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College of General Practitioners Scotland; 
 
Adam Osprey, Policy and Development Pharmacist, Community 
Pharmacy Scotland; 
 
Jonathan Burton, Chair, Scottish Pharmacy Board, Royal Pharmaceutical 
Society in Scotland; 
 
Dr Sheuli Porkess, Executive Director of Research, Medical and 
Innovation, The Association of the British Pharmaceutical Industry; 
 
Graeme Bryson, Director of Pharmacy, NHS Dumfries and Galloway. 
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Health and Sport Committee  
 

4th Meeting, 2020 (Session 5)  
 

Tuesday 18 February 2020 
 

Supply and Demand for Medicines 
 
Background 
 
1. At its Business Planning Event in October 2018, the Health and Sport 
Committee agreed to hold an inquiry into the supply and demand for medicines.  It 
decided to bring forward its consideration of the issue based on the frequency of 
occasions the issue was raised with the Committee by representatives of health 
boards and special health boards as part of its scrutiny programme of such bodies. 

2. The Committee agreed the inquiry would focus on four distinct areas: 

• Purchasing (including procurement and medicine price regulation, a 
reserved area undertaken at a UK level); 

• Prescribing (covering all those licensed to write prescriptions); 

• Dispensing (covering hospital, pharmacy and GP); and 

• Consumption (looking at effectiveness, monitoring and wastage). 

3. An overarching aim for the inquiry is to look at “The management of the 
medicines budget including the clinical and cost effectiveness of prescribing”.  

Structure of the inquiry 

4. The Committee issued a call for evidence on 27 September 2019 which closed 
on 22 November 2019.  The Committee received 58 responses which can be read 
here. 

5. It will hold five formal evidence sessions as part of the inquiry.   

• 21 January 2020 – Purchasing (the official report is available here) 

• 28 January 2020 – Prescribing (the official report is available here) 

• 4 February 2020 – Dispensing 

• 18 February 2020 – Consumption  

• 10 March 2020 – Evidence on the inquiry from the Cabinet Secretary 
for Health and Sport, Jeane Freeman 

 

 

https://www.parliament.scot/parliamentarybusiness/CurrentCommittees/113038.aspx
https://www.parliament.scot/parliamentarybusiness/CurrentCommittees/113054.aspx
http://www.parliament.scot/parliamentarybusiness/report.aspx?r=12477
http://www.parliament.scot/parliamentarybusiness/report.aspx?r=12491
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6. At this meeting on consumption, the Committee will hear from: 

Adam Stachura, Head of Policy and Communications, Age Scotland; 
 
Claire Fernie, Public Partner Volunteer, NHS Fife; 
 

and then from— 
 

Dr David Shackles, Executive Officer for Interface and Out of Hours, 
Royal College of General Practitioners Scotland; 
 
Adam Osprey, Policy and Development Pharmacist, Community 
Pharmacy Scotland; 
 
Jonathan Burton, Chair, Scottish Pharmacy Board, Royal Pharmaceutical 
Society in Scotland; 
 
Dr Sheuli Porkess, Executive Director of Research, Medical and 
Innovation, The Association of the British Pharmaceutical Industry; 
 
Graeme Bryson, Director of Pharmacy, NHS Dumfries and Galloway. 

 
Clerks 
Health and Sport Committee  



HEALTH AND SPORT COMMITTEE 

THE SUPPLY AND DEMAND FOR MEDICINES 

SUBMISSION FROM THE ROYAL COLLEGE OF GENERAL PRACTITIONERS (SCOTLAND) 

1. Does the system ensure patients receive the most clinically and cost-effective
treatments and, if not, how can this be improved?

There has been a proactive policy to support SMC to approve new medicines. This 
change in policy (https://www.gov.scot/publications/review-access-new-medicines/) has 
had an impact both positively opening up access to medications, but also in changing 
some of the historic thresholds from which we would consider the approvals of 
medicines in Scotland. The clinical effectiveness of new medicines as a result may not 
be to the same level as they were historically. This is echoed in the research as the 
Government will be aware where the approvals more widely have not then stood up to 
the rigor of retrospective analysis. (https://doi.org/10.1136/bmj.j4530) 

At a local level throughout Scotland the respective Formularies help support cost 
effective treatments, which are often supported by local specific guidance. These 
signpost to local pathways and decision aids suited to local experience and services 
available. RCGP acknowledges government policy on a Single National Formulary and 
the attractiveness of such a change. However, within this we must not lose the value in 
a breadth of clinicians assessing effectiveness and options that comes with broader 
reviewing throughout Scotland. Variation can be a concern, but in some cases, moving 
everyone to a more limited choice can save no more money, might not be any more 
clinically effective, will cost time to tackle and having done so leaves everyone on a 
more limited selection which will cause more work if there are shortages. Moreover a 
breadth of reviewers can spot more opportunities for improvements and all formularies 
will learn from each other in a continual cycle of review. 

Improvements need to be made in shared decision making support to prescribing. 
RCGP has supported some of this work with Scottish Government and whilst we 
acknowledge this is an emerging field to embed shared decision aids, this is key to 
delivering Realistic Medicine. 

Access to medicine and non-medicine options must be equal across Scotland. There is 
emerging inequity in access to key link workers (social prescribers), level 1 mental 
health support, non-medicines/exercise approaches to chronic pain, evidence based 
weight loss/diet advice for diabetes all of which can be as effective as and safer than 
medicines. With a lack of investment in such services, dependency upon medicines will 
only continue. 

ScriptSwitch is a useful point of prescribing aid to support cost-effective prescribing. It 
would be hoped that this can continue to signpost prescribers to the most cost-effective 
choices with national learning shared across all health boards promoted. 

2. Does the NHS in Scotland achieve the most value from the money spent on
medicines and, if not, how can this be improved?
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A Single National Formulary could be a good platform to share learning from across 
Scotland in finding the most cost effective choices.  Whilst still maintaining the benefits 
of a Board level formulary, a SNF could show at a glance what each board uses and 
highlight the most cost-effective options or solutions an area has found. 

Due to the lack of investment in shared decision aids, many clinicians and patients do 
not have information at hand to express the ‘value’ of a medicine. They don’t readily 
know the numbers needed to treat, the don’t know the numbers need to harm and so 
cannot possibly make an informed choice if this medicine is the right one for them. We 
must invest in the IT to allow us to have these conversations and offer patients the 
choice, based not just on a guideline/expert group recommendation, but importantly 
taking into account the patient values and understanding of what a benefit would mean 
to them.  

Although this review is looking at medicines, non-medicines has the largest amount of 
inequity in the provision across Scotland. Collectively we spend almost as much on 
these in primary care but struggle to have systems in place to maintain each patient on 
the most appropriate choice. This is mainly limited by the decision to provide via GP10 
in most areas and GPs do not have the expertise to know if this is the best value 
product for the patient. At the dispensing pathways review with government this issue 
was highlighted as an area that a new dispensing system could address with built-in 
governance to support the right product choice, authorised by a specialist who 
understands the products.   

3. In what ways can the system be made more efficient?

The changes discussed above will all help support this. The future of prescribing 
cannot simply reply on the GP prescribing system having ultimate responsibility. The 
future models of dispensing and patient records must have in-built governance, safety 
checks and highlight these issues at the point of prescribing to the prescriber – 
whoever that might be. 

4. How can the medicines budget be controlled while maintaining clinical and cost
effectiveness?

Budgets on medicines spending (and non-medicines which are paid for under the same 
budgets), can be controlled in better systems. Non-medicines for example need far 
better clinical governance surrounding choice and reviewing processes. 

Regarding cost effective choices, there is a juxtaposition between choosing the most 
cost-effective option and patient preference (but with overall no clinical benefit). GPs, 
HSCP and Health Boards do receive letters from patients and their respective 
politicians when they are advised of a medicine change that is based upon the 
evidence and would not make a difference to outcome. However, there is difficulty 
when clinicians are asked to deliver best value on one hand, but on the other a letter 
from politician arrives asking for the change to be justified again and to reconsider. The 
system struggles to fully back up GPs when making these decisions and so often 
patients might remain on less cost-effective options at patient request, despite a lack of 
evidence to support this. Either the system has to more firmly support that it is not a 
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good use of public money to do so, or to accept there will be variation and a higher 
spend. 
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1. Prescription Cost Analysis, ISD 2019   2. Farfan-Portet 2014 3. MAS Report, RGU/Strathclyde 2018

HEALTH AND SPORT COMMITTEE 

THE SUPPLY AND DEMAND FOR MEDICINES 

SUBMISSION FROM Community Pharmacy Scotland 

Key Messages  

 Community pharmacy workforce can be utilised further to focus on supporting

patients get the best out of their medicines and reduce waste.

 Medicine supply is a complex, international marketplace and care must be taken

as not to lose the advantages of our cost-effective system.

 IT and digital solutions should be explored to improve outcomes for patients

supporting prescribers make the right choices and support the best care at point of

supply.

1. Does the system ensure patients receive the most clinically and cost-effective

treatments and, if not, how can this be improved?

Areas covered: Prescribing, Consumption, Dispensing 

The community pharmacy network supplies the vast majority of medicines within primary 

care. Most of the supplies in primary care are initiated through prescribers who are mainly 

Healthcare practitioners within GP practices however dentists, optometrists, pharmacists 

and others are a growing group of professionals with independent prescribing rights who 

work as part of the wider multidisciplinary team. When the prescription arrives at the 

community pharmacy, they have a statutory obligation to supply the medicine, if available, 

in a timely manner. At every part of the patient journey the relevant healthcare practitioner 

has a responsibility to work with the patient to ensure they understand and are getting the 

best from their treatments and medicines. When the treatment is supplied at the endpoint of 

the community pharmacy, pharmacists, who are the experts in medicines and their use, will 

make sure the medicine is appropriate, safe and is supplied accurately. The pharmacy 

network currently delivers this within the communities they service very accurately and 

efficiently over 100 million times a year. 

However, there are ways this can be improved. Medicines management (for the purposes 

of this response we will use the term medicines management to avoid the wider term 

Pharmaceutical Care which is commonly used in Scotland) supports better and more cost-

effective prescribing in primary care, as well as helping patients to manage medications 

better. Good medicines management can help to reduce the likelihood of medication errors 

and hence patient harm. In recent years in Scotland the pharmacy profession has been 

recognised as having a fundamental role to play in this space through both the GMS 

contract and the pharmaceutical services arrangements for the pharmacy network. In the 

GMS contract one of the areas identified is ‘pharmacotherapy’. Money has been found to 

support the recruitment of pharmacists and pharmacy technicians to support this element of 

the GMS contract as Health Boards employ these people to support GP workload and 

ensure cost-effective prescribing. This has led to the unintended consequence of creating 
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recent workforce issues as pharmacists and technicians have left community and 

secondary care to take up these new roles. It is with this in mind that we would like to see 

new models tested which deliver the aspirations of pharmacotherapy and indeed much of 

our own Medicines Care and Review service. These are to support patients to get the best 

from their medicines, reduce adverse events and do so cost effectively. Community 

pharmacy is well placed to support and build on the existing services to deliver these 

aspirations. In Scotland we already have a patient service focussed element to our 

pharmacy contract, although we are still recognised for the volume of prescriptions we 

supply, our remuneration model is more aligned to recognise the clinical input of the 

pharmacist. This is a good base to build on and medicine management in the context of 

long-term conditions is a logical next step.  

Community pharmacy premises are now generally far more accessible, and patient 

focussed than in the past with professional spaces for consultations and engagement with 

patients. Do these pharmacists and technicians have to be exclusively based in GP 

practices to make the most of their skills? We would suggest not. 

A few things that could be considered in any new model: 

1) Medication reviews could easily be conducted in a community pharmacy setting as well

as a GP practice setting. This would support the joint patient aims of pharmacotherapy

within the GP context and much of the Medicines Care and Review.

2) Use of IT and decision-making support tools to support best practice could be utilised in

community pharmacy

3) Improved systems to support safe transfer of information on patient medication at

admission and discharge could also support patient outcomes. Community pharmacy would

seem an obvious place to support for efficient supply of discharge medications reducing an

element of delayed discharges in the process.

4) Providing clinicians within the MDT primary care team with benchmarked information on

prescribing and supply performance could also be looked at to support practice.

This type of service, if contractualised, correctly could improve patient outcomes with 

medicines (thereby reducing the overall burden to the NHS in areas such as inappropriate 

hospital admissions) and reduce waste. 

The Prescribing in General Practice identified five areas as areas where waste, estimated 

to be between £12m to £18m according to the report, was caused according to Health 

Boards surveyed: 

1) Repeat Prescribing within GP practices: The new roles for pharmacists and technicians

should help with this and indeed as has already been suggested by ourselves, new models

to support this could be tested within community pharmacy. It should also be noted that

engagement by GP practices with the Medicine Care and Review (formerly CMS) NHS

approved repeat prescribing system would also reduce GP workload and required
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production of prescriptions and support community pharmacy workload planning. To date 

engagement in this area has been patchy. 

2) Over-ordering by patients: Systems have been created to identify overordering within GP

practices and could be utilised to a better degree, as could pharmacy systems if the patient

presents at the same pharmacy all the time. Patient conversations can then take place to

understand the reason behind this and support the best way forward.

3) Prescribing in care homes: Community pharmacy could work in this space to improve

outcomes for patients and reduce waste through improved arrangements. The recent

guidance from the pharmacy professional body would be a good starting point.

4) Effect of abolition of prescription charges: We do not believe the evidence is there to

support this statement, the amount of prescriptions that were exempt was the majority

anyway. In general, it is also recognised that prescription charges are a barrier to the health

benefits medicines can provide. It is also welcome from a community pharmacy point of

view as we no longer must contend with the role of ‘tax collector’ with presenting patients

and the pharmacy teams can now focus on patient care.

5) Patients prescribed multiple drugs: This fits with the medicine management answer

earlier, however while this is a reality it should be noted that it is often appropriate for

patients to be on multiple medicines. It is the patients where it is inappropriate that should

be targeted through medicine reviews and a person-centred conversation can then take

place.

Access to relevant patient records can improve the quality and safety of many supplies 

within community pharmacy. In general, most patients will receive their regular medicine 

supplies from the same pharmacy ensuring that these patients are known to the pharmacy 

team and often this supports decision making for the pharmacist involved. There will always 

be occasions where information would support timely and safe decision making whether it 

be out of hours, routine daily practice or in other circumstance where a patient will present 

out with their normal pharmacy. In these circumstances the pharmacy input could be 

enhanced further to optimise the supply information given to patients. 

We believe that these suggestions and type of approach fit with policy objectives set out in 

the 20:20 Vision (of care closer to home), the National Clinical Strategy, Realistic Medicine 

and the pharmacy policy, Achieving Excellence in Pharmaceutical Care. 

2. Does the NHS in Scotland achieve the most value from the money spent on

medicines and, if not, how can this be improved?

Areas covered: Procurement 

There are several mechanisms which control the money that is spent on medicines in 

Scotland. 
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For Branded medicines supply, across the system, this is largely controlled by two 

mechanisms. The Voluntary Pricing and Access Scheme (VPAS) and for those 

manufacturers who don’t join they are then put through the Statutory Pricing Scheme. 

Whilst responsibility for the arrangements to determine access to new medicines is 

devolved to the Scottish Government, responsibility for the arrangements for pricing of 

medicines through these schemes is reserved to the UK Government.  

Pharmaceutical companies have an agreement to cap spending growth on branded 

medicines at 2 per cent, with anything over this paid back to the NHS. In Scotland, the 

Scottish Government has ring-fenced this money for spending on new medicines, with an 

aim to help bridge the cost of innovation. In the last five years, according to ABPI Scotland 

their members (i.e. the branded manufacturers of products) have delivered £258 million 

back to health boards across the country. 

For the community pharmacy network branded products in primary care, which represent 

around 67% of the just over £1billion spend, are supplied with no benefit to the pharmacy in 

the procurement process. With more care being delivered in the community, pharmacy will 

be supplying more of higher cost branded products in the future. This has the potential to 

be the biggest area for growth as medicines are moved from secondary to primary care for 

supply. A recent example of high cost medicine supply going through community pharmacy 

is that of Hepatitis C medicines. Their supply has led to improved outcomes for patients 

through community pharmacy input, however the impact on primary care and pharmacy 

finance is considerable and not without risk. These packs come at a supply cost of five 

figures a month when the pharmacy reimbursement model not being suited to dealing with 

medicines of this nature. 

Generic medicines, which represent 84.3%1 of the items supplied in NHS Scotland through 

18/19 (but represent only 33% of the cost), cost is largely controlled through a similar form 

of regulation but through the Drug Tariff. The Drug Tariff is specifically designed to 

encourage generic competition rather than control prices of generic products directly. Most 

of the community pharmacy networks funding comes from a Global Sum for services like 

other independent contractor models such as GPs. However currently an element of 

pharmacy funding is supported through incentivisation of the network to buy generic 

medicines as cheaply as possible. Part 7 of the Scottish Drug Tariff contains the list of 

medicinal products and preparations commonly prescribed. The method of determination of 

prices is according to a general protocol established by the Scottish Ministers after 

consultation with Community Pharmacy Scotland. Part 7 is updated on a monthly basis. 

The protocol allows the pharmacy network to achieve an agreed level of margin, which is 

used to support the funding of the network and therefore its viability. Beyond this agreed 

level the benefits of effective purchasing by the network are shared with the NHS. 

We believe that this system largely benefits the NHS, industry and ultimately patients 

through value for money. Flexibility of supply due to incentives and freedom of pricing 

means UK market is relatively robust e.g. fixed prices, fixed suppliers in certain countries 
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react slower than the flexible arrangements in UK. Specific examples may not be working 

but we feel the market is working as a whole and is a well-functioning market. Maintaining 

the delicate balance of the Drug Tariff supports existing competition and the positive impact 

of this competition on NHS pricing. Squeezing tariff prices too far could lead to generic 

manufacturers exiting the UK marketplace. The Tariff can occasionally be subverted at a 

local level through the practice of ‘branded generic’ prescribing. This is instigated by Health 

Boards looking for short term savings through certain companies offering cheaper ‘brands’ 

that the generic tariff price. This practice is fraught with challenges for patients, pharmacy 

and issues around sustainability of supply. 

Alongside this, the government retains the right to intervene when competition does not 

function effectively. The Competition and Markets Authority, the market regulator, is 

responsible for investigating failures of competition. For example, in 2016 it fined Pfizer and 

Flynn Pharma for hiking the price of phenytoin (an anti‑epilepsy product) and in another 

case it fined three companies for a deal that delayed the entry into the market of generic 

versions of an antidepressant in the same year. 

The Health Service Medical Supplies (Costs) Act 2017 has also strengthened the UK 

government’s hand in relation to generics as it has given it new powers to intervene in 

pricing (even for products manufactured by VPAS members), which had not been possible 

previously. CPS is unaware of how extensively the powers of this legislation has been used 

to date amid other political priorities. 

It should also be added for context that a globalised procurement process focussed on 

reducing costs has led to the manufacture of many drugs outside Europe, mainly China and 

India. This can lead to the conclusion that a UK or Scottish nationalised manufacturing plant 

would solve the problems. Moving aside the issue of community pharmacy funding black 

hole this would create (currently £90m), there is also the issue of the reduction in 

competition. Again this may not seem an issue when you can produce your own medicines 

and supply your own population however the raw materials and active pharmaceutical 

ingredients (API) will be largely imported for almost all medicines and with a single 

customer (i.e. the NHS) the cost of these products could conceivably increase considerably. 

Centralised tendering and other centralised mechanisms are generally bad in primary care 

(although tendering is routinely used in secondary care). Our competitive system has led to 

a vibrant multi-source market, minimising the scope for shortages and delivering the lowest 

market prices in Europe. 

The Oxera report published in June of 2019 highlights several useful statistics around 

generic medicines their findings to three questions are useful to provide context. 

1) How do generic prices compare to the prices of the branded products pre-entry into the Drug Tariff?

Overall generic prices move to around 10-20% of pre-entry level after 4 to five years. Generic prescribing 

therefore saves money. 

2) Do the prices of generics increase and, if so, do existing market mechanisms limit or reverse such

increases?
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Over 12 months there is a ~75% reduction from a price spike for most medicines that do spike (a spike would 

occur in instances of shortage for a variety of reasons). This is an indication that, in general, the market self 

corrects. 

3) How do generic prices in Scotland (and the UK) compare with other countries?

Generic medicines tend to be 3 to 4.5 times more expensive in other countries (150 highest priced products). 

Parallel trade is another area which supports lower pricing in the UK. Parallel trade (also 

known as parallel imports) refers to importing units of medicines (in practice usually 

patented products) from other countries at lower prices than are available in the UK. 

Products can be imported thanks to the legal position that once a manufacturer places a 

product on the market in the European Union, purchasers can sell that product on without 

the consent of the patent holder. The development of the European single market has 

facilitated the trade. The UK’s decision to leave the European Union will therefore have 

implications for parallel trade, although the details will depend on the nature of the final 

deal. 

Community pharmacies source products independently and therefore try to benefit from the 

lower prices of products in other European countries stemming in part from varying 

approaches to price regulation. The exchange rate is also an important factor in parallel 

trade: when the pound falls in value, products priced in euros become more expensive. 

Parallel imports can cause problems for stakeholders in the UK. Manufacturers are 

resistant because they cut into their sales. Parallel imports are not included in the VPAS’s 

financial envelope and can impede accurate measurement of total spending on medicines. 

Over the last ten years the total number of items increased by 15.8%1 however last year for 

the first time the NET ingredient cost (what the NHS pays) for medicines decreased by 

1.3%1. Could this be a sign that an impact is being made which will control the medicine 

spend? 

3. In what ways can the system be made more efficient?

Areas covered: Procurement, Dispensing 

In many ways the system is very efficient currently. In terms of procurement in primary care 

the ‘just in time’ supply chain delivers to most pharmacies on an, at least, daily basis. In 

recent years this supply chain has come under greater scrutiny due to Brexit. 

The community pharmacy network work very efficiently behind the scenes to seamlessly 

supply over 100 million items annually. This with a backdrop of increasing barriers to easy 

ordering. Over the last 15 years the wholesaler and supply chain has become more 

complex for pharmacies, leaving pharmacy teams spending more time ordering and 

sourcing stock that ever before. This changed through the introduction of Direct to 

Pharmacy schemes which started in 2007 meaning pharmacies must order specific stock 

from specific wholesalers often with restrictions or quotas on the amount of stock that can 

be ordered. Alongside this, discounts to pharmacies have significantly reduced to almost 
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zero through these schemes. This financially impacts pharmacy but is of no direct cost to 

the NHS. In this model, pharma companies retain ownership of their products further 

through the supply chain. They use traditional wholesalers to hold their stock on a 

consignment or agency basis rather than transferring title of the goods. This provides them 

with greater control and benefits, however for community pharmacy teams this can add to 

the workload to ensure they order the right stock, for the patient in a timely manner. For 

pharmacy teams this is an area, if improved, could help practice daily. 

Talking for primary care it is difficult to envisage how a supply chain could become more 

efficient and crucially person centred, at its’ endpoint, than the 1257 strong community 

pharmacy network in terms of procurement. The freedom of pricing and low regulatory 

barriers in UK are critical factors in arriving at this outcome. 

Intervention may be warranted in specific cases however governments should consider 

proportionality and unintended consequences in light of the current market. Added layers of 

regulation and further complexity could impact the current situation of low generic pricing for 

example which ultimately benefit patient and taxpayer. 

Digital solutions may provide improvements for patients and pharmacies in the longer term. 

We are working in several areas with regards to digital and are partnering with the Digital 

Health Institute (DHI) to look at innovative models of care in this area. 

4. How can the medicines budget be controlled while maintaining clinical and cost

effectiveness?

Areas covered: Procurement, Dispensing, Consumption, Prescribing 

Policymakers have a range of policy options to influence how medicines are used and thus 

overall medicines expenditure and value for money. There are three identified areas of 

policy options: pricing, availability on the NHS, and influencing prescribing behaviour and 

pharmacy processes. 

Pricing: this has been discussed earlier and certainly in primary care this rests with VPAS 

and the Statutory Pricing Scheme for branded products and for generic products this is 

covered by the Drug Tariff arrangements. 

Secondary care medicine cost is increasing due to the nature of new, complex medicines. 

An example of this is shown through biologics. An increasing number of new medicinal 

products are biological rather than chemical, meaning that they are derived from living 

entities. As with generic medicines, the NHS should be encouraging prescribers to use 

biosimilars. But while biosimilars are expected to help contain costs to some extent, it is 

likely that they will not generate the level of savings that generic medicines do. Evidence so 

far has shown price erosion of between 10 and 35 per cent for biosimilars2 substantially 

less than for many generics. 

There are other factors that support control in medicines budgets that need to be 

considered as part of measuring costs. 
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First, products’ list prices in secondary care (which are set by manufacturers and 

sometimes known as ex-factory prices) do not always reflect the prices that the NHS net 

price because confidential discounts are agreed, including via patient access schemes. 

Consequently, spending measured by list prices could overstate the total cost of medicines 

in secondary care. The example we mentioned earlier around Hep C treatments is a good 

example of this. 

Second, we are not sure if the figures for spending on NHS medicines do not include the 

cost of medicines dispensed by companies providing care to patients in their own home. 

While NHS providers reimburse these home care providers for their services, it is not 

known what component of this spending is attributable to medicines. So, there is some 

medicines expenditure, which it may not be possible to quantify, that does not show up in 

the national figures. It remains to be seen whether there could be any savings made in this 

area. 

Third, the spending figures do not factor in rebate income that the NHS receives from the 

pharmaceutical industry as part of the VPAS. 

Availability on the NHS: New medicines, parallel trade, generics and branded medicine 

prices have all been extensively covered earlier in the response. 

Influencing prescribing behaviour and pharmacy processes: Pharmacy is a cost-effective 

prescribing profession. Much of this was borne out in the research around the Minor 

Ailment Service3. Promotion of generic prescribing is now commonplace and should 

continue to be improved if possible. One way to do this could be allow generic substitution 

by pharmacists if clinically appropriate however this would require legislative change at a 

UK level. This isn’t always the case for certain patients where brands must be prescribed 

for their condition. We have also mentioned earlier how waste could potentially be reduced 

across the interfaces e.g. GP/pharmacy. Overuse of medicines can also be tackled, indeed 

in certain areas such as antimicrobial prescribing this is encouraged due to increasing 

concerns around antibiotic resistance. Much of this area is covered in response to question 

1.
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HEALTH AND SPORT COMMITTEE 

THE SUPPLY AND DEMAND FOR MEDICINES 

SUBMISSION FROM Royal Pharmaceutical Society in Scotland 

Key Messages 

 IT systems need to be smarter, interoperable across healthcare settings

and designed to enhance patient safety whilst encouraging cost effective

interventions and decisions .

 Time to care must be built into community pharmacy and GP pharmacotherapy

contractual models to allow pharmacists ample opportunity to make meaningful

clinical and cost effectiveness interventions. This would include deprescribing.

 Workforce and skill mix.  Pharmacy technicians are key to freeing up time to care.

Their presence enables pharmacists to delegate technical dispensary tasks. They

should have a more formalised career framework to encourage recruitment and

retention and have a key role to play in making efficiencies across all sectors.

Taken together the issues and challenges around these three key messages impact on 

each of the questions the committee is asking. Transformational change in these areas is 

vital to achieving long term cost savings and efficiencies. Prescribing must be both clinically 

correct and cost efficient from initiation of treatment and then regularly reviewed. The 

principles of Realistic Medicine1and “What matters to you” should be the norm with joint 

decision making between the patient and prescribers. More emphasis will require to be 

placed on disease prevention and quality of life with treatment.  

Does the system ensure patients receive the most clinically and cost-effective 

treatments and, if not, how can this be improved?  

Collaborative working between pharmacists and prescribers from all the health professions 

is essential to control prescribing costs. Prescribers are advised and encouraged to 

prescribe the most clinically and cost effective treatments available and to adhere to local  

formularies and Scottish Medicines Consortium decisions. In primary care pharmacists use 

ISD databases to monitor and influence GP prescribing using many incentives and 

governance tools, including formularies, budget monitoring and identifying prescribing 

outliers. However, the cost of prescribing ultimately lies with prescribers, although the 

budget is held by the health and social care partnership. Unless they are prescribers 

themselves pharmacists do not have direct control over prescribing costs.  

Secondary care does not have the same level of interrogation to monitor prescribing 

choices. The electronic prescribing system for hospitals which is in process of being rolled 

out across Scotland (HEPMA) would support more formulary prescribing as a default 

position, whilst increasing patient safety by moving away from handwritten prescriptions.  

When secondary care initiates prescribing the ongoing costs fall to primary care . 
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Secondary care systems should be interrogated for compliance to ensure all prescribers 

are held to the same standards. 

Capacity 

Increasing workload in community pharmacy as prescription items increase and staffing 

levels fall contribute to variation in practice. The correct drivers need to be put in place to 

ensure patients get all the information they require to keep them safe and avoid 

unnecessary harm. Health Improvement Scotland have estimated that every year there are 

61,000 unplanned admissions to hospital which are due to medicines related issues.2

Workload pressure is also being felt acutely by pharmacists working in GP practices where 

there is not always time to make cost effective changes to patients’ medication while 

delivering other aspects of the GP practice pharmacotherapy service. Ensuring GP practice 

pharmacists have adequate patient facing consultation time for full medication reviews 

would be an efficient way of ensuring prescribing is correct at source. 

More pharmacists and pharmacy technicians are required across all healthcare settings as  

capacity and medicines safety becomes an ever increasing  challenge. The focus on 

pharmacotherapy in the GMS contract has had significant unintended consequences for the  

pharmacy workforce overall with a large movement of pharmacists and pharmacy 

technicians from community and hospital sectors into GP practice. 

Pharmacy technicians require a more formalised and supported career framework in order 

to assist retention of staff in the community sector where they could routinely manage 

dispensary systems processes, allowing pharmacists to safely delegate dispensing tasks 

and free up time for them to provide clinical care. 

Correct skill mix and expertise 

Community pharmacists have potential to deliver more clinical services which could be 

synergistic and complimentary to GP services, thus spreading the workload more 

appropriately to the skill mix available. There are many therapeutic areas where clinical 

effectiveness could be improved and more could be done e.g. to avoid preventable deaths 

and hospital admissions from asthma where it is estimated that three quarters of the 1143 

deaths in Scotland each year could be prevented4 . 

Focusing on enhancing and using the clinical skills of pharmacists working in community 

pharmacy and developing a more formalised career structure for the pharmacy technicians 

working alongside them would enable pharmacists on the front line deliver more effective 

and consistent interventions. This would ensure that patients are using medicines properly 

and any issues needing review by the patients GP practice are identified and acted upon. 

Early intervention to resolve prescribing issues can prevent more costly interventions, 

further treatment or unplanned hospital admissions later on. These activities must be 

supported by read and write access to patient records for community pharmacists.  

HS/S5/20/4/2



Does the NHS in Scotland achieve the most value from the money spent on 

medicines and, if not, how can this be improved?  

Historically Scotland has shown that, where medicines are concerned, the NHS does 

achieve extremely high levels of value for money.5 Poor prescribing causes waste. 

Education of prescribers, high levels of generic prescribing,6 national therapeutic indicators, 

and the effect of SMC decisions on prescribers’ attitudes to new and expensive medicines 

have all contributed to influencing prescribing costs.   

However, this approach is still insufficient when faced with the rising demand for services. 

Transformational change in our approach to pharmaceutical care is required. When 

reviewing medication pharmacists take a holistic approach will address many of the issues 

which impact on clinical and cost effectiveness. In addition to improving formulary choices 

and generic prescribing, they can address inappropriate polypharmacy, medicines not 

being taken properly, or at all. They can address clinical cost effectiveness with an 

evidence based approach to treatment, improving  outcomes for long term conditions and 

preventing further complications.  

It is estimated that about half of all the medicines waste generated in the NHS could be 

prevented by people having better adherence to and understanding of their medicines7.  

Pharmaceutical care can provide this. i.e. pharmacists making valuable clinical 

interventions and ensuring patients understand and properly use their medicines. This is 

not suitably embedded and formalised into community pharmacy contractual agreements to 

ensure that all patients receive the support they require encourage adherence and 

agreement to the medication regimen through joint decision making.   

In what ways can the system be made more efficient?  

Please see answers to all questions above which all contribute to efficiencies. 

It is crucial that the workforce is available to provide the appropriate expertise. The right 

balance of pharmacist and pharmacy technicians within the new pharmacotherapy service 

in GP practice, is required to divide clinical and technical tasks appropriately. Some of the 

tasks in the “level 1” pharmacotherapy service can be, and should be, performed by a 

pharmacy technician and/or addressed in community pharmacy but capacity and workforce 

constraints can be challenging. Some level 1 tasks could actually be performed by 

administrative workers. 

Where possible drugs should be included in the Scottish Drug Tariff to minimise fluctuations 

in price and provide continuity of supply. The current systems used in Scotland to monitor 

generics shortages and set adjusted tariff prices have provided additional supply and price 

stability compared with other parts of the UK. 

Sharing of information with read and write access to one patient health record is essential 

to having more efficient working across all the healthcare settings and to keep patients  

safe as they transfer across settings. Patient safety issues are critically important to 
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minimise unplanned hospital admissions which impact on both morbidity and costs within 

the NHS. 

Prescribing and dispensing pathways need to change to focus on digital enablement and 

automation to create safe and efficient repeat prescribing systems to manage the ever 

increasing workload.   

Operationally there are some areas where efficiencies could be made. 

 Follow up care for new medicines should be formalised and resourced using
community pharmacies to ensure there is no further prescribing of medicines not
being used, or causing unwanted side-effects, leading to waste.

 Patients should always be assessed by a health professional using a recognised
assessment tool before monitored dosage systems are used. These are highly
resource intensive within community pharmacy using up very valuable pharmacist
and pharmacy technician time which could be redirected to clinical care.

 Immediate discharge letters must be promptly and electronically shared with
community pharmacies to stop unwanted dispensing of previously prescribed
medicines  and the continuation of medicines which have been modified or stopped
during a hospital admission. This has serious patient safety implications as well as
contributing to waste as unused medicines returned to pharmacies require to be
disposed of and cannot be reused to fill other prescriptions.

 Safe and efficient repeat prescribing systems can enhance patient care and
streamline workloads in both pharmacies and GP practices. Serial electronic
prescribing systems as part of the Medicines Care and Review Service are an
enabler. We have published professional guidance on managing repeat prescribing
to minimise waste and provide the correct level of pharmaceutical care. A key area
of professional responsibility to ensure patient safety is the absolute requirement to
confirm with the patient that they still require all their medicines before re-ordering.
Some pharmacies already operate with a considerable amount of serial prescribing
and the evaluation from these could provide learning on how much efficiency and
saving can be achieved.

 Working in a more integrated way across healthcare settings would eliminate
duplication of resources. Compatible IT systems and a unified accessible electronic
patient record would speed up communication and reduce errors when patients
transfer across settings and reduce waste.

 Care homes should have more dedicated time from pharmacists and pharmacy
technicians as outlined in our recent report. This supports improvements in ordering
systems with subsequent reductions in waste as well as more cost effective
evidence based prescribing and addressing inappropriate polypharmacy.

 Consideration should be given to exploring how changes in regulations and/or
legislation to allow bulk prescribing in care homes could create efficiencies in time,
resource and waste management. This is used in other parts of the UK in care
homes for commonly used “when required” items to reduce waste and speed up
access to treatments and has potential to improve palliative and end of life care .
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How can the medicines budget be controlled while maintaining clinical and cost 

effectiveness? 

The medicines budget is continually pressurised by many different elements of 21st century 

living. The answers above around the governance of prescribing in primary care all 

contribute to controlling the medicines budget. Some elements of cost are out with health 

professionals control. 

. 

 People are living longer with more long term conditions which are now more

successfully treated than previously and medicines play a key role in this.

 Prices of branded medicines are set at a UK level. Generic prescribing provides

excellent value for money but these medicines are more susceptible to fluctuations in

pricing due to the supply and demand nature of that market.

 Global manufacturing practice has changed over past few decades and medicines

shortages are now an everyday occurrence which can result in more expensive

prescribing at short notice to give continuity of care. Shortages in commonly used

generic medicines can increase their acquisition costs hugely.

 Personalised medicines are increasing with new therapies being developed at ever

increasing costs.

Longer Term Challenges, Opportunities and Issues 

In order to help offset the increasing costs of new therapies such as Biologics* it will be 

even more important to ensure that prescribing is right first time and continues to be 

appropriate all along the patient journey. 

There will need to be much more emphasis placed on prevention of long term diseases 

which are now treatable but at increasing costs to the NHS. 

The developing area of pharmacogenomics could mean that fewer people will be treated for 

some conditions in future as only those identified as suitable for successful treatment will be 

eligible.  

The public has become accustomed to comprehensive treatment of all disease, cost-free at 

the point of need. There will need to be clear messaging that prevention, self-management 

and taking responsibility for one’s own health will be necessary if the NHS is going to be 

able to continue to deliver that level of service in future.  

The pharmacy workforce will need to be more digitally capable. Digital leadership within the 

pharmacy profession requires to be developed and fostered to ensure that digital 

transformation is undertaken and lead by individuals knowledgeable in the frontline 

processes which will benefit from such transformation.  

There is a requirement to expand the number of pharmacists in data scientist and clinical 

informatics roles which uniquely combine IT and pharmaceutical expertise. These 

individuals will lead on system delivery to facilitate the IT required to enable the efficiencies 

outlined above.  
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*A biologic is made by living organisms or contain components of living organisms (as opposed to being produced by a chemical

synthesis process) Biologics are larger and have more complex structures and include a wide range of products including vaccines, blood

and blood components, allergenics, somatic cells, genes, gene therapy medicines, tissues and proteins.

1
 The Scottish Government. Realistic Medicine: Chief Medical Officer for Scotland’s Annual Report 2014-15. 

Published 2016. https://www2.gov.scot/resource/0049/00492520.pdf 

2
 Health Improvement Scotland. Infographic Safer use of Medicines 

3
 Cause of Death. National Records of Scotland (2018) https://www.nrscotland.gov.uk/statistics-and-

data/statistics/statistics-by-theme/vital-events/general-publications/vital-events-reference-tables/2018/section-
6-death-causes Table 6.01 Line J45 and J46 Accessed 2 September 2019
.
4
 Cause of Death. National Records of Scotland (2018) https://www.nrscotland.gov.uk/statistics-and-

data/statistics/statistics-by-theme/vital-events/general-publications/vital-events-reference-tables/2018/section-
6-death-causes Table 6.01 Line J45 and J46 Accessed 2 September 2019.

5
 Reforms and initiatives in Scotland in recent years to encourage the prescribing of generic drugs, their 

influence and implications for other countries. B Godman, I Bishop, AE Finlayson, S Campbell, HY Kwon, M 
Bennie. 
6
 Use of generics—a critical cost containment measure for all healthcare professionals in Europe? 

B Godman, W Shrank, B Wettermark, M Andersen, I Bishop, T Burkhardt, et al 
Pharmaceuticals 3 (8), 2470-2494 

7
 Cause of Death. National Records of Scotland (2018) https://www.nrscotland.gov.uk/statistics-and-

data/statistics/statistics-by-theme/vital-events/general-publications/vital-events-reference-tables/2018/section-
6-death-causes Table 6.01 Line J45 and J46 Accessed 2 September 2019.
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HEALTH AND SPORT COMMITTEE 

THE SUPPLY AND DEMAND FOR MEDICINES 

SUBMISSION FROM ABPI Scotland  

ABPI Scotland represents innovative research-based biopharmaceutical companies, large, 

medium and small. 

Our industry, a major contributor to the Scottish economy,1 brings life-saving and life-
enhancing medicines to patients. We represent companies supplying more than 80 per cent 
of all branded medicines used by NHS Scotland.  

As a sector, we are proud of our role in delivering medical advances, eradicating diseases 
and improving lives across Scotland.  We are working closely with NHS Scotland, Scottish 
Medicines Consortium and the Scottish Government to maximise the broad contribution our 
industry can make towards delivering innovative medicines that can change lives. In 
response to this call for evidence, our submission will make the following points; 

 Medicines spending under the Scottish Government’s stewardship is under
control thanks to the VPAS agreement and Audit Scotland analysis has shown a
0.2% real terms reduction in the medicines budget in 2017/18.

 Innovative medicines have delivered enormous value to patients and
communities across Scotland.

 Implementing novel pricing and access arrangements can help manage the
medicines budget more efficiently, however, better data collection must be
adopted to maximise savings opportunities.

1. Does the system ensure patients receive the most clinically and cost-effective
treatments and, if not, how can this be improved?

In Scotland, new medicines are assessed for both clinical and cost-effectiveness before 
they can be made available to patients. This process is called a Healthcare Technology 
Assessment (HTA) and the Scottish Medicines Consortium (SMC) as Scotland‟s HTA body 
meets every month to appraise new medicines.   

Every single medicine approved for use by the SMC has been evaluated and proven its 
cost-effectiveness. Unfortunately, the same cannot be said of other areas of NHS Scotland 
spending such as medical devices, procedures, IT infrastructure or contracted out services.  

The Scottish HTA system has been seen as a leader in balancing both cost and medical 
value.  As a result of this reputation, Scotland, as part of the UK, is one of the key launch 
locations for new medicines and the SMC process has been viewed as an attractive testbed 
for manufacturers.   

Despite this system, healthcare is changing and so too is the profile of treatments available 
to patients. Medicine is becoming increasingly personalised and complex, which brings 
challenges for traditional HTA evaluations. ABPI believes that the SMC must evolve to keep 
pace and our members want to work with the group to tackle emerging challenges, which 
include; 

1
 Fraser of Allander Institute, Economic contribution of the pharmaceutical industry in Scotland, November 2017 
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 Combination Therapies- How do we appropriately evaluate a medicine whose value is
dependent on use alongside another product, which is often from another manufacturer.
SMC should remain aware of progress made elsewhere in adequately assessing these
products and capturing their value.

 Increasing uncertainty in evidence- An increasing number of trials have smaller
patient populations, particularly in oncology and rarer diseases, and therefore do not
readily translate into the economic data required by SMC. Expanding the number of
medicines accepted under “interim acceptance” could help when there is a high degree
of clinical uncertainty.

 Keeping pace with other HTA bodies- England‟s National Institute for Health and
Care Excellence is undergoing a significant review of its methods and SMC should look
to adopt a more iterative and collaborative approach when assessing medicines to
ensure Scotland remains a competitive launch location for new medicines.

 ATMPs- Advanced therapies can involve the genetic manipulation of a patient‟s cells to
fight cancer and other diseases and are at the cutting edge of science. In theory, these
medicines are potentially curative but HTA bodies will require substantial evidence to
justify their use or a new pricing model to make these treatments routinely available.
The NHS needs to balance the risk of treatment failure with a manufacturer‟s need to
recoup the enormous cost associated with development.

The creation of more flexible re-imbursement arrangements is one way NHS Scotland, 
National Procurement Scotland and the SMC can adapt to change.  Fortunately, there are 
several schemes that fit this mold.  Attached below is a non-exhaustive list of arrangements 
that can manage both commercial risk with a patient‟s need to access the latest available 
treatment.   

 Flexible Net Pricing- Up to 75% of new oncology medicines will be used across
multiple indications, which presents a challenge if there can only be one set price.2

Prices are currently set across a single indication and if priced too high or too low, can
negatively impact patient access and uptake. Flexible net pricing offers the NHS the
ability to seek an alternate price for multiple indications. Flexible net pricing is reliant on
the accurate collection of evidence to ensure medicines are used correctly.3

 Outcomes-based Pricing- Patient outcomes are tracked using real world evidence and
discounts or rebates are offered retrospectively. Cancer Research UK is supportive of
this type of scheme within oncology.4

Case Study:  ATMP’s and SMC, the case for appraising innovation  

 CAR-T (Chimeric Antigen Receptor- T cell) therapy is completely different from 
small molecule or biologic medicine as it involves the reprogramming of a patient‟s 
own cells to recognize and fight cancer.  

Kymriah (tisagenlecleucel) is a CAR-T that is now available for adult patients in 
Scotland suffering with relapsed or refractory diffuse large B-cell lymphoma, who 
didn‟t respond to two or more previous treatments. If left untreated the median 
survival for a patient with this disease is 6 months.  

2
 Ernst and Young, Enhancing the case for flexible net pricing of medicines by indications, April 2019 

3 OHE Briefing: Multi-Indication Pricing (MIP): Practical Solutions and Steps to Move, December 2018 [Internet]. 
4
 Cancer Research UK, Making Outcomes-based Payment a Reality in the NHS, 

https://www.cancerresearchuk.org/sites/default/files/obp_final_report_pdf.pdf .[Accessed November 2019]. [Internet]. 
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The decision from the SMC was based on the results of the ongoing JULIET 
clinical trial for tisagenlecleucel, which most recently demonstrated median 
probabilities of 64% being relapse-free and 43% overall survival at 18 months in 
patients with relapsed/refractory (r/r) disease.5 

Novartis is at the forefront of immune-oncology treatments and the UK was one of 
the first places in the world to make this therapy routinely available.   

2. Does the NHS in Scotland achieve the most value from the money spent on
medicines and, if not, how can this be improved?

Life expectancy in Scotland has increased from just over 60 years at the midpoint of the last 
century to 77 years for men and 81 years for women respectively.6 A key factor in this 
increase has been the NHS, and the availability of medicine to treat both common ailments 
and complex conditions. Without medicine, operations would be impossible, cancer would 
kill indiscriminately and simple conditions like stomach ulcers would require complex 
surgery.  

In the last 40 years there have been some notable examples of progress and value; 

 HIV- death rates from HIV have fallen by 80%, making it a chronic condition rather than
fatal.

 Cancer- survival has doubled in the past 40 years.

 Hepatitis C- 90% of patients can be cured through a 12-week course of medicine.

 Skin Cancer- 52% of patients with late stage melanoma survive thanks to ground-
breaking immuno-oncology medicine. A decade ago, it was considered untreatable7.

These advances in care represent progress for patients and value for money. Innovative 
medicine can also play a leading role in preventing the onset of long-term conditions and 
when used correctly can reduce the number of hospital admissions, helping alleviate strain 
on stretched health and social care resources.  

However, it‟s not enough to focus on simply living longer, patients must also enjoy better 
quality lives and it is here where innovative medicine delivers additional value to patients. 

5
 Schuster S., et al. Sustained Disease Control for Adult Patients with Relapsed or Refractory Diffuse Large B-Cell 

Lymphoma: An Updated Analysis of Juliet, a Global Pivotal Phase 2 Trial of Tisagenlecleucel.Blood.2018 132:1684; doi: 
https://doi.org/10.1182/blood-2018-99-115252 .[Accessed September 2019]. 
6
 National Records Scotland (2019) The Registrar General‟s Annual Review of Demographic Trends, 

https://www.nrscotland.gov.uk/statistics-and-data/statistics/stats-at-a-glance/registrar-generals-annual-review/2018 .[Accessed 

November 2019]. [Internet]. 
7
 BBC News, Half of People surviving advanced melanoma, https://www.bbc.co.uk/news/health-49853878 [Accessed 

November 2019]. [Internet]. 
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Case Study:  Biologic Medicine and Rheumatoid Arthritis 

There are nearly 60,000 people in Scotland who suffer with Rheumatoid Arthritis.  
Rheumatoid Arthritis is an auto-immune condition where your body produces too 
much of a protein called TNF which causes inflammation, pain and ultimately 
damage to your joints. Severe damage can lead to significant disability. 

The National Rheumatoid Arthritis Society‟s 2010 Survey „RA and Work‟ 
highlighted that over half of respondents said they were not in employment as they 
had given up work early as a result of the condition.8

The discovery of monoclonal antibodies and the creation of complex biologic 
medicines has made this life-limiting condition treatable. Thanks to a set of highly 
effective anti-TNF (tumour necrosis factor) treatments, clinicians are able to control 
the inflammation and avoid life-changing surgery.   

These products have allowed patients to return to work and live more productive 

lives and recent patent expirations have enabled patients to benefit from biosimilar 

medication at a lower cost. ABPI would encourage the NHS to invest savings from 

biosimilars into increased access for those with moderate disease progression. 

3. In what ways can the system be made more efficient?

Despite the enormous value derived from the medicines budget there is still scope for 
improvement.  In 2017/18 over 103 million prescriptions were filled and NHS Scotland spent 
£1.8bn on medicines, which represents a significant, but proportionate amount of the health 
service‟s £13.8bn total budget. It must be noted that the actual spend is lower due to 
discounts and Scotland receiving a share of the industry rebate.  

Despite this significant investment in patient care, the NHS‟s ability to track how well a 
particular medicine works, is limited. This paradox is confusing when you consider how 
adept patients are becoming at tracking their own health via wearable electronic devices.   

ABPI agrees with a recent assessment from the Scottish Parliament CPG on Cancer who 
state that, “The Scottish Government must prioritise unlocking NHS Data to inform service 
design, patient care and resources optimisation.”9 

The use of real-world evidence and patient reported outcome measures will be critical for 
creating the previously mentioned flexible commercial arrangements. In practice, the better 
use of patient data to understand outcomes and experiences, will allow for the more 
efficient targeting of medicines, which could result in less waste. In a hospital setting, the 
better use of patient data could ensure that the right medicine is used at the right time, a 
key principal from the Scottish Government‟s realistic medicine agenda. Beyond data, there 
are smaller, more immediate, interventions that can help reduce waste; 

8
 National Rheumatoid Arthritis Survey 2010, 

https://www.nras.org.uk/data/files/Publications/Scottish%20Survey%20Doc%202010.pdf .[Accessed November 2019] 
[Internet]. 

9
 Cross-Party Group on Cancer, Inquiry Report, Priorities for the Future of Cancer Services, Support and Research in 

Scotland, [Accessed November 2019]. 
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 Including a medicine’s indication on all prescriptions- This would inform patients
and healthcare providers of why a medicine is prescribed and how it can be managed.

 A better interface between primary and secondary care prescribing- This would
help optimise medicines for patients with multiple co-morbidities and allow system users
to have an overview of the whole patient journey with safety at the heart of care.

 Improved Horizon scanning- This would allow the NHS to plan, not just the uptake of
medicines, but also the services necessary to wrap around their implementation. ABPI
encourages members to engage with the SMC in their "Forward Look" process.

Case Study: Reducing medicines waste and carbon emissions in Asthma 
care  

More than 5 million people in the UK have asthma and of the 50 million inhalers 
prescribed in 2017 nearly seven in ten were metered-dose inhalers (MDIs). These 
inhalers account for 4% of the NHS‟ total carbon footprint. 10 

A joint project between NHS Grampian and GSK was established to review how 

much medicine was left in inhalers. It revealed that on average 48% of medicine 

was wasted inside returned MDIs vs 27% in returned dry powder inhalers (DPIs).  

As a result, GSK and NHS Grampian conducted a widespread public awareness 

campaign to improve both patient inhaler technique and pharmacy teams‟ 

knowledge of managing asthma.  

Following this intervention, wasted medicine was reduced and GSK also recycled 

the propellent from inhalers, saving 24057kg of CO2, the equivalent of a VW Golf 

travelling around the world five times.11  

4. How can the medicines budget be controlled while maintaining clinical and cost
effectiveness?

Despite the huge advances in medical care over the last seventy years and the burden of 
an aging population, total NHS spending on medicines, as a proportion of the healthcare 
budget, has remained relatively unchanged since 1948. In 2017/18 spending, at list prices, 
was recorded at £1.8bn but the amount the NHS actually pays is lower thanks to 
confidential discounts and the industry rebate.  

Medicines spending is under control and this is not just our view, but also that of Audit 
Scotland. In their recent NHS report, they concluded that medicines spending was 
sustainable, stating that it had “stabilised in real terms” in recent years. Their analysis also 
revealed that total medicines spending, in 2017/18, had decreased by 0.2% in real terms.12 

This has been reached, in part, thanks to the current model for purchasing branded 
medicines. The industry has a five-year voluntary agreement (Voluntary Scheme for 
Branded Medicines Pricing and Access- VPAS) in place between ABPI and the UK 
Government (on behalf of the devolved nations). This agreement ensures that the annual 

10
 House of Commons, Environmental Audit Committee, UK Progress on reducing F-gas emissions, 

https://publications.parliament.uk/pa/cm201719/cmselect/cmenvaud/469/469.pdf .[Accessed November 2019]. [Internet]. 
11

 NHS Grampian and GSK, Joint working project Complete the cycle analysis of inhalers, March 2017 
12

 Audit Scotland, NHS in Scotland 2019, October 2019, [Internet]. 
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spend on branded medicines can only increase by 2%, with anything over this repaid in full, 
by industry, to the NHS. At its core, the scheme ensures that the NHS has complete budget 
predictability and can prescribe the latest treatments without straining its budget. No other 
supplier makes this offer to the NHS. 

The forerunner to this agreement, the Pharmaceutical Pricing Regulation Scheme, 
delivered £258m to NHS Scotland over five years. In practice, PPRS scheme members 
rebated NHS Scotland nearly £1m every week for using their medicines. The Scottish 
Government has ring-fenced this rebate to support the New Medicines Fund which is 
designed to help boards manage the cost of innovative medicines. Since 2013, this fund 
has ensured patients can access life-saving treatments and the industry supports its 
continuation.  

Moreover, the vast majority of medicines assessed by the Scottish Medicines Consortium 
(SMC) are discounted. In 2018, 58% of medicines accepted for use by the SMC were 
discounted and of the top 300 branded products used in the NHS, 90% had a Patient 
Access Scheme discount attached.13  

The Committee should also note the wider industry model. Globally, the pharmaceutical 
industry will spend $183bn in 2019 developing the latest treatments and in return receive a 
narrow window of market exclusivity, generally around 10 years, to reclaim this investment 
for future research. After a patent expires, this innovation is open to anyone, and generic 
manufacturers can enter the market. NHS Scotland makes full use of this model and has 
the highest percentage of generic prescribing in the UK at 84.3%.14 

The medicines budget is already one of the most heavily scrutinised areas of NHS 
spending and reducing it further is neither practicable nor in the best interests of patients. 
Therefore, it is vital that the NHS acknowledges the value of medicine and is forward 
looking when it comes to maximising this budget.  

Case Study:  NHS Scotland Medicines Budget has stabilised in recent years 

Medicines spending as a proportion of the NHS Scotland budget is under control. 
The table below shows that spending on medicines (at list prices), as a percentage of 
the total NHS budget, has decreased since 2015/16 and has only increased by 1% 
over the five-year period to 2017/1815. The list price is a “sticker price” and doesn‟t 
represent the actual figure paid once confidential discounts and the industry rebate is 
considered.  

Thanks to VPAS, branded medicines spending is the only area of NHS spending that 
has complete budget predictability, with growth limited at 2%. Generic medicine 
manufacturers are not bound by this agreement and their prices can fluctuate, often 
wildly, due to international supply and demand pressures.  

Year Health Budget (£b) Medicines Spend (£b) %on 
medicines 

2013 2014 11.1 1.4 12.8 

13
 ABPI Scotland Analysis, OHE and IQVIA, December 2018 

14
 Audit Scotland, NHS in Scotland 2019, October 2019, [Internet]. 

15
 ABPI Scotland Analysis, OHE and IQVIA, December 2018 
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2014 2015 11.9 1.6 13.4 

2015 2016 12.2 1.7 14.2 

2016 2017 12.9 1.8 13.6 

2017 2018 13.1 1.8 13.8 
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Health and Sport Committee 
 

4th Meeting, 2020 (Session 5) 
 

Tuesday 18 February 2020 
 

Birmingham Commonwealth Games Bill – Legislative Consent Memorandum 
 

Note by the Clerk 
 

The Committee considered the Legislative Consent Memorandum related to the 
Birmingham Commonwealth Games Bill (“the Bill”) at its 24th meeting in 2019, on Tuesday 
29 October 2019. The Committee agreed to report to Parliament that it should consent to 
the UK Parliament legislating in this area. 
 
The Bill fell at the dissolution of the 2019 session for the general election.  
 
A new, albeit identical, Birmingham Commonwealth Games Bill was introduced in the 
House of Lords on 7 January 2020. A new Consent Memorandum was lodged on 30 
January 2020. 
 
Annexe A contains the paper submitted for the Committee’s previous consideration in 
October 2019. Part 3 of the Bill relates to areas which fall within the legislative 
competence of the Scottish Parliament and the Committee needs to agree, or not, for 
those areas of devolved competence to be considered by the UK Parliament.   
 
Part 3 of the Bill remains unchanged from the previous Bill. 
 
Members are invited to consider the Legislative Consent Memorandum and agree 
whether to report to Parliament that it should consent to the UK Parliament 
legislating in this area.  
 
 
Clerks 
February 2020 
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LEGISLATIVE CONSENT MEMORANDUM 

BIRMINGHAM COMMONWEALTH GAMES BILL 

 
Background 

 
1. This memorandum has been lodged by Jeane Freeman MSP, Cabinet 
Secretary for Heath and Sport, under Rule 9B.3.1(a) of the Parliament’s standing 
orders, and is supported by Joe FitzPatrick MSP, Minister for Public Heath, Sport and 
Wellbeing. The Birmingham Commonwealth Games Bill was introduced in the House 
of Lords on 7 January 2020. The Bill can be found at: 
https://services.parliament.uk/Bills/2019-20/birminghamcommonwealthgames.html. 

 
Content of the Birmingham Commonwealth Games Bill 

 
2. The Birmingham Commonwealth Games Bill provides for a number of 
operational measures required to support the delivery of the 2022 Commonwealth 
Games relating to funding of the Organising Committee, provisions regarding 
association with the Games, ticket touting, advertising and trading and transport. 

 
Provisions Which Relate to Scotland 

 
3. Part 3 of the Bill covers Touting, Advertising and Trading Offences. The ticket 
touting offence and ancillary provisions (clauses 10-12, 21, 22 and Schedules 2 and 
3) relate to matters within the legislative competence of the Scottish Parliament. 

 
4. Clause 10 provides that it is a criminal offence for a person to sell, offer to sell, 
or expose for sale a Games ticket without authorisation from the Organising 
Committee. Sub-clause 8 provides that a person guilty of an offence under this clause 
is liable to a fine not exceeding £50,000 in Scotland on summary conviction. Sub- 
clause 9 provides that any penalty imposed in Scotland will be recoverable under 
section 221 of the Criminal Procedure (Scotland) Act 1995. 

 
5. Clause 11 provides that it is an offence if a UK National or person normally 
resident in the UK acts in a way outside the UK that if done in the UK would constitute 
an offence. Sub-clause 4 provides that proceedings against a person in Scotland may 
be taken in the sheriff court in which the person apprehended is taken into custody, or 
in a sheriff court determined by the Lord Advocate. 

 
6. Clause 20 provides for enforcement of the ticket touting offences and gives 
effect to Schedule 2. Clause 21 sets out how proceedings can be taken out against 
both a company and individual if an offence is committed under Part 3. Schedule 3 
sets out the powers available to an enforcement officer under Part 3. 

 
Reasons for seeking a legislative consent motion 

 
7. The ticket touting offence and ancillary provisions relate to matters within the 
legislative competence of the Scottish Parliament and therefore legislative consent is 
being sought. 

 
 

LCM-S5-31 Session 5 (2020) 

https://services.parliament.uk/Bills/2019-20/birminghamcommonwealthgames.html
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8. Given these provisions relate to the Birmingham 2022 
Commonwealth Games taking place in Birmingham and venues across 
the West Midlands, there is no Scottish Government policy interest and 
therefore no reason for separate Scottish legislation on these matters. 

 
Consultation 

 
9. No public consultation has taken place. 

 
Financial Implications 

 
10. There are unlikely to be any financial implications for Scotland if 
Parliament does not agree to a Legislative Consent Motion. However, the 
provisions in the Bill will help to ensure tickets are affordable and accesible 
for people living in Scotland. 

 
Conclusion 

 
11. It is the view of the Scottish Government that it is in the interests of 
the Scottish people and good governance that the relevant provisions, as 
outlined above, which fall within the legislative competence of the Scottish 
Parliament, should be considered by the UK Parliament. 

 
Draft Legislative Consent Motion 

 
12. The draft motion, which will be lodged by the Cabinet Secretary for 
Health and Sport, is: 

 
“That the Parliament agrees that the relevant provisions of the 
Birmingham Commonwealth Games Bill, introduced in the House 
of Lords on 7 January 2020, relating to ticket touting, so far as these 
matters fall within the legislative competence of the Scottish 
Parliament, should be considered by the UK Parliament.” 

 
 

SCOTTISH GOVERNMENT 
January 2020 
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Annexe A 
Health and Sport Committee 

 
24th Meeting, 2019 (Session 5) 

 
Tuesday 29 October 2019 

 
Anticipated Birmingham Commonwealth Games Bill – Legislative 

Consent Memorandum 
Introduction  
 

1. The Scottish Government has lodged a Legislative Consent 
Memorandum (LCM) in respect of the UK Government Birmingham 
Commonwealth Games Bill. This has been referred to the Committee 
for consideration. 

 
2. The Committee is invited to consider and agree its approach to 

consideration of the LCM.  
 
What is an LCM?  
 

3. The Legislative Consent Memorandum (LCM) process is the 
mechanism for the Scottish Parliament to give its consent to the UK 
Government to legislate in the UK Parliament on matters which are 
within the legislative competence of the Scottish Parliament.  
 

4. Legislative Consent Memorandums are lodged in the Scottish 
Parliament by the Scottish Government. They relate to Bills under 
consideration in the United Kingdom Parliament which contain what are 
known as “relevant provisions”. These provisions could:  
 

• change the law on a “devolved matter” (an area of policy which 
the UK Parliament devolved to the Scottish Parliament); or  

• alter the “legislative competence” of the Scottish Parliament (its 
powers to make laws) or the “executive competence” of Scottish 
Ministers (their powers to govern). 
 

5. Under an agreement commonly known as the ‘Sewel Convention’, the 
UK Parliament will not normally pass Bills that contain relevant 
provisions without first obtaining the consent of the Scottish Parliament. 
Committees will undertake scrutiny of the Memorandum after which the 
Government can lodge a Legislative Consent Motion which is taken in 
the Chamber.  
 

6. The procedure for scrutiny of Legislative Consent Memorandums and 
Motions is set out in Chapter 9B of the Parliament’s standing orders. 
Where an LCM is lodged and referred by the Parliamentary Bureau to 



HS/S5/20/4/3 
 

Page 5 of 7 
 

a Committee. The Committee is required to consider and report on the 
LCM.   

Background Birmingham Commonwealth Games Bill  
 

7. The Birmingham Commonwealth Games Bill (‘The Bill’) was introduced 
in the House of Lords on 5 June 2019.   
 

8. The Bill would provide the legal basis for certain time-limited 
operational measures in support of the Games in primarily four areas: 

 
• Funding – which would enable the UK government to provide 

financial assistance to the Birmingham Organising Committee for 
the 2022 Commonwealth Games Ltd 

 
• Association with the Games – this concerns authorised and 

unauthorised association to the event.  The provisions in this area 
are designed to assist in protecting commercial rights.  They 
provide for the organising committee to be able to authorise 
businesses to associate with the games. They also permit the 
committee to act in a civil court against persons suggesting an 
unauthorised association between any goods or services and the 
games (as long as they do not fall under an exception) 

 
• Ticket touting, advertising and trading – provisions here are 

aimed at prohibiting the unauthorised sale of games tickets; 
prohibiting the promotion of non-sponsor products, services or 
businesses, including as part of advertising-related ‘ambushes’ of 
locations or coverage during the games; and prohibiting trading at 
or near games locations at certain times, including providing 
entertainment for gain or reward or appealing for money or other 
property 

 
• Transport – provisions would permit the Government to direct an 

individual to prepare a statutory ‘games transport plan’. This would 
be aimed to address transport matters relating to the games in and 
around Birmingham. This would also allow traffic authorities and the 
Government to impose short term road and pavement closures at 
certain times, in line with the plan. Such powers could not be used 
more than 21 days before the opening ceremony (27 July) of the 
games and more than five days after the closing ceremony (7 
August).  

 
9. The provisions within the Bill are based on precedents from previous 

sporting events, such as the 2012 London Olympic and Paralympic 
Games and the 2014 Glasgow Commonwealth Games.   
 

10. The House of Lords Library Briefing analyses Birmingham 
Commonwealth Games Bill 2017-19 provides further information on the 
contents and purpose of the Bill. 

http://committees/s5HS/SecondLeg/LCMs/Birmingham%20Commonwealth%20Games%20Bill/HoL%20BirmCwealthGamesBill.pdf
http://committees/s5HS/SecondLeg/LCMs/Birmingham%20Commonwealth%20Games%20Bill/HoL%20BirmCwealthGamesBill.pdf
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Provisions Which Relate to Scotland 

 
11. Part 3 of the Bill covers Touting, Advertising and Trading Offences 

(ticket touting offence and ancillary provisions in Clauses 9-11) which 
relates to matters within the legislative competence of the Scottish 
Parliament.   
   

12. Clause 9 provides that it is a criminal offence for a person to sell, offer 
to sell, or expose for sale a Games ticket without authorisation from the 
Organising Committee. Clause 9(8) provides that a person guilty of an 
offence under this clause is liable to a fine not exceeding £50,000 in 
Scotland on summary conviction. Clause 9(9) provides that any penalty 
imposed in Scotland will be recoverable under section 221 of the 
Criminal Procedure (Scotland) Act 1995. 

 
13. Clause 10 provides that it is an offence if a UK National or person 

normally resident in the UK acts in a way outside the UK that if done 
within the UK would constitute an offence. Clause 10(4) provides that 
proceedings against a person in Scotland may be taken in the sheriff 
court in which the person apprehended is taken into custody, or in a 
sheriff court determined by the Lord Advocate. 

 
Timing & suggested approach  
 

14.  Scottish Parliament Standing Orders state that an LCM should be 
lodged with the Scottish Parliament two working weeks after the 
introduction of a relevant Bill in Westminster.  
 

15. Typically, the Committee would make its report before the last 
amending stage in the House – i.e. third reading in the Lords.  This 
ensures there are no changes to the provisions. The Third Reading 
date was 23 October, with the Second Reading in the Commons set for 
the week commencing 28 October.   There is no expectation the 
provisions affecting Scotland will be altered.   

 
16. As the provisions relate to the 2022 Commonwealth Games in 

Birmingham and other locations in the West Midlands there is no 
requirement for separate Scottish legislation. 
 

17.  The lack of direct impact on Scottish legislation and the Bill provisions 
which help to ensure tickets be accessible and affordable for people 
living in Scotland suggests there are no obvious reasons why the 
Committee would require further information or to hear directly from 
witnesses.  
 

Recommendation 
 

18. The Committee is invited to consider whether it is content to agree that 
the relevant provisions of this Bill, so far as these matters fall within the 
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legislative competence of the Scottish Parliament, be considered by 
the UK Parliament and that there is no requirement to call for further 
evidence.  And to report to the Scottish Parliament accordingly. 

 
Clerks 
Health and Sport Committee 
October 2019 
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