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The Committee will meet at 10.15 am in the James Clerk Maxwell Room (CR4).
 
1. Decision on taking business in private: The Committee will decide whether

its consideration of a draft report to the Finance Committee on the Scottish
Government's Draft Budget 2015-16 should be taken in private at future
meetings.

 
2. Subordinate legislation: The  Committee  will  consider  the  following  negative

instruments—
 

Scotland Act 1998 (Agency Arrangements) (Specification) Order 2014
(SI/1892)
Food Hygiene and Official Feed and Food Controls (Scotland) Amendment
Regulations 2014 (SSI 2014/213)
 

3. Draft Budget Scrutiny 2015-16: The  Committee  will  take  evidence  on  the
Scottish Government's Draft Budget 2015-16 from—

 
Dr Andrew Walker, University of Glasgow;
 
Professor David Bell, University of Stirling;
 

and then from—
 

Rachel Cackett, Policy Adviser, Royal College of Nursing Scotland;
 
Jill Vickerman, Scottish Secretary, British Medical Association (Scotland);
 
Annie Gunner Logan, Director, Coalition of Care and Support Providers in
Scotland;
 
John Gallacher, Scottish Organiser, UNISON;
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Health and Sport Committee 
 

27th Meeting, 2014 (Session 4), Tuesday, 28 October 2014 
 

Subordinate Legislation Briefing 
 

Overview of instrument 

1. There are two negative instruments for consideration at today’s meeting.  

2. A brief explanation of the instruments, along with the comments of the 
Delegated Powers and Law Reform Committee, is set out below. If members 
have any queries or points of clarification on the instrument which they wish to 
have raised with the Scottish Government in advance of the meeting, please 
could these be passed to the Clerk to the Committee as soon as possible.  

Details on SI 2014/1892 

3. Scotland Act 1998 (Agency Arrangements) (Specification) Order 
2014 (SI/1892) The Order is to enable the Scottish Ministers to deliver a 
health and work assessment and advisory service in Scotland on behalf of the 
UK Government, which will provide occupational health assessments to 
persons resident in Scotland who are absent from employment, or at risk of 
being absent from employment, due to sickness; advice to persons in 
connection with those assessments; and occupational health and related 
advice. 

4. The Policy Note is at Annexe A. 

5. There has been no motion to annul this instrument.  

6. The Delegated Powers and Law Reform Committee has not made any 

comments on this instrument. 

Details on SSI 2014/213 

7. Food Hygiene and Official Feed and Food Controls (Scotland) 
Amendment Regulations 2014 (2014/213) This instrument amends the Food 
Hygiene (Scotland) Regulations 2006 and the Official Feed and Food Controls 
(Scotland) Regulations 2009, to provide for the enforcement in Scotland of the 
provisions of two EU Regulations. 

8. The EU Regulations are: (i) Commission Regulation (EU) No. 579/2014 
granting derogation from certain provisions of Annex II to Regulation (EC) No. 
852/2004 as regards the transport of liquid oils and fats by sea; and (ii) 
Commission Regulation (EU) No. 704/2014 amending Regulation (EU) No. 
211/2013 on certification requirements for import into the Union of sprouts and 
seeds intended for the production of sprouts. 

9. There has been no motion to annul this instrument. 

http://www.legislation.gov.uk/uksi/2014/1892/contents/made
http://www.legislation.gov.uk/uksi/2014/1892/contents/made
http://www.legislation.gov.uk/ssi/2014/213/contents/made
http://www.legislation.gov.uk/ssi/2014/213/contents/made
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10. The Delegated Powers and Law Reform Committee has not made any 

comments on this instrument. 

Bryan McConachie 
Committee Assistant 
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Annexe A: Policy Note Scotland Act 1998 (Agency Arrangements) 

(Specification) Order 2014 (SI/1892)  

POLICY NOTE 

 

THE SCOTLAND ACT 1998 (AGENCY ARRANGEMENTS) 
(SPECIFICATION) ORDER 2014 
 

2014/1892 

 

Introduction 

 

This policy note has been prepared by the Scottish Government and is laid 

before Parliament. 

 

The Scotland Act 1998 (Agency Arrangements) (Specification) Order 2014 is 

made in exercise of the power conferred by section 93 of the Scotland Act 

1998. The instrument is subject to annulment by either House of the UK 

Parliament and is also subject to negative procedure in the Scottish 

Parliament. 

 

Policy Objectives 

 

The purpose of this instrument is to allow a Minister of the Crown to make 

arrangements for certain of the functions of the Secretary of State for Work 

and Pensions under section 2 of the Employment and Training Act 1973 and 

section 3 of the Social Security Act 1998 to be exercised by the Scottish 

Ministers. This will enable the Scottish Ministers to deliver a health and work 

assessment and advisory service in Scotland on behalf of the UK Government, 

which will provide occupational health assessments to persons resident in 

Scotland who are absent from employment, or at risk of being absent from 

employment, due to sickness; advice to persons in connection with those 

assessments; and occupational health and related advice. 

 

November 2011 saw the publication of "Health at work - an independent 

review of sickness absence". This review gave a comprehensive analysis of 

the current system and identified a lack of access to independent 

occupational health advice as one of the key barriers preventing many people 

from returning to work. 

 

The Scottish Government published a response to the review in February 

2012, broadly accepting the recommendations but noting that these mainly 

related to reserved matters. 
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In the UK Government response, “Fitness for work: the Government response 

to ‘Health at work – an independent review of sickness absence’”, published 

in January 2013, the Department for Work and Pensions announced its 

intention to launch a new health and work assessment and advisory service 

across Great Britain to make independent occupational health advice more 

readily available to employees, employers, and General Practitioners (GPs) 

so they can better manage sickness absence. 

 

The review can be accessed here: 

https://www.gov.uk/government/publications/review-of-the-sickness-absence-

system-in-great-britain.  

The Scottish Government response can be accessed here: 

http://www.scotland.gov.uk/Resource/0041/00411536.pdf.  

The UK Government response can be accessed here:  

https://www.gov.uk/government/publications/government-response-to-the-

review-of-the-sickness-absence-system-in-great-britain. 

 

By making occupational health expertise more widely available to employees, 

employers and GPs, the new service is intended to support a reduction in the 

length of sickness absence and reduce the resulting impacts on, individuals, 

employers and the State. 

 

The service will deliver both specialist occupational health assessment and 

advice in respect of employees absent from work due to sickness, and 

general health and work advice to employees, employers and GPs.  

 

The service will have both an advice and an assessment element: 

 

Advice: Employers, employees, the self-employed and GPs will be able to 

access, through a website and phone line, advice to assist with issue 

identification, adjustments and self-help for common obstacles preventing a 

return to work or to support employment.  

 

Assessment: Once an employee has reached, or is expected to reach, four 

weeks of sickness absence, with their consent, they will normally be referred 

by their GP for an assessment by an health professional with skills in 

occupational health assessment. This will identify all the obstacles preventing 

a return to work, and any measures, steps or interventions that would facilitate 

a return to work. All referrals will be case managed whilst they are with the 

service and employees will receive a Return To Work Plan, elements of which, 

with the employee’s consent, will be shared with their GP and employer. In 

certain circumstances, to be set out in guidance, employers will also be able 

https://www.gov.uk/government/publications/review-of-the-sickness-absence-system-in-great-britain
https://www.gov.uk/government/publications/review-of-the-sickness-absence-system-in-great-britain
http://www.scotland.gov.uk/Resource/0041/00411536.pdf
https://www.gov.uk/government/publications/government-response-to-the-review-of-the-sickness-absence-system-in-great-britain
https://www.gov.uk/government/publications/government-response-to-the-review-of-the-sickness-absence-system-in-great-britain
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to refer an employee to the service if the GP has not done so by the four week 

point. 

 

Referral to the assessment service has been pitched at four weeks sickness 

absence, as evidence suggests that it is after this point when it becomes more 

likely that a longer term absence will occur and there is an increased chance 

of the employee going on to claim benefits.1  GPs will however be able to refer 

to the service before four weeks sickness absence is reached, where the GP 

considers it appropriate (guidance will be provided).  

 

The assessment service is currently intended to provide occupational health 

assessments only to employees absent from employment due to sickness. 

However, the drafting of the Order allows for future policy change to include 

other groups, such as those that are not currently absent from employment 

due to sickness but are at risk of sickness absence.   

 

The new service is to be established under section 2(1) of the Employment 

and Training Act 1973, which gives the Secretary of State for Work and 

Pensions power to “make such arrangements as he considers appropriate for 

the purpose of assisting persons to … obtain and retain employment”, and to 

incur expenditure to do so. The subject matter of this Act is reserved to GB 

(with some exceptions not relevant to this Order); and transferred with respect 

to Northern Ireland. 

 

The new service will be delivered in England and Wales through a supplier 

procured in open competition. Following consultation between DWP and the 

Scottish Government on the design and implementation of the service, DWP 

and Scottish Ministers have agreed that the Scottish Government should 

deliver the service in Scotland on behalf of the UK Government, specifically 

by building on existing arrangements with bodies in NHS Scotland 

accountable to the Scottish Government.   

                                   

The rationale for this agreement is that in Scotland there is already a relatively 

developed public sector health, work and wellbeing infrastructure in place, 

which includes occupational health, rehabilitation and other services. This has 

been developed in part from experience of rolling out programs which were 

                                                           
1 Black C, Frost D (2011) ‘Health at work - an independent review of sickness absence’ DWP - 

available at https://www.gov.uk/government/publications/review-of-the-sickness-absence-

system-in-great-britain 

 

 

https://www.gov.uk/government/publications/review-of-the-sickness-absence-system-in-great-britain
https://www.gov.uk/government/publications/review-of-the-sickness-absence-system-in-great-britain
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supported and partly funded by DWP, including the Occupational Health 

Advice Line pilots and, Scotland-wide, the Fit for Work pilot. By building on 

this existing capability and expertise, delivery of this service in Scotland by the 

Scottish Government should support the delivery of a high quality service to 

Scottish users while also providing greater value for money.  

 

In order to facilitate the delivery of the service in Scotland by the Scottish 

Government, this Order is required to specify the functions which the Scottish 

Ministers can exercise, on behalf of the Secretary of State for Work and 

Pensions. Section 3 of the Social Security Act 1998 has been specified to 

enable arrangements to be made for information to be shared between DWP's 

service providers (including those instructed by Scottish Ministers pursuant to 

the arrangements) and the Scottish Ministers for the purposes of, or for any 

purposes connected with, the new service. 

 

Legislative Context 

 

Section 93(1) of the Scotland Act 1998 enables a Minister of the Crown to 

make arrangements for any of that Minister’s specified functions to be 

exercised on that Minister’s behalf by the Scottish Ministers; and the Scottish 

Ministers may make arrangements for any of their specified functions to be 

exercised on their behalf by a Minister of the Crown. By section 93(3), 

functions to be subject to such arrangements must be specified in an Order in 

Council. 

 

Consultation 

 

Prior to the publication of the Government response to the independent 

review of sickness absence in January 2013, consultation with stakeholders 

across GB took place on the proposals for a new health and work assessment 

and advice service.  

 

Following publication consultation continued, and informed the design of the 

service. This consultation involved a series of stakeholder events with 

representatives of organisations from occupational health; healthcare 

professionals, including GPs; employers, including Small and Medium 

Enterprises; employee representatives, including from special interests such 

as from charities and unions; and the devolved administrations.  

 

This consultation with stakeholders indicated widespread support from 

employers, healthcare professionals, and employees for a service that assists 

employees to return to work, while indicating some points to consider for the 

detailed design of the service. For instance GPs and employee 
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representatives highlighted the need for the service to take account not only 

of health related issues but also workplace issues and non-health/non-work 

related issues that do, or could, prevent the employee from returning to work. 

The service has as result been designed to deliver biopsychosocial 

assessments and advice which adopt a holistic approach. 

 

Impact Assessments 

 

A Business and Regulatory Impact Assessment has not been prepared for 

this Order as it will have no impact on business or civil society organisations. 

 

 

Monitoring and Review 

 

There is no need for review or monitoring as any arrangements made as a 

consequence of this Order will be subject to individual agreements. 
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Scottish Government Draft Budget 2015-2016 

Dr Andrew Walker, University of Glasgow 

I have submitted comments under three headings 

(1) Answers to the seven questions sent by the Committee 

(2) Specific points not covered by the seven questions 

(3) General comments on the health chapter of the budget 

Summary 

The range of health targets in the National Performance Framework is 

appropriate. The way the target is defined and measured may create 

additional issues and the Committee may wish to call for additional evidence. 

Performance is generally good, although the Committee may want to explore 

why some public health indicators appear to be static – are enough resources 

being committed to these areas? 

The indicators themselves are not easy to track down online and the 

Committee may wish to recommend they are made more user friendly and 

given more prominence. 

The links between the indicators and the draft budget are not always obvious. 

I have commented in more detail on new medicines expenditure and budget 

plans: 

In the recent past the NHS has spent about £10m extra per year on 

average on medicines 

In 2013 a fund for medicines for rare conditions was established, for 

£20m 

This has now been extended to a New Medicines Fund (NMF) of £40m 

The fact the NMF is four times the annual increase shows the 

difference this has made. 

However: 

It is not clear how the £40m figure was arrived at, it is less than earlier 

evidence suggested. 

It is not clear if SG sees this as a temporary solution or a permanent 

one. 

It is not clear how SG will prevent medicines building up in the NMF 

with the result that the budget will have to steeply increase. 

While NMF may serve a purpose in terms of reassuring the public 

about the universal cover of the NHS, under reasonable assumptions 

the health gain is a fraction of that available from spending the money 

on frontline services.  
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SECTION ONE: The Committee’s Seven Questions 

The Committee asked:  

(1) Are targets for health, as set out in the National Performance 

Framework, appropriate and are they being progressed? 

(2) Is the allocation of resources in line with the Scottish Government’s 

stated aspirations? 

(3) Is variance between targets and outcomes being assessed? 

(4) How are we mitigating pressures on health spending? 

(5) How are we ensuring the quality of outcomes for patients? 

(6) How are we planning for change (particularly health and social care 

integration)? 

(7) What will be the impact of the health budget on (i) equality groups, (ii) 

health inequalities and (iii) climate change policies? 

I cannot answer all of these – for example I can see no information in the draft 

budget document (or other easily accessible SG documents) that allows me to 

answer question 3, 4, 5 or 6 from an evidence base. 

Here are my comments where I could find and interpret the information. 

Are indictors for health in the NPF appropriate? 

Indicators cover public health and health care issues, with a balance in favour 

of the former; the range thus seems appropriate. 

The way each indicator is defined, measured and interpreted would require an 

issue-by-issue analysis; I would be happy to provide that if the Committee is 

minded to pursue this point. 

Performance against indicators 

There are successes: on the public health side, children’s dental health and 

healthy weight has improved, and on the health care side peoples’ rating of 

their experience as an inpatient improved, the number of alcohol-related 

admissions fell and there was better support for people with care needs. 

Two indicators got worse: these were self-assessed general health and public 

perceptions of the quality of public services. 

A possible issue is that for five of the public health indicators the numbers 

stayed the same – this may merit further discussion but it would be important 

to remember the long-term trends in these data. For example, the proportion 

of babies with a low birthweight has been static for over a decade; also, 

premature mortality has reduced but not by enough to satisfy the statisticians 

classifying the data. The Committee may be more interested in focusing on 

smoking and physical exercise as areas where change could seemingly be 

made. 
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Transparency of performance targets 

While the chapter on health begins by explaining the contribution of the 

portfolio to National Outcomes in general terms that is the only link to NPF. 

National Indicators are not discussed. While it is possible to infer links 

between spending decisions and NPF, this sometimes has to be based on 

assumption. 

The current website for NPF does not help as it presents the 2007 national 

indicators. Up to one-third of these are past their target dates and they were 

updated in 2011, but to find data on the newer indicators, the reader has to 

make a guess at which National Outcome they fall under.  

The indicators are presented as a long list, with some grouping by theme. 

They might also be usefully classified into those where government policy 

might reasonably be expected to impact in the lifetime of a Parliament (e.g. 

reducing waiting times) versus those that are multi-factorial and longer-term 

(such as reducing premature mortality). 

Links between national indicators and the draft health budget 

As noted above, some spending decisions can only be linked to national 

outcomes and indicators by inference. The balance this year appears to be 

towards integration of health and social care services and this could be 

argued to have the potential to improve performance against indicators such 

as delayed discharges and support for people with care needs. 

However, as my analysis above suggests, the NPF indicators raise questions 

about whether more should be done on physical activity and smoking. It is 

thus unclear why integration got the lion’s share of new resources. In general 

public health spending lines within the draft budget seem little higher than last 

year. Of course, it must be acknowledged (i) considerable health promotion 

spending occurs at NHS board level and (ii) spending on Sport is covered in a 

separate chapter of the draft budget. However, the Committee may wish to 

ask further questions of SG on plans to get improvements that will be reflected 

in the NPF indicators. 

 

SECTION THREE: Specific points 

General description of the budget 

Of the £12 billion allocation 79% is passed to NHS boards and while there are 

general comments on priorities it could be argued that more detail should be 

expected when £9.5 billion is involved. This is why the Health and Sport 

Committee scrutinises NHS boards’ plans in April, to get below these 

massively aggregated numbers. 

The other £2.5 billion is on disparate budget headings, united only by the fact 

they are not paid for through NHS boards: 
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Just below £1.4bn on primary and community care services (GPs, 

dentists, etc.) 

Ten public health programmes (£219m), plus specialist children’s 

services and integration 

Ten lines in general budget (biggest single items £90m eHealth, £68m 

research) 

Budget scrutiny in the autumn has tended to concentrate on this area in the 

absence of any detailed information on the way NHS boards will spend their 

allocation. 

Cost pressures 

As the Committee has noted in the past, the draft budget is only a statement 

of the allocation; there is no attempt to provide data on anticipated cost 

pressures. It has often been stated that NHS cost pressures run ahead of 

‘headline’ inflation so a commitment to increase the health budget in line with 

inflation does not mean the NHS faces no budget pressures. 

Cost pressures: the example of medicines 

Spending on medicines is an important and highly visible pressure for the 

NHS and also an area where Scottish Parliament has taken a recent interest 

in the availability of new medicines.  

In selecting this area for comment, the Committee should be aware that I 

carry out consultancy work for pharmaceutical companies and have 

worked for Scottish Medicines Consortium, the NHS body with 

responsibility for issuing guidance to the NHS on new medicines. 

Looking at Scottish prescribing data for the recent past (not in the Draft 

Budget document), I found: 

 Spending on primary care medicines is virtually the same in 2013-14 as 

it was in 2005-06 

 Spending on medicines through hospital pharmacies is going up by 

about £10m a year on average but is unpredictable from one year to 

another (+£18m last year but -£7m the year before) 

This is in the context of NHS territorial boards receiving £224m of new money 

on their allocation in 2014-15. Of course, this should also be set in the context 

of NHS boards receiving £9.5 billion overall. 

As a result of Scottish parliament’s decision to increase access to new 

medicines, a specific fund for medicines for rare diseases was established in 

2013, amounting to £20 million per year. In the 2015-16 draft budget this is 

superseded by the New Medicines Fund of £40 million per year. Set in the 

context of an average increase of £10 million per year this demonstrates what 

a dramatic change the Parliament’s intervention has made. 
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However, some questions remain about the New Medicines Fund: 

Q1. How was the figure of £40m arrived at? It is less than the figures 

discussed by Professor Webb when appearing as a witness before the 

Committee earlier this year. Does this mean the policy has been slower or 

less successful than planned? 

Q2. Is this fund a permanent solution or a sticking plaster on a temporary 

situation? The intention may be that SMC say yes to more medicines, thus 

ruling out the need for the fund, but is that happening? 

Q3. How will Scottish Government guard against medicines accumulating in 

the fund, driving up the cost? In 2015 we can imagine there will be enough 

new medicines qualifying that the £40m is used up – but unless the status of 

those medicines changes, there will be the same £40m cost in 2016-17, plus 

more new medicines arriving in that year that will also need to go into the fund 

so - seemingly – it will require £80m of funding. Is this a situation Scottish 

Government would be comfortable with and if not, what action are they taking 

to guard against it? 

Q4. Now that we can see the size of the fund required to meet the policy 

commitment on new medicines agreed to by Scottish Parliament, is it time to 

revisit the basis for the decision? From its time investigating access to new 

medicines, members will be all-too-familiar with the idea of the QALY as a unit 

of health benefit to patients (one QALY equals one extra year of life with good 

quality). 

It has been estimated that ‘frontline’ NHS services cost about £20,000 for 

every QALY; therefore if we gave the £40m from the New Medicines Fund to 

NHS boards it would fund services that would give 2,000 QALYs. 

Looking at the medicines funded under the previous Rare Conditions 

Medicines Fund my guess would be that the typical cost per QALY was about 

£200k. If we assume that the New Medicines Fund of £40m will be divided 

equally between the types of medicines for rare conditions and the ‘end of life’ 

medicines the parliament prioritised (and assuming these come in at about 

£50k per QALY) then the £40m New Medicines Fund will buy 500 QALYs. 

The decision to increase access to new medicines could be defended on a 

number of grounds, including public confidence in the universal nature of the 

NHS in Scotland. However, under reasonable assumptions, it leads to a new 

health loss to Scotland and as the policy is reviewed this should be taken into 

account. 
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SECTION THREE: the Draft Budget – presentation, scrutiny and debate 

This section deals with the way the Draft Budget document is presented 

but I want to be clear the comments would be equally relevant to all the 

equivalent draft budget documents I have read since 2001. 

The draft budget for 2015-16 is a statement of how the allocation for this 

portfolio will be divided between budget headings. There is accompanying text 

which, as in previous years, bears some relation to the tables of numbers but 

does not describe some of the judgements made. For example, the emphasis 

in this document is on integration of health and social care, which is a sound 

policy with cross-party support. But there is no explanation of why this gets a 

fund of £70m-plus when there is no equivalent fund for public health 

initiatives, for example. 

To be clear, this is a criticism of the lack of transparency in decision-making, 

not of the decisions made; it is hard to criticise a decision without 

understanding the rationale for it. 

Another decade long problem is the lack of any link between planned 

spending and planned outputs or outcomes and this stifles debate about the 

allocation. For example, if we assume the fundamental aim of the health 

service is to improve health either by treating illness or preventing it, then how 

much health do we get from the spending on integration versus spending on 

new medicines versus spending on public health versus spending on ‘routine’ 

NHS services? 

It’s certainly true that the set of national indicators include measures of health 

such as healthy life expectancy and self-assessed health but these are multi-

factorial (extending well outside of the remit of the NHS) and may take years 

to alter (less salt intake today results in fewer strokes in 20 years from now). I 

am talking about something slightly different where we (as scrutineers of the 

budget) would know that if we put £x million into one line in the budget we 

would get X units of health benefit and if we put it into another line in the 

budget we would get Y units of health. As it stands, this draft budget (and 

those in previous years) makes no attempt to link to such measures or to 

develop them. I note in passing that the only area where we have this 

information on a systematic basis is for new medicines. 

In the absence of this key information, the debate falls back on sharing the 

cake out roughly as in line with last year, a little more for some, a little less 

than others. The emphasis is on stability and gradual incrementalism. Under 

this approach to budgeting and scrutiny the debate does not get beyond “how 

great are the pressures?” and “is anything likely to go seriously wrong before 

we do this again in 12 months’ time?”  

The implicit objective of policy then becomes maintaining a service that the 

public has confidence in, and that is a perfectly legitimate aim. However, we 

end up with a pattern of spending that is (probably) different to the one where 

we achieve the maximum health gain. 
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To repeat, this is not a criticism of the present Cabinet Secretary or 

Government, but rather frustration with the way Scottish Government and 

Scottish Parliament is settling into a pattern of accepting this as the norm. I 

invite MSPs to reflect on whether we should aspire to a fuller debate. 
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Scottish Government Draft Budget 2015-16 
 

Allied Health Professions Federation Scotland (AHPFS) Briefing 
 

Allied Health Professions: 

 11,197.5 (WTE) registered Allied Health Professionals (AHPs) work in 
Scotland’s NHS and social care servicesi. Others are employed in local 
authorities or the 3rd sector.  

 AHPs make up 8.2% of the NHS Workforce - almost equal to medical and 
dental staff. 

 The Allied Health Professions Federation (AHPFS) is an alliance of all 
AHP Professional Bodies with members in Scotland.  

 
Key points: 
 
1. Neither AHPs, nor their service users, have an investment in the 

status quo. AHPFS strongly agrees that the NHS in Scotland needs 
sustainable reform to shift the focus of investment and services away from 
acute driven, disaggregated provision towards prevention, early 
intervention and self management in a context of community based 
integrated services.  

2. AHPs make the difference – given the chance. AHPs are key game 
changers in terms of getting the system to be where it needs to be in the 
face of increasing budget pressures and an ageing population. See 
appendices for some examples of the difference AHPs can make.  

3. AHPFS cannot tell how this budget will play out for AHP service 
users but current trends are not encouraging. Impact will depend on 
awareness and buy-in to the value of AHPs within local NHS and Local 
Authority structures.  

4. National data doesn’t yet tell us what impact investment (or 
disinvestment) can have on AHP service activity, access and health 
and social care outcomes as Scotland doesn’t regularly collect this data 
on AHP services at a national level.  

5. From the AHP perspective money is not shifting in line with policy. 
Many – if not most – modern health and social care policies increase the 
demand and need for AHP services. Increased expectations of AHPs 
have not thus far been matched by sustained investment in AHP 
provision. 
Below is a list of welcome legislation and policy which acts to deliver the 
government’s budget objectives. All impact significantly on the demand for 
AHPs but have so far attracted no, little or only short term increased 
investment in AHP services.  
 

1. National Delivery Plan for the Allied Health Professionals  
2. Children and Young People (Scotland) Act – “Getting it Right for Every 

Child”  
3. Child Poverty Strategy  
4. Early Years Framework  
5. Maternal & Infant Nutrition Framework 
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6. Child Healthy Weight HEAT target 
7. Joint Working Act – including delivery of Health and Social Care 

Outcomes 
8. Early Detection of Cancer: Services provided by radiographers and 

radiotherapists (before referral to other AHPs) are predicted to increase 
by 85% by 2018.  

9.  New musculoskeletal (MSK) waiting times of 4 weeks  
10. Elective and unscheduled waiting times targets and guarantees  
11. Food, Fluid & Nutritional Care Standards and Inspection  
12. Dementia Strategy 
13. Improvement to services in heart disease, stroke, diabetes and LTC 
14. National Falls Programme 
15. Transfer of prisoner health care to NHS 
16. Reducing Reoffending 
17. Sustainable 7day services 
18. Implementation of the Scottish Service Model for Chronic Pain 
The AHP workforce has increased by 0% in last quarter to June 2014 
(against average of 0.2%) and 2.1% slightly above the average of 1.9% 
since June 2013.  
 

6. Savings made are not leading to sustained investment in services 
delivering those savings. AHP services have redesigned system wide 
services and delivered cost savings for NHS Boards but there has been 
no subsequent reinvestment of these savings in AHP services. In one 
NHS Board, for example, oral nutrition support prescribing by dietitians 
delivered savings of £1million over 2 years but led to no corresponding 
sustained reinvestment into dietetics services. There must be proper 
incentives to encourage investment in cost saving efficiencies in the NHS 
 
The AHPFS is concerned that the ending of Change Funds money, 
particularly in Early Years, will require temporary posts created by the 
funds (and which are delivering savings) to be “absorbed” back in to 
already stretched services.  
 

7. On top of increased demand - frontline AHP services face cuts well 
over 3% efficiency savings. The draft budget states “NHS frontline 
resource budget will be protected and increase at least in line with 
inflation”. Boards are to make 3% efficiency savings.  
 
Frontline AHP services continue to experience, in real terms, budget cuts 
above 3% efficiency savings.  
 

 The Health Committee’s own survey of speech and language therapy 
(SLT) services in 2013 (PE 1384 – speech and language therapy ) 
revealed that between 2010 and 2014 there was an 8.8% decrease in 
funding for SLT– with cuts in funding recorded in ten out of eleven 
health boards (up to 21.1%) and local authorities (up to 20.6%).  
 

 Although there are no compulsory redundancies in the NHS there is a 
moratorium on recruitment and no compulsory replacement of retiring 
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staff or cover for those on maternity or carers leave. 80% of AHPs (and 
98% of SLTs) in Scotland are women.  

 

 Funding for professional development, such as that needed to extend 
the AHP role, is severely restricted. 

 
8. Workforce planning is still not integrated 

An increase in capacity of one profession involved in a care pathway often 
predictably leads to an increase in demand for one or a number of other 
professions involved in delivery of that pathway. For example more health 
visitors will inevitably lead to more people being identified for referral to 
AHPs.  
 
The AHPFS is concerned about the unfunded expectations of AHPs which 
will be created by the funded workforce developments promised for other 
disciplines who frequently refer people to AHP services.  
 
Without parallel increases in capacity of AHPs the draft budget 
perpetuates piecemeal planning and simply shifts rather than resolves 
stresses in services. Workforce developments must be focussed on multi-
disciplinary analysis of who is needed (when, where and in what number) 
to deliver pathways rather than a narrow focus on any single discipline 
contributing to that pathway. 
 
The total increase for all 13 AHP professions in the year since June 2013 
is 2.1% or 226 WTE against a 2.6% (286 WTE) increase of medical staff 
and 2.3% (1039 WTE) increase in nursing staffii.  
 

9. AHPFS welcomes several features of the draft budget, specifically – 
 

 Mention of AHPs in relation to developments of the wider primary care 
team 

 Real terms increase of £80 million for NHS  

 Uplift in funding to NHS Boards, Health Improvement and Health 
Inequalities, Integration Funds, Mental Health Improvement, Early 
Detection of Cancer and Ehealth 

 Delivery of the recommended pay rise for NHS staff 

 The emphasis on funding preventative care. 
 

10. What do AHPFS want? 
11.  

 AHPFS asks the Committee to note the following in it’s report on the Draft 
Budget 2015-15.  
 

 Need for better national level intelligence on AHP funding, activity and 
performance.  

 Concerns that local funding of AHP services is subject to decisions 
made by bodies which currently have no direct AHP representation or 
access to information on AHP impact and value.  
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 Concerns that shifts of funds are not matching policy, even where AHP 
led initiatives have demonstrated savings.  

 Concerns regarding the difference between the experience of AHP 
services and the statement “NHS frontline resource budget will be 
protected and increase at least in line with inflation”. 

 Concerns regarding the uni-disciplinary nature of workforce and 
workload planning and seek reassurance from the Scottish 
Government – and information on how and when – centrally driven 
workforce planning policy will address capacity of all professional 
groups active throughout integrated care pathways.  

 
Brief compiled by: Kim Hartley, Royal College of Speech and Language 
Therapists; Joyce Thompson, British Dietetic Association; Kenryck Lloyd-
Jones, Chartered Society of Physiotherapy Scotland; Gaby Stewart ad 
Dawn Mitchell College of Occupational Therapists; Karen Utting, The 
Society of Chiropodists & Podiatrists; Tony Chenery, British Association 
of Arts Therapists, Genevieve Smyth, British Association of 
Dramatherapists and Gerry Egan, College of Paramedics; Gary Evans, 
British and Irish Orthoptic Society 

 
AHPs make the difference – given the chance 

 
Physiotherapy and Podiatric non- medical prescribing: Independent 
prescribing by physiotherapists and podiatrists offers considerable potential in 
treating people with LTC, reducing and avoiding hospital admissions, 
improving patient centred care in community settings and delivering 
considerable savings in the cost of care. For example, in the treatment of 
chronic pain, chronic respiratory conditions and frail elderly care.  
 
Podiatric Personal Foot Care Guidance and Resources. Launched in 2013 
by Michael Matheson MSP these were developed by Scottish Government, 
the Society of Chiropodists and Podiatrists, ADSW and many others. The 
resource helps people to maintain healthy feet thus enabling them to remain 
active, get out and about, increase their energy and general zest for life. 
Neglecting personal footcare can contributes to frequency of avoidable falls. 
 
NHS Scotland now has a Podiatric Surgeon. Podiatric surgery frees up 
orthopaedic surgeons to perform hip /knee replacements etc. and is 
undertaken on a day surgery basis using local anaesthetic. It saves both 
hospital admissions and anaesthetist costs. Joint podiatric/ orthopaedic triage 
means over 70% of orthopaedic first assessments are carried out within 12 
weeks by a podiatrist. Podiatrists can ensure a smoother and quicker patient 
journey by administering corticosteroid injections (removing the need for 
surgery) and place people directly on foot &ankle surgery waiting list. 
 
Arts Therapies, Physiotherapy and Occupational Therapists in Mental 
Health Services: In 2011 the Reshaping Care and Mental Health Directorate 
recommended that adult psychological services standardise use of the CORE 
Outcome Measure (CORE-OM) as the main national mental health measure 
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for Scotland. Two linked AHP projects successfully bid for funds from the 
Scottish Government.  
 

 UNION to develop and pilot a tool for AHPs working in adult mental health 
services 
In Argyll and Bute a Physiotherapist and an Occupational Therapist led on 
the role out of CORE across all of the professions in CHP Mental Health 
Services – training them in the initial use of CORE and supporting the on-
going implementation phase.  

 ACCRUE was simply to demonstrate the use of CORE by AHPs providing 
arts therapies, including Dance Movement Psychotherapy2, and other 
psychological therapies.  

 
Full project reports are to be available soon and will demonstrate positive 
outcomes for service users as well as developments in leadership, coaching 
and motivation among AHPs.  

 
The Safe Home pilot - Occupational Therapists within NHS Lothian A&E  
Three Occupational Therapists provide 7 day cover, 12 hours a day, 365 days 
a year in A&E. 100 admissions per month are prevented. Given the average 
hospital stay in Scotland is 3.2 days (and higher for people over 65’s) even 
using this lower value the savings is £864,000 / annum. The service provides 
systematic discharge planning and direct discharge from A&E navigating 
across health and social care systems and managing risk of complex and 
challenging presentation, they commission care packages, provided rehab, 
equipment and follow up. This pilot also demonstrates how AHPs directly 
meet the governments 20:20 vision – “There will be a focus on ensuring that 
people get back into their home or community environment as soon as 
appropriate, with minimal risk of re-admission”.  
 
Orthoptics: Throughout Scotland Orthoptists are “making the difference , 
given the chance” In areas such as falls protection ( stroke rehabilitation ), 
early years Framework (Vision Screening ), dementia strategy ( LVAs ) and 
improvements in services such as glaucoma , diabetes and heart related 
problems.  
 
Educated and trained in areas where roles can be extended to replace or 
supplement existing, more expensive, healthcare staff, at sites located within 
the primary care and education sectors and in partnership with their 
workforce. 
 
                                                           
i https://isdscotland.scot.nhs.uk/Health-Topics/Workforce/Publications/2014-08-26/2014-08-26-Workforce-
Report.pdf?10061281920 
2 Dance Movement Psychotherapy has recently been invited to proceed towards HCPC registration 
iihttp://www.isdscotland.org/Health-Topics/Workforce/Publications/data-tables.asp?id=1286#1286 

https://isdscotland.scot.nhs.uk/Health-Topics/Workforce/Publications/2014-08-26/2014-08-26-Workforce-Report.pdf?10061281920
https://isdscotland.scot.nhs.uk/Health-Topics/Workforce/Publications/2014-08-26/2014-08-26-Workforce-Report.pdf?10061281920
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Scottish Government Draft Budget 2015-16 
 

BMA Scotland 
 

Introduction 
The BMA welcomes the opportunity to provide the committee with written 
evidence on the health spending plans set out in the 2015/16 draft Scottish 
budget.  
 
The BMA supports the decision of the Scottish Government to protect NHS 
funding and indeed, welcomes the additional funding allocated to the NHS 
budget this year. However in reality, this reflects a 0.2% real terms increase in 
the NHS budget for 2015/16 and with the rising costs associated with health 
inflation i.e. new technologies, medicines etc, this continues to place NHS 
services under increasing financial pressure. The evidence set out in our 
submission demonstrates that a lot more than financial investment is required 
to make the NHS sustainable in the long term: 
 

 A commitment to clinically focused decision making; 

 Ensuring that NHS services are staffed appropriately; 

 A political willingness to support an honest, public debate about what 
needs to change for the future sustainability of the NHS. 

 
We have set out our key themes to reflect the areas of interest of the 
Committee, and further areas of particular concern to the BMA as follows: 
 

1. Targets 
2. Pressures 
3. Change planning 
4. Recruitment and retention 
5. Capital investment 
6. Pay policy 
7. Distinction awards 

 
Areas of common interest: 
1. Are targets for health, as set out in the National Performance 
Framework (NPF), appropriate and are they being progressed? 
 
The NPF includes a single high-level, public health target that requires the co-
ordinated approach of a range of government and public sector bodies. It is 
difficult to measure in the short to medium term. Most managers and staff 
working in the NHS are more familiar with HEAT targets and the associated 
outcomes, strategic objectives, indicators etc. In a number of important areas 
(e.g. waiting times) the focus on these targets has delivered real benefit for 
patients, however all too often there have been negative unintended 
consequences and increasingly the culture of performance management has 
led to an imbalance between management and clinical judgement, a diversion 
of resources in order to achieve targets at the expense of other greater areas 
of patient benefit and need. Through this, the target culture has contributed to 
an increasing reality of disempowerment and a reducing sense of professional 
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recognition amongst clinical decision makers; contributing in turn to less 
attractive jobs and the recruitment and retention difficulties that we now see 
emerging across Scotland. 
 
2. How are we mitigating pressures on health spending? 
 
The NHS is relying on placing increasing demands on staff to respond to the 
rising demand and rising pressures on the NHS – to a point that is fast 
becoming unsustainable.  
 
The Nuffield Trust has argued that the health service budget is now becoming 
insufficient to deliver a consistently quality service for a growing and aging 
population and increasing demands upon the system making it very hard, if 
not impossible, to continue to deliver the same quality of service using the 
same model of delivery, without significant additional resource. The BMA has 
therefore called for a public debate on health service funding focusing on how 
to reconcile increasing demand and health sector inflation with universal and 
comprehensive care, and continuing spending constraints. 
 
The consequence of the financial pressures is that doctors are being asked to 
work increasingly longer hours and more intensely, but without any 
recognition or compensatory reward, on top of continuing real terms pay cuts. 
We warned last year that this situation was not sustainable and we are now 
starting to see real problems of recruitment and retention affecting the service. 
For example, more than one NHS board is reporting consultant vacancy rates 
of over 20 per cent. 
 
In August, a Scottish Government paper to Chief Executives (which has been 
widely reported on in the media) emphasised the need for decisive action to 
address the immediate challenges facing the NHS in Scotland. The BMA is 
reassured that the Government and NHS Boards are discussing this important 
issue. The BMA believes that there is a role for doctors and other health 
professionals to help shape the debate around how to ensure the future 
sustainability of the NHS and that such involvement will help to secure the 
required political confidence and determination to make difficult and perhaps 
unpopular decisions. 
 
As well as shaping the NHS to respond to rising demand, the BMA believes 
that this must be matched with efforts to manage public expectations and to 
mobilise the public to self manage and play their part in securing best value. 
People should be supported to take personal responsibility for their health and 
their use of NHS services. 
 
3. How are we planning for change? 
 
It is clear that there is consensus around the Scottish Government’s 2020 
vision for health and social care amongst politicians and health professionals. 
However there is no clear, joined up strategic plan that sets out how this will 
be achieved. Various strategies and policies such as the Quality Strategy and 
Health and Social Care Integration are important contributions but there does 
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not yet appear to be a clear plan that brings all of these initiatives together to 
deliver the over-arching vision. 
 
Health and social care integration 
 
The integration agenda is ambitious and requires careful and robust planning 
to ensure long term sustainability. An ageing population combined with a 
difficult public spending environment clearly poses a very significant 
challenge. Without adequate planning and investment across all sectors, 
Scottish Government aspirations to shift the balance of care and integrate 
adult health and social care may be ultimately unachievable. 
 
At present, a significant amount of effort is focusing on processes and 
structures of the new integration authorities, which although a necessary 
component, risks distracting focus from the real goal and is disenfranchising 
the healthcare providers upon whom success will ultimately depend. Doctors, 
in particular GPs, and other members of the healthcare team, must be given a 
prominent voice in the discussions and decisions which are being made about 
planning service provision. 
 
Other Issues: 
4. Recruitment and retention 
 
Despite the claims of Scottish Government that they have increased numbers 
of GPs and consultants working in the NHS, our members continue to tell us 
of the growing problems of recruitment and retention of staff in hospitals and 
GP practices across the country. Consultant vacancies in Scotland are rising. 
Official figures published in August reported that as at the end of June 2014, 
6.9% of posts were vacant, compared to 4.5% at the end of December 2013. 
In contrast in May, the Chief Executive of NHS Dumfries and Galloway 
reported its consultant vacancies were at their highest level for more than a 
decade, reaching 22%. In June, A&E consultants in NHS Grampian publicly 
raised concerns that, due to staff shortages, they would be unable to continue 
to provide safe care for patients, and NHS Fife confirmed that close to 25% of 
the 170 acute division consultant posts had not been permanently filled due to 
difficulties in recruitment.  
 Meanwhile in General Practice, doctors report problems in recruiting new 
partners to practices and out of hours services are struggling to fill gaps and 
are, on a weekly basis, at risk of falling over. 
 
5. Capital spending 
 
Whilst the profile for public expenditure reflects the needs of the hospital 
building and renovation programme, the movement of care from acute to non-
acute settings requires infrastructure investment to provide long term savings 
allied to better provision. A recent BMA survey of (441) GP practices in 
Scotland found that four out of ten practices believed that their current 
practices were not adequate to deliver services to patients, with six out of ten 
saying that their facilities were too small to deliver extra or additional services. 
More than half (53%) of practices reported that they had not had any 
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investment or refurbishment of their premises in the last 10 years. The capital 
budget is being squeezed and new ways of getting funding for GP premises 
are now urgently required in order to build the capacity to enable general 
practice to help manage the rising demand for services outside of hospital, to 
continue to stem the tide of increasing demand for secondary care, and to 
keep care closer to patients’ homes. 
 
The BMA has called on NHS boards to take stock of the state of GP premises 
in their areas and determine a programme of investment that enables GPs to 
provide 21st Century healthcare in 21st Century buildings in order to carry out 
their role in ensuring sustainability of health and care services in Scotland. 
 
6. Public Sector Pay Policy 
 
The commitment to honour the two year public sector pay policy is welcome, 
particularly in contrast to the pay policy being pursued south of the Border. 
However it should be noted that, given the actual rates of inflation, the 
existence of a 1 percent pay cap for individuals earning above £21,000 will 
lead to a further depression of real earnings for all those working in the health 
sector at a time when recruitment and retention is becoming an increasing 
problem, and a risk to patient safety.  
 
For GPs, it is essential that consideration is given to the rising expenses 
associated with providing NHS general practice and this should be allocated 
over and above any pay award. 
 
7. Distinction Awards 
 
The ongoing decision to freeze the value of distinction awards, nor to create 
new awards is having an impact on recruiting the best medical academics to 
work in Scotland and through this, is tarnishing and undermining Scotland’s 
position as an international leader in healthcare quality, and as a pioneer in 
pharmaceutical technology and intellectual advances. 
 
The distinction award scheme has a fundamental role in supporting and 
driving Scotland’s medical research base. Scotland has several outstanding 
universities with particular strengths in biomedical research. Doctors who 
perform at the highest levels both nationally and internationally drive a 
knowledge based economy which is becoming increasingly important in 
Scotland with the changes to the financial and economic landscape. Scottish 
medicine has some of the leading doctors in the world, both homegrown and 
from abroad, and in terms of the quality and extent of our research output, the 
UK is second only to the USA. This world-class research also benefits our 
population and is translated into improved patient survival, biomedical 
discoveries and prevention strategies. Scottish medical academic research 
also benefits the wider economy and contributes greatly to Scotland’s global 
competitiveness. Clinical academics, trained in medicine, research and 
teaching, are essential components of this success story, but there is clear 
evidence that this area of medicine is facing a significant shortfall in 
recruitment and retention as a direct result of the freeze on distinction awards.  
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RCN Scotland evidence on the Scottish Government’s draft health 

budget 2015-16 

Key points: 

 There are mounting pressures on the NHS, from growing demand to 

national reforms. An honest public debate about the impending funding 

gap and the choices to be made over the allocation of resources to 

provide high quality health and care for Scotland is urgently needed. 

 Once again it is difficult to provide an analysis of how effective the 

budget is likely to be because Level 4 information is not yet available 

and no information on impact of past spending decisions including on 

health inequalities is provided. 

 While many NHS boards have succeeded in balancing their books, 

more and more challenges to providing good quality care while demand 

is rising are emerging. Waiting times, delayed discharges and boarding 

are all examples of the effect of pressures on patient care. 

 The Scottish Government is allocating £100m to NHS boards to assist 

with the transition to integration of health and social care. Yet, from the 

information available, it appears that this is included in the NHS boards’ 

2.7% uplift which helps them meet inflationary pressures. In reality this 

would leave the boards with a 1.5% uplift. 

 £21.5m of the proposed £75.3 million to be spent centrally on health 

and social care integration is dependent on income from the migrant 

surcharge. Is there a contingency plan if the surcharge delivers a 

smaller amount? 

 The national initiatives designed to improve care must be better 

integrated to ensure a sustainable future for the NHS. 

 The Scottish Government should invest in new team approaches to 

primary care delivery to reduce health inequalities and improve access. 

It should also set out how it intends to weight central investment to 

reduce health inequalities. 

The RCN acknowledges the continued privileged position of the health budget 

within overall spending plans for Scotland in the current economic climate. We 

welcome the priority that the Scottish Government has placed on improving 

the country’s poor health record and appreciate the importance that this will 

have on achieving the Government’s purpose where everyone has the 

opportunity to flourish in creating a successful country. All of our comments 

below are made within this context. 
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We have focused our written response on five of the questions posed by the 

Health and Sport Committee. We note at the outset that there are few 

changes in proposals for next year’s health-focused spending plans from 

projections provided in the 2014-15 budget documents in autumn 2013. 

Is the allocation of resources in line with the Scottish Government’s 

stated aspirations?  

This is, as in previous years, not wholly possible to answer from the 

information supplied. At the time of writing, Level 4 details on individual 

budget lines have not been made available, resulting in our analysis of 

significant spending lines (for example £153m on miscellaneous projects) 

being incomplete. 

It is also still not possible to truly understand the impact of previous years’ 

investment decisions on the health and wellbeing outcomes of the population 

in order to assess whether adjustments could be made to deliver additional 

improvements. For example, in previous years we have raised some concerns 

around changes in planned investments in eHealth. This is central to delivery 

of the Scottish Government’s 2020 vision for the NHS. Building financially 

sustainable, patient-centred quality services across all parts of Scotland in the 

future will require a step change in the use of the technology to support care.  

We note the slight increase in planned allocations to this budget line for 2015-

16, but there is no supporting information to explain: exactly what the increase 

will fund and why; how next year’s budget will build on previous years’ 

investments, and which past investment decisions have improved outcomes 

and which have not. So, apart from suspecting the increased investment is 

generally a positive step in the circumstances, we can offer no clearer 

comment on whether this allocation will meet the stated aspiration. More 

money may not equate to better spending. 

How are we mitigating pressures on health spending? How are we 

ensuring the quality of outcomes for patients?  

Notwithstanding the relative protection of health spending, this budget is 

unlikely to mitigate many of the pressures on our health services. 

In purely financial terms, many NHS boards managed to balance their books 

in the last financial year, despite significant pressures on resource. However, 

in a service designed to provide healthcare this is, of course, only part of the 

picture. The consequences of decisions made to meet efficiency saving 

targets and agreed end of year forecasts can have profound effects on the 

quality of service, health outcomes and patients’ experience. We have 

recently seen reports of trolley waits in corridors, people ‘boarded’ in hospital 

beds in the wrong specialties, ‘winter beds’ opened and never closed, only 
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two boards meeting the A&E waiting times standard1 in June 2014 and nearly 

150,000 bed days lost in just three months (April to June 2014) with people 

stuck in hospital who didn’t need to be there.  

The health budget has seen marginal increases in investment in these tough 

times; indeed a recent leaked letter by NHS Scotland chief executives 

highlighted a funding shortfall of at least £400m2. The health service has seen 

an exponential rise in demand from our ageing demographic, increasing 

complexity of care, changing expectations of services and the availability of 

expensive new technologies and drugs. 

In these circumstances it is important that additional support for boards to 

meet existing inflationary and demand pressures is made transparent and the 

same money is not also expected to be used for new activity. We welcome the 

intention to pump-prime the transition to integration as it is necessary to fund 

double running costs to preserve existing services while new ones are tested 

and rolled out. We should not underestimate the scale of radical reform that 

the Public Bodies Act will drive. However it is not clear how £100m of the 

2015-16 integration fund is being allocated in these spending plans.  

From the available documents, we have assumed that this £100m of new 

money announced in July 2014 must be included in the 2.7% uplift to the core 

resource budgets of the territorial boards, which is also to be used to soak up 

inflationary pressures, such as surging drug costs. Remove this £100m from 

the uplift and the total cash-terms uplift to boards is 1.5%. This will put 

significant pressure on boards, many of whom are, we understand, already 

assuming that 2015-16 will be their toughest year yet. Clarity from the Scottish 

Government on the £100m allocation would be welcomed. 

How are we planning for change (particularly health and social care 

integration)?  

As above, we acknowledge the Government’s intention to provide additional 

investment to support the service reforms that will arise from the Public 

Bodies Act. However, as well as the concerns raised above about the £100m 

integration fund channelled through boards, we note that £21.5m of the 

proposed £75.3 million to be spent centrally on health and social care 

integration is dependent on income from the migrant surcharge. It would be 

helpful to understand what contingency is in place should this income not be 

forthcoming as anticipated. 

                                            
1
 98% of patients seen and admitted, transferred or discharged from A&E within four hours 

2
 http://www.bbc.co.uk/news/uk-scotland-29213416 
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Over time, we hope that the integration of health and social care will result in 

significant changes in how efficiently and effectively public money is spent. 

Extensive, and very positive, work has been done to provide clear financial 

guidance to shadow integration boards to support their move to integrated 

budgets. NHS Highland is, of course, in advance of all other areas in terms of 

its formal partnership structures and has been very open in the financial 

difficulties it has faced in this new approach. In its financial risk assessment 

for this year it noted: 

The integration of adult health and social work services into NHS Highland 

has proven extremely challenging in terms of agreeing the final quantum of 

budget, dealing with in year pressures and gaining agreement on future 

funding base. This  remains a high priority area and requires considerable 

focus throughout the year. A  three year funding package has finally been 

agreed with Highland Council which gives some welcome certainty – however 

it must be recognised that a significant savings challenge remains. 

With all 14 NHS boards about to face the challenge of how to allocate funds to 

31 new partnerships and how to manage their total budget in this new world, it 

is essential that the lessons of Highland are clearly understood to avoid major 

financial instability arising in the whole health and social care sector over the 

coming years. 

Health and social care integration should, if it works as intended, be an 

important lever to change and we hope the legislative and guidance 

frameworks will support good planning. However, it will not provide all the 

reforms required to achieve a sustainable, high quality health and care service 

for the future. There are a plethora of central initiatives being taken forward to 

try to address the pressing demands on the NHS, alongside the integration 

agenda: seven day care, unscheduled care, bed planning, patient flow, 

delayed discharge, intermediate care, reforms to primary care etc. It is not 

always clear that these government workstreams are well integrated in their 

plans for the future of health care and moves to redesign services, nor always 

realistic in their desire to effect change with little, if any, additional resource. 

Too often approaches are rooted in existing ways of working, rather than 

offering truly creative thinking on how to build sustainable team-based 

services. And often we do not see them taking account of the powers that will 

be placed in the hands of integration authorities from April 2015 to radically 

redesign pathways of care and disinvest in existing services and buildings.  

An honest public debate on the choices to be made over the allocation of 

resources to provide high quality health and care for Scotland is urgently 

needed. 
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The issues we have highlighted above with regard to linking investment to 

outcomes in national spending remains an issue at a local level too, as has 

been well documented in various Audit Scotland reports. We must ensure 

more is done to robustly evaluate the impact of spending decisions to allow 

scarce resources to be spent effectively. The sorts of reforms we will need to 

see to ensure sustainability must be rooted in the best evidence we can 

gather. 

Finally, we are unclear how fully integrated health and social care budgets will 

be scrutinised by parliamentary committees within the budget cycle in future 

years. 

What will be the impact of the health budget on health inequalities 

policy?  

As with all other issues of impact, this is not easy to answer from the available 

budget information. The continued support for such centrally funded 

programmes as tobacco control, alcohol misuse and healthy start, are likely to 

have greatest impact in areas of greatest deprivation. We appreciate the 

commitment in the narrative to spreading the Family Nurse Partnership 

programme and the targeting of primary care resources into the most deprived 

areas. We look forward to supporting the Scottish Government in finding new 

ways to invest in team approaches to primary care delivery to achieve a step 

change in health for those currently experiencing the poorest health outcomes 

and access to services. We would welcome further explanation from the 

Scottish Government on how it intends to weight central investment towards 

those experiencing the greatest health disadvantage. 

A footnote on page 27 of the draft budget explains the £3.3m drop in health 

improvement and health inequalities as a reflection of a transfer to the 

Commonwealth Games, Sport, Equalities and Pensioners’ Rights Portfolio. 

We would welcome further explanation of how this specific transfer of 

investment will continue to achieve reductions in health inequalities. 

However, assuming the Scottish Parliament passes the draft regulations on 

health and wellbeing outcomes this autumn, from April 2015 significant 

responsibility for reducing health inequalities will rest with new integration 

authorities. These budget documents can tell us nothing about how nationally 

allocated resources will be directed by those authorities to address persistent 

inequalities across Scotland. The RCN is interested to see how national 

scrutiny of these new partnerships will emerge to help us all assess the 

success of investment of public funds through the integration reform agenda. 

RCN Scotland, 23 October 2014 
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Scottish Government Draft Budget 2015-2016 
 

UNISON Scotland 
 
UNISON Scotland welcomes the opportunity to respond to the call for 
evidence from the Health and Sport Committee on the 2015-16 budget 
UNISON is Scotland’s largest healthcare trade union representing over 
50,000 members working in NHS Scotland and related services. Our health 
members are nurses, student nurses, midwives, health visitors, healthcare 
assistants, paramedics, cleaners, porters, catering staff, medical secretaries, 
clerical and admin staff and scientific and technical staff. UNISON is able to 
collate their views in order to inform the policy process in Scotland. 
 

A. GENERAL INTRODUCTION 

1. NHS Boards have met their financial targets for the last six years and, 

furthermore, all NHS Boards continue to forecast that they will continue to 

meet all their financial targets. All territorial Boards are required to deliver 

3% cash releasing efficiency savings, which are retained in the Boards to 

re-invest in frontline services. Total forecast efficiency savings for 2014/5 

are £286.3million (3.1% of baseline funding). 

 

2. Trade union and professional organisations have worked in partnership, in 

this financial year as in the last six, to deliver these very substantial CRES 

savings. 2015/6 requires to see an above inflation pay rise and a rise 

above the Pay Review Body recommendation (if there is one) in NHS 

Scotland as a reward to the Scottish workforce for these efficiency 

measures. In parallel to the large savings delivered to Employers and 

government over this period, staff have seen below inflation pay rises as 

detailed below : 

 

01/04/2009 2.4% - PCS(AFC)2009/2 

01/04/2010 2.25% (flat rate increase of £420 for points 1-12) 
PCS(AFC)2010/2 

01/04/2011  0 (Pay points under £21,000- spine points 1-15 – 
increased by flat rate of £250)PCS(AFC)2011/5 

01/04/2012 0 (Pay points under £21,000- spine points 1-15 – 
increased by flat rate of £250)- PCS(AFC)2012/3 

01/04/2013 1% ( Pay points under £21,000 - spine point 1-14 – 
additional non- consolidated sum to raise basic pay over 
13/14 by a total of £250)- PCS(AFC)2013/2 

01/04/2014 1% (Pay points under £21,000 - - spine point 1-14 – 
increase by flat rate of £300) - PCS(AFC)2014/1 
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3. There is a requirement to review the targets within the National 
Performance Framework, the range, but particularly to ensure that 
there are standard measurements across NHS Scotland Boards. (To 
use the 4 hour Accident and Emergency wait, does that mean from 
arrival to ward admission, to A&E receiving bay or emergency receiving 
bed?) 

 
4. Targets have a distorting effect on budgets. In Lothian HB for example 

in excess of £20million still goes to annually to the private sector to 
ensure targets are met, with little correlation with improved treatment 
outcomes.  

 
5. Focus needs to shift from acute services and District General Hospitals 

to the legislative targets in relation to Integrated Health and Social Care 
Services. 

 
(2. Is the allocation of resources in line with SGs stated aspirations?) 
 
6. The desire to shift the balance of care to community based services 

and consequent rebalancing of resources towards community based 
services is not being achieved. We still talk in the ‘currency’ of hospital 
beds. The pull on Health Board expenditure still comes from Acute 
Divisions. There is little political appetite to reduce numbers of hospital 
beds. The Integration agenda may give mention to sustained 
investment in community services.  

 
7. Community care models can be excellent models but they not cheap 

alternatives to ward-based services. Examples of the ‘Hospital at 
Home’ and ‘Family Nurse Partnerships’ are very expensive, require 
high value professional staffing models. There are also ‘access’ issues 
with a post-code lottery to gain use of these services.  

 
8. One particular disproportionate drain on the resources is the drugs 

budget. Whilst in the past , some attempts have been made at a local, 
regional and Scottish level to bring this under control, it remains 
unpredictable and a ‘run away’ spend. Senior Executive Directors in 
Boards and the GP Community should be charged with funding a 
strategy and processes to seek out what could be significant resource 
release of resources in this area. 

 
9. Previous cuts to Public Health and Health Promotion have been ‘false 

economies’ and the ‘prevention’ strategy has lost momentum among 
the pursuit of targets directed at speed of treatment with consequent 
(over) spending. Again, the integration agenda may help re-energise 
the Prevention Agenda and local authorities have a significant role to 
play here. Health promotion strategies should begin with pregnant 
mothers, in Early Years, and our schools at primary and secondary 
levels. 
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(3. Is variance Scheme Targets and outcomes being assessed?) 
10. Measurement of access to treatment targets is not being consistently 

applied across Scotland. This process and these measurements are 
distinct from proper analysis of clinical outcomes based on types and 
course of treatment. 

 
(4. There are mitigating pressures on health spending?) 
11. There continues to be a process of salami slicing across all budget 

heads in Board Budgets. One way of mitigating pressures would be to 
have a review and relaxation of targets. Salami slicing cannot go on 
much longer. Perhaps there is a need to review some of the strategic 
choices presented by the Kerr Review ( “Building A Health Service 
Fit For the Future” ( 2005) on the bigger strategic choices covering 
service configuration across Scotland. 

 
12. There needs to be a bolder approach following cost-benefit analysis, to 

ceasing heads of expenditure,( e.g., Homeopathy services. )  
 
Q5. Quality 
13. The Patient Safety Programme is a world leader and continues to put a 

very practical focus on every aspect of quality delivery across hospital 
services. Patient engagement in planning and redesigning of services 
also helps position patients in the debate over acceptable service 
models and expected outcomes. 

 
Q.6 How are we planning for health and social care integration?  
14. Most Board areas are progressing the Integration Agenda in line with 

the Act and recent Regulations and Guidance. Staff Governance and 
engagement of all the Scottish and national workforce is a key to 
success from planning stages to implementation.  

 
 The recent Government / STUC Publication ‘Working Together’ re-

emphasises the benefits of an engaged workforce in the success of the 
huge endeavour of integrating community health and social work 
services. 

 
Q.7 (i) Equalities Groups (ii) Health Inequalities (iii) Climate Change 
 
15. Whilst these are three key Policy Areas and have produces strategic plans 

in NHS Scotland , they do not get the emphasis or time at Board level, 
in part due to the constant pressures of service demand with a target 
based system and the strain of year on year management of revenue 
spending. Much more could or should be done across these three 
heading. 

 
16. To this UNISON would also add the need to consider Community Benefit 

of NHS spend, both capital and revenue, around job creation, youth 
unemployment and community cohesion. 

 
UNISON Scotland 
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