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HEALTH AND SPORT COMMITTEE  

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM: NHS HEALTH SCOTLAND, INFORMATION SERVICES 

DIVISION AND HEALTH PROTECTION SCOTLAND  

This submission is co-authored by the following NHSScotland organisations: 

• NHS Health Scotland1, which works to improve health and reduce health
inequalities.

• Information Services Division2 (part of NHS National Services Scotland), which
provides health information, health intelligence, statistical services and advice.

• Health Protection Scotland3, (part of NHS National Services Scotland), which
focuses on protecting the people of Scotland from infectious and environmental
hazards.

We are submitting a single response because the three organisations above will 
become part of the new national public health agency in Scotland – Public Health 
Scotland – on 1 April 2020. Public Health Scotland’s remit will involve providing 

national leadership around realising Scotland’s new Public Health Priorities,4 
including supporting primary care’s contribution to public health.  

Contact details  

If you have any questions or require further clarification on any point, please contact: 

Elspeth Molony  

Organisational Lead for Policy and Outcomes  

NHS Health Scotland  

elspeth.molony@nhs.net  

Response  

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?  

Reducing health inequalities 

1. There is evidence that making services universally available and accessible to all
people in proportion to their need (proportionate universalism) helps to reduce health
inequalities and improve the health of the whole population.5 This applies across

1 https://www.healthscotland.scot/ 

2 https://www.isdscotland.org/ 
3 https://www.hps.scot.nhs.uk/ 
4 Scottish Government and COSLA. Public Health Priorities for Scotland. June 2018. 
5 The Institute of Health Equity. Fair Society, Healthy Lives: The Marmot Review. 2010 
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public services, including primary care, and is advocated for by the Deep End GPs.6 
The idea is that:  

 “For those in the best circumstances, they and their communities need least support 

and intervention from public services. For those in the poorest circumstances, 
experience of poor health and its determinants is pervasive and leads to low-quality 
and reduced length of life. People in these circumstances, and in varying degrees, 
on the inequalities gradient, need support according to their need – an approach 
termed proportionate universalism.”7  

2. This approach would help tackle the Inverse Care Law, which states that “the

availability of good medical care tends to vary inversely with the need for it in the
population served.”8 The practical consequences of the Inverse Care Law limit the
capacity and capability of practices operating in disadvantaged areas to address
health inequalities and respond to public health challenges.9,10 ,11

3. Health inequalities are the unfair differences in people’s health across social
groups and between different population groups.12 There is a significant body of
evidence that the fundamental causes of health inequalities are rooted in the political
and social decisions and priorities that result in an unequal distribution of income,
power and wealth across the population and between groups.13

These fundamental causes influence the distribution of wider environmental 
influences on health, such as the availability of good quality housing, work, education 
and learning opportunities, as well as access to services, including GP services. 
Variations in access to primary care services experienced by different population 
groups can perpetuate and worsen inequalities.14  

4. To be effective at mitigating health inequalities, the way in which primary care
services are delivered should be proportionate to need and also adaptable to the
needs of people for whom standard pathways are not accessible. This may be due
to, for example, socioeconomic constraints, low health literacy, language issues, or
sensory impairment.15

5. Together we lead the Scottish Public Health Observatory (ScotPHO), which
published two reports16, 1717 earlier this year which show that health inequalities are
worsening in Scotland and that socioeconomic position is increasingly impacting on

6 GPs at the Deep End. Deep End Report 32: Project for 2019-2022. June 2019. 
7 NHS Health Scotland. Health Inequalities Policy Review for the Scottish Ministerial Task Force on Health Inequalities. June 
2013. 
8 J T Hart. The inverse care law. The Lancet Volume 297, Issue 7696, 27 February 1971: 405-412 
9 British Journal of General Practice What can the NHS do to prevent and reduce health inequalities? 2013; 63 (614): 494-495. 
10 British Journal of General Practice. General practice funding underpins the persistence of the inverse care law: cross-
sectional study in Scotland. 2015; 65 (641): 799-805. 
11 Deep End GPs. Deep End Report 32: Project for 2019-2022. June 2019.  

12 NHS Health Scotland. Health inequalities: What are they? How do we reduce them? July 2015. 
13 NHS Health Scotland. Health Inequalities Policy Review for the Scottish Ministerial Task Force on Health Inequalities. June 
2013.
14 NHS England. Improving access for all: reducing inequalities in access to general practice services. September 2018. 
15 NHS Health Scotland. Maximising the role of NHSScotland in reducing health inequalities. June 2017. 
16 Scottish Public Health Observatory. Recent adverse mortality trends in Scotland: comparison with other high-income 
countries. February 2019.  

17 Scottish Public Health Observatory. Socioeconomic inequality in recent adverse mortality trends in Scotland. February 2019. 
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how long we live for, and how long we live in good health. Life expectancy in 
Scotland has stalled and in our poorest areas, life expectancy has actually 
decreased. This underlines just how important it is that concerted action is taken to 
improve and protect health and people’s right to the highest attainable standard of 
health, and to reduce health inequalities.  

6. The Royal College of General Practitioners (RCGP) recommends18 the following
action to enhance the ability of general practice to respond to health inequalities and
other public health challenges:

a. Increase the overall size of the GP workforce and use incentives to attract more
GPs to under-doctored areas, particularly in areas where patient need is highest.

b. Rebalance resources towards general practice and wider primary care services,
especially in those areas where health inequalities are worst.

c. Ensure new models of care tackle, rather than exacerbate, health inequalities.

d. Create a supportive environment for GPs and their teams to take a more proactive
population based approach to preventing ill health.

e. Focus on continuity of care particularly in areas where a high number of patients
are living with multiple morbidities.

f. Fund outreach programmes to help excluded groups such as those with mental
health problems, learning disabilities and the homeless to access general practice.

7. Further, conducting Health Inequalities Impact Assessments (HIIAs) can help
ensure that actions taken by general practice reduce, rather than exacerbate, health
inequalities.19

Integrating public health and primary care 

8. A well-integrated health and social care system underpinned by a strong primary
care infrastructure should be a sound basis for ensuring a focus on the health and
public health priorities of local communities in Scotland. Further, there is evidence
that such a system, incorporating a strong public health approach is necessary in
order to achieve the optimum health of the population and individual patients.20, 21

9. The World Health Organization (WHO) conducted a review of different
approaches to integrating public health and primary care in particular and identified
“five primary care strategies and operational changes needed to integrate public

health actions into primary care”.ibid These are:

- Targeting health improvement actions and resources to the most disadvantaged
areas.

18 Royal College of General Practitioners. Treating Access: a toolkit for GP practices to improve their patients' access to primary 
care. 2014. 
19 http://www.healthscotland.scot/tools-and-resources/health-inequalities-impact-assessment-hiia/what-is-an-hiia  

20 Institute of Medicine. Primary Care and Public Health: Exploring Integration to Improve Population Health. 2012. 
21 World Health Organization. Primary health care: closing the gap between public health and primary care through integration. 
2018.
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- Building capacity in primary care to deliver proactive promotion and preventive
care.

- Working beyond basic, essential and limited packages of care to a full range of
services needed for first contact with the health system.

- Providing early interventions to prevent escalation of health care needs.

- Taking a broader perspective so that care for individuals is framed in the context of
population outcomes (e.g. equity and social cohesion).

10. Further to these strategies, the WHOibid identified several possible models
through which to achieve the integration, four of which are relevant for consideration
and comment within the Scottish context:

a. Public health professionals integrated into primary care: in Scotland this could
include alignment of local public health staff to GP clusters and support from the
Local Intelligence Support Team (LIST) (see paras. 20 - 21 below).

b. Public health services and primary care providers working together: exploration of
this is being taken forward by a group brought together by the Scottish Public Health
Network (ScotPHN). A key recommendation emerging from the discussions is the
creation of a national Primary Care Public Health Network. In addition to local and
national public health leaders, this would include GPs, dieticians, district nurses,
practice nurses, pharmacists, physiotherapists, and podiatrists. The idea is to create
an environment within which general practice and wider primary care teams are
supported and encouraged through data, skills and evidence provision to better
address local and regional population health challenges through more effective
planning.

c. Multidisciplinary training of primary care staff in public health: there is UK level
evidence that many GPs lack the skills and knowledge to deliver effective public
health interventions.22 In the future, Public Health Scotland will be well-placed to
explore mechanisms for development of such skills and knowledge with NHS
Education for Scotland.

d. Building public health incentives into primary care: consideration could be given to
including actions relating to the Public Health Priorities in Phase 2 of the General
Medical Services (GMS) contract negotiations and/or the next iteration of GP cluster
guidance.

Prevention activity 

11. There is evidence that appropriately targeted prevention activity, including ‘brief

interventions’ by GPs, are effective at improving health and are economically cost
effective.23, 24,25 It is also acknowledged that the childhood and adult immunisation

22 The King’s Fund. Health Promotion and Ill-health prevention. 2011. 
23 Saha S. et al. Are Lifestyle Interventions in Primary Care Cost-Effective? – An Analysis Based on a Markov Model, 
Differences-In-Differences Approach and the Swedish Björknäs Study. 2013. 
24 The King’s Fund. Transforming our health care system. 2015.  

25 Ngalesoni, F. N. et al. Cost-effectiveness of medical primary prevention strategies to reduce absolute risk of cardiovascular 
disease in Tanzania: a Markov modelling study. 2016. 
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programmes, currently being revisited through the Vaccine Transformation 
Programme,26 continue to make significant contribution to vaccine preventable 
disease.  

12. In addition to a lack of skills and knowledge, GPs identify lack of time, competing
priorities, workforce shortages, lack of support systems, and remuneration issues as
barriers to undertaking public and population health-focused activities, including the
prevention and early detection of disease.27

13. Longer appointment times delivered through GMS contract changes should allow
greater scope for such activity relating to smoking, weight, diet, exercise, alcohol and
drugs. Primary and secondary prevention of cardiovascular, stroke and respiratory
disease, diabetes, cancer and osteoporosis would be enhanced by such efforts.28

14. If GMS phase 1 changes are successful in delivering reduced workload for GPs
and their teams, increased capacity may be available for population health
approaches in key public health priority areas.

15. Ensuring equitable access to primary care is also central to delivering preventive
medical interventions and providing a gateway to a health-care system that delivers
effective interventions for the major causes of mortality, including cancer and
cardiovascular disease.29

Enabling wider use of information and intelligence in primary care 

16. To improve health and reduce inequalities it is necessary to understand the
health of a local community and the factors that shape it. Access to good quality
information and robust data is crucial to this. While there is a wide range of relevant
data sources available already, more needs to be done to assist GP Clusters and
others working in primary care to access and use the information and intelligence
they offer.30

17. ScotPHO brings together a wide variety of high quality data, profiles and reports
on the health of Scotland’s population. This includes online profiles which provide a

wide variety of data for local areas.31 Greater use of this sort of information would
help primary care to be delivered in a way that focuses on the health needs of local
communities. A key part of our mission as we move towards Public Health Scotland
is to continue to improve all the information tools and products we provide to make
information more accessible and relevant.

18. An important asset available locally are ISD’s Local Intelligence Support Team

analysts (LIST). This dispersed team offer analytical capacity and capability to
Health and Social Care Partnerships and to GP clusters in particular. They offer
access support in the use of a wide range of data, drawing on national and local
sources as appropriate. Examples might be profiling local populations, projecting

26 http://www.healthscotland.scot/health-topics/immunisation/vaccination-transformation-programme 
27 The King’s Fund. Health Promotion and Ill-health prevention. 2011. 
28 The King’s Fund. Transforming our health care system. 2015. 
29 Gulliford, M. Access to primary care and public health. 2017. 
30 ISD Scotland. A Guide to Primary Care Data Sources. April 2018. 
31 https://www.scotpho.org.uk/comparative-health/profiles/online-profiles-tool  
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future demand and looking at alternative models of service delivery and care – 
information that can help find potential answers to complex problems.32 

19. LIST works with GP Clusters across Scotland to support Cluster Quality working,
in particular intelligence-led influence and decision making. For example, GP Cluster
intelligence profiles using ISD data are being piloted by senior public health staff in
NHS Greater Glasgow and Clyde to act as a catalyst for data quality discussions and
agreed approaches to improving local population health.

20. There already exists a range of different insights drawn from national data that
are potentially important locally. Examples include the Burden of disease data33 and
infectious disease burden data which can also be used to model current and future
demand related to public health priority areas. Using standardised disease
prevalence rates could help partnerships and clusters to understand local population
health priorities, gaps in service provision and priorities for service development.

21. Among other relevant initiatives that are underway, we are developing public
health intelligence systems for measuring inequalities in access to health and social
care services, quality of care and treatment received, and health and social care
service outcomes by area-based deprivation classification. These could be used by
Health and Social Care Partnerships and GP clusters to aid the mitigation of health
inequalities using locally targeted service developments and interventions.

Question 2. What are the barriers to delivering a sustainable primary care 

system in both urban and rural areas?  

22. The barriers to delivering a sustainable primary care system in both urban and
rural areas are acknowledged to be complex and multifactorial. The barriers cross
over into issues for other sectors, including third sector sustainability generally and
also specific issues facing the sector in remote and rural areas.34

23. There is significant overlap between the changes needed to ensure that primary
care is delivered in a way that focuses on the health and public health priorities of
local communities highlighted in our answer to question one above, and the barriers
to delivering a sustainable primary care system. For example the Inverse Care Law
(see para. 4 above) and the barriers to undertaking public and population health-
focused activities identified by GPs (see para. 14 above) are significant barriers.

24. A greater focus on prevention activities across the wider public health system
could help with sustainability of the primary care system in both urban and rural
areas. Through public health reform, the Scottish Government has stressed the need
to tackle the social and economic determinants of health “and the need to

increasingly move towards the prevention of illness.”35 The ambition is to create “a

genuine ‘culture for health’ where citizens achieve the highest attainable standard of
health by both taking - and being empowered to take - responsibility for their own

32 https://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/Local-Intelligence-Support-Team/GP-
Clusters/  
33 http://www.healthscotland.scot/health-inequalities/impact-of-ill-health/burden-of-disease-overview 
34 Scottish Council for Voluntary Organisations. Third Sector Forecast. January 2019. 
35 Scottish Government. New national public health body 'Public Health Scotland': consultation. May 2019. 
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health and care, within an enabling environment that makes it possible for them to do 
so.” Public health Scotland will have a crucial role in supporting the public health 
system, of which GPs are a vital part, to work collaboratively to realise this shift to 
prevention.  

25. A number of briefings and reports from the Royal College of General Physicians
and the British Medical Association outline the issues from the perspective of the
profession and made recommendations. This includes the policy paper from the
Royal College of General Physicians Being Rural: exploring sustainable solutions for
remote and rural healthcare36 and the British Medical Association’s “urgent

prescription for general practice.”37

26. The Scottish Government established a short-life working group in 2016 in
recognition of the sustainability challenges facing practices across Scotland. The
Improving Practice Sustainability Group made recommendations in November
201638 and provided an update on progress towards implementation of the
recommendations in November 2019.39

27. With the majority of patient contact with the NHS occurring in primary care,
general practice is central to the delivery of effective public health interventions.
Issues of capacity and resource giving rise to current concerns regarding the
sustainability of general practice services are likely to have a direct bearing on the
ability of primary care to engage in the delivery of effective population health
improvements over time.40

Lack of reliable data 

28. There has been a lack of reliable data on workforce and workload capacity at a
primary care level, which is a potential barrier to delivering a sustainable primary
care system in both urban and rural areas. This may be remedied, at least partially,
by means of a new initiative (involving ISD) that is currently underway to gather data
from general practices.

29. There is also a lack of geographical analyses of data on the need for and supply
of primary care services. Such data could be used to reveal variation, desirable or
not, across similar or diverse environments and specifically contrast needs and
supply of primary care in urban and rural areas.

30. Geospacial analyses could help ensure appropriate access to services wherever
they are based; identify variation in need and capacity by geography; and support
joint planning of community functions and delivery of integrated services in both
urban and rural settings.

36 The Royal College of General Physicians. Being Rural: exploring sustainable solutions for remote and rural healthcare.
August 2014.
37 British Medical Association. Responsive, safe and sustainable: our urgent prescription for general practice. April 2016. 
38 Scottish Government. Improving Practice Sustainability Recommendations of the Short Life Working Group Report.
November 2016.
39 Scottish Government. Progress report based on the workings of the Sustainability Working group and the recommendations
of the 2017 Sustainability Report. January 2019.
40 The Kings Fund. Innovative Models of General Practice. June 2018. 
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31. Much of the health and social care data about people held nationally carries
postcodes of residence and Community Health Index (CHI) numbers. In some cases
(such as hospital admission) the data explicitly identifies the general practice of the
patient. These data can then be appropriately analysed at different geographical and
administrative levels for a variety of purposes. Equally importantly is that a much
broader account of the patient experience and the whole system can be described
through data linkage (where summary records on health and social care events for
individuals are linked across multiple sources and over time). This well established
process, with its appropriate safeguards in place, enhances understanding of the
health and care system and local populations.

32. The on-going development of the Scottish Primary Care Information Resource
(SPIRE)41 should, over time, contribute more and more to the intelligence available
to primary care. SPIRE provides a tool for GPs to build their own reports from the
patient information collected within the practices. In the future it will also allow
extracts of summary information for use at cluster and national level for a variety of
statistical and research purposes including geospacial analyses as required. SPIRE
data will enable greater geospacial analyses thus adding to our understanding of
variation geographically.

33. The creation of Public Health Scotland in April 2020 will also help to tackle this
barrier by bringing together the skills and expertise of Information Services Division,
Health Protection Scotland and NHS Health Scotland. Through evaluation of primary
care health service data and its relationship to the patient journey in secondary care,
PHS will demonstrate the public health impact of treatment and prevention allowing
refinement of patient management at local and national level.

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?  

34. NHS Health Scotland worked closely with the Scotland Government in the
development of the ten year monitoring and evaluation strategy42 for primary care.
The strategy spans a decade so as to allow sufficient time for the full effect of
changes instigated through primary care reform to be seen throughout the system.
However, while it may take at least ten years to fully achieve the primary care vision
and outcomes,43 the strategy recognises the importance of monitoring the progress
of implementation and evaluating the impact on outcomes in the short and medium
term. We are currently developing a report on the ‘State of Primary Care in Scotland’

which will pull together existing primary care data sources as a baseline for the
strategy, and identify data gaps.

35. The Primary Care Evidence Collaborative supports this work by exploring ways
to generate, coordinate and share primary care evidence on a ‘once for Scotland

41 https://spire.scot/ 
42 Scottish Government. Primary care: national monitoring and evaluation strategy. 2019. 
43 Scottish Government. Primary Care Outcomes Diagram. 2017. 
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basis’ and develop the primary care data landscape. The collaborative co-produced 
a detailed outcomes framework44 which maps out the changes that need to happen 
to realise the Scottish Government’s vision for primary care over the next ten years. 

The framework sets out intermediate outcomes for people, the workforce and the 
system.  

36. In order to develop an effective monitoring strategy the desired outcomes of any
primary care reforms need to be articulated first. For instance in order to understand
if primary care is better addressing health inequalities in the long-term we would
need to collect data on the impact of the new models of care on different population
groups, such as those experiencing deprivation, people living in urban and rural
settings, and those with protected characteristics.

37. Change in one area will affect other areas and therefore we would caution
against monitoring and evaluating specific areas of primary care reform, such as the
effectiveness of multi-disciplinary teams and GP cluster working, in isolation. Our
recommendation is an approach that looks at individual areas of change in addition
to, and embedded in, a ‘whole system’ approach to the evaluation of primary care

reform.

38. The monitoring and evaluation strategy for primary care is in the process of being
operationalised into a practical evaluation plan. Our recommendation is that this is
done over the next twelve months and that the focus is on evaluating outcomes
based on the GMS Contract and accompanying Memorandum of Understanding
(MoU) 45 in the first instance.

45 Scottish Government. Memorandum of Understanding between Scottish 
Government, British Medical Association, Integration Authorities and NHS Boards. 
November 2017.  

39. The MoU sets out six priority areas for development of services: the Vaccination
Transformation Programme, pharmacotherapy services, community treatment and
care services, urgent care, additional professional roles and Community Links
Workers. Core evaluation questions could be identified that apply to all six of the
priority areas also in addition to questions that are unique to specific professions or
interventions. The evaluation plan should clearly articulate the desired outcomes for
each of the priority areas (including multi-disciplinary teams and cluster working), the
monitoring data required and the resources that would be needed to conduct this
work.

40. Based on our extensive experience in both the fields of primary care and
evaluation, we have found that working together with those who are responsible for
developing and implementing the policy is essential. Therefore we recommend that
evaluation plans are drawn up in conjunction with the relevant primary care
workforce, patient groups, service planners and policy makers. An example of how
this might be achieved is provided in Appendix A.

44 Primary Care Evidence Collaborative. Outcomes Framework for Primary Care. 2018. 
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Appendix A: An example of how the effectiveness of multi-disciplinary teams 

could be evaluated  

Purpose: To identify the most appropriate methods to help us understand how multi-
disciplinary teams (MDTs) are being implemented and what difference they are 
making in primary care settings across Scotland.  

Suggested approach: Work with stakeholders and subject experts to: 

• Establish appropriate short and medium term outcomes which contribute to the
existing long term outcomes for primary care reform articulated by the strategy.

• Explore existing evidence – what do we already know about how MDTs are working
in primary care in Scotland?

• Identify evaluation questions – what do we need to know and how would we
measure achievement of goals?

• Identify and prioritise evidence gaps

• Scope and review data sources for validity, reliability and acceptability

• Develop, test and evaluate proof of concepts to fill evidence gaps with appropriate
methods and data sources

Areas to explore could include: 

• What data sources/methods could help to answer questions based on the primary

care outcomes framework about what impact the MDT had on outcomes for:

- people/patients, e.g. health and wellbeing, patient experience, patient satisfaction?

- the workforce, e.g. health and wellbeing, staff experience, staff satisfaction,
recruitment and retention?

- the system, e.g. equality of access, demand, sustainability, efficiency, (cost)
effectiveness, safety and quality?

• The potential of SPIRE, data linkage, experimental studies, statistical modelling,

health economics to inform learning and service development

• How NHS Health Scotland and Public Health and Intelligence (and from 1 April
2020, Public Health Scotland) can work with the wider Primary Care Evidence
Collaborative to complete the knowledge into action cycle and support primary care
improvement plans.
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Potential evaluation 
questions  

Approach/ measures Data sources 

 What do Primary Care 
MDTs look like across 
Scotland?  

 How are recruitment and 
retention rates changing 
over time?  

 Secondary analysis of 
specified data sources to 
better understand the 
shape and size of MDTs by 
practice characteristics 
over time  

 Description of size 
(headcount and whole time 
equivalents), shape 
(profession type, skill mix), 
governance arrangements, 
where are they based etc.  

 Primary Care Workforce 
Survey (2009-2017)46

 Workforce data extract 
(2019 onwards)  

 Primary Care 
Improvement Plans 

 What do we know about 
the roles undertaken by 
different professions within 
MDTs?  

 Is everyone working to 
the top of their licence?  

 Documentary analysis 
 Primary qualitative 

research  

 Scottish School of 
Primary Care –National 
Evaluation of New Models 
of Primary Care in Scotland 
47 

 University of Strathclyde 
Evaluation of Pharmacy 
Teams in GP Practice 48

 Local evaluations  
 In-depth case studies 

 What is the impact of the 
MDT on GP workload?  

 Data linkage  SPIRE  
 Manual data collection, 

e.g. week of care audit
Appointment book

 What impact does the 
MDT have on patient 
outcomes?  

 Are patients seeing the 
right person at the right 
time?  

 Analysis of the following 
by demographic:  

 Consultation rates 
 Waiting times  
 Activity data  

 Source 
 SPIRE 

 Morbidity and mortality 
rates  

 Prescribing rates  
 Referral rates  
 Unscheduled care use 
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 How are population 
health needs 
assessments and burden 
of disease data currently 
used in workforce 
planning and what is the 
potential to expand this?  

 Documentary analysis 
 Primary qualitative 

research  

 Primary Care 
Improvement Plans 

 Interviews/ focus 
groups with LIST 
analysts, GP Clusters and 
Health and Social Care 
Partnership Chief Officers  

 Does the GP footprint 
change over time?  

 Prescribing rates 
 Referrals to secondary 

care  
 Emergency admissions 

 SPIRE 
 Source 

 What is the public’s 
understanding and 
acceptability of the 
changes happening and 
planned in primary care? 

 Secondary analysis – 
do the responses differ by 
demographics?  

 Our Voice – Third 
Citizen’s Panel Survey on 
access to healthcare 
professionals other than 
doctors49

 Health and Care 
Experience Survey 
responses to questions 
around new models of 
care50

46 http://www.isdscotland.org/Health-Topics/General-Practice/Workforce-and-Practice-
Populations/Workforce/national_primary_care_workforce_survey.asp  
47 Scottish School of Primary Care. National Evaluation of New Models of Primary Care in Scotland. January 2019. 
48 University of Strathclyde. Evaluation of Pharmacy Teams in GP Practice. November 2018.   
49 Our Voice. Citizen Panel Survey on access to healthcare professionals other than doctors. January 2018.  
50 https://www2.gov.scot/Topics/Statistics/Browse/Health/GPPatientExperienceSurvey   
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM NHS 24 

NHS 24 Response 

1.1 Response to Question Set 

Page 58/59 of the report provides a good summation of the output on the 
consultation.  It should be noted that a range of national initiatives already in 
flight can help to drive forward the changes to support the next generation.  
Some examples of this include Citizens’ Jury outputs and the Health Literacy 

national work. 

1. 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 community wide approaches to wellbeing as outlined on Page 58 captures this
well.  Education through schools and colleges is an area of focus for NHS 24 in
promoting NHS inform as the national platform for health and wellbeing content.
Online health and wellbeing communities, moderated by an NHS organisation is an
area which could be developed with appropriate resources through existing services
such as NHS inform.  A national Service Directory, delivered by NHS 24 already
exists to provide information to local communities including traditional NHS services
such as GPs, Pharmacies, Opticians as well as those support and health and
wellbeing groups available in local communities e.g. walking groups, community
hubs etc.

• Patient Centred Services - NHS 24 is contributing in two key areas highlighted on
Page 58; Greater engagement with the patient population and Effective triage - NHS
24 has provided leadership and increased understanding of the need for relevant
and timely engagement with the patient population through a collaboration with
primary care.  NHS 24 through this same collaboration is demonstrating effective
management of primary care urgent demand through a triage model of care.  This is
effectively triaging 92% demand for ‘same and next day’ access away from GPs to
the multi-disciplinary team thereby enabling the role of ‘expert medical generalist’ to
flourish.

• Use of Technology -  NHS 24 is leading a programme of work to support online
access to primary care through ‘Primary Care Digital Services’ which will in the
current workplan provide a nationally assured consistent ‘digital front door’ to (as part
of a test of change) a number of practices with the intention of scale-up to a
nationally consistent approach.

NHS 24 has made a commitment in its own strategy to develop and improve
services according to user need, this includes improving access, through alternative
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channels including but not limited to webchat, AI, VC, messaging for those who do 
and do not use our services. 

There is certainly more to be achieved in this area and the use of technology to 
provide appointment details and reminders, engaging directly with health 
professionals without the need to access a GP is achievable through robust pathway 
development, can be delivered with the right level of focus and investment. 

The development of the National Digital Services platform, delivered through NHS 
NES is developing the infrastructure by which systems can be transitioned and/or 
developed to ensure connectivity across the system. 

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

• Investment
• A clear concise articulated single vision for the future of Primary Care/and the entire

system
• Education and promotion of consistent key messages
• Continued silo national board responses and independent delivery in pockets of

primary care.  Effective joined up collaboration is likely to yield increased benefits
and outcomes to the population we serve.

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?

• Role of NHS Health Improvement Scotland in relation to standards and best
practice?

• Role of NHS Health Scotland/new Public Health body in relation to health
inequalities?

• NHS 24 is developing an approach for its own services to address the needs of
people who do and do not currently access our services, as a result of existing
barriers of access.  This approach involves our user research function engaging with
those communities to understand need, the design and development of services will
be co-produced ensuring those users have a voice throughout those improvement
and developments of existing and new services.  Monitoring and evaluation of those
developments are core to achieving sustainable, fit for purpose services.

2. General Points for Consideration

2.1 In the first instance it may be useful to give feedback on areas that may
benefit from clarity and consideration;

Definition of ‘generation’

Wikipedia cites:
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“A generation is "all of the people born and living at about the same time,  regarded 

collectively." It can also be described as, "the average period, generally 

considered to be about thirty years, during which children are born and grow up, 

become adults, and begin to have children of their own. 

Generation is also often used synonymously with cohort in social science;  under this 

formulation it means "people within a delineated population who  experience the 

same significant events within a given period of time".” 

Is it the intention of the document to cover approximately the next 30 years 
and if so would it be useful to state that clearly? 

2.2 Approach to research 

The approach is clearly stated, however, NHS 24 would promote a User  Research 
approach to engagement with a targeted audience.  A closed question set, 
and a  general population target is more likely to answer the question hypothetically.  
Development of personas, such as heavy and light service users and developing  a 
set of Use Cases would provide a robust validated output.  

The content clearly outlines that the online survey was a self-selected mode of 
response, and is not a statistical exercise, it has to be noted that the majority of the 
respondents were female, white (94%) between 35 and 75 and educated to 
university degree level ( over 60%).  The young peoples’ forum was somewhat 

more diverse representation. The most recent Ofcom report  'Research into the 
media literacy of Adults 2019' - https://www.ofcom.org.uk/research- and-
data/media-literacy-research/adults/adults-media-use-and-attitudes cites that 
older people and those in less deprived areas are less likely to use technology.  
The health inequalities aspects of care  provision remain un-addressed in this 
report. 

2.3 Out of Hours Services 

The report covers Out of Hours services in point 39 under ‘other comments’. 

The out of hour's period covers all public holidays and 116 hours of the week. 
While it is accepted that the bulk of Primary Care will take place between 08.00 
and 18.00, it has to be recognised that the services provided when surgeries are 
closed need to be as safe and robust so the public can rely on sustainability 
should they become unwell and not be able to wait until next working day.  

Moreover, it is the provision of these services that will ensure that the public can 
access Primary care services OOH in a timely way, as their first choice of access to 
the NHS. This supports the reduction of non-emergency presentations to 
Emergency Departments and promotes care as close to home as possible. 
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Point 15, here there is a sentence that says “Use of out of hours (NHS 24) 

services”.   Out of Hours services consist of many more services than NHS 24 and 
this should be recognised. NHS 24 is the access point for many of these services. 

Point 8 possible typo ‘non expert medical generalist’.  Should this read ‘expert 

medical generalist’? 

It is clear that the public have great ideas about change and sustainability. 
What are the routes for evaluation of change and feedback? How is robust 
evaluation including academic evaluation provided for going forward?  Often the 
lack of academic assessment slows scalability and this is an  important point in 
supporting pace, scale and sustainability. 

It is of interest that Scottish Ambulance Service given its focus and visibility on 
bringing care to patients was not referenced in this report.  Does this suggest 
that the public have an awareness of the ‘emergency’ nature of that service? 

Under section 'Resources, Privatisation, paying for services and means 

testing – the current model' – point 105 on page 27 the report had variation in 
knowledge or the public around third sector, is it worth considering  how we can 
share the role currently and how to spread that widely so citizens know what to ask 
and when? 

2.4 Overall it was heartening to see how the public have engaged in this 
consultation and that their ideas align with the efforts of the Health and Social 
Care professionals who care for them on a day to day basis. From the views on 
robust self -care, self- responsibility of wellbeing and communities as providers of 
resilience it is inspiring to hear the views of those we serve. 
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM NHS Education for 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?

1.1 Primary care is the backbone of our healthcare systems – it is the key to continuity 
and integration, it is essential for patients, particularly those with complex needs1. It 
has been proven to be highly effective and efficient way to address the main causes 
and risks of poor health and well-being as well as handling the emerging challenges 
that threaten health and well-being tomorrow2. It addresses the health needs of all 
patients and improves the performance of health systems3.  

1.2 The training of general practitioners needs to continually evolve to reflect the 
changing needs of society, and to deliver the goal of the GP as the expert medical 

generalist4 at the centre of a multi-professional team working across an integrated 

health and care system which ensures that there is collaborative working between 
the public, voluntary and other sectors for the benefit of the local community.  

1.3 Some of these changes are already in train – for example, the educational reforms set 
out by the UK Shape of Training Steering Group5 are guided by the principal that 
medical education and training must be configured to meet the needs of patients, 
while needing to ensure that medical careers remain sustainable and fulfilling, and that 
central to the delivery of high quality care are those who work and aspire to work in 
our healthcare services.  

1.4 NES is already supporting these changes by delivering flexible training options for 
doctors in primary care, including a rural track training programme6 which delivers 
the UK GP curriculum in a remote and rural context, and developing a remote and 

rural credential7 to support trained GPs working in rural general hospitals. Alongside 
this, NES provides training fellowships, including in medical education, health 

inequalities, paediatrics and leadership training for GPs8.  

1.5 Although it takes 10 years to train a GP (5 years at medical school and 5 years in 
postgraduate training), it is recognised that this is the shortest training programme of 
any medical specialty in the UK. It will be essential, therefore, to ensure that resources 
continue to be available and refreshed to support the ongoing updating and 
continuous professional development9 of trained GPs, given the pace of change.  

1.6 Whilst recognising the key role of the GP in the primary care team, there is a need to 
ensure the development of the whole team. This will include supporting career 
frameworks for nurses working in the community, in district nursing, public health, 
health protection, children’s nursing as well as general practice nursing10.  
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Pharmacists, and pharmacy technicians working in primary care will also have a key 
role to play, as will practice managers11.  

1.7 It is of note that a key priority to emerge from the committee’s report, and key 

message from the panels was the development of appropriate technology in 

support of primary care, including an electronic patient record, shared with all 
relevant professionals – a single set of records integrated across all care services – 
and a consistent platform, used for electronic test results, correspondence, etc. 

1.8 In this context we would draw to the attention of the committee the development of the 
NES Digital Service – NDS12. A key deliverable of the Digital Health and Care 
Strategy is a national digital platform which enables citizens and the workforce to 
easily access and understand the information they need, where and when they need 
it. NES has been requested by Scottish Government to lead development of the 
national digital platform to replace the current model of multiple systems which has led 
to duplication and placed limitations on our use of data.  

1.9  The National Digital Platform will be developed with clinicians and the people who 
use services, to safely and securely deliver data to better support care, to allow for 
innovation and service development and to support research and the efficient use of 
services.’. The platform will be built, tested and rolled out through the development of 

products that improve the quality of patient care; and will connect to existing 
infrastructure to minimise disruption. 

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

urban and rural areas?

2.1 Central to the delivery of high-quality care are those who work and aspire to work in 
our healthcare services. Supply into the primary care workforce – across all 
professional groups – but particularly the medical workforce continues to present 
challenges.  

2.2 The number of medical graduates coming out of UK medical schools is currently less 
than the number of year one specialty training posts which we are seeking to fill to 
deliver the projected requirement for consultants and general practitioners. Substantial 
increases in medical undergraduate numbers have been announced both in 
Scotland and the UK, which will significantly improve the position, but it will be some 
years before these increased undergraduate intakes enter specialty training, and it is 
likely that further increases will be required.  

2.3 It is also the case that some specialties are more popular than others amongst 
medical graduates, although the service requires almost 1 in 2 graduates to work in 
general practice. Significant work is required, therefore, to encourage a higher 

proportion of medical graduates to enter GP specialty training. Initiatives which 
are planned or under way include (i) working with the Scottish Funding Council and 
Medical Schools to improve the image of general practice and to increase the 
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proportion of the undergraduate curriculum which is delivered in primary care,  (ii) 
increasing the exposure of early years (foundation) postgraduate trainees to general 
practice and (iii) working with the service to support more flexible approaches to 
working and training – including less than full time working and career breaks.  

2.4 The committee will be aware that following an announcement by the First Minster of a 
30% increase in GP training places in 2016, NES has substantially re-worked GP 
training programmes across Scotland, to both increase the number of programmes 
offered, and to improve their attractiveness. This has resulted in improved fill rates, 
and we expect to see almost a 30% increase in doctors completing GP training over 
the next 2 years.  

2.5  In addition to improving the supply into the GP workforce, a number of approaches to 
retaining the existing workforce are essential – including supporting existing doctors 
through providing coaching, supporting GPs to stay in practice through the ‘Stay In 

Practice Scheme’13, supporting doctors who have left clinical practice to return14, 
supporting those who (for personal reasons) reduce their hours to retain15 their skills, 
and supporting overseas16 graduates who come to work in the UK to make a smooth 
transition into UK practice.  

2.6 All of these initiatives, as well as those aimed at increasing the supply of the non-
medical primary care workforce, will require a substantial increase in the available 

educational capacity in primary care. For example, currently, only 9% of 
undergraduate medical education takes place in general practice – so the ambition to 
increase this to 25% will require considerable investment in additional teaching 
capacity.  

2.7 Similarly, there are substantial pressures on the available educational capacity for 
postgraduate training – of the 944 GP practices in Scotland, only 337 support the 
training of GPs, and only 105 support the training of early years (foundation) 
postgraduate trainees in a primary care setting. An education capacity group is 
currently exploring the capacity to deliver training of other health professionals within 
primary care, the role of clusters in teaching/training, and hub and spoke models to 
encourage non-training practices.  

2.8  The delivery of a primary care workforce for remote and rural Scotland is a key 
priority. We know from the extensive research into workforce development conducted 
and commissioned by NES17 that ‘location’ is a key driver of the choices doctors 
make about where they aspire to live, work and train. In short – doctors commonly 
aspire to live and work ‘where they came from’, and so the process of selection into 
undergraduate medical education is critical – not only in terms of widening access 
generally, but also in terms of ensuring access from a wide geographical area.  

2.9 NES has invested in education and training to support the remote and rural health and 
care workforce, through the Remote and Rural Health Education Alliance 

(RRHEAL)18 supporting inclusive access and at distance educational engagement. 
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RRHEAL develops educational tools and links to material specifically relevant to 
teams supporting health and social care for remote, rural and island populations of 
Scotland. 

2.10 For the medical workforce in rural areas, NES has put in place a dedicated (and 
popular) rural-track training programme, provides bursary support for training 
programmes in hard-to-fill areas, developed rural fellowships for GP’s following the 

completion of training, and is working with the service and the General Medical 
Council to develop a remote and rural credential as part of the ‘Shape of Training’ 

project.  

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?

3.1 Although primarily an area for the collection and analysis of data by NHS Boards, NES 
can support this area by building capacity and capability for Quality Improvement19 
across the public service through a range of educational programmes and resources. 
NES has developed a range of training materials and tools to help individuals and 
organisations improve their understanding and knowledge of Quality Improvement. 
Formal face-to-face Quality Improvement education programmes available include the 
Scottish Quality & Safety Fellowship, the Scottish Improvement Leader (ScIL) 
programme and the Scottish Improvement (SIS) programme.  

NHS Education for Scotland 
August 2019 

1 European Commission – Report of the expert group on health systems 2018 (Link)  
2 WHO Primary Health Care, February 2019. (Link) 
3 Van Weel C and Kidd MR Why strengthening primary health care is essential to achieving universal health 

coverage, CMAJ, 2018, 190, E463-E466 (Link) 
4 Hunter T, The expert medical generalist, BJGP, 2018, 68, 495-496. (Link)  
5 Report from the UK Shape of Training Steering Group (UKSTSG) 2017. (Link)  
6 MacVicar R et al, Training the rural GPs of the future. BMJ, 2012, 344. (Link)  
7 GMC Credentialing, 2019. (Link)  
8 NES GP Fellowships. (Link) 
9 Continuing Professional Development – CPD Connect (Link) 
10 Career development frameworks for nurses working in the community. (Link) 
11 Practice Manager Development (Link) 
12 NES Digital Service (Link)  
13 GP Stay In Practice Scheme (Link)  
14 Scotland GP Returner Programme (Link) 
15 Scotland GP Retainer Programme (Link)  
16 Scotland GP Enhanced Induction Programme (Link)  
17 NES Medical Directorate Education Research and Innovation Annual Report 2019 (Link) 
18 The Remote and Rural Healthcare Education Alliance (Link)  
19 Safety and Improvement Resources (Link)  
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM THE DIGITAL HEALTH & CARE INSTITUTE (DHI) 

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?

GPs and primary care often form a first point of call for patients. They are faced with the 
challenge of keeping up to date with large numbers of pathways and guidelines and 
associated updates. There is good quality support for patients from NHS and third sector 
however GPs do not have a consistent route to access assured quality advice. In the future 
IT support systems could offer GPs: 

• A bank of quality assured support materials
• Up to date pathways and national guidelines
• Support for referrals including seeking advice from secondary care
• Decision support, moving towards AI in support of referrals
• A bank of available local community referral options

These services must go beyond a website with downloadable PDF documents, and instead 
adopt modern, modular and open platform approach to allow the NHS’s knowledge to be 

properly curated and cascaded to a range of websites, apps and devices. 

Referrals will not always be for secondary care. For example, where dietary and exercise 
advice and support are necessary there is a need for good quality community-based 
services.   

There could be support and guidance for patients to access services such as exercises to 
try (for hip or knee pain for example) before presenting to primary care. For this to work 
there would need to be investment in these services such that they became the default first 
step.  

DHI’s co-design work supporting the Scottish Access Collaborative has shown that this lack 
of guidance, in addition to adversely affecting primary care practice, creates a large amount 
of unnecessary attendance across outpatient services. This also often results in poor 
patient experience and an increased burden on primary care as patients are repeatedly 
referred back and forth across the system. 

DHI is supporting the Scottish Government eHealth Clinical Decision Support Programme 
that is developing these kinds of ICT infrastructures. A case for further investment to 
progress this programme is currently in development. 

When looking at primary care there needs to be an increased recognition that current and in 
particular future challenges do not simply sit at the door of general practice and general 
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practitioners. All the key agencies and players across the primary care landscape need to 
reassess their current working practices and determine how in the future they can add the 
greatest value to our populations health and wellbeing at a time when the way our citizens 
live and coordinate their day to day lives is rapidly changing through the availability and use 
of technologies. For example, it is likely that over the next 5 to 10 years the supply of 
medicines will become less likely the exclusive preserve of community pharmacy but will be 
delivered by logistic companies or even direct from the manufacturer using Industry 4.0 
techniques. Rather than threatening community pharmacy this could create significant 
opportunities for pharmacy to become a major player in supporting individuals to make 
better informed health and lifestyle choices and to monitor and support people to deliver 
more of their own health and care services (for example manage their long-term conditions) 
empowered by technology. DHI is already working with Community Pharmacy Scotland to 
develop a technology supported future service offering that will look to secure a sustainable 
future for community pharmacy services with the pharmacy playing a more prominent role 
as a health and care hub for a community. This type of programme requires dedicated time 
and funding to secure real impact in the desired timescales. 

This type of thinking needs to be progressed across the other disciplines within primary 
care looking to step down care by activating and empowering people to do more for 
themselves, their families and their communities and by so doing create space and time for 
health care professionals to do more complex activities embedded within the community 
rather than defaulting to hospital supported care.   

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

urban and rural areas?

Despite recent increases in the use of remote blood pressure monitoring at scale in some 
parts of Scotland, overall Home and Mobile Health Monitoring technologies are not being 
fully capitalised upon.  

Current efforts are driven by the NHS and focused on procurement of devices and capacity 
building for doctors and nurses to distribute, troubleshoot and monitor the data from these 
devices as patients use them. 

The issue with this approach is that it is entirely dependent on top-down funding and 
implementation by the NHS and does not leverage the broader set of assets and 
capabilities in the community. It does not recognise that if remote monitoring continues to 
be based in GP practices, and is then scaled further through this model, that this will 
exacerbate the current sustainability issues. For example, detecting and treating the 
undetected hypertensive population in Scotland could double the related appointment load, 
adding 1.3 million extra appointments per year. 
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It also largely ignores the fact that people can purchase their own technologies, or that 
other care professionals or organisations can be better placed to support a remote 
monitoring method. 

To create a more sustainable system, the NHS must move from a role in implementing 
these technologies to instead fulfil a role that stimulates and then assures a marketplace of 
technology providers and community carers. This would require: 

1) Capacity building with service users, informal carers, community care organisations,
pharmacies, leisure centres, etc. to have both the infrastructure, skills and business /
service model to play a role in this system.

2) The NHS to provide a ‘digital front door’ to these actors, allowing them to integrate

their technologies with clinical systems. The National Digital Platform, developed by
NES Digital Service, could provide this service, and this can be prototyped quickly
within existing resources by DHI and partners over the next two years.

3) An understanding of a reimbursement model, that focuses on outcomes, and the use
of modern technologies to automate and reduce the cost model of the information,
clinical and financial governance of this kind of distributed approach.

4) An understanding of how to stratify the remotely monitored population, and create a
responsive service based on risk and need. This would mean moving large numbers
of people consuming routine appointments to a lighter touch model (for example
pharmacy drop in only when needed) and focusing GP time on complex care.

In addition, this approach must be considered on a networked / regional / national basis, 
working with organisations that can risk and resource pool across geographies. This is 
because, much like internet access and other basic utilities, big pharmacy chains, insurers, 
digital tech companies, etc. will focus their efforts and build digital capacity in urban 
environments where the economies of scale can help to sustain their business model.  

The public sector can incentivise and regulate this market in a way that allows groups of 
organisations and people to use common assets that are funded once for Scotland, 
reducing the inequality between urban and rural environments. 

The Scottish Government is already doing this through initiatives such as the Low Powered 
Wide Area Network contract it awarded recently. The issue, however, is that without 
coordination and capacity building, many rural organisations are not yet shouting loud 
enough for this kind of technology to be made available through the contract in their area. 

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?
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Focusing further on the use of digital technologies in the remote monitoring of long-term 
conditions, there are opportunities to engender multi-disciplinary team working while 
moving to an outcomes-based service and business model. 

Modern technologies can automate many of the governance mechanisms necessary to 
assure quality of service and prove it has been delivered. It is possible to allow a person or 
organisation outside of the immediate NHS governance to cheaply gather long term 
condition data while simultaneously proving its provenance and relevance, and this can be 
used to construct smart contracts that allow GPs to much more effectively and dynamically 
activate other community resources. 

For example, a blood pressure reading, submitted by a user from their own device, can be 
accompanied by proof that the device is regulated appropriately, that the person is 
competent in collecting the data, and that the data has been collected in compliance with 
SIGN/NICE guidelines. Further, that data could be accompanied by dynamically updated 
family history and demographic factors that would support risk stratification of remotely 
monitored populations. Then incentives can be introduced to third party services such as 
pharmacies to responsively titrate medications for ‘medium risk’ patients and enrol them in 
lifestyle change services (for example in conjunction with leisure centres) for top up 
payments. 

These sorts of methods are common place in many other sectors, and it is recommended 
that when service transformation is considered that we spend as much time thinking about 
the business model of a sustainable, distributed community service, as we do thinking 
about the clinical and technical components.  
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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM NHS Greater Glasgow and Clyde 

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

We welcome the report from the public panels and the focus on understanding how people 
want to be able to use and access services in future.   We have commented below on 
some of the specific priorities identified in the report 

The response takes account of the experience and direction of travel across NHSGGC, 
including the Primary Care Improvement Plans being implemented across the six Health 
and Social Care Partnerships in the NHS Greater Glasgow and Clyde area, and the wider 
direction of travel as set out in Moving Forward Together, Greater Glasgow and Clyde’s 
vision for the future of health and social care.  

We note the spread of views obtained through the public panels, survey and Scottish Youth 
Parliament engagement.   Primary care is a universal service which has to work for 
everyone, and we would be keen to see such engagement continuing to ensure that the 
views and needs of those who are less likely to participate are included, and to fully 
represent the demographics of those accessing primary care in Scotland.  

- Use of technology.     We welcome the focus on use of technology and see real
opportunities here. The Moving Forward Together programme recognises that digital
technology will be central to delivering the transformational change that is necessary in
order to support integrated health and social care teams in delivering new models of
care, and focuses on

- Improved communication and decision making support
- Integrated comprehensive care plans
- Integrated comprehensive health and care records

Use of technology underpins new ways of working across professions and agencies;  
however, models of care will also need to adapt to take advantage of that and there are 
some key enablers which are required to support this including robust information 
sharing agreements.   Care should be taken not to skew priorities and to ensure that 
those who cannot access technology are not disadvantaged.  We note the strong view 
that face to face contact with a trusted health professional who knows the individual 
remains important for diagnosis and ongoing care so it is important that technology is 
used to free up time for face to face contact for those who need it and for complex care;  
reviewing results or monitoring, video or telephone consultations all require time from 
health professionals and it is important that this is prioritised according to clinical need.   

- Community wide approach to well being.   We strongly support this and there have
been some good examples across NHSGGC including the embedding of money advice
workers in general practice, the development of Linkworkers and Community
Connectors and Care and Support Planning (based on the House of Care model) which
takes a ‘more than medicine’ approach to identifying the range of supports beyond
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healthcare which an individual may need.   The development of clusters of GP practices 
provides greater opportunities to understand the specific local needs and range of 
supports available in communities.    

- Patient centred approaches to accessing services.    We note the desire for
extended access to primary care.   Although the report focuses largely on ‘in hours’
primary care provision, it is important to develop this alongside the development of ‘Out
of Hours’ services and to consider the network of services available over a 24 hour
period including the use of technology as above.   Simply extending the opening of
practices under the existing model would require considerable additional primary care
practitioners at a time when recruitment is already challenging, and may impact on the
core services already being provided.  The evidence of uptake of the existing extended
hours enhanced service should be considered, alongside the evidence from extended
access in England.   The needs of all ages should be taken into account.   We would
support flexible local service planning based on an understanding of the needs of the
specific practice or cluster populations and the full range of services available in the
community.

- Service / workforce planning.    We agree that service planning based on robust
intelligence about the needs of the local population is essential.  The development of
extended multi-disciplinary teams requires robust long term workforce planning focused
both on the numbers of staff available and the future skills requirements, as well as
support for effective multi disciplinary team working.     Improved data to support
workforce planning, including independent contractors, is essential.     At a patient level,
Anticipatory Care Planning should increasingly be used to shape service requirements
and access to appropriate supports.   The model of General Practice where there is a
registered patient list with care provided over the life course is a huge opportunity for
population based service planning.

- Health and Social Care.   The integration of community health and social care for
children’s, adults and older people services through new Integration Joint Boards is a
significant opportunity to improve how services work together around individual needs.
The development of extended multi disciplinary teams around practices and clusters is a
further opportunity to ensure that services are working effectively together around the
patient.   There have been good examples of this, for example through the Govan SHIP
model developed in Glasgow.  We agree that improving connectivity between IT
systems and improvements in data sharing would improve the co-ordination of care and
consequently provide substantial benefits to patients.

- Finance.   There is strong international evidence that health systems with strong
universal primary care services are associated with improved outcomes, equity and
cost effectiveness.  Investment and expansion in primary care is therefore key to
effective use of public funding.  The close alignment of primary care and third sector
services is also vital especially if we are to further promote the preventative agenda and
we support the priority of more sustainable funding for the third sector.

- Prevention focus.    While we note the enthusiasm for health ‘MOTs’ and regular
checks, any developments in this area should be strongly evidence based and there is
very limited evidence of effectiveness and impact (see for example the evaluation of the
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NHS England health checks programme).    Primary care provides universal health 
coverage, and it therefore has a major part to play in the primary prevention of disease 
and the prevention-based management of people with establish long-term conditions. 
This should be responsive to the particular demographics and health needs of local 
populations.    The health profile for NHSGGC shows, for example, higher rates of 
mental health disorders, substance use disorders and chronic liver disease as well as 
self harm and interpersonal violence.   Much of this is explained by the age and 
deprivation profiles across GGC, and means that across primary care we need a 
stronger focus on mental health, mental wellbeing, substance misuse and interpersonal 
violence, blending prevention, treatment and support through more integrated working 
between GP practices, community services, patients and their families.   We also need 
continued public health intelligence to understand the needs, experiences and assets of 
the population.   And continued work with partners to tackle the fundamental causes of 
poor health and inequalities.    This includes applying a life course approach, 
recognising the importance of a healthy start in life and the need to maximise 
opportunities for health and wellbeing at all life stages. 
Primary care continues to have a vital role in ensuring high levels of uptake for 
population wide screening and vaccination programmes which are key prevention 
measures.  
We note that on average 90% of people contact their GP practice over the course of a 
year. Dentists, optometrists, community pharmacists and, increasingly, other members 
of the wider multidisciplinary team offer direct access for a range of conditions and for 
supported self care.   This network provides an opportunity to support population health 
including the challenge of multimorbidity using the ‘Four Cs’ framework: 

- Contact – accessible care for individuals and communities
- Comprehensiveness – holistic care of people – physical and mental health
- Continuity – long term continuity of care enabling an effective therapeutic

relationship
- Coordination – overseeing care from a range of service providers.

The NHSGGC Moving Forward Together vision for primary care and community services is 
that we should develop services which: 

- Have a focus on the GP in their expert medical generalist role and the development of
multidisciplinary teams working together with GP practice populations, building on the
list based system of primary care, to ensure that people can access the right
professional at the right time and to have more time with that professional when
necessary

- Ensure the ability of the integrated community network to take a coordinated approach
to supporting people with complex needs, through stronger links with all care groups to
support individuals with multiple and enduring complex needs across our services.
People with complex needs can have multiple areas of need such as mental health,
physical health and disability, learning disability and alcohol and or substance misuse or
dependency issues

- Recognise that people with complex needs present with a range of issues and will
require varying levels of support. Effective support for people with complex needs
should offer trauma informed approaches with emotional support or assistance to
access care appointments, care management and referral or signposting to community
supports
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- In each HSCP and locality bring services together in a virtual network or in some places
a single physical hub from which services reach out

- Have a clear strategy for the development of community-based premises and
accommodation to ensure that premises are fit-for-purpose and support the new models
of working at practice, cluster, health and care centre or community network levels

- Balance local accessibility with co-location to meet need and provide safe and effective
delivery of services

- Support people to access additional support if their needs are increasing with timely
referral to the appropriate primary or community services, or other appropriate support
at point of crisis as well as support to engage with training and employment
opportunities when ready.

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

NHSGGC’s Moving Forward Together strategy identified the drivers for change for primary 
and community services which reflect some of the barriers and challenges.   These include 

- Demand associated with the changing demographic profile with age and deprivation key
drivers of demand in primary care and community services. As well as an ageing
population there has been an increase in multimorbidity across all age groups and
therefore an increase in the complexity of care required, which necessitates different
ways of working.

- Service sustainability. A number of services have experienced specific issues with
recruitment and retention. Within primary care, the new GP contract has in part been
driven by a recognition of the pressures on service sustainability in general practice and
the need to develop a wider team to deliver services. Recruitment and retention retain a
challenge, and there is a specific need to support GPs in partnership to maintain access
to local general practice.

- Financial environment.   Over recent years there has been pressure on the delivery of
community-based services and there must be a focus on developing sustainable and
efficient service models which are appropriately resourced.

- Community infrastructure.   There have been several innovative health and social care
centre developments in recent years which have created high quality accommodation in
communities and enabled co-location and supported joint working. Technology enabled
networking of teams provides opportunities for virtual co-location without the need for
physical co-location. Across the community there is a need to invest in infrastructure to
ensure the capacity for the sustainable high quality community based care we are
seeking to deliver.

Specific challenges identified during the development and implementation of the Primary 
Care Improvement Plans include: 

- The availability of suitably qualified and skilled staff, including general practitioners,
nurses, MSK physiotherapists and pharmacists.

- Age profile of the GP and nursing workforce.
- Scale of the workload for many practitioners working in primary care
- Challenges in sustaining out of hours provision under the existing model
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- Shared / single IT system across primary care including links to other systems, that
provides safe and effective care and provides the data for monitoring and evaluation

- Availability and suitability of premises across the primary care estate, to meet new
models

- The scale of change required and the skills to support that.
- The changing nature of the population and needs as described in the first section, and

the need for local flexibility to identify and respond to those needs including greater
complexity, needs associated with concentrations of deprivation in urban areas and the
specific health profile in GGC.

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?

A local evaluation framework has been agreed within NHSGGC which is seeking 
to answer a number of key questions on the implementation and impact of the new 
contract and establishment of the multi disciplinary team. Baseline measures are 
currently being established and the next phase of evaluation will focus on outcomes at 
patient, practice and wider system level. This will be informed by improved data 
available nationally on activity and quality indicators. The key questions for the 
evaluation are: 
- Have we shifted non-complex work to the wider MDT and concentrated complexity

on GP resource?
- Are the new ways of working improving professional satisfaction and sustainability

in primary care?
- Are patients confident and satisfied in their use of the new primary care system? -
- Are patient outcomes and safety sustained and improved under the new system?
- Have we improved equity across primary care?
- What are the impacts of the new GP contract on the wider health system (not just

healthcare)?

The development of GP clusters has been welcomed and enables peer review and support 
for locally relevant quality improvement activities, supported by tailored data and 
intelligence on practice and outcomes.   Greater transparency of outcomes and quality 
indicators would be helpful to provide assurance about quality and the impact of changes.   
Existing mechanisms, such as the Health and Care Experience survey, should be reviewed 
as changes take place across primary care to add to understanding of the impact and 
effectiveness.   

 NHSGGC 
27 August 2019 
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