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FINANCE COMMITTEE CALL FOR EVIDENCE 
 

PUBLIC BODIES (JOINT WORKING) (SCOTLAND) Bill: FINANCIAL 
MEMORANDUM 

 
SUBMISSION FROM BRITISH MEDICAL ASSOCIATION 

 

 

Introduction 
1. BMA Scotland welcomes the opportunity to provide the Finance Committee 
with written evidence on the Public Bodies (Joint Working) (Scotland) Bill which 
requires NHS boards and local authorities to integrate adult health and social care 
services.  
 
2. The British Medical Association is a registered trade union and professional 
association representing doctors from all branches of medicine.  The BMA has a 
total membership of around 140,000 representing 70% of all practising doctors in the 
UK.  In Scotland, the BMA represents around 16,000 members.   
 
3. In responding to the financial memorandum supporting this Bill, it is important 
to consider the context within which plans for integration are taking place. 
 
4. The single biggest challenge to health and social care services now and in the 
long term is the increasing number of elderly people with multiple physical problems, 
cognitive impairment and increasingly complex care needs.  Projected future 
demand for elderly care services indicate that there will be 21% more people aged 
75+ in Scotland by 2016, compared with 2006, and 83% more by 2031.  Assuming 
demand increases in line with this growth and that current service models remain the 
same, this would require an average real increase in the NHS budget of 1.2% per 
year, every year.  Healthcare spending is concentrated in the last year of life, but as 
people live longer, they are more likely to have more complex needs for both health 
and social care over extended periods1.  Older people’s social care budgets will also 
need to be increased significantly.  An aging population combined with a difficult 
public spending environment poses a very significant challenge. 
 
5. The Financial Memorandum sets out the costs associated with the 
introduction of the structures required to facilitate the introduction of integrated 
working, however it does not address the subsequent detail of the cost of integration 
of services and whether or not additional funding will be allocated to provide quality 
health and social care to local populations.  The BMA believes that while considering 
the primary legislation to establish the structures that will facilitate integration, it is 
vital that politicians consider the subsequent financial consequences of this 
significant reform of health and social care services. The primary focus of integration 
of care must be about improving outcomes for patients, not a cost saving measure.  
 
6. The British Medical Association has been involved in the consultation process 
in the lead up to the publication of this Bill, two BMA representatives also sit on the 
Government’s Bill Advisory Group. 

                                                      
1
 “Funding health and social services for older people – a qualitative study of care recipients in the last year of 

life”, Hanratty, B et al, Journal of the Royal Society of Medicine, May 2012 
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7. During the consultation process we raised the following points which have not 
been adequately reflected in the Bill or supporting information. 
 
International experience/evidence 
 
8. The current evidence regarding the impact of integrated care is comparatively 
limited.  While evidence from North America and Europe does indicate that 
integrated health and social are systems for older people demonstrate positive 
results on many indicators2, researchers have highlighted specific and significant 
gaps in the existing evidence base in relation to costs, patient experience and clinical 
outcomes3.  It is essential that care for individual patients is funded and provided as 
a whole package, for example that there are comprehensive and fully funded care 
plans in place and improved co-ordination following hospital discharge; fragmented 
care for older people should be replaced with an integrated care pathway co-
ordinated across the spectrum of care providers, including the third sector. 
 
Shifting the balance of care 
 
9. We support the aspiration to reduce acute hospitalisation, however the 
promotion of admissions avoidance, particularly of older people, must not restrict the 
appropriate access to the best care at times of medical need, and patient safety and 
quality of care must be prioritised at all times4.  The overall intention should be to 
maintain as many people at home as is possible, safe and appropriate, but there 
also needs to be recognition of, and planning for, an expansion in the number of 
those requiring some form of residential care.  While an increased proportion of 
patient assessment and care will be community based, quality hospital-based health 
care will need to be maintained and developed for those who need it.  No matter how 
well community-based services are planned and delivered, many patients will 
continue to require hospital assessment and treatment.  Growing numbers of frail 
elderly patients with multiple physical co-morbidities, and often with dementia, will 
produce significant pressure on hospital-based services, undermining the perception 
that the funding necessary for quality community-based healthcare can be found 
solely through the transfer of resources from secondary care.  There is an often an 
assumption that the only way to develop community services is to move funding from 
secondary to primary care, or health to social care, rather than considering the 
overall resource envelope and whether that needs to change. 
 
10. Due to already excessive levels of workload there is no capacity for general 
practice to take on any further planned (or unplanned) work without the addition of 
new resources, including significant investment in infrastructure.  A comprehensive 
assessment is needed of the likely resources, required to meet the needs in both 
primary and secondary care of a population with a higher proportion of elderly and 
very elderly patients and a rising prevalence of long term conditions.  Without 
adequate planning and investment for both sectors, Scottish Government to shift the 
balance of care and integrate adult health and social care may be unachievable5. 

                                                      
2
 Clinical and service integration: the route to improved outcomes, The King’s Fund, 2010 

3
 Integrating services without structural change, June 2012, Health Policy and Economic Research Unit, BMA 

4
 RCPE Briefing: Inappropriate admissions to hospital: myth versus reality, April 2012 

5
 General Practice in Scotland: the way ahead – progress report, BMA Scotland,  
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Comments specific to key points in the Financial Memorandum 
 
Support to third sector 
 
11. According to the financial memorandum, it is intended, via regulations, that 
integration authorities will be required to fully involve the third sector as key partners 
in strategic commissioning, locality planning and service delivery activity. We would 
agree that there is a need to engender closer working relationships between health 
boards, local authorities and the third and independent sector, but there should be 
clarity on the exact nature of this involvement, how representation would be 
achieved and perhaps more importantly how this non-statutory sector would have 
influence over the resources in the statutory health and local authority structures. 
 
Delegation 
 
12. The Financial memorandum supporting the bill highlights the intention to 
delegate resources between partners to create an integrated budget (paragraph 65).  
However the BMA believes that it would be essential for locality structures to have 
budgetary authority if they are to genuinely influence the provision of services locally.  
We would therefore welcome more information on the Government’s intentions as to 
how authority would be delegated between the Joint Integration Boards and the local 
structures. 
 
Clinical Leadership 
 
13. The financial memorandum has set out specific costs for ‘clinicians’ 
involvement in locality planning’ (Table 5) that is required for clinical leadership. 
 
14. An Audit Scotland review of Community Health Partnerships6 highlighted the 
lack of engagement of GPs as a key factor in the failure of many of these 
organisations and unless this is explicitly addressed during the legislative process, 
then there is a risk that the failures will be repeated.  During the consultation 
process, BMA Scotland has welcomed the Scottish Government’s commitment to a 
strengthened role for clinicians, but it must ensure that the new Joint Integration 
arrangements are clinically driven and supported by management to avoid the pitfalls 
of CHPs. 
 
15. It is vital, therefore,  that this funding for clinical leadership is protected and 
sustained, in order to allow clinicians to both be involved with and drive planning at a 
local level, there must be a clear commitment to value senior doctor time sufficiently 
and make time available in secondary care job planning or commission GP time.  It 
is essential that to ensure that doctors are supported to engage with the new the 
Joint Integration Boards or locality structures, that this resource is provided to back-
fill their clinical absence and ensure that patient care is not compromised as a result 
of clinical engagement.  For example, in the case of a GP, they may require to 
provide locum cover for time spent away from the practice undertaking their 
‘integration role’. 

                                                      
6
 Audit Scotland  Community Health Partnerships, June 2011 
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Harmonisation of terms and conditions 
 
16. In our evidence to the Health Committee, we have sought clarification that 
appointment of staff by a body corporate will be in line with current arrangements for 
negotiated TCS.  In relation to Section 2.4 of the Financial Memorandum, it makes it 
clear that under harmonisation of TCS, transfers will be made via TUPE rather than 
using a public sector exemption.  The flexibility within the legislation over the transfer 
(or not) of staff could result in a piecemeal picture of different structures across 
Scotland with some areas virtually unchanged, some with transfers between the pre-
existing employers in either direction and some with transfers into the new body 
corporate. 
 
 
 
 
  


