide that where a pharmacist provides 
pharmaceutical services to a patient who presents an English prescription form, 
that pharmacist must make and recover from the patient the charges specified 
in the National Health Service (Charges for Drugs and Appliances) Regulations 
2015 (“the 2015 Regulations”) as at a specified date, unless certain exemptions 
apply.   

 
3. Regulation 2 amends the 2011 Regulations so that the charge to be made and 

recovered reflects the rate applicable under the 2015 Regulations as at 1st 
April 2017. The 2015 Regulations were amended by S.I. 2017/408 to make the 
following charges applicable from 1st April 2017:  

 £8.60 per item, or £17.20 per pair, in relation to the supply of elastic 

hosiery;  

 £8.60 in relation to the supply of any other appliance; and  

 £8.60 in relation to the supply of each quantity of a drug 

 
4. Regulation 3 revokes the National Health Service (Free Prescriptions and 

Charges for Drugs and Appliances) (Scotland) Amendment Regulations 
2016.The Policy note from the instrument is attached at Annexe A. 

 
5.  An electronic copy of the instrument is available at:   

http://www.legislation.gov.uk/ssi/2017/231/contents/made 
 
6. There has been no motion to annul this instrument.  
 
7. The Committee needs to report by 23 October 2017 
 
Delegated Powers and Law Reform Committee consideration 
8. The Delegated Powers and Law Reform Committee considered the instrument 

at its meeting on 5 September 2017. The Committee determined that it did not 

http://www.legislation.gov.uk/id/uksi/2017/408
http://www.legislation.gov.uk/ssi/2017/207/made
http://www.legislation.gov.uk/ssi/2017/207/made
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need to draw the attention of the Parliament to this instrument on any grounds 
within its remit.   
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ANNEXE A 
 

POLICY NOTE 
 

THE NATIONAL HEALTH SERVICE (FREE PRESCRIPTIONS AND CHARGES 
FOR DRUGS AND APPLIANCES) (SCOTLAND) AMENDMENT REGULATIONS 

2017 S.S.I. 2017/231 
 

The above instrument was made in exercise of the powers conferred on Scottish 
Ministers by sections 69(1) and 105(7) of the National Health Service (Scotland) Act 
1978. The instrument is subject to the negative procedure. 
 
Policy Objectives 
 
The Scottish Government abolished prescription charges in Scotland on 1 April 
2011. Practice since then has been to charge the rate applied in England where a 
patient presents an English prescription form for dispensing in Scotland (unless the 
patient is ordinarily resident in Scotland and holds an Entitlement Card issued by a 
Health Board, in which case no charge will be made). 
 
These Regulations make amendments to increase the amount to be charged in 
respect of an English prescription in line with arrangements in England. The charges 
currently applied in England are £8.60 for a single item. The charges applied to 
elastic hosiery are £8.60 for a single item and £17.20 per pair. The existing 
exemption criteria arrangements remain ensuring current reciprocal arrangements 
can continue whereby exempt patients presenting Scottish prescription forms in 
England can collect their medication free of charge and vice versa. 
 
Financial Effects 
 
There is no financial effect associated with these amendment regulations. 
 
Scottish Government 
Chief Medical Officer Directorate 
Pharmacy and Medicines Division 

June 2017 
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The CIPFA IJB Chief Finance Officer Section 

The CIPFA IJB CFO Section constitutes the Chief Finance Officers (section 95 

officers per the Local Government Scotland Act 1973) of all the Integration Joint 
Boards (IJBs), as well as the finance lead officer for the single Integration Joint 

Monitoring Committee (IJMC). It therefore includes the senior finance 
professionals in all the Integration Authorities (IAs). 

 

CIPFA, the Chartered Institute of Public Finance and Accountancy, is the 

professional body for people in public finance.  CIPFA shows the way in public 
finance globally, standing up for sound public financial management and good 
governance around the world as the leading commentator on managing and 

accounting for public money. 

 

 

Further information about CIPFA can be obtained at www.cipfa.org  

Any questions arising from this submission should be directed to: 

 

Sharon Wearing 

Chair of CIPFA IJB CFO Section 

C/O Glasgow City Health & Social Care 

Partnership 

Commonwealth House  

32 Albion Street  

Glasgow G1 1LH  

Tel: 0141 287 8838 

E-mail:  

Sharon.Wearing@glasgow.gov.uk 

Sharon.Wearing@glasgow.gcsx.gov.uk 

 

 

Don Peebles 

Head of CIPFA Devolved Government 

CIPFA in Scotland 

Level 3 Suite D 

160 Dundee Street 

Edinburgh 

EH11 1DQ 

Tel: +44 (0)131 221 8653 

Email: don.peebles@cipfa.org 

 

Gareth Davies 

Policy and Technical Manager 

CIPFA in Scotland 

Level 3 Suite D 

160 Dundee Street 

Edinburgh 

EH11 1DQ 

Tel: +44 (0)131 221 8644 

Email: gareth.davies@cipfa.org 

 

 

http://www.cipfa.org/
mailto:Sharon.Wearing@glasgow.gov.uk
mailto:Sharon.Wearing@glasgow.gcsx.gov.uk
mailto:don.peebles@cipfa.org
mailto:gareth.davies@cipfa.org
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Executive Summary 

 

1. This submission provides the joint professional views of the CIPFA IJB CFO Section and 

CIPFA in response to the questions asked by the Committee. The CIPFA IJB CFO Section 

is the most recently formed professional public finance grouping within Scotland.   

 

2. Consequently, this submission focuses on the element of the Health and Sport budget 

which relates specifically to integrated services which are within the responsibility of 

the Integration Authorities (IAs).   

 

3. As an indicator of scale, in 2017/18 integration authority budgets for expenditure were 

of the order of some £8.3bn[1]. This represents a substantial proportion of public sector 

spending in Scotland and is funded from Scottish Government budget resources which 

are provided to NHS Boards and to local authorities.  In addition, local taxation 

provides part of the funding.  

 

4. There is emerging evidence which indicates that the current level of resources is less 

than that required to meet current cost and demand pressures.  In practical terms this 

means that the required shift in the balance of care will take longer to achieve.  A 

number of Integration Authorities have modelled the level of additional resources 

required to meet cost and demand pressures, with estimates between 3% (for 

2018/19) and 14% (over two years) of existing budget. 

 

5. The IJB Chief Financial Officer Section and CIPFA recognise that realistically, additional 

resources will be at a premium and potentially resources will have to come from within 

the current financial envelope. This will however accelerate disinvestment in acute 

hospital services accompanied by a consequent transfer to community based services. 

The long term nature of such a resource transfer will however require clear leadership 

at national and local level together with enhanced demand management. 

 

6. A central feature of this would be the development of a clear medium to long-term 

financial strategy and modelling of the costs of care. Transparency on a clear plan for 

the funding of integrated services would assist all decision makers in identifying areas 

for investment and savings or disinvestment. The CFO Section would be pleased to 

provide professional assistance at both local and national levels. 

 

7. The integration of health and social care services represents a major public sector 

reform. It is however at an early stage of both reform and development. Indications of 

change already achieved however are evident. A primary example is evidence of the 

reduction of delayed discharges in some integration authorities. As professionals, we 

are committed to the further progress that needs to be made. The future direction of 

integration authorities is expected to include development of more stability in the 

funding process. For discussion, this should include in the longer term: 

 

 longer term funding arrangements; and 

 

 consideration of direct funding allocation. 

 

8. Although this will not impact upon the Committee’s scrutiny of the 2018/19 budget it 

could provide a useful area for improvement to not only accountability but also for the 

Committee’s future scrutiny. 

 

  

                                                           
[1] Per Scottish Government information 
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2017/18 Budget Link to Stated Priorities 

 

9. The 2017/18 Draft Budget does not appear to provide clear links between the funding 

proposals and the stated outcomes and priorities as indicated in the National 

Performance Framework, the National Health and Wellbeing Outcomes; and the Local 

Delivery Plan Standards. 

 

10. There is reference within the narrative to specific allocations in furtherance of some of 

the strategic priorities but not what the level of budget attached to each outcome is. 
This does not necessarily mean that there is no link, simply that it is not readily 

apparent. 

 

11. Furthermore reference to funding for specific priorities can focus on the changes over 

the base budget (i.e. an incremental budgeting approach), rather than an explanation 

of the overall amount included in the budget for a priority or outcome. 

 

12. This however reflects the requirement to allocate funding at a high level while allowing 

service delivery bodies and their staff to make appropriate decisions in relation to local 

community and client population priorities and needs. The ring-fencing of significant 

elements of funding, at a Scottish budget level, may not be appropriate and could limit 

local flexibility. 

 

13. This therefore places a focus on the mechanism by which each funded body reports 

on, and is accountable for, the outcomes it achieves in relation to the funding it has 

used. In principle it could be suggested that this should not just apply retrospectively 

but should also apply during the development of the draft budget. 

 

Area for Committee Consideration 

 

14. The following would assist in supporting improved transparency of the linkage between 

the budget proposals and priorities and outcomes: 

 

 An explanation, possibly by diagram, of which priorities (and therefore actions or 

services by funded bodies) and other factors, support which outcomes. 

 This can be referred to as a ‘logic map’ or ‘logic model’ for outcomes. 

 This would indicate the logic that underlies the total resource allocations (i.e. the 

use of the total budget, not just the annual changes). 

 This could form the basis of, and be accompanied by, an indication of which line(s) 

within the overall budget are related to which outcomes. 

 

Areas for Increased Resources and Savings 

 

15. Additional resources could be deployed to community based, preventative services and 

transformational investment to support the delivery of the Scottish Government’s 

outcomes: 

 

“Outcome 1: People are able to look after and improve their own health and 

wellbeing and live in good health for longer” 

 

“Outcome 2: People, including those with disabilities or long term conditions, or 

who are frail, are able to live, as far as reasonably practicable, independently and 

at home or in a homely setting in their community” 

 

“Outcome 4. Health and social care services are centred on helping to maintain or 

improve the quality of life of people who use those services” 

http://www.gov.scot/Resource/0051/00511808.pdf
http://www.gov.scot/Topics/Health/Policy/Health-Social-Care-Integration/National-Health-WellbeingOutcomes
http://www.gov.scot/Topics/Health/Policy/Health-Social-Care-Integration/National-Health-WellbeingOutcomes
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16. Such additional resources, allocated to Integration Authorities, can help to achieve a 

change in the ‘balance of care’ towards more community based services, in both NHS 

services (eg GP practices) and local authority social care services, at a local level. 

 

17. For the 2017/18 financial year additional funding was provided, as a Fife HSCP1 report 

stated, for “supporting Social Care for continued delivery of the living wage, 

sustainability in the care sector, disregarding the value of war pensions from financial 

assessments for social care and pre-implementation work in respect of the new carer’s 

legislation”. 

 

18. The ring-fencing of additional funding, net of any funding partner reductions, can 

support specific policy objectives. For example funding living wage implementation can 

assist in establishing and retaining a suitable Health and Social Care workforce. Ring-

fencing of additional funding, especially for new policy implementation, may not 

however guarantee that an increase in the quantity of community based health and 

social care services will be achieved. Additional resources, over and above the living 

wage requirements and other cost pressures, would be anticipated to be required to 

achieve this.  

 

19. Modelling of the cost and demographic pressures is undertaken by individual 

Integration Authorities. At present it is not possible to provide an indication of the 

Scotland level of funding that would be needed to meet cost and demand pressures. 

This partly reflects the variation in the functions delegated to each Integration 

Authority and other differing local circumstances and assumptions. A wide range of 

figures, in percentage terms, is anticipated to occur between Integration Authorities. 

This is illustrated by the following examples: 

 

 North Ayrshire HSCP has indicated an additional £30m (14%) increase 

would be required over the next two years to meet cost and demand 

pressures. 

 Midlothian IJB, in earlier financial modelling, indicated a budget gap for 

2018/19 of 2.65%.  

 

20. At present therefore extrapolation of a limited number of examples to a Scotland-wide 

position would be inappropriate. If it is helpful to the Committee, the IJB CFO Section 

will seek to keep the Committee informed as more information becomes available 

regarding the Scotland-wide financial impact of cost and demand pressures on 

integrated health and social care services. 

 

21. The potential impact of demographics is however illustrated by a report to Fife HSCP2 

which noted “If current trends continue, the number of those aged 75+, those 

presumed to have the greatest care needs and living alone could increase by 41.62% 

by 2027” with the statement that “Modelling of recent real cost increases and 

population changes suggest that there is a strong relationship between cost increases 

and the number of people aged 75+”.  

 

22. In the event that additional resources, over and above cost and demand pressures, 

are not available, it would be anticipated that the main alternative to achieving the 

change in the ‘balance of care’ would be savings or disinvestment in acute hospital 

based services, with a budget transfer to community services. Such an approach may 

however be particularly difficult to deliver at a ‘Scottish budget’ level. Even where there 

                                                           
1 Per report to Fife HSCP Full link http://publications.fifedirect.org.uk/c64_AgendaReportsIJB080217.pdf  [Item 
6.2, page 50 on, 8 February 2017] 
2 Full link http://publications.fifedirect.org.uk/c64_AgendaReportsIJB080217.pdf [Item 6.2, page 50 on, 8 
February 2017] 

http://publications.fifedirect.org.uk/c64_AgendaReportsIJB080217.pdf
http://publications.fifedirect.org.uk/c64_AgendaReportsIJB080217.pdf
http://publications.fifedirect.org.uk/c64_AgendaReportsIJB080217.pdf
http://publications.fifedirect.org.uk/c64_AgendaReportsIJB080217.pdf
S801845
Typewritten Text
HS/S5/17/19/3

S801845
Typewritten Text
DRB040



 

4 
 

is agreement that this should be undertaken at a Scottish budget level, a phased and 

planned approach would be required which could be anticipated to require a number 

of years to complete. 

 

Area for Committee Consideration 

 

23. A medium to long-term funding strategy, based on the Scottish Government’s Health 

and Social Care Delivery Plan in collaboration with stakeholders, would assist in 

achieving a shift in the balance of care.  

 

Information Required to Support Scrutiny 

 

24. It is presumed that a key objective of scrutiny is to establish the extent to which the 

budget proposals support one of the Scottish Government’s health and well-being 

outcomes: 

 

“Outcome 9. Resources are used effectively and efficiently in the provision of health 

and social care services” 

 

25. This would be assisted by, as indicated earlier, a clearer linkage between the budget 

proposals and the Scottish Government’s outcomes. This should reflect the total budget 

allocations, not only the proposed changes from the prior year. 

 

26. Additionally the performance information that is used in managing the public funds 

made available for service delivery would appropriately be available to the Committee. 

While these may not always be directly attributable to the totality of any Scottish level 

budget line, it would be reasonable for the Committee to reassure themselves, on a 

sample basis, that public funds are being managed appropriately to meet the stated 

‘Outcome 9’ and in accordance with the requirement to achieve Best Value3. 

 

27. Integration Authority ‘Performance Reports’4 provide a suitable initial source of 

information for examination. For example 

 

  Glasgow City HSCP’s Performance Report5 includes details of continuing 

decreases in delayed discharges with acute bed days lost falling from 

38,152 (13/14) to 15,557 (16/17); 482 Anticipatory Care Plans to 

minimise unscheduled interventions, being supported for clients; and 

improving carer feedback with 87% (16/17, 76% in 14/15) stating the 

support had improved their ability to support the person cared for. The 

Performance Summary (page 55 on) provides an overview. 

 Clackmannanshire and Stirling IJB’s Draft Performance Report  (item 8.3 

submitted for approval, page 103 onwards)  

 Aberdeen City HSCP draft Performance Report (Item 8, submitted for 

approval, page 55 on) This states “In the first year of Partnership, we 

have maintained a steady downward trend in the rate of emergency 

admissions to hospital each month, and in the number of bed days used 

for unscheduled care.” 

                                                           
3 Local government: Local Government in Scotland Act 2003 (section 1); Central Government Bodies: Scottish 
Public Finance Manual (Best Value)  
4 As required by The Public Bodies (Joint Working) (Content of Performance Reports) (Scotland) Regulations 
2014 (SSI 2014/326) 
5 Full link: https://www.glasgow.gov.uk/CHttpHandler.ashx?id=38250&p=0 [21 June 2017] 

http://www.gov.scot/Publications/2016/12/4275/downloads
http://www.gov.scot/Publications/2016/12/4275/downloads
https://www.glasgow.gov.uk/CHttpHandler.ashx?id=38250&p=0
https://nhsforthvalley.com/wp-content/uploads/2015/12/2017.06.27-Clackmannanshire-Stirling-IJB-Papers-1.pdf
http://www.aberdeencityhscp.scot/contentassets/37c29ff4ce444ee69aea1896c2eb5679/ijb-6-june-2017-public-pack.pdf
http://www.legislation.gov.uk/asp/2003/1/part/1/crossheading/duty-to-secure-best-value
http://www.gov.scot/Topics/Government/Finance/spfm/BestValue
http://www.gov.scot/Topics/Government/Finance/spfm/BestValue
http://www.legislation.gov.uk/ssi/2014/326/contents/made
http://www.legislation.gov.uk/ssi/2014/326/contents/made
https://www.glasgow.gov.uk/CHttpHandler.ashx?id=38250&p=0
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 West Lothian IJB draft Performance Report (item 12, submitted for 

approval) 

 

28. Care should however be taken in respect of comparison of information, either over 

time or between different bodies. For example the remit of each Integration Authority 

can differ dependent on the founding Integration Scheme and delegated budget 

determination. 

  

29. Evaluation of performance information is reliant upon the robustness of the underlying 

data and there can be qualitative and context factors which are of relevance when 

interpreting performance data. 

 

Impact of Integration on Achieving Outcomes  

 

30. Although early in the life of Integration Authorities, it is considered that there needs to 

be a seismic shift in the way resources are allocated, with investment at the early 

stages to act as a catalyst for service redesign. The scope for this without additional 

funding is limited. In particular the context of reducing Local Authority and Health 

settlements is extremely challenging, as this typically means continuing pressure to 

deliver savings on Integration Authority budgets. 

 

31. Integration Authorities have achieved improvements in the area of delayed discharge6, 

however focus needs to shift to prevention of admission and the development of 

services which support this goal. Glasgow City HSCP’s Unscheduled Care Strategic 

Commissioning Plan7 is an example of the action being undertaken to build on this. 

 

32. There is growing challenge to existing budget usage, and more investigation of options 

for achieving efficiency and shifts in the way resources are allocated, in accordance 

with the desired outcomes. An example is Glasgow City HSCP’s testing of a transitional 

model for ‘continuing and complex care’8 in North East Glasgow; to provide more 

support through community services rather than utilising NHS ‘continuing care’ 

facilities. 

 

33. There needs, however, to be more work done on set aside (for example acute hospital 

service) budgets to establish clearer linkages between bed usage and resource usage 

to inform decisions on the shift in investment which is necessary to support the Scottish 

Government’s outcomes.  

 

Area for Committee Consideration 

 

34. A longer term plan for the funding arrangements, including set aside budgets, for 

Integration Authorities would assist in supporting and building on the achievements to 

date. This should include consideration of direct allocation of funding for Integration 

Authorities, with due regard to the implications for the governance, accountability and 

VAT arrangements of Health and Social Care services. 

                                                           
6 see Glasgow City HSCP Performance Report noted earlier. See also Fife HSCP’s unaudited annual 
accounts 2016/17 which include re delayed discharge: “For the 12 months from January 2016 to 
January 2017 an improvement of 44% has been achieved in terms of the reduction in the number 
of people in delay.” Aberdeenshire IJB meeting 28 June 2017 Item 13 includes “a 30% reduction in 
bed days lost to delays in discharge in 2016 compared to 2015. Whilst the actual number of people 

delayed in hospital reduced these figures suggest the length of time these individuals are delayed 
is also reducing.” 
7 Full link https://www.glasgow.gov.uk/CHttpHandler.ashx?id=37094&p=0  [Meeting 15 March 
2017] 
8 Full link https://www.glasgow.gov.uk/CHttpHandler.ashx?id=35617&p=0 [31 October 2016] 

http://coins.westlothian.gov.uk/coins/submissiondocuments.asp?submissionid=34953
https://www.glasgow.gov.uk/CHttpHandler.ashx?id=37094&p=0
https://www.glasgow.gov.uk/CHttpHandler.ashx?id=37094&p=0
https://www.glasgow.gov.uk/CHttpHandler.ashx?id=35617&p=0
https://www.glasgow.gov.uk/CHttpHandler.ashx?id=35617&p=0
http://publications.fifedirect.org.uk/c64_IJBAnnualAccounts2016-17.docxfinal.pdf
http://publications.fifedirect.org.uk/c64_IJBAnnualAccounts2016-17.docxfinal.pdf
http://committees.aberdeenshire.gov.uk/committees.aspx?commid=486&meetid=18866
https://www.glasgow.gov.uk/CHttpHandler.ashx?id=37094&p=0
https://www.glasgow.gov.uk/CHttpHandler.ashx?id=35617&p=0
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Draft Budget 2018-19 

East Renfrewshire Health and Social Care Partnership 

 
1. Do you consider that the Scottish Government’s health and sport budget 

for 2017-18 reflects its stated priorities (as set out in the National 
Performance Framework, the LDP standards and the National health and 
wellbeing outcomes)? If not, how could the budget be adjusted to better 
reflect priorities?  
 
The 2017/18 budget may not be sufficient to fully deliver on the required 
priorities, given the level of savings the HSCP is facing. Whilst East Renfrewshire 
HSCP recognises the scale of the financial challenge in the current economic 
climate it is disappointing that the budget settlement mechanisms and formulae 
are per historic conventions. The future year budget settlements are more of a 
concern as it is difficult to see where further savings can be taken without 
significant and detrimental impact on delivering outcomes. 
 
As a long standing integrated CHCP and subsequent HSCP this historic 
approach takes no recognition of the different stages, ages and scale of 
integrated partnerships and the historic savings already achieved. Nor do the 
allocations recognise the specific population dynamics and demands on our 
HSCP. More clarity is required about the basis of funding and a move to formulae 
which recognise population dynamics and projections such as a more consistent 
application of NRAC would be welcomed.  
 
The minimum contribution and flat cash levels went some way to ensuring a 
minimum resource to the HSCP however the demand and cost pressures still 
result in a significant savings challenge, with many of those saving opportunities 
to new HSCPs (such as integrating staffing and accommodation) not available to 
East Renfrewshire HSCP. 
 
It would have been useful to have had tighter or more specific definitions of ‘flat 
cash’, ‘minimum budget’ etc. to remove any ambiguity and ensure better clarity of 
intention (such as treatment of inflation, pay, prescribing, FHS contracts etc. 
within the base budget).  
 
The set aside budget is still “notional” with recognition nationally that this requires 
significant progression; this does limit the priority to shift resource from acute to 
community services. Transitional funding would help facilitate the redesign and 
meet a double running period, potentially easing the cost pressures with acute 
services and allowing focus on redesign. 
 
The allocation of funding through partners combined with the notional set aside 
budget give rise to real challenges when managing a health and social care 
service. The current process means it is difficult for the money to truly lose 
identity. The removal or minimising of ring-fenced allocations may lead to 
increased flexibility. 
 

http://www.gov.scot/Resource/0049/00497339.pdf
http://www.gov.scot/Resource/0049/00497339.pdf
http://www.gov.scot/About/Performance/scotPerforms/NHSScotlandperformance
http://www.gov.scot/Topics/Health/Policy/Health-Social-Care-Integration/National-Health-WellbeingOutcomes
http://www.gov.scot/Topics/Health/Policy/Health-Social-Care-Integration/National-Health-WellbeingOutcomes
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It would be useful if there was a degree of consistency at a national level on what 
services and activities support specific outcomes; this would allow easier 
benchmark comparison and learning. 
 
There needs to be better congruence of timescales for local and central 
government budget setting processes. 
 
There have been real cost implication in terms of governance with additional 
reporting requirements, increased bureaucracy, audit and insurance fees with no 
additional resource to support this. This is in addition to running dual IT systems, 
maintain two sets of employee terms & conditions etc. Infrastructure changes 
would be required to mitigate this.    
 

2. For the health and sport budget for 2018-19 where do you suggest any 
additional resources could be most effectively deployed and where could 
any further savings be found? What evidence supports your views?  
 
Areas where resources could be most efficiently deployed: 

 Targeting areas for preventative services including specific waiting times 
(such as CAMHS) 

 Waiting times and winter pressure funding to HSCPs as well as (or shared 
with) acute to support the preventative agenda 

 More local flexibility to meet outcomes and priorities with creative solutions 
– move away from quotas   

 Transitional funding to support redesign and test of change models 
 
Areas for further savings: 

 Staff terms and conditions and funding of voluntary severance costs, 
particularly for NHS staff would facilitate improved timescales for redesign 
of services  

 Invest to save on infrastructure and systems to allow increased efficiencies 
from maintaining duplicate system and process   

 Set aside budget needs to change to a real cash allocation to allow 
redesign a subsequent efficiencies 

  
 

3. Is sufficient information available to support scrutiny of the Scottish 
Government’s health and sport budget? If not, what additional information 
would help support budget scrutiny?  
 
East Renfrewshire HSCP has a strong financial governance process which will 
support scrutiny of the health and sport budget. However it is still challenging to 
obtain information on all funding sources and timings for numerous initiatives and 
priorities. This situation is improving as the CFO network establishes itself and 
becomes in receipt of more direct information relating to funding, specific grant 
conditions and non-recurring resources.   
 
Longer term financial planning assumptions are difficult when so much of the 
allocations are made in any one year, particularly when combined with single 
year budget settlements, particularly where significant change programmes are 
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required. It needs to be recognised that IJBs will hold reserves as part of their 
financial planning and as such needs to be seen in this context. 
 
The linking of resource to outcomes is difficult, given the wide range of 
performance reporting required; the Health & Wellbeing Outcomes, integration 
indicators, local targets as these often cross cut, as do existing and new savings 
proposals. Therefore reporting the costs and impacts will often rely on a number 
of allocation models. Required returns such as LFRs need to be revised to reflect 
an outcome focussed approach rather than the historic service based approach.  
 
The annual performance report is an initial step in linking finance to performance.  
 

4. What impact has the integration of health and social care budgets had on 
ensuring resources are directed at achieving the Scottish Government’s 
desired outcomes?  
 

The funding is not losing its identity as was the intention and by default it 

becomes difficult to then achieve truly integrated outcomes. Whilst there is still a 

‘council social care’ and a ‘health service’ allocation from two different sources, 

facilitated by two different systems it is difficult to see how to move away from this 

without either a direct allocation of resource, or at least indicative future 

settlements. This could further inform future financial planning. 

Development work is required to achieve true outcome focussed budget setting 

and monitoring. This requires not only capacity but also needs the set aside 

budget to become a real cash allocation and the systems, data and management 

information to support this. 
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Draft Budget 2018-19 

COSLA 

Introduction 

1. COSLA welcomes the opportunity to provide a submission to the Health & Sports 
Committee’s call for views on the 2018/19 Budget.  COSLA notes the Committee’s 
wish to hear views at this stage, well ahead of the likely date for the announcement of 
the Scottish Budget, and we are happy to assist the Committee where we can.   

 
2. Health and social care is a critical policy area for COSLA and we appreciate the 

opportunity to feed our views to the Committee around the concerns we have on the 
pressures and challenges, as well as the opportunities.  In particular, we are keen to 
engage with the Committee on what a truly transformative health and social care 
system should look like and where the priorities in the Scottish Budget should lie 

COSLA’s response 

3. The Committee has asked for views on four questions specifically in relation to the 
health and sport budget.  Before responding to these, it is worth saying something 
about the wider Scottish budget process, as this does have a significant bearing on the 
focus of the health and social care budget and influences our response to the 
questions.   

The Wider Scottish Budget Process 

4. We would draw the Committee’s attention to the Final Report of the Scottish 
Parliament’s Budget Process Review Group, the recommendations of which COSLA 
fully supports.  The Committee may also find COSLA’s response to the review group 
helpful in understanding the wider concerns we have around the current budget 
process in Scotland and that this acts against effective prioritisation of budget, both for 
health & social care and more widely across public sector services. 

 
5. These responses detail the issues which cause significant systemic problems which 

prevent us all from achieving our objectives, outcomes and priorities. By way of 
summary the issues identified include: 

 one year short term budgets which prevent long term financial planning  

 initiative led budgets which are hampering the ability for collaborative working 
and longer term prioritisation across public sector services.  

 the inflexibility that the current level of statutory prescription and central 
prioritisation brings, when trying to manage budgets locally to deliver innovation 
and a shift in the balance of spending towards prevention eg staff numbers, 
central ringfencing of spend 

 new commitments funded on the basis of ‘working assumptions’, or incomplete 
evidence, where no further opportunity exists to reassess costs and seek further 
funding, should those assumptions prove to be flawed  

 reductions to core local government budgets with no cognisance of the 
interrelationship between all that local authorities do to reduce inequalities, build 
community capacity, resilience and assets and decrease demand for services in 
other parts of the system such as health and social care 
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 the practice of investing in ‘more’ and ‘new’ commitments, without indicating 
what, out of the current budget priorities and statutory commitments can be 
disinvested in to accommodate those commitments as core budgets reduce or 
at best remain static in the face of increased demand  

 the continued focus on inputs not outcomes  

 a disconnect between the public narrative around the level of investment in 
public services, versus budget pressures and the need for service redesign so 
that public services can be sustainable into the future.  This becomes evident 
when the desire to do more for everyone through universal entitlements and 
further/more free provision does not marry with the budgets available. 
Progressing with these individual commitments is often a barrier to meeting our 
shared ambition of effectively targeting resources where they are most needed 
to deliver a shift in the balance of care, improve outcomes and address 
inequalities.  

 
6. Another consequence of short term budgeting which is highly relevant to the health 

and social care budget is the difference in timing for budget setting within the NHS and 
local government.  Local government sets budgets before the commencement of each 
financial year, however the NHS sets budgets after the financial year has commenced 
and this immediately creates a disconnect for services we are seeking to integrate.   
Different public sector bodies are – as a system norm - prioritising and setting budgets 
in different ways and at different points in time.  This is an issue in itself, but it also 
increases in importance when combined with 1 year budget cycles. 

 
7. These things need to change if those delivering services are to be given the best 

conditions for successful outcomes.  We would welcome the Committee’s support in 
emphasising the need for a fresh approach to the Scottish budget going forward, which 
does truly focus on priorities and seeks to deliver genuine public service reform.  

Questions asked by the Committee 

 
Do you consider that the Scottish Government’s health and sport budget for 2017-
18 reflects its stated priorities (as set out in the National Performance Framework, 
the LDP standards and the National health and wellbeing outcomes)? If not, how 
could the budget be adjusted to better reflect priorities? 
 
8. COSLA would note that the NPF and the National Health and Wellbeing outcomes are 

shared priorities between Scottish Government and Local Government, indeed, the 
health and wellbeing outcomes also having been agreed by the Parliament in the 
Integration legislation. As such these are the shared priorities of all the spheres of 
government in Scotland. However, despite setting priorities in partnership, we do not 
have a similar approach to agreeing the resources needed to deliver on those 
priorities. Such an approach would require seeing the resources as a whole and 
agreeing where to invest and how to manage the consequences of those decisions 
across the public sector. 
 

9. From COSLA’s perspective, protecting the NHS while cutting local government 
budgets is counter-productive to our overall objectives as a country, to the objectives 
for health and social care in the longer run and inevitably stores up more problems and 
costs to be met by the public purse later on.  
 

10. However, it is clear that currently our agreed national priorities are not matched by the 
Scottish Government budget in terms of relative allocations of resource across the 
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public sector, or the commitments which are made to increase investment and support 
innovation in particular policy areas. For example, a key priority across all parties and 
policy areas is to close the equality gap, address health inequalities and invest in 
preventative spending. However in reality at a national level, we are still prioritising and 
protecting crisis intervention and crisis based services at the expense of our ability to 
shift spending and, in health and social care, shift the balance of care. This is further 
encouraged by national performance and accountability measures which set targets 
and reward spending and operational decisions that focus on process-based crisis 
interventions and input measures, regardless of their effectiveness or whether they 
deliver outcomes for people. These issues are also evident in concerns raised by other 
stakeholders including those with in the NHS such as the RCN, that input and crisis-
focused HEAT standards can interfere with clinical decision-making and drive system 
behaviours that run counter to the overall policy intent.   
 

11. Local Government has a unique experience of the conflict and contradiction in the 
priorities set across government, the way they are funded and the way that they are 
delivered and monitored.  A recent example of this is the interplay between the funding 
and deliverability of the early learning and childcare expansion at the same time as 
delivering adult social care services that meet current demand alongside the potential 
pressures on financial sustainability and operational deliverability of potential extension 
of free personal care and extending the Scottish Living Wage to sleepovers for older 
people. These commitments cannot be progressed and funded in isolation when their 
outcomes and deliverability are interdependent.  

 
For the health and sport budget for 2018-19 where do you suggest any additional 
resources could be most effectively deployed and where could any further savings 
be found? What evidence supports your views? 
 
12. When considering where additional resources should be invested, it is also necessary 

to reflect on the current reality of the Scottish economic context and the overall 
financial position of the Scottish Government budget. There are currently only three 
places that additional resources can come from: 

 new or increased taxes  

 a redistribution of national spending priorities which requires a cut or a 
disinvestment in another part of the public sector.  

 redistribution of savings from more efficient service models and/or 
actively shifting spend from within a specific sector to another part 
through disinvestment and reinvestment of resources.  

 
13. The first is a political decision which is debated in other forums. For the purposes of 

this submission, assuming that the status quo remains and given that Scotland has 
already experienced over 10 years of austerity and reductions in public sector 
spending, the concept of ‘additionality’ and where ‘new money’ comes from is laden 
with system wide consequences. Equally, after such a long period of spending cuts 
there is a limit to the extent to which efficiency and savings can dramatically impact on 
local systems given increases in demand. The only way a meaningful resource can be 
identified for alternative use is if a significant degree of overt and systematic budget 
realignment happens. This would, in terms of health and social care, be visible through 
things like service redesign which require hospital or service closures as part of 
‘delivering differently’ and not ‘delivering less’. 
 

14. Last year, COSLA was clear that the relative protection of NHS spending was at the 
expense of council services provided to the most vulnerable in our society. We are 
also clear that this disinvestment in local government is a false economy on a number 
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of levels. Council services are a buffer against inequalities and improve the life 
chances and personal outcomes for those who most need help. Ultimately, investment 
in local government will also reduce demand for health and social care provision.  

 
15. Given the Committee’s remit which covers sport as well as health, we would also 

emphasise the benefits sport brings to the preventative agenda.  Sport brings 
undoubted health and wellbeing benefits and encourages healthy active lives, 
supporting mental as well as physical health and promoting communities.  It is 
unfortunate therefore that so often Councils are forced to cut back on their sport and 
leisure provision precisely because of the financial pressures they are challenged with.  
We need a debate therefore about how we can begin to re-invest in sport and leisure, 
as part of the solution to the prevention conundrum.   

 
16. In this regard, while drawing new legal parameters around health and social care might 

be a pragmatic way to plan and run directly interrelated services, in budget terms the 
health and wellbeing outcomes will only be effectively delivered if we accept that the 
financial sustainability of the preventative spending done by local government is of 
equal importance to the NHS as it is to councils. A failure to protect the core local 
government budget will increase poverty and inequality, and drive up demand for other 
services – be that police, prisons, health, social care, homelessness or child 
protection. This is evidenced by the recent increases in demand experienced within 
England following reductions in local government funding, with similar trends beginning 
to emerge in Scotland.  Indeed, recent statistics show that progress on tackling 
inequalities in Scotland has slowed, and inequalities are increasing in many areas - 
something which can be seen in a very real way in our communities by things like the 
proliferation of food banks1. 

 
17. However, with this in mind, if local government got additional resources they would 

consider investing in the following areas: 
 

 Inequalities  
If a more equal society is our collective aim, all policy proposals and all new 
initiatives should be challenged as to the extent they address and/or target 
resources towards tackling inequality. More free untargeted commitments will 
undermine transformational change sustainability and a drive towards a more 
equal society 

 Community resilience and community assets 
Supporting people and communities to ensure that they have capacity, 
knowledge, skills to be resilient and take control of their and their families 
circumstances and outcomes is a key component of a more equal and more 
sustainable Scotland. However, this will not happen if we do not give it the 
priority and visibility that it needs as a key component of prevention and early 
intervention.   

 Mental health  
If we are to achieve a flourishing Scotland, then we need to deliver on our joint 
aim of improving Scotland’s mental health and wellbeing. If mental health 
funding continues to be directed towards care and treatment inputs, at the 
expense of investment in prevention and early intervention, then we risk 
inequalities widening and our system failing as services become unsustainable.  
More needs to be done to protect and improve mental health through investing 
in building individual and community resilience. 

                                              
1
 http://www.gov.scot/Resource/0051/00515992.pdf 
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 Investing in testing and financing new models of social care  
Innovation is a shared risk and a shared responsibility between the 
Commissioners and providers of services. However, in this financial 
environment both find it difficult to identify the resources necessary to develop 
and meaningfully test new business and service models, except when local 
circumstance dictates a change through market or service failures. More needs 
to be done to invest in the conditions which support new business models and 
new models of care. This includes a more dynamic relationship between the 
support Scottish Government and other funders give to social enterprise and 
social investment, and political priorities and growth areas like early years and 
social care.   

 Building local operational capacity  
The Scottish Government needs to re-evaluate how much competing and 
duplicative spending there is on national improvement support across the 
Government at the expense of a local workforce. Improvement teams and 
activities are operating nationally across multiple policy areas but promoting 
similar concepts and similar skill sets. The local workforce is over whelmed by 
the number of central teams taking a ‘once for Scotland’ approach, when the 
local workforce does not have the capacity or the numbers to engage in or to 
utilise that support. This has in itself been a consequence of budget cuts. 
Transformational change will not be driven nationally, it will be driven locally. 
The resources currently spent nationally, and the expertise currently held 
centrally, should be streamlined and reallocated. 

 
18. Importantly, if asked the question about disinvestment, councils would highlight issues 

around new policy commitments, universal entitlements, free prescriptions, prescribing 
generally and would also emphasise the importance of seeing the full potential for a 
more innovative use of integration budgets by ensuring that hospital set aside is - in 
reality as well as in law - under the discretions of the IJBs.    
 

 
Is sufficient information available to support scrutiny of the Scottish Government’s 
health and sport budget? If not, what additional information would help support 
budget scrutiny? 
 
19. As outlined in our comments on the wider budget process, COSLA does not believe 

the current budget process allows for effective scrutiny.  Information needs to be 
available to allow for scrutiny of the whole budget from the outset i.e. - there needs to 
be information available about shared priorities and outcomes of the budget as a 
whole, not just specific policy initiatives which are added on each year.  COSLA 
strongly believes the Parliamentary Committees have a critical role to play in scrutiny 
of the decisions made in the budget and the outcome of these decisions. 
 

20. COSLA, in general, will take one of four positions in respect of policy decisions and 
spending commitments which it is helpful to understand when considering the input we 
make to committees which facilitates parliamentary scrutiny of the budget. Local 
government will generally be: 

 Supportive of policy commitments with joint political agreement between COSLA 
and Scottish Government, where we are also content with the resources to support 
those decisions – an example of this was around raising the charging thresholds to 
better manage and respond to issues around inequality and potential poverty which 
was done by consent and with no dispute over resources;  
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 Supportive of a shared policy objective/commitment but expressing concern about 
the resources allocated by the Scottish Government to deliver the commitment. The 
consequence for local government being that if a national commitment is 
underfunded it inherently assumes a contribution from local government budgets 
which we do not have without compromising other locally agreed spending 
commitments. An example of this might be the Self Directed Support Act, where we 
have consistently raised concerns that the level of funding provided did not match 
the scale or likely duration of additional costs to deliver the transformational change 
required to fully implement the Act, whilst at the same time remaining fully 
committed the principles of the Act; 

 Expressing concern over whether a policy commitment is necessary or of added 
value, or whether it may have an adverse impact on local decision making, local 
democratic accountability, the statutory role of local government and outcomes for 
people. But, with no corresponding concern around the resources. For example 
proposals for legislation on Autism 

 Expressing concern where there is no agreement over the policy or the resources 
needed for a new commitment for example while local government believes in 
valuing and supporting the role of carers, we did not agree that the carers act would 
deliver these objectives and also have serious and continued concerns about the 
funding of the provisions in the Act.  

 
21. These distinctions are important in terms of the evidence COSLA provides to support 

the Committee’s work in scrutinising the budget decisions and spending commitments 
of the Scottish Government. Supporting this degree of consideration over time, with a 
more prolonged and iterative view of budget scrutiny is a critical role for the Committee 
and COSLA would look to support that work in any way possible.  

 
What impact has the integration of health and social care budgets had on ensuring 
resources are directed at achieving the Scottish Government’s desired outcomes? 
 
22. COSLA would reiterate that these are not Scottish Government priorities but in terms 

of integration, they are shared priorities supported by the Scottish Government, 
Parliament and Local Government. In this regard, COSLA has welcomed the move to 
integration of health and social care partnerships and remains an extremely active 
partner in seeking to drive forward the local integration agenda.  Partnerships are now 
operating into their second year and there has been a great deal of learning and 
resolution of challenges for all parties over this period. Indeed, the IJB annual reports 
will provide detail of ways in which they are beginning to materially invest in and design 
services differently.  
 

23. IJBs have not however, been able – as of yet – to deliver this shift in spending on a 
radical scale. This is perhaps to be expected when considering the scale of the 
operational challenge, the cultural and behavioural issues present and the financial 
environment. Undoubtedly integration partnerships are experiencing the challenges 
presented by short term budgeting at the national level and the downward 
consequence of this for local government and NHS budgeting. There is also a concern 
about whether it is possible to significantly shift the balance of care without a financial 
environment that allows for investment to disinvest alongside a performance culture 
that rewards and recognises ‘success’ through a series of input measures 
predominantly focused around failure demand. Finally, there are also accountability 
and audit issues which have become evident as the work of IJBs has progressed. 
These are not insurmountable but they are significant and have manifested themselves 
around issues such as set aside and underspends/overspends, savings and 
efficiencies across a hard-pressed system.   
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24. Finally, COSLA would add that for integration to do the job expected of it, the systems 

around IJBs need to consistently act in ways that support integration and 
transformational change. The National Health and Social Care Delivery Plan, the NHS 
regional planning activity, Local Governance Review, Review and ongoing work on 
targets and indicators are just a few of the Scottish Government led agendas which 
should all have at their heart and be able to evidence how they are delivering for and 
with integration on the NPF and the health and wellbeing outcomes.  

 
25. The success of integration therefore is not the sole responsibility of IJBs. In this regard 

the Scottish Parliament also has a significant role to play in supporting the conditions 
for success.  
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Draft Budget 2018 - 19 

Royal College of Nursing Scotland 

Background 
 
At a time when budgets and resources are stretched, and ever increasing demands 
are being placed upon Scotland’s health and social care services, it is imperative 
that funding decisions are taken in a wholly transparent manner, and that their 
success or otherwise can be scrutinised in a meaningful way. The RCN has said for 
a number of years that difficult decisions will have to be made about how and where 
money is invested.  
 
The RCN’s 2016 manifesto ahead of the Scottish Parliament elections called for 
MSPs to support the creation of a set of clear, consistent and transparent criteria to 
be used when MSPs or government take any decision on health care funding. RCN 
believes that having a shared set of principles on which to base funding decisions 
would support MSPs to make the difficult but necessary choices around health and 
social care funding, as well as allowing for rigorous scrutiny. Given the work being 
led by Professor Cam Donaldson to develop a framework for making difficult 
healthcare decisions which integrates economics, decision-analysis, ethics and law it 
may be helpful for the Committee and stakeholders to have an update on this work. 
 
The RCN has called for a root and branch review of the target culture within the NHS 
which is often skewing political priorities, wasting resources and focusing energy on 
too many of the wrong things. The review on targets being led by Sir Harry Burns is 
still to report. 
 
Do you consider that the Scottish Government’s health and sport budget for 
2017-18 reflects its stated priorities (as set out in the National Performance 
Framework, the LDP standards and the National Health and Wellbeing 
Outcomes)? If not, how could the budget be adjusted to better reflect 
priorities? 
 
There needs to be absolute clarity from the Scottish Government on exactly what the 
priorities are so that health and social care services are able to plan accordingly. At 
present the confused market of HEAT targets, standards, outcomes, regulatory 
frameworks, strategic priorities and guidance, all of which can be seen to determine 
priorities, are pulling service providers in different, often competing, directions.  
 
On the National Performance Framework, the RCN would point specifically to the 
aspirations for longer healthier lives and reducing inequalities. ISD statistics 
published in February 2017 showed a 33.5% decrease in the mortality rate for 
cerebrovascular disease over the last decade. Whilst this is to be welcomed, it is of 
real concern that the figures highlighted that in 2015 the mortality rate for 
cerebrovascular disease in the most deprived areas was 42.3% higher than in the 
least deprived areas. The statistics also show a much lower uptake of bowel 
screening in the most deprived areas (44.2% compared to 66.2% in the least 
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deprived areas); increased risk of cancer deaths for prostate, breast, liver, colorectal 
and head and neck cancers; and higher rates of developmental concerns for children 
at their 27-30 month review (1 in 4 compared to 1 in 9 in the least deprived areas). 
The RCN would hope the see future Budgets address, directly, the need to reduce 
these stark inequalities.  
 
In spite of commitments to invest in prevention and shift the balance of care to 
community settings, to meet the aims of people across Scotland living healthier lives 
and reducing inequalities, the most high profile HEAT targets continue to focus 
attention on hospital services, and NHS boards are under huge pressure to meet 
these core targets and standards.  
 
In relation to the National Health and Wellbeing Outcomes, the RCN would point 
specifically to Outcomes seven, eight and nine. Namely that ‘people using health and 
social care services are safe from harm’ (outcome seven); ‘People who work in 
health and social care services feel engaged with the work they do and are 
supported to continuously improve the information, support, care and treatment they 
provide’ (outcome eight); and ‘resources are used effectively and efficiently in the 
provision of health and social care services’ (outcome nine).  
 
Outcomes seven and nine could better be met by focusing future budgets on staffing 
for safe and effective care. ISD statistics published in June showed that in 2016/17 
bank nursing and midwifery staff provided 4,364 WTE of cover, an increase of 77 
WTE (1.8%) on the previous year. Agency nursing and midwifery staff provided 278 
WTE of cover - a slight increase of 1 WTE (0.4%) on the previous year. Overall NHS 
Scotland spent a total of £166.5 million on nursing and midwifery bank and agency 
staff during the latest financial year - an increase of £8.4 million (5.3%) in 
comparison to 2015/16.  
 
The RCN has recently concluded a consultation with nurses and health care support 
workers on issues of safe staffing, here the RCN offers some preliminary headlines 
from the survey - the RCN will publish a more detailed analysis of the many 
quantitative and qualitative responses later in the summer to continue its work to 
inform and shape safe staffing legislation constructively. The consultation received 
over 30,000 responses, with over 3,300 from Scotland. From nursing staff 
responding in Scotland, just over a third reported the use of bank and agency 
staffing during their most recent shift, with supplementary staffing on average 
accounting for around one in eight of the workforce on that particular shift. 
Respondents also reported insufficient staffing and the impact of this on patient care 
with half of those responding in Scotland reporting that patient care was 
compromised on their last shift. When describing what had impacted on the ability to 
deliver high quality care, one third reported not enough registered nurses and a 
quarter reported there were not enough health care support workers. Nearly half 
reported they had concerns about the skill mix (which may also include staffing 
beyond nursing) on their last shift/day of work.  
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There needs to be recognition of the fact that people are the NHS’ greatest resource 
and that investment in workforce will have a positive impact for patients, as well as 
seeing improvements in areas like sickness rates and retention.  
 
Outcome eight would be better served by recognising the link between staff pay, 
pressure, and the ability of staff to deliver the quality of care that they would wish to. 
The RCN recognises the Scottish Government’s commitment to scrapping the 1% 
pay cap for NHS staff, but unless staff are appropriately remunerated, as well as 
being given the time and support to develop, issues around recruitment and retention 
within nursing teams will persist.  
 
For the health and sport budget for 2018-19 where do you suggest any 
additional resources could be most effectively deployed and where could any 
further savings be found? What evidence supports your views? 
 
Investment in primary care and the primary care workforce will ensure that the NHS 
is put on a sustainable footing for the future whilst also meeting the Government’s 
2020 vision for care at home and the clinical strategy. Such investment will also help 
to ensure that Integration Authorities are able to deliver the outcomes which have 
been set for them. There are numerous instances of services being planned within 
Integration Authorities which require a healthy community nursing workforce team. It 
is then a great cause for concern that vacancy rates are high, and that Scotland is 
not training enough nurses to meet future demand.  
 
At the start of February 2017, RCN Scotland undertook a review of discussions and 
decisions around community nursing in Integration Authority board papers. That 
review identified some key concerns. It showed, for example, that many areas are 
struggling to recruit community nursing staff and/or are holding nursing vacancies 
open, often using this salary saving to fund other overspends such as equipment 
costs. In some areas there are proposals to cut registered nursing posts. Audit 
Scotland’s report on the NHS in Scotland in 2016  also highlighted the high levels of 
vacancies in district nursing, health visiting and school nursing as well as a 
significant issue with retirals in the community nursing workforce with one in two 
nurses aged 50 or over in 2016 (compared to one in three in the acute sector).   
 
There is also a need to have a system which allows for resources to be reviewed 
and deployed, with reasonable speed, in line with major changes in national 
direction, such as, for example, the new GP and Care Home contracts planned for 
April 2018.   
 
Using unaudited figures supplied to the Scottish Government by NHS boards in their 
Financial Performance Returns it is clear that there has been a significantly 
worsening position on NHS Scotland’s recurring position at year end.  At the end of 
2015-16 the 14 territorial boards reported a £32m overspend on recurring budgets, 
with 7 boards overspending.  In 2016-17 boards reported to the Scottish Government 
a £205m overspend on recurring funds, with 11 boards overspending. Whilst overall 
the NHS territorial boards met financial year end targets on revenue resource limits, 
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this was only possible through significant underspends on non-recurring funds. The 
pressure on boards to achieve sustainability is becoming ever greater. 
 
In the 2016-17 financial year, 46% of the 176 risks identified by NHS territorial 
boards in their Local Delivery Plans (LDP) were classed as high risk.  The top six 
high-rated risks noted were prescribing (11 boards), efficiency savings (9 boards), 
targets (6 boards), locum costs (5 boards), integration (5 boards) and delayed 
discharge (5 boards). 
 
The risk acknowledged by 9 boards of achieving sustainable, recurring efficiency 
savings has also been highlighted in the Auditor General’s Annual 
Overview.  Unpicking unaudited reports of savings achievement is not always easy 
as some boards appear to have made significant in year adjustments on planned 
allocation of savings between recurring and non-recurring sources. However, looking 
at 2016-17 year-end Financial Performance Reports supplied to the Scottish 
Government, NHS Scotland territorial boards appear to have expected to have 
missed their original recurring savings projections (as set in their LDP, rather than as 
adjusted mid-year) by nearly £64m. The RCN is keen to see how the Auditor 
General reflects on the audited position on recurring efficiency savings in this 
autumn’s Annual Overview. 
 
The RCN has concerns about how ongoing, and accumulating, requirements to find 
recurring efficiency are being handled between NHS boards and Integration 
Authorities, to whom significant amounts of NHS budget are delegated. 
 
Is sufficient information available to support scrutiny of the Scottish 
Government’s health and sport budget? If not, what additional information 
would help support budget scrutiny?  
 
The RCN does not believe that there is sufficient information available for thorough 
scrutiny. There needs to be greater transparency so that specific investment and 
Budget lines can be tracked year to year. Recently, there has been a tendency to roll 
lines together to make whole new lines with no breakdown of their previous make up 
provided. It is also important that level 4 detail is provided as standard at the time of 
publication. 
 
The RCN does not believe that it is possible to make direct correlations between 
national allocation proposals in the draft budget and the improvements in outcomes 
set as national priorities. Integration and the interdependence between health and 
social care spend adds further complexity to the scrutiny process – this is particularly 
the case given that local settlements are made in delegating NHS and local authority 
budgets and, as such, integration spending cannot be tracked from the national 
budget.  
 
The RCN has repeatedly raised concerns about the unintended consequences of 
insisting that NHS boards balance their books and make significant savings on an 
annual basis, without consideration of the longer-term picture. This fails to give 
boards sufficient flexibility to transition to new models of care through investing to 
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save. The Scottish Government should consider giving boards permission to move to 
a budgeting system which would allow for this greater flexibility. Audit Scotland’s 
report on the NHS in Scotland in 2016 also noted the negative impact of short-term 
financial planning on achieving a sustainable health service.  
 
What impact has the integration of health and social care budgets had on 
ensuring resources are directed at achieving the Scottish Government’s 
desired outcomes? 
 
There is evidence that Integration Authorities are struggling to balance their books 
with some still noting the need to identify significant savings for this financial year. As 
set out in response to question two, some Integration Authorities are using 
community nursing salary underspend, created through vacancies, to prop up 
overspends in their wider budgets.  
 
Integration Authorities are having to manage the competing demands of budget 
restraint now with the long-term implications of efficiencies. Trying to transform 
health and social care services within available funds, to ensure that demand can be 
met now and into the future, is creating significant challenges. There are also 
tensions between some Integration Authorities, NHS boards and local authorities on 
the sums being delegated and the way savings are being handled. The RCN will be 
completing its own analysis of Integration Authorities’ performance to date on key 
issues for nursing and patient care. This analysis will be published in the autumn and 
the RCN would be pleased to share its findings with the Committee at that time.  
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Draft Budget 2018-19 

Royal College of Physicians of Edinburgh 

 

1. Do you consider that the Scottish Government’s health and sport 
budget for 2017-18 reflects its stated priorities (as set out in the National 
Performance Framework, the LDP standards and the National health and 
wellbeing outcomes)? If not, how could the budget be adjusted to better 
reflect priorities? 

The Scottish Government faces the dual challenges of meeting current demand for 
services and addressing well documented health inequalities associated with socio-
economic factors, adversity in childhood and protected characteristics such as 
disability. It is difficult to meet both challenges given current budget pressures. 
 
Mental health services should be given more resource with the prevention of mental 
health problems beginning in childhood. Resilient families, social cohesion and 
mental health promotion are increasingly important. Income maximisation and the 
prevention of child poverty through the Child Poverty Bill will help mitigate avoidable 
inequalities. 
 
In relation to the National Health and Wellbeing Outcomes, the budget does not 
devote sufficient attention of resource to Outcome 1 – ‘people are able to look after 
and improve their own health and wellbeing and live in good health for longer’. This 
is not a new problem. Very large resources go to health repair, and modest 
resources are devoted to prevention and health promotion.  Indeed, due to 
underlying inequalities in income, also wealth and power, these differences between 
our relatively healthy wealthy population and the least wealthy persist and could 
widen as austerity pressures people to adjust. Wealthier people have the capacity to 
adjust and benefit, whilst less wealthy people have less capacity and will be left 
behind.  
 

Outcome 2 deals with care at home or in a homely setting – this requires more 

resource: there is a commendable intention to place more care in these settings but 

the drivers of financial resources, including targets and indicators act in paradoxical 

ways against this trend unless sustained and bold intentions turn into resource flows. 

Integration bodies are new and have unclear accountabilities, with resources less 

transparently allocated. Health economist evidence strongly suggests that moving 

resources is difficult when a step change is required to disinvest in services; public 

and political leadership and consensus as well as budget changes are required for 

such a transformation. 

 

Outcome 3 deals with positive experiences of services – this is a function of training, 

culture, standards setting, review and continuous improvement. NHS Scotland and 

its clinical professions are taking significant strides to assure and sustain quality, and 

resources already devoted in this area should continue to be valued, amidst 

competing pressures to allocate resource elsewhere. The recent Nuffield Trust 

http://www.gov.scot/Resource/0049/00497339.pdf
http://www.gov.scot/Resource/0049/00497339.pdf
http://www.gov.scot/About/Performance/scotPerforms/NHSScotlandperformance
http://www.gov.scot/Topics/Health/Policy/Health-Social-Care-Integration/National-Health-WellbeingOutcomes
http://www.gov.scot/Topics/Health/Policy/Health-Social-Care-Integration/National-Health-WellbeingOutcomes
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report1 gave NHS Scotland credit for its strategic approach and signs of delivery of 

better quality for patients.  

 

Outcome 4 concerns the quality of life of service users – this is crucial and stretches 

well beyond the health and social care budget, and is also connected to the Realistic 

Medicine agenda.  Realistic Medicine should not be primarily a resource or savings 

issue but a quality of life matter, alongside components that encompass the removal 

of wasteful and inappropriate treatment and care. These are important clinical and 

political matters.  

 

Outcome 5 is about reducing health inequalities. Again this is not a matter confined 

to the health and social care services but they can play their part; in location, the 

culture and disposition of services and the people who deliver them for those who 

need support most. Signposting patients to other supporting services, such as social 

security for income maximisation, and smoking cessation should be routine rather 

than discretionary components of holistic care. We also need to recognise that 

unscheduled care is a pattern of service use that poorer people engage with 

disproportionately, and we must understand the needs of people and communities 

before pressurising these services further. Physicians are particularly concerned that 

the service to people in urgent need be the best it can be. The budget could lead this 

change, although cultural change in service shape and practice must follow. 

 

Outcome 6 relates to unpaid carers’ needs – whilst this may not be a direct resource 

issue, it is a significant burden on the country through morbidity and lost productivity 

of carers as they meet their responsibilities. It is also worth noting that the substantial 

health and social care workforce are often unpaid carers themselves with family 

responsibilities.  

 

Outcome 7 deals with safety from harm, and underlines the point that systems of 

safety should not be downplayed in the face of resource pressures elsewhere.  

 

Outcome 8 focusses on continuous improvement, which emphasises that as medical 

science progresses, public expectations change, and pressure on resources for 

services gets in the way of inevitable progress.  

 

Outcome 9 deals with the effective and efficient use of resource – NHS Scotland has 

much to do in this area. With limited national wealth, decision makers and 

influencers must realise that the removal of redundant, although cherished facilities, 

practices and remedies is essential.  There is ample evidence about the right, and 

most valuable, interventions to prioritise. This involves choice, and taking a 

population approach in proportion to needs. The media’s focus on exceptions and 

deficits, and the most vocal advocacy, must have a counter-weight in evidence-

informed decision-making, taking judgement on comparative value.  

2. For the health and sport budget for 2018-19 where do you suggest any 
additional resources could be most effectively deployed and where 

                                                           
1
 Learning from Scotland’s NHS, The Nuffield Trust, July 2017 
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could any further savings be found? What evidence supports your 
views? 
 

Additional resources should be deployed to sustain high value services, and 

interventions. Even these are under threat in the current environment, for example in 

the failure to meet targets for care for life-threatening and urgent conditions.  Care 

should be taken with technological or pharmaceutical developments which deliver 

small marginal benefits.  

Early years intervention, and those for people with complex conditions are cost-
effective – a more detailed case is contained in NHS Health Scotland work (for 
prevention and inequalities) and Healthcare Improvement Scotland work (for 
treatment and care interventions). 

 
To address inequalities, prevention must be given due prominence. This means 
investing in action on diet, physical activity, breastfeeding, sexual health, smoking, 
alcohol and drugs. Not only does exposure to harmful substances cause adult 
physical health problems but adverse maternal and child health outcomes. 
Inequalities begin at the pre-conception stage and the countries with the best health 
outcomes invest very heavily in women and children's health.  
 
Prevention remains a highly cost-effective set of interventions in many cases, but not 

all – for instance, some elements of cancer screening have a finely balanced risk-

harm ratio and may not in the long run be cost-effective – so we must question 

current practice as well as new interventions, issues which have been raised as part 

of the Committee’s Preventative Agenda.  

 

 Savings should come from not adopting interventions of low value but focussing on 

areas of proven value. We must accept that closing treatment facilities and cutting 

down on some interventions shifts costs elsewhere. There are no magic 

prescriptions for treatment cost cuts, although there are efficiencies and waste, and 

the avoidance of mistakes, that we must address. 

Investment in sport should concentrate on participation rather than elite competitive 
sport. 

3. Is sufficient information available to support scrutiny of the Scottish 
Government’s health and sport budget? If not, what additional 
information would help support budget scrutiny?  

A breakdown of last year's budget would be helpful. 
 
There is plenty of evidence, however this is sometimes not in a form that decision-

takers feel able to use, or within decision-making processes that are robust. There is 

the background of media, public and political expectation that the care services will 

cope whatever the inputs – ‘more doctors, more nurses, more ambulances and 

helicopters’. This is persistently misleading, and leads to inappropriate investment 

decisions and failure to take courageous decisions to set and stick with priorities. We 

should make the most of, heed and act on, the information we already have, ensure 

that it is in a useable format for stakeholders and decision-makers, and invest in 
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research and studies that help to derive values from interventions so that decisions 

can be increasingly well informed and arrived at.  

 

We have low expectations that the current review of indicators and targets will help 

us to enter a new era of rational priority setting and decision making, based on new 

insights into information, although it may help us to shine a light on perverse 

incentives. 

 

4. What impact has the integration of health and social care budgets had 
on ensuring resources are directed at achieving the Scottish 
Government’s desired outcomes? 

Although the principle of integrated care is attractive, the practice to date is often one 

of less transparent use of evidence, priority setting, decision-making and consistent 

commitment to prevention than before. 

Integration offers potential for services to work together in new ways and act on links 
between services previously disconnected. Due to service pressures, services for 
health promotion and child health face similar budget savings as adult and older 
people's services. There is a case that these should be protected in view of the long 
lasting implications for health, and that deaths in childhood disproportionately affect 
life expectancy. Meeting care needs for people may prevent or delay onset of 
preventable ill health. For those with a disability transition to adult services is often 
suboptimal, and investment may avoid ill health and improve employability. The UK 
has a comparatively poor track record of care for those with disabilities, a significant 
proportion of the population, and enabling people to participate fully will have 
physical and mental health benefits. 
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Draft Budget 2018-19 

British Medical Association Scotland 

 
The British Medical Association is a politically neutral registered trade union and 
professional association representing doctors from all branches of medicine. The 
BMA has a total membership of over 168,000. In Scotland, the BMA represents 
over 16,000 members. 
 
We welcome the opportunity to provide written evidence to the Health and Sport 
Committee ahead of the 2018-19 draft budget. 
 
Do you consider that the Scottish Government’s health and sport budget 
for 2017-18 reflects its stated priorities (as set out in the National 
Performance Framework, the LDP standards and the National health and 
wellbeing outcomes)? If not, how could the budget be adjusted to better 
reflect priorities? 
 
Priorities and funding 
 
The BMA has warned repeatedly that as more people in Scotland live longer 
lives, the gap between NHS resources and growing demand is increasing at a 
greater and greater pace. It is projected that between 2012 and 2037 the 
proportion of Scotland’s population aged over 75 will have increased by 86 per 
cent1 and many in this age group will have complex care needs. 
 
This gap between available resources and demand is not an abstract problem 
for future years, but an urgent reality that is causing services across Scotland to 
deteriorate.  
 
Each year that health service resources fall short of patient needs makes it more 
difficult for the NHS to successfully meet the Scottish Government’s various 
priorities and targets. While this funding gap exists across the UK and is not 
unique to Scotland, there needs to be a greater public understanding of the 
consequences of continued austerity on the NHS. Austerity also widens 
inequalities, with a direct impact on the income and health of many of the 
poorest people in the country. 
 
When insufficient resources are available to the NHS, performance against 
targets inevitably becomes more difficult. It is important that the response to 
such deterioration in performance when it occurs is not simply to increase the 
pressure on overstretched staff to meet targets. 
 
Such pressure risks skewing clinical decision making, rather than decisions 
about patient care always being made in response to clinical priority.  
 
Community Based Care 
 

                         
1
 https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-

theme/population/population-projections/population-projections-scotland/2012-based/list-of-figures  

https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/population/population-projections/population-projections-scotland/2012-based/list-of-figures
https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/population/population-projections/population-projections-scotland/2012-based/list-of-figures
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The Scottish Government’s 2020 vision set out an intended direction of travel in 
Scotland’s health service towards more care being provided at home or in a 
homely setting. However, achieving such a shift in where care is provided while 
maintaining quality standards against a backdrop of increasing demand and 
limited resources is extremely challenging. 
 
Moving aspects of services into community settings requires sufficient capacity 
to first exist in community health services before any shift can be contemplated. 
This essentially means paying for a service twice in the interim to ensure that 
patients do not suffer from any lack of continuity. 
 
Additionally, many secondary care services operate with fixed costs meaning 
that marginal reductions in demand for a specific service do not free up 
resources that can subsequently be redeployed to community settings. Reducing 
bed days is not the same as reducing bed numbers. 
 
The fact that Scotland’s health needs are not static, but rather increasing as 
Scotland’s population ages, also means that even if shifts to delivering more 
services in community settings are achieved, overall demands on secondary 
care may still increase in coming years rather than reduce. 
 
Both community based care and secondary care will therefore need substantial 
additional financial and staff resources in years ahead and clarity is needed as to 
how greater community care will be achieved without further under resourcing 
hospital based services. 
 
Alcohol and Drug Partnerships 
 
The 2016/17 budget saw funding to local Alcohol and Drug Partnerships (ADPs) 
fall by around 22%, with no move to restore these funds in the 2017/18 budget. 
ADPs are responsible for commissioning local treatment and support services 
for people with alcohol or drug problems and a funding reduction of this 
magnitude has posed significant difficulties for such services.  
 
Reducing the funds available for such support services is a false economy, 
which will only increase pressures on the health service and general practice in 
particular.  
 
It is hard to see how this decision is compatible with the Scottish Government’s 
stated priorities in relation to reducing alcohol harm. Funding to ADPs should be 
restored to 2015/16 levels in the next Scottish budget. 
 
For the health and sport budget for 2018-19 where do you suggest any 
additional resources could be most effectively deployed and where could 
any further savings be found? What evidence supports your views? 
 
General Practice  
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The Scottish Government has announced that by the end of this parliament, an 
additional £500m per year will be spent on primary care. Of this additional 
funding, £250m will be in direct support of general practice2. 
 
To reach this level of additional annual expenditure, it is clear that spending on 
primary care will need to increase in each year of this parliament, although these 
increases may be largest in the later years of this parliamentary term. 
 
What is essential is that the bulk of these additional funds are not diverted into 
short-term one off projects, but are instead used for sustainable, recurring 
spending. If the Scottish Government and BMA’s shared vision3 for general 
practice is to be realised, a substantial proportion of these funds will be needed 
to train, recruit and employ additional community healthcare professionals who 
will be members of expanded primary care teams.  
 
Pay Restraint 
 
Like the rest of the public sector, NHS staff have been subject to below inflation 
pay increases of no more than 1% for several years. This means that in real 
terms, NHS staff incomes have reduced steadily throughout this time. 
 
This long period of pay restraint contributes to the problems in recruitment & 
retention in Scotland’s NHS and has a negative impact on staff morale, with 
many feeling unvalued at a time when they are facing unprecedented workloads. 
 
With inflation rising, the 1% public sector pay cap cannot be sustained any 
longer and resources need to be found to bring it to an end. It is welcome that 
the Scottish Government has announced its intention to end the 1% public 
sector pay cap4, and we will look for this to be carried forward at the earliest 
possible opportunity. 
 
It is also an ongoing source of concern that the Scottish Government has 
consistently ignored the recommendations of the DDRB when it comes to 
distinction awards and discretionary points. 
 
Distinction awards are long-standing elements of the defined pay structure for 
consultants, but have been frozen in value Scotland since 2010 and cannot be 
awarded to anyone who is not an existing award holder. Discretionary points are 
still awarded, but the Scottish Government has rejected DDRB 
recommendations that their value be uplifted. 
 
This situation undermines the attractiveness of working in Scotland relative to 
other parts of the UK where comparable elements of the consultant pay structure 
have continued. The most recent available figures showed that there was a 7.4% 
vacancy rate for consultant posts in Scotland, with almost half of these vacant 
for more than six months5.  

                         
2
 http://www.gov.scot/Publications/2017/05/2382/3  

3
 http://www.gov.scot/Publications/2016/11/7258/0  

4
 https://news.gov.scot/news/public-sector-pay-cap  

5
 http://www.isdscotland.org/Health-Topics/Workforce/Publications/data-tables2017.asp?id=1922#1922  

http://www.gov.scot/Publications/2017/05/2382/3
http://www.gov.scot/Publications/2016/11/7258/0
https://news.gov.scot/news/public-sector-pay-cap
http://www.isdscotland.org/Health-Topics/Workforce/Publications/data-tables2017.asp?id=1922#1922
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Is sufficient information available to support scrutiny of the Scottish 
Government’s health and sport budget? If not, what additional information 
would help support budget scrutiny? 
 
A recent report by the Nuffield Trust highlighted the lack of a multi-year national 
analysis of how much will be invested in health, how much needs to be saved 
and what services may be undeliverable as a result6.   
 
This absence of such an analysis can make it difficult to assess the extent to 
which boards are making short-term decisions in response to the state of their 
finances in an individual year or longer-term strategic decisions.  
 
While the nature of the devolved budget may make such multi-year planning a 
challenge, scrutiny of the health and sport budget would be greatly aided if such 
an approach was taken. 
 
What impact has the integration of health and social care budgets had on 
ensuring resources are directed at achieving the Scottish Government’s 
desired outcomes? 
 
Integration is broadly accepted as the right direction of travel for decision making 
in health and social care. However, there needs to be realism over the often 
articulated belief that integration alone will lead to reduced unscheduled hospital 
admissions or fewer delayed discharges 
 
As has already been discussed in this submission, demands on Scotland’s 
health and care services are increasing and available resources are not keeping 
pace. This means that boards are being faced with decisions over where to 
direct insufficient resources, rather than being able to make choices that fully 
meet local needs. 
 
Until such time as there are sufficient resources to meet the extent of demand on 
Scotland’s health and care services, the ability of boards to successfully allocate 
resources in a way that meets hoped for outcomes will be limited.  
 

                         
6
 https://www.nuffieldtrust.org.uk/files/2017-07/learning-from-scotland-s-nhs-final.pdf  

https://www.nuffieldtrust.org.uk/files/2017-07/learning-from-scotland-s-nhs-final.pdf
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Draft Budget 2018-19 

UNISON Scotland 

 
 

Introduction 
 
UNISON is Scotland’s largest trade union with members across the public, private and 
voluntary sectors. We are the largest trade union in the services covered by the 
Committee across three of our service groups – health, local government and the 
community and voluntary sector. 
 
We welcome the committee’s inquiry into the draft budget for the coming financial year. 
We set out below how the budget could be deployed to address the serious challenges 
facing the health and care sector in Scotland. 
 
Workforce Issues 
 
As the largest trade union in the health and care sector, our primary focus is in relation to 
the challenges facing the workforce and the impact on the services they deliver.  
 
The Scottish Government has begun a welcome reappraisal of workforce planning in 
Scotland and has publishedi the first part of three reports covering its proposals for the 
NHS workforce. These proposals are largely about the process of workforce planning and 
it is important that these are strengthened. However, process has to be followed by 
practical action on issues that get limited coverage in the Plan. We outlined these in our 
submission ii  to the Scottish Government consultation and they include; occupational 
gender segregation, safe staffing levels, administrative support and of course pay and 
conditions. All of these will require resourcing in the 2018-19 budget. 
 
UNISON Scotland welcomes the commitment to increase funding to primary care and 
agrees with other organisations that the application of this funding needs some 
clarificationiii. However, support for primary care is not solely about funding for GPs. Many 
other staff make a contribution to primary care, directly and indirectly, including 
administrative staff, occupational therapists and community nurses. In particular, we 
support the deployment of highly trained specialist nurses to support the work of GPs. We 
do not regard this as a diminution in the quality of service or a riskiv to patients.  
 
As we set out in our responsev to the Nursing 2030 Vision, attitudes to nursing can be a bit 
dated. Nurses need the time, the training and the resources to meet the government’s 
vision for the profession. 
 
The Scottish public sector workforce is getting older and this includes the health and care 
sector. Our latest researchvi highlights the scale of the problem and some of the actions 
needed to address it. For example, staffing numbers in NHS Scotland have just returned to 
pre-crash levels. However, the age profile has also increased, which implies that younger 
staff are not attracted to work for the NHS. This may be a consequence of pay restraint, 
job demand, shifts and working conditions in the NHS. 
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It has been suggested that some savings could be achieved by reducing severance 
payments.  This is misguided as we set out in our submissionvii to the Scottish Government 
consultation. 
 
Pay is of course a significant element of health and care budgets. The UK government’s 
continued austerity has lead to another real term cut in the pay of health and care workers. 
While our members appreciate the praise from politicians for their work, particularly in 
emergency situations, they would appreciate it even more if they delivered a fair deal on 
pay. UNISON Scotland welcomes the Scottish government’s recognition that the pay cap 
is hurting health and care workers and cannot continue. However, it is now time for that 
recognition to be turned into positive action in the coming budget. 

Health and Social Care Integration 
 
We recognise the committee’s specific interest, in the call for views, on progress with 
health and care integration. 
 
As with any major restructuring it takes some time establish the new structures, develop 
the necessary processes and working relationships. As we have consistently said, this is a 
challenging approach and all partners are finding their way through the new arrangements. 
 
A key focus for integration has been to reduce unplanned admissions to hospitals and 
avoid delayed discharges by strengthening social care. Research viii  undertaken by 
UNISON Scotland shows that the new care procurement rules are being poorly 
implemented. The research shows that very little direct monitoring of home care visits are 
being undertaken and the weighting given to fair work matters is far too low.  

This reinforces the messages our members send in surveys ix. Four in five said they 
believe the service has been affected by budget cuts or privatisation with carers saying the 
emphasis was now on “quantity rather than quality”. The main complaint is that staff have 
insufficient time to care. 

The payment of the Scottish Living Wage to all adult care workers is an important first step 
in helping to recruit and retain staff and the funding for this needs to continue, including 
addressing the pay of overnight staffx. Surveys undertaken by UNISON and employer 
organisationsxi show turnover rates of around 25% and vacancies at all levels. Social work 
staff report increasing difficulty in organising care packages at home from a fragmented 
range of contractors, in what is a largely outsourced service. 

The sector also relies heavily on EU and other overseas workers. Brexit is already having 
an impactxii on nurse registration and there are clear indications that existing staff are 
looking elsewhere in Europe. The supply of local workers will be unable to meet the 
increasing demand for care staff. 

Important though pay is, it has to be part of a wider package of reforms as set out in 
UNISON’s Ethical Care Charter. This includes training, travel time, ending insecure work 
and most importantly, time to care. Six Scottish councils/IJBs have now adopted the 
Charter, but as our procurement research shows, there is much more to be done.  
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NHS Scotland 
 
Whatever the merits of the political arguments over NHS services, it is simply the case that 
funding is not keeping pace with the demands placed on NHS Scotland. It is important to 
emphasise that there is a lot of positive and innovative practice going on in NHS Scotland, 
even if this is drowned out by the service impact of health boards desperately trying to 
balance their budgets. 
 
Although the health budget is increasing in real terms, it is not keeping up with growing 
demand.  Between 2010/11 and 2014/15, the annual percentage change in the total health 
budget has been less than 1% and below the UK inflation rate. Health inflation is generally 
higher and a good example of this is drug costs. Spending increased by over 10% 
between 2012/13 and 2014/15 and it is predicted to rise further by 5 to 10% each year. 
 
Audit Scotland has highlighted UNISON’s concerns over the routing social care funding 
through the NHS. When social care money is deducted, the remaining £12.6 billion of the 
NHS budget equates to a 0.3% real-terms reduction in the revenue budget. As one of our 
senior finance members put it to us, "I cannot spend every pound twice.  My English 
counterparts get the same increase, but they don't have to fund the extra demands on 
social care as well". That is not to say that social care isn't the right priority, given the huge 
cost to the NHS of delayed discharges. However, it does mean that the NHS in Scotland 
isn't getting the resources it needs. 
 
Many health boards are struggling and the books are only balanced by payments from the 
Scottish Government and savings plans, many of which are not recurring. Short-term 
measures don’t deliver long-term financial viability. The total savings that boards are 
aiming to make has increased in real terms and this will be extremely challenging. 
 
Staffing levels have now recovered to pre-crash levels, but we are still coping with high 
vacancy rates and inadequate staffing in many parts of the service. Nursing vacancy rates 
have been growing and currently stand at 2566 WTE. There are similar proportional 
problems with doctors and allied health professions, including Occupational Therapists. 
Spending on agency and temporary staff increased to £166m last year, placing a further 
unnecessary burden on health board budgets. There is too much reliance on bank nurse 
shifts to deliver core services with many bank staff working in the same wards on the same 
shifts every week. 
 
Non-registered nurses have taken on greater responsibilities in recent years as workplace 
demographics, staffing levels and service delivery mechanism have changed. This change 
is not being recognised at corporate levels and they feel undervalued. 
 
Radical reform, such as a shift from acute to community services, is desirable, but very 
difficult to deliver in practice. It will also require resources to fund the transition, over and 
above existing budgets. We also need to invest in staff skills as set out in UNISON 
Scotland’s Health Skills Charterxiii. The same applies to services that get less attention 
such as building maintenance, administrative, ancilliary and IT systems.  
 
One way of saving resources would be bring expensive PPP schemes (PFI, NPD and 
Hub) back into the NHS as set out in our ‘Combating Austerity’ toolkitxiv. NHS Scotland has 
made some important first steps in improving the monitoring of PPP schemes, but more 
can be done. 
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In this context, it is hardly surprising that NHS Scotland struggles to meet national 
performance targets. The NHS is underfunded, not overspending, and staff are under 
great pressure to bridge the gap. 
 
Sport 
 
Most local sports facilities in Scotland are now delivered through trusts or other forms of 
arms length organisations. These were primarily established as tax avoiding mechanisms, 
but are still almost entirely reliant on diminishing local authority budgets. Cuts in council 
funding are also resulting in many leisure trusts putting up hall hire prices or cutting back 
on financial support mechanisms. This will hurt many small local clubs who rely on 
member fees and cheap lets. 
 
UNISON Scotland has surveyed xv  our members working in leisure trusts about their 
experience of delivering culture and leisure services. The picture they paint is one in which 
a shrinking workforce are under increasing pressure. This while delivering highly valued 
services which contribute massively to the public good. 
 
Conclusion 
 
The health and sport budgets make a huge contribution towards well being in Scotland. 
We should not forget that the main challenge facing Scotland remains health inequality 
and that requires cross cutting solutions across almost all the Scottish budget headings. 
None the less, the budget pressures facing health and care in Scotland are acute and 
need to be addressed in the coming budget plans. 
 
UNISON Scotland 
July  2017 
 
                                                 
i
 http://www.unison-scotland.org/library/ebrief-health-and-care-workforce-planning-Part1-June-2017.pdf 
ii
 http://www.unison-scotland.org/library/health-and-care-workforce-planning-response.pdf 

iii
 http://www.bbc.co.uk/news/uk-scotland-40602386 

iv
 

http://www.heraldscotland.com/news/15410051.Doctors_warn_patients__at_risk__as_nurses_hired_to_carry_out_GP_w
ork/ 
v
 http://www.unison-scotland.org/2016/12/12/2030-nursing-vision-unison-scotland-nursing-sector-response-dec-2016/ 

vi
 http://www.unison-scotland.org/2017/06/14/the-ageing-workforce/ 

vii
 http://www.unison-scotland.org/2017/06/22/severance-policy-scotland-2/ 

viii
 http://www.unison-scotland.org/2017/03/13/delivering-quality-social-care-procurement/ 

ix
 http://www.unison-scotland.org/2016/08/16/home-care-workers-ask-we-care-do-you/ 

x
 http://www.scotsman.com/news/opinion/theresa-shearer-our-carers-are-all-highly-skilled-so-why-is-night-work-paid-at-

a-lower-rate-1-4466390 
xi
 http://www.scottishcare.org/scottish-care-news/new-research-on-care-home-workforce-highlights-critical-recruitment-

retention-and-sustainability-concerns/ 
xii

 http://www.unison-scotland.org/2016/08/26/implications-of-brexit/ 
xiii

 http://www.unison-scotland.org/2016/09/29/health-in-unison-skills-charter/ 
xiv

 http://www.unison-scotland.org/campaigns/public-works/combating-austerity/ 
xv

 http://www.unison-scotland.org/2015/06/13/while-we-work-you-play-leisure-staff-survey/ 

 

http://www.unison-scotland.org/library/ebrief-health-and-care-workforce-planning-Part1-June-2017.pdf
http://www.unison-scotland.org/library/health-and-care-workforce-planning-response.pdf
http://www.bbc.co.uk/news/uk-scotland-40602386
http://www.heraldscotland.com/news/15410051.Doctors_warn_patients__at_risk__as_nurses_hired_to_carry_out_GP_work/
http://www.heraldscotland.com/news/15410051.Doctors_warn_patients__at_risk__as_nurses_hired_to_carry_out_GP_work/
http://www.unison-scotland.org/2016/12/12/2030-nursing-vision-unison-scotland-nursing-sector-response-dec-2016/
http://www.unison-scotland.org/2017/06/14/the-ageing-workforce/
http://www.unison-scotland.org/2017/06/22/severance-policy-scotland-2/
http://www.unison-scotland.org/2017/03/13/delivering-quality-social-care-procurement/
http://www.unison-scotland.org/2016/08/16/home-care-workers-ask-we-care-do-you/
http://www.scotsman.com/news/opinion/theresa-shearer-our-carers-are-all-highly-skilled-so-why-is-night-work-paid-at-a-lower-rate-1-4466390
http://www.scotsman.com/news/opinion/theresa-shearer-our-carers-are-all-highly-skilled-so-why-is-night-work-paid-at-a-lower-rate-1-4466390
http://www.scottishcare.org/scottish-care-news/new-research-on-care-home-workforce-highlights-critical-recruitment-retention-and-sustainability-concerns/
http://www.scottishcare.org/scottish-care-news/new-research-on-care-home-workforce-highlights-critical-recruitment-retention-and-sustainability-concerns/
http://www.unison-scotland.org/2016/08/26/implications-of-brexit/
http://www.unison-scotland.org/2016/09/29/health-in-unison-skills-charter/
http://www.unison-scotland.org/campaigns/public-works/combating-austerity/
http://www.unison-scotland.org/2015/06/13/while-we-work-you-play-leisure-staff-survey/
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Draft Budget 2018-19 

RCGP Scotland 

 
The Royal College of General Practitioners (RCGP) is the professional membership 
body for family doctors in the UK and overseas. The College is committed to 
improving patient care, clinical standards and GP training. Its objectives, in concern 
for care for patients, are to shape the future of general practice, ensure GP 
education meets the changing needs of primary care throughout the UK, grow and 
support a strong, engaged membership and to be the voice of the GP. 
  
The College in Scotland came into existence in 1953 (one year after the UK 
College), when a Scottish Council was created to take forward the College’s 
interests within the Scottish Health Service. We currently represent around 5,000 GP 
members and Associates in Training throughout Scotland. 
 
 
1. Do you consider that the Scottish Government’s health and sport budget 

for 2017-18 reflects its stated priorities as set out in the National 
Performance Framework, the LDP standards and the National health and 
wellbeing outcomes? If not, how could the budget be adjusted to better 
reflect priorities? 

 
A serious funding deficit exists for general practice and through which general 
practice may fulfil its potential in achieving these goals. In the face of over a decade 
of consistent cuts to the percentage share of NHS Scotland spending being made 
available through which to provide general practice services, RCGP has been calling 
consistently for 11% of the annual budget of NHS Scotland to be delivered to general 
practice. In 2014, RCGP published a report compiled by Deloitte, entitled Under 
Pressure. In it, Deloitte illustrated how, by 2017, a funding gap of 25% would exist for 
general practice in Scotland, based on increases in consultation rates, and funding 
for general practice falling to 7.4% of NHS Scotland’s budget by 2017/18. With 
predictable consequences, funding for general practice in Scotland was allowed to 
drop to 7.4% by 2014/15 and in 2015/16 it stood at 7.2%. The funding gap for 
general practice is unsustainable. Action should be taken urgently to preserve 
patient safety by resourcing general practice with 11% of NHS Scotland’s budget. 
 
There has perhaps never been a greater need for clarification in Scotland on the 
funding for general practice, and on the role and capacity of the wider 
multidisciplinary team.   
 

http://www.rcgp.org.uk/campaignhome/~/.../Deloitte%20Report_Under%20Pressure.ashx
http://www.rcgp.org.uk/campaignhome/~/.../Deloitte%20Report_Under%20Pressure.ashx
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The National Performance Framework, the LDP standards and the National health 
and wellbeing outcomes express many of the objectives which general practice’s 
Core Values deliver. Below is an outline of how those values and their desired 
outcomes rely upon increased funding for general practice services. 
 
 
The National Performance Framework states, among other objectives, that: 
 

 Our children have the best start in life and are ready to succeed 
 

 We live longer, healthier lives 
 

 We have tackled the significant inequalities in Scottish society  
 

 We live in well-designed, sustainable places where we are able to access the 
amenities and services we need 
 

 We have strong, resilient and supportive communities 
 

 Our people are able to maintain their independence as they get older and are 
able to access appropriate support when they need it 
 

 Our public services are high quality, continually improving, efficient and 
responsive to local people’s needs 

 
For children to ‘have the best start in life’ their early healthcare is vital. GPs provide 
the essential first point of contact, continuity and co-ordination of care for children in 
the context of their communities, supported by the wider primary care team, and 
should be appropriately funded. If we are to live longer and healthier lives, out of 
hospital, GPs must be enabled not only to care for new episodes of illness but also 
to deliver long term co-ordinated care for long term conditions and indeed to assist 
patients to live healthier lives to prevent illness. If we wish to see the elderly maintain 
their independence and remain out of hospital or care for as long as possible then 
the central service through which to achieve that objective is general practice. 
 
The ‘significant inequalities in Scottish society’ cannot wait for the efforts made to 
tackle their root causes to take effect on the health of the population. The results of 
inequalities are so profound in terms of health and wellbeing that funding must be 
made available as soon as possible through which to appropriately care for patients 
in areas of deprivation. In 2015, RCGP published a paper on Health Inequalities 
which contained six recommendations. One recommendation is particularly 
applicable to this consultation:: 
 

‘As part of a wider rebalancing of resources towards general practice, 
direct more NHS funding into GP and wider primary care services in 

those areas where health inequalities are currently worst.’ 
 
This action should be taken urgently. 
 

http://www.rcgp.org.uk/-/media/Files/RCGP-Faculties-and-Devolved-Nations/Scotland/RCGP-Scotland/Core-values.ashx?la=en
http://www.rcgp.org.uk/-/media/Files/Policy/A-Z-policy/2015/Health-Inequalities.ashx?la=en
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Being able to access ‘the amenities and services we need’ extends to appropriate 
healthcare facilities and, in particular, general practices. The worrying trend of 
general practices closing and practices moving to ‘2C’ contract, whereby they hand 
back responsibility for their patients’ care to health boards, suggests that the crisis in 
the service is such that this amenity and service may not be available for all far into 
the future. 
 
A community cannot be ‘strong, resilient and supportive’ without access to 
appropriate healthcare. However, communities across Scotland now face the 
prospect of losing general practices as a part of their own vital infrastructure. With 
the number of GPs planning to leave the profession likely to exceed those coming 
into the profession for some years, practices are likely to continue to close. The 
Govan SHIP project, funded by Scottish Government, has shown how this can be 
averted through increased funding to general practice. 
 
It is impossible for any service to maintain its quality, its success in improvement, its 
efficiency and its responsiveness to needs when suffering over a decade of cuts to 
its percentage share of NHS Scotland funding. 
 
The Local Delivery Plan (LDP) Standards, among other stipulations, require: 
 

 GPs to provide 48 Hour access or advance booking to an appropriate 
member of the GP team for at least 90 per cent of patients. 

 
The LDP performance report of NHS Scotland for 2015/16 shows declining trends in 
performance against this standard between 2011/12 and 2015/16. The crisis in 
general practice has resulted in a situation where it is unlikely this trend will have 
been reversed. Indeed, it is likely the graphs’ gradients will have become steeper. 
 
Repeated difficulty in achieving the LDP Standard on Accident and Emergency 
Waiting Times has been exacerbated. It is the general practitioner who is best 
placed to serve many who, having found difficulty in securing a GP appointment, 
would otherwise feel it necessary to attend Accident and Emergency departments. In 
June 2017, Dr Chaand Nagpaul, Chair of the British Medical Association (BMA), 
speaking at the BMA’s annual conference in Bournemouth, reported that, ‘a six per 
cent reduction in GP appointment capacity would double the number of patients 
attending A&E if they went there instead – highlighting why under-resourcing general 
practice is so damaging for the NHS.’ 
 
Efforts to detect cancer early will clearly be boosted with more GP time to attend to 
presenting patients. This correlation applies equally to efforts to meet standards 
relating to Detect Cancer Early, Alcohol Brief Interventions, Sickness Absence and 
Smoking Cessation. RCGP’s Spend to Save work has shown clearly that the 
financial performance of Scotland’s NHS can be improved through increasing the 
percentage funding available to general practice. 
 
The National Health and Wellbeing Outcomes require that the following outcomes 
will be achieved: 
 

http://www.gla.ac.uk/media/media_443694_en.pdf
http://www.rcgp.org.uk/~/media/Files/PPF/2014-RCGP-Spend-to-Save-Deloitte-report.ashx
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 Outcome 1: People are able to look after and improve their own health and 
wellbeing and live in good health for longer 

 
This outcome requires appropriate care from suitably qualified general practitioners 
with enough time to offer patients. Safe increases of health literacy are most easily 
achieved through the work of general practitioners. Realistic Medicine in large part 
describes the role of the GP. 

 

 Outcome 2: People, including those with disabilities or long term conditions, or 
who are frail, are able to live, as far as reasonably practicable, independently 
and at home or in a homely setting in their community 

 
The GP’s treatment of each patient in a holistic manner, attending to their physical, 
psychological and social situations, is key to the delivery of this outcome. 
 

 Outcome 3. People who use health and social care services have positive 
experiences of those services, and have their dignity respected 

 
Positive experience relies on the clinician having time to attend actively to their 
patient. Dignity relies upon the privacy of the consulting room, as opposed to, for 
example, the public nature of the reception desk queue, especially in smaller 
communities. 
 

 Outcome 4. Health and social care services are centred on helping to 
maintain or improve the quality of life of people who use those services 

 
Again, the holistic nature of the GP’s perspective on the patient is paramount in this 
outcome. Similarly, an unstressed clinician, free from ‘burnout’ is vital to this aim. 
The Scottish Government funded Govan SHIP project has illustrated the efficiency of 
increasing funding directly to practices to deal with burnout, retention and 
recruitment issues.  
 

 Outcome 5. Health and social care services contribute to reducing health 
inequalities 

 
In areas of deprivation, both rural and urban, GP services are vital to the health and 
wellbeing of the population. Practices in these areas do not receive sufficient 
funding, as clearly demonstrated through the work of the Deep End and that of Dr 
Helene Irvine, Consultant in Public Health Medicine at NHS Greater Glasgow and 
Clyde Health Board. 
 
The Official Report of the Health and Sport Committee from Tuesday, 21 March 
2017, records Alison Johnstone MSP asking a question ‘specifically around GPs and 
health inequality’. She said, ‘I am interested in your expert views on whether we are 
funding GP services adequately, particularly in those areas of need (Column 29). Dr 
Eleanor Hothersall, Consultant in Public Health Medicine at NHS Tayside, answered 
that ‘General practice funding is part of the issue … We say that we want something, 
but then we cannot have it on the ground because we do not have the people or the 
facilities available, because of systematic disinvestment over a very long time at 
every level’. 

http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/
http://www.gla.ac.uk/media/media_443695_en.pdf
http://www.gla.ac.uk/media/media_443695_en.pdf
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 Outcome 6. People who provide unpaid care are supported to look after their 
own health and wellbeing, including to reduce any negative impact of their 
caring role on their own health and well-being 

 
Not only can GPs provide appropriate services for those receiving care, so reducing 
stress and burnout among carers, but they equally offer their services to those 
carers.  
 

 Outcome 7. People using health and social care services are safe from harm 
 
GPs have successfully achieved a degree in medicine, completed two years’ 
foundation doctor training and three years’ specialty training in general practice. 
Their generalism allows them to diagnose the broadest spectrum of disease of any 
member of the NHS workforce. Such generalism keeps patients safe. Patient safety 
is at risk from the persistent underfunding of general practice since 2005/06. 
 
GPs provide safety in a wide range of other ways. For example, during the long 
waiting times endured by those seeking access to specialist care while suffering 
mental distress, GPs must manage the care of the patient. As another example, GPs 
manage the reactions of patients to medications while the patient remains in the 
community. GPs safely co-ordinate patients’ pathways through the health system. 
 

 Outcome 8. People who work in health and social care services feel engaged 
with the work they do and are supported to continuously improve the 
information, support, care and treatment they provide 

 
This outcome requires GPs to be able to offer appropriate care, with enough time to 
offer patients. The heavily ‘transactional’ nature of hurried appointments with patients 
is dissatisfying to GPs as it frustrates their ability to build a relationship and look at 
the patient as a ‘whole’ person. Continuity of care is a major asset of general 
practice. 
 
 

 Outcome 9. Resources are used effectively and efficiently in the provision of 
health and social care services 

 
Reassuring the ‘worried well’ of their wellbeing is a major service to Scotland’s NHS, 
saving a substantial portion of NHS Scotland’s budget through the ‘gatekeeper’ 
function of the GP. The consequences of underfunding GPs in this regard may be 
seen in some small measure through the unnecessary rise in Accident and 
Emergency attendance referenced earlier. That logic may be extrapolated to cover 
the whole of our health service. 
 
In 2015 the College outlined ‘a saving of up to £1.9 billion to the NHS across the UK 
as a whole by 2020’ through increased government spending on general practice. 
With around 90% of patient contact with the NHS in Scotland coming through 
primary care, it is clear that that investment to allow the outcomes both Scottish 
Government and GPs wish to be realised must be made available if meaningful 
progress in effectiveness and efficiency is to be made. 
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2. For the health and sport budget for 2018-19 where do you suggest any 

additional resources could be most effectively deployed and where could 
any further savings be found? What evidence supports your views? 

 
As described and evidenced above, the most assured way of effectively deploying 
resources within the NHS in Scotland is to raise the percentage share general 
practice receives until it reaches 11% of the NHS Scotland budget. It has also been 
described above how further savings for the NHS in Scotland could be found. 
 
 
3. Is sufficient information available to support scrutiny of the Scottish 

Government’s health and sport budget? If not, what additional information 
would help support budget scrutiny? 
 

Appropriate time for scrutiny and change must be built into the Scottish 
Government’s budgeting process if that process is to be meaningful. 
 
Scottish Government should make clear its definition of primary care. Currently, 
according to the Information Services Division of NHS Scotland’s Cost Book ‘R300’ 
report for April 2015 to March 2016, primary care in Scotland receives around 23% 
of the NHS Scotland budget, yet Scottish Government repeatedly speak of ‘raising’ 
the primary care budget to 11%. As outlined by RCGP Scotland, this uncertainty 
creates room for misunderstanding and mistaken decision making. We believe that 
the definition of primary care offered in The future of primary care in Scotland: a view 
from the professions, a document created with professional bodies directly involved 
in primary care provision, offers an appropriate and professionally relevant definition. 
Scottish Government has been invited to endorse this definition in order to further 
develop an environment of collegiate working and innovation amongst the primary 
care workforce, and to provide a stable and sound platform from which to develop 
primary care services. We recommend that such a step be taken at the earliest 
opportunity. 
 
BMA Scotland has recently suggested that the costs of running general practices 
managed by health boards are in some cases up to double that of those managed as 
independent contractors. Research should be undertaken, preferably through the 
Scottish School of Primary Care, to provide evidence through which to better 
understand the situation. 
 

 
4. What impact has the integration of health and social care budgets had on 

ensuring resources are directed at achieving the Scottish Government’s 
desired outcomes?  

 
RCGP Scotland would value reassurance that all budgets set aside for the delivery 
of general practice services in Scotland will be made available to general 
practitioners to deliver these services, whichever route it should follow to arrive there 
in a timely manner. 
 

file:///C:/Users/ledwards/Downloads/RCGP-Scotland-The-future-of-primary-care-in-Scotland-2017.pdf
file:///C:/Users/ledwards/Downloads/RCGP-Scotland-The-future-of-primary-care-in-Scotland-2017.pdf
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