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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

21st Meeting, 2019 (Session 5) 
 

Tuesday 24 September 2019 
 
The Committee will meet at 9.30 am in the Sir Alexander Fleming Room (CR3). 
 
1. Primary Care Inquiry - Phase Two: The Committee will take evidence from— 
 

Kim Hartley Kean, Head of the Royal College of Speech and Language 
Therapists' Scotland office, representing the Allied Health Professions 
Federation Scotland; 
 
Sara Conroy, Professional Adviser, The Chartered Society of 
Physiotherapy; 
 
Alison Keir, Policy Officer Scotland, Royal College of Occupational 
Therapists; 
 
Joanna Instone, Head of External Affairs, British Dietetic Association; 
 

and then from— 
 

Theresa Fyffe, Director, Royal College of Nursing Scotland; 
 
Dr David Chung, Vice President, Royal College of Emergency Medicine 
Scotland; 
 
Clare Cable, Chief Executive and Nurse Director, The Queen's Nursing 
Institute Scotland. 
 

2. EU Exit Statutory Notification: The Committee will consider a proposal by the 
Scottish Government to consent to the UK Government legislating using the 
powers under the Healthcare (European Economic Area and Switzerland 
Arrangements) Act 2019 in relation to the following UK statutory instrument 
proposals— 

 
Healthcare (European Economic Area and Switzerland Arrangements) 
(EU Exit) Regulations 2019. 
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3. Primary Care Inquiry - Phase Two (in private): The Committee will consider 

the evidence heard earlier in the meeting. 
 
4. Pre-Budget Scrutiny 2020-21 (in private): The Committee will consider a draft 

report on its Pre-Budget Scrutiny 2020-21. 
 
5. Medicines Inquiry (in private): The Committee will consider its approach to 

the inquiry. 
 
6. Health Hazards in the Healthcare Environment (in private): The Committee 

will consider a draft response to the Cabinet Secretary for Health and Sport's 
letter of 11 September 2019 regarding the Royal Hospital for Children and 
Young People. 

 
 

David Cullum 
Clerk to the Health and Sport Committee 

Room T3.40 
The Scottish Parliament 

Edinburgh 
Tel: 0131 348 5210 

Email: david.cullum@parliament.scot 
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REF NO.  HS/S5/19/PC/52 

HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM THE PRIMARY CARE CLINICAL PROFESSIONS GROUP1 

We are grateful for the opportunity to provide evidence to the Committee’s inquiry 

into the future of primary care. 

Who we are 

We are a group of professional organisations representing clinical staff. Formed in 

2016, we came together to agree what we mean by ‘primary care’ and to set out 

shared principles which we believe should underpin the future for people in Scottish 

communities who need the support and expertise of generalist clinical staff. Between 

us we represent over 60,000 clinicians working across the length and breadth of 

Scotland. Together we are committed to working with the Scottish Government, with 

colleagues across health and social care, and with the public to turn this shared 

vision for the future of primary care into present-day reality. We hope this 

contribution will be helpful in shaping, and joining up, the many reforms underway. 

We have a number of points we wish to make in a collective response to the call for 

evidence and the following underpin that response: 

1. Our paper “The future of primary care in Scotland: a view from the
professions” that contains the 21 principles with which any vision for primary
care should accord (appended to this document).

2. Relatively recent (November 2018) correspondence with the Cabinet
Secretary for Health and Sport, Jeane Freeman MSP, on ‘Public engagement
around the new GP contract’ (appended to this document).

3. Our paper ‘Principles for a technology-enabled health and social care service’
submitted to the Committee in 2017 (appended to this document).

Many of the organisations that comprise our group will make separate submissions 

to the committee about the specific solutions and challenges relevant to their 

individual workforces. 

Definition of primary care 

An early goal of our group was to define what we mean by ‘primary care’.  We 

adhere to a broad definition that includes care delivered by all of the professions that 

are signatories to the principles and includes both in- and out-of-hours care, both 

physical and mental health services, and services provided across all community-

based settings. We are pleased that the Scottish Government’s vision for primary 

1 Allied Health Professions Federation Scotland, British Dental Association, Community Pharmacy Scotland, Royal College of 
General Practitioners, British Medical Association, Royal College of Nursing Scotland, Royal Pharmaceutical Society 
Scotland, Optometry Scotland, Queens Nursing Institute Scotland. 
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care reflects the key elements of our definition2 and that SPICe3 have accepted its 

utility.  

“Primary care is provided by generalist health professionals, working together 

in multidisciplinary and multiagency networks across sectors, with access to 

the expertise of specialist colleagues. All primary care professionals work 

flexibly using local knowledge, clinical expertise and a continuously supportive 

and enabling relationship with the person to make shared decisions about 

their care and help them to manage their own health and wellbeing.” 

1. What changes are needed to ensure that primary care is delivered in a way

that focuses on the health and public health priorities of local communities?

Our principles document sets out our vision for how people should expect primary 

care to be delivered in all parts of Scotland. We welcome the results of the Health 

and Sport Committee’s work with the public at phase 1 of its inquiry. The public’s 

seven overarching priorities broadly accord with a significant number of our 21 

principles. This should give the Committee confidence that the direction of travel 

envisaged by our professions is sufficiently in step with public priorities to allow for 

that journey to proceed in partnership. 

The table is provided for the Committee’s information and reference, 

Public Priority Our principles (no.) 

1 Use of technology 19, 20 

2 Community wide approach to well being 2, 4, 7, 9, 10, 18 

3 Patient-centred approaches to accessing 
services 

1, 3, 4, 10, 17, 18 

4 Service/workforce planning 3, 8, 11, 13, 14, 15 

5 Health and social care 16 

6 Finance 3, 18 

7 Prevention focus 1, 9 

Our approach also aligns with much of the Scottish Government’s vision for primary 

care as set out in the ‘Primary Care Outcomes Framework’.4 For example, and in 

particular, it is clear that both we and the public are concerned to ensure that “We 

(i.e. care recipients) are more informed and empowered when using primary care” 

and that “Our primary care services better contribute to improving population health”. 

Scotland must accord equal priority and equitable resources to the primary 

prevention of illness, or harm and actions leading to good population health and 

individual wellbeing. This necessary foundation of a better future for primary care 

throughout Scotland simply cannot be achieved without long-term investments. 

Realistic healthcare will only happen as the result of realistic infusions of new 

human, technological and financial resources. 

2 https://www2.gov.scot/Topics/Health/Services/Primary-Care 
3 SPICe Briefing May 2019 ‘Primary Care in Scotland, SB 19-32’ 
https://digitalpublications.parliament.scot/ResearchBriefings/Report/2019/5/29/Primary-Care-in-Scotland 
4 https://www2.gov.scot/Topics/Health/Services/Primary-Care/PrimaryCare-Outcomes-Framework  
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We are committed to providing professional leadership to see our principles 

delivered in practice across all communities of Scotland and welcome further 

discussion on how we can best work in in partnership to support positive change. 

2. What are the barriers to delivering a sustainable primary care system in both

urban and rural areas?

Public Understanding of Change 

In our experience - and notwithstanding the very encouraging results of the 

Committees phase 1 work -  many members of the public still hold a broadly 

‘traditional model’ of primary care and can become anxious, confused, frustrated and 

sometimes even angry at the introduction of new approaches. We know that 

individual practices work hard to explain these changes every day. Clinical 

professionals are committed to helping people understand how they will benefit from 

new ways of offering primary care, and to listening respectfully to concerns and 

preferences, but progress can sometimes be slow and change is often resisted. As a 

group, we are clear: ensuring the best outcomes for people using primary care 

services requires the full clinical team to work together with patients and families, 

using the full range of face-to-face and technological options, to address health 

needs collaboratively. In reality this can mean, for example, convincing someone that 

that an appropriate, direct referral to a nurse, physiotherapist or other clinician is not 

a diminution, but an enhancement of service. 

The Cabinet Secretary has made it clear to us that her aspiration is for the public to 

come to understand changes to primary care through the ‘public engagement’ duties 

held by Integration Authorities, Health Boards and Local Authorities and further work 

being undertaken by NHS 24 via NHS Inform. She has also recognised ‘the value of 

conversations happening at a practice level to help people navigate new and 

modified services’. Discussions with Scottish Government are ongoing, but we 

remain concerned that the onus for engaging with and educating the public about 

change will continue to rest on local clinical practitioners in the field.  We believe it 

would be enormously beneficial and supportive if this engagement and education 

were delivered through a national drive to develop and share key messages with the 

public about change focused on improvement, enhancement and gain. 

Information Technology and Data Sharing  

It is clear to us that the transformation of primary care with a wider primary care team 

cannot be achieved without the sharing of information amongst health and social 

care professionals and their teams. We refer to the paper previously submitted to the 

Committee (referenced above) which set out our jointly agreed principles and 

requirements for any successful technology-enabled health and care service.  

Our joint commitments to improving technology enabled care include calls for the 
true co-production of new systems, rigorous governance of information, improved 
access to technology for staff and appropriate read and write access to health 
records for all professions in order to improve the patient journey and minimise 
duplication of resources. We are also clear that ownership of a record should be with 
the patient, stating: “Health records belong to an individual and as such, that 
individual gives consent to sharing of information within their level of capacity or in 
line with guidelines set out in The Adults with Incapacity (Scotland) Act 2000.” 
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Adapting communication 

Twenty percent of the population will experience communication support needs at 

some time in their lives. For example, over fifty percent of children from 

socioeconomically deprived communities in Scotland start primary school with under 

developed speech, language and communication skills and more people are living 

with the effects of conditions such as stroke and dementia. Primary care must be 

provided in ways that people who have difficulties in communicating can receive 

information, including all written information, and express themselves in the ways 

that they find easiest.  We note that the new Social Security Act has, for the first 

time, defined in law what “Communicating in an inclusive way” means. 

Workforce 

The primary care MDT must have the necessary infrastructure to support safe, 

quality care, including suitable and sustainable staffing levels and skill mixes in all 

settings. This is not yet reality in many parts of the country. Recruitment, retention 

and long-term workforce planning for service changes are ongoing issues across our 

professions. We note that we are still awaiting publication of the Scottish 

Government’s Integrated Workforce Plan. 

A concern raised across the members of our group is the impact of displacement of 

care and/or staff across acute and community services, or between NHS and non-

NHS services, where reforms are made in one part of the system with too little 

consideration of their impact on other parts. For example, as our balance of use 

between care homes and hospitals change, the clinical acuity of care home residents 

has also changed, impacting on the workforce required by both direct employees of 

care homes and wider members of the MDT providing wrap-around services. New 

models for the provision of primary care must take better account of this substantial 

(and increasing) shift in where clinical care takes place. 

In addition, it is imperative that national government, and local commissioners and 

providers ensure protected time and adequate resources for primary care 

professionals to: design and deliver new models of care; plan and manage their work 

together; build new relationships; promote positive ways of working to their service 

user groups, and engage in evaluation of new ways of working to evidence 

outcomes. Positive, respectful and collaborative relationships are at the heart of 

primary care, both between professions and between professionals, service users 

and families. This takes time and support to nurture. 

3. How can the effectiveness of MDTs and GP cluster working be monitored

and evaluated in terms of outcomes, prevention and health inequalities?

There is broad acceptance that timely change can be necessary without pre-existing 

evidence being available. If this drives progress, then it is to be welcomed, but must 

be followed by robust evaluation in such cases. That being said, there is far more to 

be done in Scotland to create a robust new evidence base to support the roll out of 

improved models of care which address national and local priorities, such as 

preventative interventions and persistent health inequalities.  We would direct the 

Committee to the Scottish School of Primary Care’s (SSPC) recent report ‘National 

Evaluation of New Models of Primary Care in Scotland’.5  Given how precious 

5 http://www.sspc.ac.uk/reports/ 
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investment in tests of change are in the current climate, the lessons set out in this 

evaluation must be learned. In our principles document, we noted: “When there are 

so many routes to improvement and sustainability, it is ever more important to 

ensure that we are all signed up to the same understanding of what we are trying to 

achieve. Without this, we risk fragmentation, misunderstanding and conflict.” 

We are now keen to see how the Scottish Government’s ‘National Monitoring and 

Evaluation Strategy for Primary Care in Scotland’6 can support improved monitoring 

and evaluation as the urgent need for primary care reform is addressed.  

6 https://www.gov.scot/publications/national-monitoring-evaluation-strategy-primary-care-scotland/pages/5/ 
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM Chartered Society of Physiotherapy 

The Chartered Society of Physiotherapy welcomes the current inquiry into the future of primary 

care in Scotland. Physiotherapy has a vital role to play in the delivery and improvement of primary 

care provision. Physiotherapists work in multi-disciplinary teams in primary care settings. 

Demand for primary care is increasing, reflecting an ageing population with often multiple long-

term conditions. In order to reduce periods of hospitalisation, increase independence and quality 

of life and reduce reliance on social care, it is crucial the investment in changes are made to 

ensure primary care meets its potential to improve Scotland’s health and wellbeing. 

Summary  

In summary the CSPs key points are: 

• It is important to recognise the full potential of primary care provision beyond GMS services.

• Physiotherapy has the potential to improve primary care, ease pressure points, reduce

demand on acute care and social care, support better health outcomes, maintain people’s

independence and enhance the quality of life for service users.

• For primary care provision to realise potential, funded expansion of services is required.

• The essential challenge to extending and enhancing services is increasing capacity through

increased funding, workforce planning, education and training.

1. Considering the Health and Sport Committee's report on the public panels, what changes

are needed to ensure that the primary care is delivered in a way that focuses on the health

and public health priorities of local communities?

The CSP fully supports diversifying the professionals involved in supporting GP clusters to deliver 

the General Medical Services (GMS) contract. Physiotherapists in First Contact Practitioner roles 

connected to GPs is an example of how this can transform musculoskeletal (MSK) health care. 

However, in considering the Committee’s report from the public panels, CSP Scotland would point 

to a tendency to conflate two different perspectives on what is meant by ‘primary care’. It is 

unclear from this whether the focus of change is on General Medical Services or takes a wider 

view of primary care as NHS services in communities that people can directly access.  

The CSP believes the wider view is what is required to achieve transformation of primary care, 

and enhance community services.  

There is a great deal of provision of what might be understood to be ‘primary care’ that is not 

captured by the GMS contract and takes place beyond GP settings. This  includes community 

respiratory teams, care home teams, community rehabilitation services, falls prevention services, 

for example. Although the Scottish government’s National Clinical Strategy (as referenced in the 

report) signalled a transformation of ‘primary care’, the CSP and other bodies were critical that the 

strategy tended to overlook or underestimate NHS provision in community settings that was not 

GP led. In certain sections, these appeared to be considered as ‘social care’ rather than health 

care. This wider view of primary care is inclusive of services, often delivered by  allied health 

professions such as physiotherapy, in community settings, that are pivotal in enabling patients to 
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maintain healthy independent lives in the community, preventing hospital admissions and reducing 

reliance on social care.  

The CSP strongly promotes a ‘whole systems’ approach to health and wellbeing. Unless all 

primary care provision is expanded, (not just parts of the system) the transformation of primary 

care cannot transform health outcomes. Similarly, a whole systems approach to healthy 

communities also needs to look to third sector and local authority provision outside of primary 

care. 

In supporting the multi-disciplinary approach to the new GP contract, new roles are emerging. 

First Contact Practitioners (FCP) 

The transformation of primary care has seen increasing deployment of physiotherapists to GP 

settings as ‘first contact practitioners’ in musculoskeletal pathways.   

Physiotherapists providing a first point of contact service means that patients presenting with a 

musculoskeletal (MSK) problem for a GP appointment can be offered an appointment with an 

advanced (or first contact) practioner physiotherapist instead. First contact physiotherapists 

working in general practice have the clinical expertise and autonomy to assess, diagnose and 

advise patients, carry out further investigations and make onward referral. These new roles are 

able to address the needs of a large proportion of the patient population. 

Data from NHS Forth Valley reveals that using FCPs to take on the GP MSK caseload have 

enabled standard GP appointment times to increase from ten to fifteen minutes per patient, with 

97% of patients reporting confidence in the physiotherapists, and a reduction in onward referrals 

and drug prescribing. The new GP contract guidance in Scotland highlights the role of first contact 

practitioners in MSK – but there are opportunities across primary care for respiratory, frail elderly 

care, and other areas where GP time is devoted to care that can be delivered safely by other 

health professionals. 

Complex Co-morbidities/Frail Elderly 

Physiotherapists with advance practice skills are also effective in managing complex cases in 

primary care settings. Where GP’s have patients with complex co-morbidities and multiple long-

term conditions, and frequent primary care needs, physiotherapists can reduce reliance on GPs 

and unnecessary or inappropriate hospital admissions. 

• For example, in NHS Lothian, Community Advanced Physiotherapy Practitioners have been

employed to manage complex cases in primary care settings. They work alongside a GP with

a care home population and patients living at home with complex co-morbidities. The service

enhances community case management for complex/frequent primary care attendees,

increasing the use of anticipatory care plans and reducing unnecessary hospital admissions.

In addition, there are areas where multidisciplinary community services can enhance health 

outcomes and reduce demand on acute care, but require significant investment. Examples 

include: 

Women’s health/pelvic health 

Advanced physiotherapists in pelvic, obstetric and gynaecological physiotherapy often treat 

patients suffering with incontinence and prolapse before surgery is considered, as for many, 

specialist physiotherapy care can provide effective treatment and an alternative to surgery. 
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However, in many areas these services are already stretched to meet current demand. These 

services have tremendous potential to avoid the need for surgery but are not routinely or equally 

accessible for communities in Scotland. 

Community rehabilitation reduces the number of people becoming needlessly disabled and 

prevented from leading active lives. It also reduces pressures on secondary care. Too often 

people receive intensive rehabilitation in hospital but then face long waits when they get home, if 

it’s available at all. For example, pulmonary rehab reduces morbidity and mortality, halves the time 

patients spend in hospital and reduces readmissions by 26%.1 Chest Heart Stroke Scotland have 

highlighted that only nine thousand of sixty-nine thousand people can access pulmonary 

rehabilitation in Scotland2. While patients wait their recovery is halted and can reverse – causing 

lasting disability, distress and deterioration of health.  

To maximise independence and reduce disability, a patient’s rehab needs to continue from 

hospital to home, be easy to re-access and rooted in the community. In managing long term 

conditions, the role of the third sector and local authority provision must not be underestimated. 

Intervention by health professionals is often targeted and limited, and ongoing self-management in 

the community requires complimentary provision, such as rehabilitation groups, walking groups, 

exercise classes and other ways for people to remain active and feel supported with their 

conditions. Without this provision, more pressure is placed on primary and acute health services.  

2. What are the barriers to delivering a sustainable primary care system in both urban and

rural areas?

Shifting the balance of care 

The policy to shift the balance of care ‘up-stream’ has proved difficult in that it entails shifting 

resource to what may appear to be, by definition, ‘non-urgent’ care. Nevertheless, the shift of 

resources to fund multi-disciplinary teams delivering primary care must be increased if the 

transformation agenda is to be realised and future demand on the health system is to be better 

managed. Physiotherapy has the potential to improve primary care, ease pressure points, and 

reduce demand on secondary care and social care, if the right investment is made. Treating more 

people in primary care settings must be the health policy objective. Primary care provision in NHS 

Scotland is under financial pressure, which prevents or limits the expansion of provision.  

Workforce  supply 

The supply of physiotherapy graduates needs to be increased to deliver change in primary care, 

including the planned roll out of MSK First Contact Practitioner roles for GP clusters. The good 

news is that physiotherapy courses are significantly over subscribed and remains one of the few 

areas of health where university applications remain buoyant. However, there are insufficient 

funded places. Current physiotherapy graduate output from Scottish universities is 230 per year, 

with NHS health boards reporting difficulties in recruiting new graduates. Education and training 

opportunities to support the full physiotherapy workforce, from support workers through to 

advanced practice also need to be expanded. 

1 Griffiths TL, Burr ML, Campbell IA, et al. Results at 1 year of outpatient multidisciplinary pulmonary rehabilitation: a 
randomised controlled trial. Lancet. 2000;355(9201):362-8. 

2 CHSS 'One in Five' Report 2018 https://www.chss.org.uk/documents/2018/10/one-in-five-report-pdf.pdf 
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Physiotherapy workforce planning has made significant strides over the last year. The Scottish 

government’s draft Integrated workforce plan for primary care has featured, for the first time, a 

section devoted to the increasing the supply of physiotherapists. Figures focussed on the demand 

for advanced (first contact) practitioners outstripping available supply with 57.5 MSK advanced 

practitioners in primary care in post, against a demand for 280 such posts in primary care across 

Scotland in coming years. A planned additional funding for 74 Scottish domiciled training places 

per year over the next three years is intended to bridge this gap. The CSP is fully behind this 

increase. However, the CSP remains concerned that a number of challenges have to be 

addressed if this increased supply can start in January 2020 as planned. The CSP is happy to 

furnish the committee with further details on the progress of this planned expansion. 

Leadership 

The CSP would highlight the need for whole systems leadership in the design and delivery of 

primary care. Allied health professions (AHPs) offer an essential perspective on reducing reliance 

on social care, reducing hospital admissions and maximising independence. However, there is 

often not the space or opportunity for allied health professional (AHP) leadership to shape 

decisions. AHP leadership must be a priority area for development for the Scottish government. 

Data collection 

Linked to workforce planning is the need for improved data collection. It is worth noting that the 

primary care data collected for AHP services is currently poor. To this extent, it is not possible 

through current data collection to identify the number of physiotherapists or other AHPs working in 

primary care. Scottish government funded projects to capture AHP activity and workload data and 

operational service measures, which have the potential to make considerable strides forward. The 

CSP is concerned that these projects are funded through to fruition. In addition, IT infrastructure 

requires investment to ensure access by all professionals in all settings.  

Urban and rural healthcare 

Urban and rural communities face different challenges. Services provided to densely populated 

areas with economies of scale, cannot be a template for rural areas. In diversifying the 

professionals supporting GP services, for example, the models covering a large remote areas will 

be different to those where the same multidisciplinary team can support a number of local 

practices. 

3. How can the effectiveness of multi-disciplinary teams and GP cluster working be

monitored and evaluated in terms of outcomes, prevention and health inequalities?

As outlined above, improvements in data collection, particularly to data on AHPs in primary care, 

is essential in supporting evaluation. The CSP would also point to patient reported outcomes, and 

the quality indicators of the integrated health & social care health and wellbeing outcomes. 

In the case of advanced (first contact) practitioners in MSK, the CSP is committed to supporting 

common data sets to reveal impact data on patient numbers, referrals, self-management and 

return appointments to the physiotherapist and GP. Data collected so far offers an encouraging 

picture of the effectiveness of these roles in primary care.  

For further information, contact  

Kenryck Lloyd-Jones, CSP Public affairs and policy manager ljonesk@csp.org.uk 
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM THE ROYAL COLLEGE OF OCCUPATIONAL THERAPISTS 

The Royal College of Occupational Therapists is the professional body for occupational therapists 

and represents over 33,000 occupational therapists, support workers and students from across the 

United Kingdom. Occupational therapists have a unique skillset offering support to people with 

physical and mental illnesses, long term conditions, and/ or those experiencing the effects of 

aging.  We are the only profession to span health and social care and, therefore, have an integral 

part to play in shaping the future of primary care.    

The Royal College believe that in order to improve primary care there needs to be a fundamental 

move to person centred care which is focused on what is important to the individual. RCOT 

welcomes the Committee’s inquiry into the future of primary care in Scotland.    

1. Considering the Health and Sport Committee's report on the public panels, what

changes are needed to ensure that the primary care is delivered in a way that focuses

on the health and public health priorities of local communities?

The Royal College of Occupational Therapists (RCOT) has recently seen positive changes in 
primary care services and commend the recent expansion of multi-disciplinary teams in GP 
practices. GPs are at the heart of primary care with shared responsibility with other professionals 
for care and signposting.  RCOT notes that it is now fairly common for a patient to self-refer to a 
mental health practitioner or physiotherapist based in a GP practice across Scotland.  Whilst this 
offers good support to those who require this specific expertise, it misses a wider group of patients 
who could be supported by an occupational therapist. The Royal College believe it is important 
this service is available consistently across Scotland in both urban and rural locales.   

Occupational therapists work with all population groups, however, RCOT has focussed this 

response on the areas where we believe occupational therapists can have most impact and where 

there is most demand from primary care. These models of delivery target are: 

• Frail, older people who do not require secondary services or mental health services but are

at high risk of needing increased levels of support – including the possible risk of inpatient

hospital admission if a proactive approach to support is not taken;

• Those who are off work – seeking fit notes to return to work, or those who require support

to stay in work when they are having difficulties at work due to their health (physical health

mental health or both);

• Those with mental health issues – people that need more than Improving Access to

Psychological Therapies (IAPT) but not requiring secondary care or the services of a

psychiatrist;

• People with one or more long term conditions who are beginning to display functional

decline.

Access to a range of health professionals without going through a GP is something that is 
supported by the Committee’s public survey. The survey was carried out earlier this year and 
received 2,549 responses from the public. The results revealed that patients would be happy to 
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self-refer to the professional they deem most appropriate for their concern or condition. Over 70% 
of men and 80% of women acknowledged that we would self-refer to an occupational therapist for 
treatment.   

Occupational therapists based within GP practices or as core members of multidisciplinary teams 

can empower people to manage their own health and independence by using tools and strategies 

to enable them to live independently.  Following one pilot project in South Pembrokeshire 

occupational therapists developed a first contact practitioner role for older people when decline in 

function was identified as the reason for requesting an appointment or home visit form a GP. This 

reduced the number of GP consultations by 50-70% for older patients.1  

The Royal College supports self-referral and greater access to occupational therapy-led 

assessments and interventions, which can:  

• help solve daily non-medical needs, particularly for older people, those with chronic illness

and mental health problems which affect function;

• provide advice on home modifications;

• support adoption of self-management strategies and skills for managing and living with long

term conditions, including mental health support and return to work advice.

RCOT notes, and concurs with, feedback from the Committee’s workshop with the Scottish Youth 

Parliament, which acknowledged that “increased accessibility could help get people who had 

difficulties get into work.” 

Older adults & primary care  

When ensuring we meet the needs of older adults, early identification of functional decline (which 

the World Health Organisation identifies as key to active and healthy ageing) ensures better 

outcomes for individuals and better quality of life years.  

Using tools such as the Lifecurve 

increases understanding on how 

individuals are aging regardless of actual 

age; and when used to support early 

intervention it demonstrates that people 

can change the course of their ageing 

journey as well as offering better cost 

effective outcomes for people.2   

1Royal College of Occupational Therapists (2017) Reducing the pressure on hospitals - 12 months on. 

https://www.rcot.co.uk/promoting-occupational-therapy/occupational-therapy-improving-lives-saving-money  
2 Gore at al (2018) Following the Lifecurve Model to inform practice (New Horizons in the Compression of Functional decline) 
https://academic.oup.com/ageing/article/47/6/764/5079486   

Figure 1: ADL LifeCurve™ is a tool developed by ADL Research and Newcastle University's 

Institute for Ageing which is used to map age related functional decline.
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Occupational therapists consider the relationship between what a person does every day 

(occupations), how illness or disability impacts upon the person and how a person’s environment 

supports or hinders their activity (PEO Model).    

We are, therefore, ideally placed to help people to continue or re-engage with participating fully in 

daily life, including work, social activities and maintaining roles and responsibilities.   

People later in life, with complex needs and/or co-morbidities are supported to live at home by a 

combination of primary and secondary involvement.  Occupational therapists are one of the key 

professions for enabling this, as they prepare people for transitions by considering the 

environment, the person and what they want or need to be able to do.  

An example of this can already be found in the Home Based Memory Rehabilitation programme 

(HBMR)3. Led initially by NHS Dumfries and Galloway, the mental health occupational therapy 

service delivers the Home Based Memory Rehabilitation Programme (HBMR). This early 

intervention programme, taking a cognitive rehabilitation approach, is tailored to individual need 

and aims to reduce the demand on care givers. Occupational therapists teach and reinforce a 

range of compensatory memory strategies to support the person to continue their daily routine. 

The occupational therapists work in partnership with Alzheimer Scotland Dementia Link Workers 

and others involved in the delivery of post diagnostic support. 

This programme is being rolled out to 12 Health Board areas in Scotland with the support of a 

strategic partnership with Alzheimer Scotland and Queen Margaret University. Data has revealed 

that over 95% of people with Alzheimer’s disease, who have gone through HBMR can, and do, 

maintain and retain the number of techniques they use daily to help them maintain their 

independence. The ambition is that people will have equitable access to this occupational therapy 

early intervention during the post diagnostic support period. 

Offering this early intervention programme through primary care services would ensure that people 

are taught to adopt these strategies at an earlier point to retain and maximise their independence 

for as long as possible. RCOT support the programme’s ambition and would ask the Scottish 

Government to extend access to these services across Scotland. In our view, occupational 

therapists working within GP practices would help people to manage their own health and would 

identify people who would benefit from early intervention.  

Delayed discharge 

The urgent need for change in how all health and social care services are delivered is highlighted 

in two recent reports.  

The Scottish Intensive Care Society Audit Group’s annual audit of Critical Care in Scotland (2019), 

revealed that nearly 7,000 bed-days were taken up because of discharges being delayed, 

equating to an additional 1,000 patient stays.   

3 https://letstalkaboutdementia.wordpress.com/2015/07/02/home-based-memory-rehabilitation-programme-an-
occupational-therapy-early-intervention-for-people-living-with-dementia/ 
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Furthermore, the number of admissions to geriatric wards in Scotland’s hospitals has increased by 

10% for three consecutive years, according to the Scottish Care of Older People (SCoOP) 

project’s Acute Hospitals Report 2017/18. The survey of the country’s 19 largest hospitals, 

revealed there were 43,311 admissions in 2017/18, compared to 32,009 in 2014/15. 

While the Committee’s inquiry considers the future of primary care, RCOT recommend that the 

Committee consider how primary and secondary care can work seamlessly together to ensure 

people are supported to stay at home or in a homely setting for as long as possible with access to 

multi-disciplinary health and social care professionals. Additionally, the Committee should consider 

the term primary care is limiting, as enabling people to live at home and to access their 

communities currently encompasses both secondary and primary care. 

2. What are the barriers to delivering a sustainable primary care system in both urban and
rural areas?

The Royal College believe the following are barriers to delivering a sustainable primary care 
system across Scotland: 

• A paradigm shift is required to make the patient the expert in their own condition(s) and to work

equally across health, social care and the third sector to support the patient to do this.  RCOT

believe that a move away from a fundamentally medical model of care to a model which

promotes and supports patient focused care in primary care is required.

• Currently there is an under investment in community and rehabilitation services, with greater

resource and focus being placed on treating acute symptoms. RCOT believe education and

support is required for patients to adopt strategies to manage health conditions. It is important

to note that people need help not just to treat their condition but also to rebuild their lives, as

demonstrated by Chest Heart and Stroke Scotland One in Five Report.

• Lack of structures (workforce, infrastructure, governance) to expand the multi-disciplinary

teams and provide access to an occupational therapist through every GP practice.

• There should be a shift in focus from a patient’s health or medical condition to the day to day

life of the patient. The RCOT Getting My Life Back: Occupational Therapy promoting mental

health and wellbeing in Scotland report4 highlights the important role that occupational

therapists have in supporting people to be socially and physically active, to remain in or return

to employment, and the overall beneficial impact this has on our health.

• RCOT have concerns around the centralisation of services and how individuals in both urban

and rural areas can find it difficult to access one centralised service. There is also limited

uptake of technology based solutions, such as Attend Anywhere or My Ethel to give people

easier access to centralised services. However, the Committee’s public and Scottish Youth

Parliament workshops revealed there is clear support for the use of technology and information

sharing in primary care. RCOT would support moves to increase the use of TEC and

information sharing across all services – health, social care and third sector to ensure the best

outcome for patients.

4 The Royal College of Occupational Therapists (2018) Getting My Life Back: Occupational Therapy promoting mental health and 
wellbeing in Scotland. https://www.rcot.co.uk/promoting-occupational-therapy/occupational-therapy-improving-lives-saving-money 
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• There is a lack of support and advice in both urban and rural areas which is solutions focused

to help individuals return to work or remain in work following a change in health

circumstances. There is also limited deployment of staff to intervene earlier and to teach self-

management strategies (as below)

• There are 3,490 (Feb 2019) registered occupational therapists in Scotland. 2,170 occupational
therapists (2018) are employed in NHS Scotland with 1,792 working full time and 482 (2017)
working in social care.

• Primary care must make good use of community assets but the committee should be aware of
over simplifying social prescribing. RCOT would like to note that social prescribing may not
work for everyone. One size does not fit all and for those with more complex needs,
occupational therapists are skilled at supporting the social prescribing process. The RCOT
report, Making personalised care a reality: The role of occupational therapy5 (2018) outlines in
more details how occupational therapists can support the social prescribing programme within
primary care.

• A significant barrier to a sustainable primary care system in rural areas is staff recruitment. We
would ask that the government consider the amount of allowance paid to support rural workers
such as the Scottish Distant Islands Allowance and review this to ensure it actually meets the
costs of relocating.

• There is a lack of marketing both targeted at the primary care workforce and the wider

population around the advantages of seeing a health professional other than a GP or nurse.

• There is also a lack of awareness of the benefits of having occupational therapists attached to

GP practices. Occupational Therapists attached to two GP practices in Lanarkshire have

brought about good outcomes for patients and the value of the profession has been

increasingly understood:

5 The Royal College of Occupational Therapists (2018) Making personalised care a reality: The role of occupational therapy. 
https://www.rcot.co.uk/promoting-occupational-therapy/occupational-therapy-improving-lives-saving-money  
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6

RCOT would strongly advocate for occupational therapists to be available to all GP practices, 
ensuring occupational therapy moves from a reactive secondary care model to having strong 
availability across primary, secondary and tertiary services.  

3. How can the effectiveness of multi-disciplinary teams and GP cluster working be

monitored and evaluated in terms of outcomes, prevention and health inequalities?

We need to be bold and change services. Pressures on services are increasing and short tests of 

change/ short funding cycles will not make the bold changes required to support increasing 

demands. If we have sufficient evidence that a difference can be made we should embrace this 

and remodel services appropriately.  

• A national approach to monitoring and evaluation should be adopted so we can learn and

measure using a country wide approach: a move away from small scale local projects to a

more national approach (which also allows for consideration of locality need and geography).

There is a need to collect data on what changes have been achieved in both in short and

longer terms in relation to:

o GP usage;

o Quality of life;

o Increased independence;

o Reduction in medications or other costs such as social care or sickness costs.

• It may be difficult to pinpoint which multi-disciplinary team member made the difference as a

patient may be seeing two or more team members. We would suggest that there is a regular

review of where the pressures are in each GP locality to ensure that the staff mix meets this

need e.g. is the need in a practice around older people, addictions, or co-morbidities for

example.

• The Committee should also consider who is carrying out the regular reviews on GP locality

pressures and staffing. We suggest that there should be a move from traditional doctor / nurse

6 Occupational Therapy in Primary Care: Interim Report (2019), Health & Social Care North Lanarkshire, South 
Lanarkshire Health and Social Care Partnership, NHS Lanarkshire.  
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model to include occupational therapists and other health professionals, in setting standards 

and measuring outcomes. If we continue to measure as we have always done we will not 

change outcomes in our view. 

• RCOT suggest that there should be user involvement in how we allocate resource (such as

priority based budgeting) and using a model based on What Matters to You7 but also paying

attention to the potential economic benefit and the wider impact on services.

About the College 

The Royal College of Occupational Therapists (RCOT) is the professional body for occupational 
therapists Occupational therapists work in the NHS, Local Authority social care services, housing, 
schools, prisons, care homes, voluntary and independent sectors, and vocational and employment 
rehabilitation services.  

Occupational therapy improves health and wellbeing through participation in occupation. The 
philosophy of occupational therapy is founded on the concept that occupation is essential to 
human existence and good health and wellbeing.  Occupation includes all the things that people 
do or participate in. For example, caring for themselves and others, working, learning, playing and 
interacting with others.  Being deprived of or having limited access to occupation can affect 
physical and psychological health. 

Contacts 

For further information on this submission, please contact:  
Alison Keir Policy Officer - Scotland 
Royal College of Occupational Therapists, alison.keir@rcot.co.uk 

7 https://www.whatmatterstoyou.scot/ 
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM: Ruth Balmer on behalf of the British Dietetic Association 

Scotland Board 

1. Considering the Health and Sport Committee's report on the public panels,

what changes are needed to ensure that the primary care is delivered in a way

that focuses on the health and public health priorities of local communities.

BDA Scotland Board welcomes Scottish Government’s Health and Sport Committee’s 

inquiry looking at the future of primary care in Scotland. We fully support the ambition for 

primary care to focus on multidisciplinary team working to reduce pressures on services. 

BDA Scotland Board is in favour of a primary care system which ensures better outcomes 

for patients with access to the right professional, at the right time, as near to home as 

possible.  

However, achieving this will require a significant change in access to dietetic services (and 

other specialist parts of the Multi-Disciplinary Team) as currently they are not consistently 

available in primary care settings. This is in part due to the way in which these specialisms 

are organised, and partly due to an overall lack of dietitians and other smaller allied health 

professions. NHS Scotland dietetic services have become increasingly and predominantly 

focused on acute secondary care due to service demand. The BDA has created a paper 

which clearly outlines how dietitians could play a bigger role in primary care1.  

Improving the nutritional status is fundamental to any ambition to improve the health and 

wellbeing of the population. As primary care is the first point of contact into NHS Scotland it 

therefore makes sense for appropriate help and advice to be accessible there 

too. Significant proportions of the population already experience malnutrition and/or 

nutrition related co-morbidities and yet much of this is preventable. Obesity and type 2 

diabetes, also undernutrition amongst the elderly are three of the biggest public health 

challenges facing local communities. Nutrition is a major element of the prevention and 

management of these conditions. Therefore, improving the nutritional wellbeing of the 

population in Scotland requires an approach which addresses prevention, early detection, 

early intervention and self-management as well as access to specialist treatment and care 

within and beyond primary care.   

BDA Scotland Board identifies a need for a public awareness campaign on the role of Allied 

Health Professions (AHPs) in primary care. The general public require greater 

understanding and appreciation of the roles of all AHPs and the potential to develop these 

roles within the primary care system. Such a campaign would raise awareness of how 

1 https://www.bda.uk.com/professional/influencing/bda_primary_care_paper.pdf 
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AHPs including dietitians can enable patients in primary care to get to where they need to 

be more efficiently and faster. 

2. What are the barriers to delivering a sustainable primary care system in both

urban and rural areas?

As mentioned above, NHS Scotland dietetic services have become increasingly and 

predominantly focused on acute secondary care and undernutrition due to service demand. 

This is also reflected in the way that dietitians are trained from an undergraduate level, with 

a strong focus on secondary care-based placements. This is something that is changing, 

but will take time. 

As a consequence, the level and scope of dietetics within a primary care setting is either 

woefully insufficient or non-existent.  The role and added value of dietetics in prevention, 

early detection, early intervention and self-management is undervalued as it is not well 

recognised despite evidence showing benefits to both individuals and GP prescribing costs 

for example.  Barriers to delivering sustainable dietetic support within a primary care system 

in both urban and rural areas include a lack of dietetic capacity and the need to develop a 

more contemporary community dietetic service model which closely aligns to both 

population need and community assets and promotes the establishment of a modern-day 

expert generalist dietitian.  

BDA Scotland Board is particularly interested in the recommendation within the public panel 

report for improved use of technology, along with improved ability to access and contact 

health professionals.  As a profession in Scotland, dietitians are embracing technology and 

developing services that utilise a variety of different technologies including video call clinics 

via ‘Attend Anywhere’. Dietitians are involved and leading new Technology Enabled Care/ 

digital solutions in order to improve self-management. The use of such innovative 

technologies requires main streaming across primary care services in Scotland, with 

adequate funding to support development and maintenance.  

3. How can the effectiveness of multi-disciplinary teams and GP cluster working

be monitored and evaluated in terms of outcomes, prevention and health

inequalities?

BDA Scotland Board was encouraged to read service users’ priority for a prevention focus 

within primary care within the public panel report. Diet and nutrition are often main factors in 

the aetiology of many long-term conditions including type 2 diabetes, some cancers, 

hyperlipidaemia, hypertension, stroke, heart disease and mental health conditions. 

Examples to demonstrate how dietitians in Scotland successfully use dietary treatment in 

both the prevention and the management of such conditions include: 
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- Dietitians are currently working using multi-disciplinary team approaches for weight

management and type 2 diabetes prevention.

- Dietitians are leading on Once for Scotland approaches in relation to cost-effective

prescription of oral nutrition supplements.

- Dietitians are integral to a Gluten-free Food Service across Scotland, resulting in

significant cost savings, increased efficiency and management of services for

patients with coeliac disease.

- Significant evidence is emerging of the effectiveness of dietetic treatment of patients

with Irritable Bowel Syndrome using the low FODMAPs approach.

- Dietitians are effectively training other health and social care professionals to help

both identify patients at risk of malnutrition and deliver first line advice to these

individuals.

Measures to monitor and evaluate the effectiveness of such examples include; the 

incidence of type 2 diabetes, numbers of hospital admissions and secondary care referrals. 

Also measures to indicate the clinical and cost effectiveness of nutrition products and 

nutrition related medications.  

The BDA is currently undertaking academic research with Plymouth University to help 

measure and evaluate the effectiveness of dietitians in primary care for key conditions such 

as diabetes, malnutrition and IBS. We would be happy to share these findings when they 

are published in early 2020.   

For all health professionals working in the primary care system there is a need for a 

standardised data and outcome collection format at a local and national level. This would 

greatly assist in measuring, monitoring and evaluating the effectiveness of multidisciplinary 

team working.  
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REF NO.  HS/S5/19/PC/66 

HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM RCN SCOTLAND  

We welcome the opportunity to submit evidence to the Committee’s inquiry. 

The role of nursing in primary care 

We refer the Committee to RCN Scotland’s shared definition and principles of ‘primary 

care’ as jointly agreed by the Primary Care Clinical Professions Group (PCCPG) in 2016.1  

The generalist health professionals described in this definition include a wide range of 

nursing roles e.g. general practice nurses, advanced nurse practitioners, district nurses, 

healthcare support workers, community mental health and health visiting teams. For 

primary care services to be effective the unique contribution and clinical skill set of each 

profession within the multidisciplinary team needs to be recognised, valued and protected. 

Nursing is by far the biggest staff group within primary care. Around 20% of NHS 

Scotland’s nursing workforce are based in community settings, with an additional 

estimated 2,300 nurses (headcount) working in general practice and a further 4,450 

(headcount) working in care homes. The role the nursing workforce plays in sustaining 

24/7 care within our communities and managing the flow into and out of secondary care 

and other primary care services should not be underestimated. 

Question 1 

Considering the Health and Sport Committee's report on the public panels, what changes 

are needed to ensure that the primary care is delivered in a way that focuses on the health 

and public health priorities of local communities? 

We are pleased that the public’s seven overarching priorities broadly accord with a 
significant number of the principles of primary care agreed by the PCCPG (see above). 

RCN Scotland is supportive of the Scottish Government’s 2020 vision of delivering 
more care at home and in the community. However accurate workforce data and 
modelling of future demand are essential to deliver this vision and, as Audit Scotland 
highlights in its recent report ‘NHS workforce planning – part 2,’ progress on national 
workforce planning has been too slow.  

Within the context of the new GMS contract, primary care is being reformed so that care 
is provided by a range of professionals working together in multi-disciplinary teams 
(MTDs). We need to fully understand the impact of this ongoing shift in workload. 
We also seek clarity on Phase 2 negotiations to the GMS contract in order to 
understand fully the implications, particularly in terms of responsibility and 
resources, for GP practice nurses and other practice-employed staff.  

Multi-Disciplinary Teams 

1 ‘The future of primary care in Scotland: a view from the professions’ (2016 revised 18 May 2017) 
https://www.rcn.org.uk/about-us/policy-briefings/sco-pol-future-of-primary-care-1-sept  
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MDTs are intended to be collaborations between professionals from different disciplines, 

all of whom bring unique skills, knowledge and expertise to the team. MDTs should 

coordinate and deploy the team’s collective capacity to more effectively and efficiently 

deliver primary care, meeting patients’ right to access the most appropriate care. 

The multidisciplinary approach is a principle which has the support of RCN Scotland. 

Indeed the MDT model can lead to improved patient experience, enhanced team 

satisfaction and more efficient use of resources. The value of the MDT is bringing together 

a range of professional experts to plan each individual’s care.  Within this approach, it is 

vital that the unique role and skill set of each profession in the MDT is recognised, 

valued and protected.  

MDTs are developing in the context of the recent Health and Care (Staffing) (Scotland) Act 

and imminent guidance on its implementation. It is important that workforce planning within 

the MDT recognises the unique contribution of each profession with respect to workforce 

planning tools. Instead of an overall tool covering all roles, MDTs should feature ‘a multi-

disciplinary tool box, made up of different tools, as necessary, to reflect different roles’.2  

One area in particular that we would like to focus on in this submission, is the requirement 

for improved workforce planning for District Nursing (DN), an area that is core to the 

delivery of primary care as part of this MDT approach. 

District Nursing 

District Nurses play a pivotal role in the coordination and involvement of other 
professional teams, agencies and services to ensure care is delivered at the right time, 
by the right person with the right skills. 

The Transforming Roles Programme, led by the Chief Nursing Officer, outlines a vision 
for district nursing (DN) in Scotland where district nurses play a pivotal role in integrated 
community teams. They operate at senior practitioner level and are supported by the 
wider community team - including healthcare support workers, registered nurses and 
advanced nurse practitioners - to promote health and wellness, enable self-care and 
deliver personalised health outcomes in people’s own homes or communities. District 
nurses have defined high-level competences and play a key leadership role in areas 
such as public health, anticipatory care, assessment, care/case management, 
complexity/frailty, intermediate care and palliative and end-of-life care. 

In the National Health and Social Care Workforce Action Plan: Part 3 - Improving workforce 
planning for primary care in Scotland, the Scottish Government recognised the importance of 
the DN workforce in shifting the balance of care from hospitals to community settings. It 
therefore committed to work alongside partners, including the RCN, to better understand the 
requirements and investment necessary for sustaining and expanding Scotland’s DN 
Workforce. In order to take forward this work, a National Short Life District Nursing Workforce 
Planning Group (SLWG), comprising representatives from Scottish Government and key 
stakeholders, including the RCN, led a piece of modelling work in summer 2018. Despite 
challenges over adequate data, we believe this to have been a valuable modelling exercise and 
are concerned that the Scottish Government has not yet published the results of the growth 
model or the recommendations of the group. This is despite the Scottish Government stating 
“We are committed to undertaking this work at pace and will be in a position by September 

2 RCN Scotland Parliamentary Briefing - Stage 2 debate Health and Care (Staffing) (Scotland) Bill 29 January 2019 
https://www.rcn.org.uk/about-us/policy-briefings/sco-parl-stage-2-debate-health-and-care-staffing-scotland-bill  
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2018 to better understand the requirements and investment necessary to grow the 
workforce.”3  

The RCN therefore calls on the Scottish Government to fulfil the commitment it made in the 
Workforce Action Plan and set out plans and investment to address the growth required to 
ensure Scotland has the DN workforce needed to provide clinical care for people in their 
communities.  

As the Scottish Government takes forward the first stage growth model undertaken by the 

SLWG, the RCN believes it needs to address a number of our concerns in order to ensure 

a sustainable DN workforce and succeed in shifting the balance of care.  

As the acuity and complexity of care required of, and delivered by, primary care services in 

community settings (including care homes) increases, there needs to be an appropriate 

number of clinical decision makers (i.e. band 6 and 7 district nurses) within the overall 

district nursing workforce at any one time.  

The DN workforce modelling work that the SLWG undertook in 2018 arrived at a growth 

figure which is yet to be published. This growth figure considered the required increase to 

cover the gap between demand and supply at the time and anticipated increases in the 

demands on DN services, over the following five years, due to projected demographic 

change.  

While this is an important first step towards ensuring that DN services are enabled to meet 

population need and provide person centred care closer to home, the RCN believes that it 

is crucial that the number of qualified band 6 and band 7 district nurses within that 

workforce is grown proportionately to ensure the increased acuity and complexity of care 

can be properly addressed. Mirroring the existing skill mix for the next 5 years is unlikely to 

be sufficient.  

In order to ensure that there is sufficient numbers of senior clinical decision 

makers, growing the band 6 and 7 workforce should be a priority in the five year 

growth plan. 

The RCN would also like to see a clear commitment from the Scottish Government, NHS 

Boards and Integration Authorities that any work which takes place over the next five years 

to redesign the work of district nurses - including the move to 24/7 services (incorporating 

Out of Hours) in all parts of Scotland, as well as the impact of the GMS contract and the 

sustainability of the care home sector - will be supported by a robust workforce plan. 

It must not be forgotten that primary care is available 24/7 and that means core community 

nursing staff are required around the clock to meet needs in communities. There is a lack 

of clarity on NHS Board progress towards implementing the recommendations from Sir 

Lewis Ritchie’s reports on Out of Hours (OoH) provision.  

As work is ongoing to ensure sustainability of these wider services, we are clear that new 

expectations on district nursing staff in these areas fall out-with the growth figure arrived at 

by the SLWG modelling work. 

Next steps must also account for the current DN workforce vacancy rate (6% at March 

2019) and recruitment and retention challenges (including retirement). 

3 https://www.gov.scot/publications/national-health-social-care-workforce-plan-part-3-improving-workforce/ 
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While the RCN is keen for the Scottish Government to detail how it intends to take forward 

the DN workforce modelling work in a way that addresses our concerns outlined above, 

we would also support this intensive approach to growth modelling being applied to 

other nursing roles and we would suggest community mental health nursing as a 

next step. 

Question 2 

What are the barriers to delivering a sustainable primary care system in both urban and 

rural areas? 

The biggest barrier to delivering a sustainable primary care system is workforce capacity 

and ongoing challenges in recruiting and retaining sufficient staff to meet need. Robust 

workforce planning, backed up by sufficient funding to implement necessary increases in 

workforce, are key to overcoming this barrier and delivering a sustainable system. In 

particular, the Scottish Government needs to publish and implement a robust DN 

workforce plan as outlined above.  

In terms of the MDT model, the recent Audit Scotland report ‘NHS workforce planning – 

part 2’ found that in general, people would be happy to receive care from professionals 

other than doctors in a GP practice if they understood more about their roles. However not 

enough has been done to engage the public on a national level about these changes and 

why they are important. We therefore echo Audit Scotland’s call, and that made in our joint 

letter with the PCCPG to the Cabinet Secretary, for the Scottish Government to work with 

primary care professionals to develop a coordinated national approach to engaging with 

the public, in order to increase public understanding and buy-in around the changes to 

how primary care services are delivered.  

Adequate provision of digital and mobile technologies is also a barrier. Mobile technologies 

are increasingly important tools for community based nursing teams including district 

nurses and health visitors, supporting them to deliver more effective and person-centred 

care in people’s own homes. The RCN has been clear that we see digital and mobile 

technologies playing an integral part in the provision of effective nursing in rural and urban 

areas. Given the Scottish Government’s strategic focus on digital technologies, and the 

number of policy levers designed to enable a digital health and social care system, on-the-

ground investment and implementation of digital technologies within primary care must be 

a priority. 

We would support further consideration and investment in ensuring we have 

appropriate and fit-for-purpose technological solutions and that nursing teams have 

the learning and support to be able to use these effectively. 

Question 3 

How can the effectiveness of multi-disciplinary teams and GP cluster working be 

monitored and evaluated in terms of outcomes, prevention and health inequalities? 

The new safe staffing legislation provides an opportunity to get the primary care workforce 

right (including in care homes) for the long term and there is a clear role for the Committee 

in monitoring progress on the implementation of the Act.  

We would encourage the Committee to monitor how Integration Authorities (IAs) are 

delivering on the commitments set out in their Primary Care Improvement Plans (PCIPs). It 

is clear from extant PCIPs that different Integration Authorities (IAs) are at different points 

in the monitoring and evaluation ‘journey’.  
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The Committee has previously recognised that there is not enough detail on how funding 

decisions match policy priorities and how impact is measured. The RCN has called for a 

set of clear, consistent and transparent criteria to be used when decisions are taken 

on health and social care funding. These are still not in place. 

The Scottish School of Primary Care (SSPC)’s recent report ‘National Evaluation of New 

Models of Primary Care in Scotland’ provides some useful lessons for future frameworks 

for monitoring and evaluation. 
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM THE ROYAL COLLEGE OF EMERGENCY MEDICINE SCOTLAND 

Health and Sport Committee Inquiry – What should primary care look like for the next 

generation?  

The Royal College of Emergency Medicine Scotland 

1. The Royal College of Emergency Medicine (RCEM) is the single authoritative body

for Emergency Medicine in the UK. Emergency Medicine is the medical specialty

which provides doctors, consultants and other health professionals to Emergency

(A&E) Departments in the NHS in the UK and other healthcare systems across the

world.

2. RCEM works to ensure high quality care by setting and monitoring standards of care

and providing expert guidance and advice on policy to relevant bodies on matters

relating to Emergency Medicine.

3. The College has over 8,000 fellows and members, including doctors and consultants

in emergency departments working in the health services in England, Wales,

Scotland and Northern Ireland, Republic of Ireland and across the world.

4. RCEM Scotland is represented through the National Board for Scotland, led by the

Vice President for Scotland. The Board is responsible for all matters of policy relating

to the practice of Emergency Medicine in Scotland. The Board actively engages with

the Scottish Government, all political parties and health stakeholders to promote

emergency medicine.

5. RCEM Scotland welcomes the Health and Sport Committee’s (HSC) inquiry

examining the future of primary care services. This submission will focus on the

interaction between primary care and the increasing demand on Emergency Care

services.

Considering the Health and Sport Committee's report on the public panels, what 

changes are needed to ensure that the primary care is delivered in a way that 

focuses on the health and public health priorities of local communities? 

1. The Scottish Government’s National Clinical Strategy for Scotland emphasises the

need for transformation in Primary Care services. In particular, the strategy focuses

on an increased diversion of resources to primary and community care.1

1 Scottish Government (2016) A National Clinical Strategy for Scotland. Available here 
https://www.gov.scot/publications/national-clinical-strategy-scotland/  
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2. RCEM Scotland recognises the pressures facing Primary Care services and agrees

that there should be greater investment in primary care, as outlined by the HSC

report on public panels. Better primary and community care helps maintain flow in

the hospital system and could help to diminish cases of Delayed Discharges and Exit

Block in Emergency Departments (EDs).

3. However, to deliver care that focuses on the health needs of local communities,

investment in resources for primary and community care should not be at the

detriment of Emergency Care resources.

4. The graph below shows increasing ED demand since 2013. Total attendances have

increased over time and this has been accompanied by decreasing four-hour

standard performance. Emergency Departments in Scotland have not met the four-

hour standard since July 2017.2 This is indicative of a system that is struggling to

cope with demand.

5. In addition, the likelihood of being admitted to hospital is highly correlated with age.3

In 2017/18, one out of three people aged over 75 was admitted at least once to

hospital in Scotland. Emergency Care continues to provide necessary and important

care to Scotland’s growing and ageing population. The emphasis of funding and

health policy priorities should not be on either Primary Care or Emergency Care but

on the entire health and social care service.

2 ISD Scotland (2019) Emergency Department Activity. Available here: https://www.isdscotland.org  
3 ISD Scotland (2018) Annual Quarterly Acute Activity Report. Available here: https://www.isdscotland.org/Health-
Topics/Hospital-Care/Publications/2018-09-25/2018-09-25-Annual-QuarterlyAcuteActivity-Report.pdf? 
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6. The challenge of unscheduled care should be addressed on a whole system basis,

which is why RCEM Scotland supports the co-location of Primary Care services with

Emergency Departments. Co-location is when primary care facilities are located on

the same site as an Emergency Department.

7. Co-location will allow patients to be routed to the best place to obtain their care. It

will help with the transfer of patients quickly and safely between Primary Care and

the Emergency Department.

8. Another important benefit of co-location is that it will provide Primary Care out-of-

hours staff with immediate access to facilities such as radiology, pathology and ECG,

which is more cost-effective than putting these services on a second site. Patient

satisfaction is likely to be increased if GPs have immediate access to diagnostic and

other investigations.

9. Co-location can also help to encourage Primary Care and ED staff to share

knowledge on patients, addressing the concerns over the lack of appropriate

information sharing as flagged by the HSC report on public panels.

10. There are many patients who attend the ED as a result of social crises or acute

distress. There should be greater co-ordination of information sharing, and provision

of the most appropriate response to these patients between Primary Care, EDs and

Local Authorities. There are some good local initiatives which are starting to achieve

this, and this best practice should be more widely shared and applied. There are

opportunities for improvement: improving the safety nets for patients in the

community will enable better care, and more discharges for patients coming to the

ED with a problem that can only be solved outside it (and often not by Doctors).

11. Better sharing of information between all agencies will help greatly in reducing

unnecessary care due to clinicians taking the “safest option”. A way for the disparate

IT systems to share information (as in some countries like Estonia) should be sought

as a matter of urgency.

What are the barriers to delivering a sustainable primary care system in both urban 

and rural areas? 

1. RCEM Scotland agrees there is a lack of capacity within the Primary Care system,

although we assert this is an issue that affects all aspects of Health and Social Care.

2. Although Scotland has the highest number of GPs per head of population in the UK4,

analysis carried out by RCGP Scotland has shown that there will be a shortfall of 856

Whole Time Equivalent GPs by 2021.5

4 BBC News (2019) Scotland has more GPs than rest of the UK, study finds. Available here 
https://www.bbc.co.uk/news/uk-scotland-48191210  
5 RCGP (2019). Workforce. Available here https://www.rcgp.org.uk/policy/workforce.aspx 
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3. As the Health and Sport Committee acknowledges in their report, there is a demand

for Primary Care provision during the evenings and the weekends. Emergency

Departments in Scotland are left to address the deficiencies in access to Primary

Care, an issue which is particularly acute in rural areas. Expanding Primary Care

provision will allow Emergency Departments to deal with emergencies.

4. RCEM Scotland believes that lack of technology is also a barrier in delivering a

sustainable Primary Care system. Virtual and phone appointments have an

important role to play in both rural and urban areas.

How can the effectiveness of multi-disciplinary teams and GP cluster working be 

monitored and evaluated in terms of outcomes, prevention and health inequalities? 

1. As attendances to Emergency Departments should decrease, or at least not

increase, with better provision and use of Primary Care and community services,

RCEM Scotland believes that monitoring the total number of attendances to

Emergency Departments and the four-hour target should help to assess the

effectiveness of any new Primary Care model. This, together with other measures of

use of other services by individuals might help target initial investment in

multidisciplinary care which prevents future use of resources, such as ED and GP

Out-of-Hours which might not actually be useful for the patient but impose significant

resource burdens on those services.
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM THE QUEEN’S NURSING INSTITUTE SCOTLAND (QNIS) 

For 130 years, QNIS has provided education, training and support to nurses working in 

primary care. This three minute animation provides a brief history of Scotland’s Queen’s 

Nurses and our work today.  

In 2019, Queen’s Nurses (QNs) work in communities across Scotland as role models for 

high quality, compassionate care. They are employed in the NHS, the independent and 

voluntary sectors and undertake a nine-month leadership programme funded by QNIS, and 

other grant making trusts. 

QNIS is a member of Scotland’s Primary Care Clinical Professions Group (PCCPG). Our 

2016 collective statement ‘The future of primary care in Scotland: a view from the 

professions’ – defines our vision. We were pleased that SPICe and the Committee have 

accepted and shared the 21 fundamental principles contained in that statement. QNIS 

contributed to, and fully endorses, PCCPG’s recent submission to this Committee’s inquiry. 

We welcome the opportunity to submit our own supplementary evidence. 

Q1. Considering the Health and Sport Committee's report on the public panels, what 

changes are needed to ensure that the primary care is delivered in a way that focuses on 

the health and public health priorities of local communities? 

Further developing multi-disciplinary teams (MDTs) 

Bringing together a range of clinical expertise to plan an individual’s care is increasingly the 

norm in primary care. However, there is work still to do. We asked contemporary Queen’s 

Nurses for their views and a theme emerged around a desire for genuine integration and 

connected working practices. In the words of one QN health visitor: At present, we are very 

much separate services. We make referrals to each other and give feedback instead of 

joining forces and providing a more holistic approach. That would give people the benefit of 

our collective experience in one space. 

Strong links are being made across the different parts of the health and care system and 

this needs to be accelerated. We need to relax the hierarchical approaches and take steps 

towards realistic healthcare that invests in communities and supporting them to work 

together to rebuild community networks which support health and wellbeing. As swiftly as 

feasible, Scottish primary care must move beyond the remaining vestiges of siloed service 

provision, IT systems, resource allocation, training, and CPD. The challenge is to go 

beyond cooperation toward genuine collaboration and integration.  
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As detailed in the PCCPG response, the public understanding of these changes needs to 

be supported. While there is increasing awareness of the different roles within the MDT, the 

general public can be reluctant to access new services and will seek the GP as a first point 

of contact. There is a need for continued education about how to access the best possible 

member of the MDT in a timely way. 

Community nursing in Scotland’s primary care landscape 

Nurses will always be central to achieving excellent primary care, making up by far the 

largest group in the workforce. The number of nurses, midwives and health visitors in 

Scotland’s communities is approximately 14,000, with an additional 2,300 working in 

general practice. These practitioners have a huge range of knowledge and expertise and 

cannot be regarded as a homogeneous group. The figures above are for NHS staff. There 

are many others who work in the independent and voluntary sector e.g. 4,500 nurses in 

care homes. There are places in Scotland, for example remote islands and oil rigs, where 

nurses are the only resident primary care providers.  

These roles include (but are not limited to): 

• Community mental health nurses working across the age spectrum;

• Health visitors enabling young children and their families to prevent and overcome

adversity, develop resilience, and flourish;

• Occupational health nurses who provide advice and care in Scotland’s workplaces,

preventing injury and supporting workers with health challenges;

• Prison nurses providing primary care and mental health support to those in the

prison estate;

• Community children’s nurses caring for children and families with complex health

needs in their homes and communities; and,

• Learning disability nurses as they support people to navigate health and care

systems and lead healthy lives.

Investing in integrated workforce planning, recognising the expertise of the full 

range of clinical professions is essential. This must be focussed on community need 

(robust scoping of demand), across the lifespan. 

The central role of district nurses 

District nurses undertake postgraduate training that equips them with high level clinical 

skills to deliver expert 24/7 primary care. They have a leadership role in coordinating 

complex care for those at home through injury, illness, frailty, or long-term conditions. They 

are also experts in end-of-life care. There is a need to grow the district nursing workforce to 

support an ageing population, in and out of hours, at a time when many DNs are 

approaching retirement. The district nursing workforce is central to delivering both 

high-quality, next generation primary care and the Government’s 2020 Vision. 

Ensuring there are sufficient numbers of educated, skilled and properly resourced 

district nurses is both important and urgent.  
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Addressing health inequalities 

Primary care workforce planning must be accurately adjusted for deprivation, so that health 

visitors, school nurses, community midwives and others working in areas of high 

deprivation are adequately resourced to make a real difference when and where support is 

needed most. When nurses are given permission and resource to make a difference in 

communities, they are well placed to co-produce creative solutions with marginalised 

groups. The QNIS Catalysts for Change Programme is an illustration of the ways in which 

community nurse-led projects can make a lasting, positive difference - not only for 

individuals, but also for the communities of which they are a part.  

 

Q2 What are the barriers to delivering a sustainable primary care system in both urban and 

rural areas? 

The most significant barrier to delivering a sustainable primary care system is the need to 

invest in a skilled and highly valued workforce and this has been discussed above.  

Primary care as primary prevention 

At the heart of a sustainable primary care system is a deep-rooted emphasis on primary 

prevention. There has long been a tension within primary care between the need to 

respond swiftly to illness, injury or adversity and the potential to act as a powerful force for 

promoting good health and wellbeing, preventing some of the issues which dominate 

primary care.  

It is a question of balance which has not yet been reached. The widespread endorsement 

of the value of prevention has not been matched by major shifts in resource allocation and 

governmental actions.  

Primary care for the next generation will have a dramatically greater chance of 

meeting Scotland’s needs, if there is a profound shift of priorities, resources and 

actions in favour of primary prevention.  

The role of technology 

Feedback from QNs indicates that current IT systems are obstructive in moving forward 

with integrated ways of working, particularly around shared access to relevant information. 

Multiple records held by different agencies has an impact on patient safety and staff agility 

in rural and urban areas. Greater access to the right mobile technology would reduce 

unnecessary hospital appointments, house visits and support self-management.   

There is a myth that one benefit of investing in technology is that this will free up clinical 

time, so that the number of posts can be reduced. Any time that is liberated needs to be 

prioritised to further opportunities to listen deeply, and respond meaningfully, to what 

people are saying about themselves, their families and their communities. As we move into 

the next generation of primary care in Scotland, the emphasis will be on having more 
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important conversations about living well, as well as much-needed anticipatory care 

discussions with all those affected by long-term conditions or moving toward palliative and 

end of life care. 

To enable primary care clinical professionals to work effectively, we must invest in 

the right digital and mobile systems to support agile, integrated working.  

Transport as a barrier 

Transport is a big issue in urban and rural areas. This is especially important for patients 

who do not drive. As one rural Queen’s Nurse explains: patients rely on 1 bus a day leaving 

early morning and returning later evening requiring them to travel in excess of 70 miles 

each way to attend optician, dental appointments or for minor injury. Poor public transport 

links (and the lack of cars among people with the greatest needs) make it more difficult for 

people to access immunisations, counselling and other primary care services. Another 

health visitor QN adds: The introduction of two-year nursery provision does help to support 

our most vulnerable families, but accessing a place in the family’s catchment area is not 

always possible, especially in our more rural locations. In addition, there remains an over 

reliance on hospital appointments for consultations which could more appropriately be 

provided locally. 

 

Q3. How can the effectiveness of multi-disciplinary teams and GP cluster working be 

monitored and evaluated in terms of outcomes, prevention and health inequalities? 

In relation to the monitoring of outcomes and impacts, QNIS endorses a clear, consistent 

and candid focus on what primary care is, and is not, achieving. This needs to focus on 

improvement as opposed to monitoring. Preventing harm, promoting good health (physical 

and mental), as well as achieving greater equity are Scotland’s goals. We need to explore 

creative and integrated ways of capturing progress towards these goals as a whole system 

rather than trying to extricate the impact of only one part. QNs have reported powerful 

examples of patient and staff collective stories, sharing successful projects in communities, 

like engagement events to increase screening uptake or building peer support networks for 

self-management. 

The shift in priorities essential to reducing health inequalities is not a task for primary care 

professionals alone. QNIS recommends that the evaluation of primary care not be 

undertaken in isolation from the larger societal context within which it increasingly 

works collaboratively. It would be unwise to separate entirely the consideration of what 

works within primary care from assessments of the local, regional and national efforts 

underway to transform the health of Scotland’s people and the wellbeing of its communities.  
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Health and Sport Committee 
 

21st Meeting, 2019 (Session 5) 
 

Tuesday 24 September 2018 
 

Healthcare (European Economic Area and Switzerland Arrangements) 
Act 2019 

 
Introduction 

1. This paper supports the Committee’s consideration of a consent 
notification sent by the Scottish Government relating to the following UK 
statutory instrument— 

• Healthcare (EEA and Switzerland Arrangements) (EU Exit) 
Regulations 2019 

2. The purpose of the instrument is to give effect to reciprocal healthcare 
arrangements with EEA countries and Switzerland following the UK’s exit from 
the European Union and the transfer of the duties. 

3. An electronic copy of the instrument is available at: 
http://www.legislation.gov.uk/ukpga/2019/14/contents/enacted/data.htm 

Background  

4. In anticipation of the UK leaving the EU, changes are required to devolved 
legislation by way of statutory instruments.  Under the European Union 
(Withdrawal) Act 2018, and where the Scottish Government considers a UK-
wide approach to the legislative changes would be appropriate (for example, to 
avoid duplication of effort, or where only technical or minor amendments are 
required), the UK Parliament can legislate on behalf of the Scottish Parliament.   

5. For each UK statutory instrument which relates to a devolved matter, 
Scottish Ministers have undertaken to write to the Scottish Parliament setting 
out its proposed consent in a consent notification. 

6. A protocol has been agreed which sets out the shared understanding 
between the Scottish Government and the Scottish Parliament on the process 
for obtaining the approval of the Scottish Parliament to the Scottish Ministers’ 
consent to the UK Parliament legislating on these devolved matters.   

7. Please note, this statutory instrument is being made in exercise of 
the powers conferred by sections 2(1) and (2)(h) and 7(2) and (3) of the 
Healthcare (European Economic Area and Switzerland Arrangements) Act 
2019 rather than the European Union (Withdrawal) Act 2018. For the 
purposes of parliamentary scrutiny, this instrument will be considered as 
if it was laid under the European Union (Withdrawal) Act 2018, with minor 
amendments to the above protocol. These are laid out in the 
parliamentary procedure below.  

http://www.legislation.gov.uk/ukpga/2019/14/contents/enacted/data.htm
http://www.parliament.scot/S5_Delegated_Powers/20180911CabSec.pdf
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8. The protocol states that the Scottish Parliament will normally have 28 days 
to consider a consent notification. 

9. The protocol also categorises UK statutory instruments as category A 
(minor or technical amendments), category B (more significant policy decisions) 
or category C (matters which should be subject to the existing joint procedure 
(an SI laid in both the UK and Scottish Parliaments)). 

Parliamentary procedure  

10. As the SI will not be made under the EU (Withdrawal) Act 2018 but under 
the Healthcare (EEA and Switzerland Arrangements) (EU Exit) Act 2019, 
following its consideration of a consent notification, a Committee can — 

• write to the Scottish Government at an early stage to confirm that 
it is content with the Scottish Ministers’ proposal to consent to the 
proposals being included in a UK SI. 

• Report to Parliament and recommend that 

i. it is content for consent to be given for a UK SI to be made 
in the UK Parliament only.  

ii. It is not content with the Scottish Government granting its 
consent and that it should instead seek an alternative 
legislative solution. 

Consent notification 

11. The Cabinet Secretary for Health and Sport wrote to the Committee on 12 
September 2019.  The Committee would normally be granted 28-days for 
consideration of the statutory instrument.  

12. However, the UK Government has asked for agreement to the 
proposed legislation by Monday 30 September. The UK Government had 
planned to lay the instrument on 2 October, but as a result of the 
prorogation of Parliament, it has now sought a new laying date. 
Agreement is sought by 30 September so that the instrument can be in 
force by exit day. 

13. Information about the legislative changes the SI seeks to make is provided 
in the consent notification which is set out at Annexe A.  Scottish Ministers have 
chosen the negative procedure to apply to the scrutiny of this statutory 
instrument in the Parliament. The Scottish Government has categorised the SI 
as category A because there is no significant policy decision for Ministers to 
make (other than that to continue the arrangements).  

Decision 

14. The Committee is asked to consider the instrument and determine 
whether it is content for the Scottish Government to give its consent for UK 
Ministers to lay a Statutory Instrument in the UK Parliament on this subject. 



HS/S5/19/21/3 
Annexe A 

Page 3 of 6 
 

 



HS/S5/19/21/3 
Annexe A 

Page 4 of 6 
 

 



HS/S5/19/21/3 
Annexe A 

Page 5 of 6 
 

 



HS/S5/19/21/3 
Annexe A 

Page 6 of 6 
 

 


	Agenda
	HS-S5-19-21-2 Witness written submissions
	HS-S5-19-PC-52 Primary Care Clinical Professions Group
	HS-S5-19-PC-63 Chartered Society of Physiotherapy Scotland 
	HS-S5-19-PC-68 Royal College of Occupational Therapists
	HS-S5-19-PC-26 British Dietetic Association Scotland Board
	HS-S5-19-PC-66 RCN Scotland
	HS-S5-19-PC-9 RCEM Scotland
	HS-S5-19-PC-77 QNIS

	HS-S5-19-21-3 Statutory Notification - Note by the Clerk



