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HEALTH AND SPORT COMMITTEE

 
AGENDA

 
13th Meeting, 2014 (Session 4)

 
Tuesday 29 April 2014

 
The Committee will meet at 9.45 am in the Sir Alexander Fleming Room (CR3).
 
1. Subordinate legislation: The  Committee  will  consider  the  following  negative

instruments—
 

Health Professions Council (Registration and Fees) (Amendment) Rules
2013 Order of Council 2014 (SI 2014/532)
National Health Service (Charges to Overseas Visitors) (Scotland)
(Amendment) Regulations 2014 (SSI 2014/70) 
National Health Service (Physiotherapist, Podiatrist or Chiropodist
Independent Prescribers) (Miscellaneous Amendments) (Scotland)
Regulations 2014 (SSI 2014/73)
Glasgow Commonwealth Games Act 2008 (Duration of Urgent Traffic
Regulation Measures) Order 2014 (SSI 2014/92)
 

2. Scottish Government Action Plan for Pharmaceutical Care: The Committee
will take evidence from—

 
Professor Bill Scott, Chief Pharmaceutical Officer/  Deputy Director -
Finance, eHealth and Pharmaceuticals Directorate, and Alpana Mair,
Deputy Chief Pharmaceutical Officer - Finance, eHealth and
Pharmaceuticals Directorate, Scottish Government;
 

and then from—
 

Dr  Andrew  Buist,  Deputy  Chair  of  the  BMA’s  Scottish  GP  Committee,
British Medical Association (Scotland);
 
Martin Green, Chairman, Community Pharmacy Scotland;
 
Professor John Cromarty, Chairman, Scottish Pharmacy Board, Royal
Pharmaceutical Society in Scotland;
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Professor Stewart Irvine, Director of Medicine, NHS Education for
Scotland;
 
David Pfleger, Director of Pharmacy and Medicines Management, NHS
Grampian;
 
Professor Norman Lannigan, Acting Head of Pharmacy and Prescribing
Support Unit, NHS Greater Glasgow and Clyde;
 
Michael Pratt, Director of Pharmacy, NHS Dumfries and Galloway, NHS
Scotland Directors of Pharmacy Group.
 

3. Subordinate legislation: The  Committee  will  take  evidence  on  the  Scotland
Act 1998 (Modification of Schedule 5) Order 2014 [draft] from—

 
Michael Matheson, Minister for Public Health, Morris Fraser, Bill Team
Leader, and Lindsay Anderson, Solicitor, Scottish Government.
 

4. Subordinate legislation: Michael  Matheson  (Minister  for  Public  Health)  to
move—S4M-09803—That  the  Health  and  Sport  Committee  recommends  that
the  Scotland  Act  1998  (Modification  of  Schedule  5)  Order  2014  [draft]  be
approved.

 
 

Eugene Windsor
Clerk to the Health and Sport Committee

Room T3.60
The Scottish Parliament

Edinburgh
Tel: 0131 348 5410

Email: eugene.windsor@scottish.parliament.uk
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Health and Sport Committee 
 

13th Meeting, 2014 (Session 4), Tuesday, 29 April 2014 
 

Subordinate Legislation Briefing 
 

Overview of instrument 

1. There are four 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 2014/532 

3. Health Professions Council (Registration and Fees) (Amendment) 
Rules 2013 Order of Council 2014 (SI 2014/532) The changes proposed by 
this Order increase the HCPC’s registrant renewal fee in addition to the other 
fees it charges.  

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

5. The Delegated Powers and Law Reform Committee draws the 
Regulations to the attention of the Parliament on the Committee’s reporting 
ground (j). It has not been laid at least 28 days before it came into force, as 
required by section 28(2) of the Interpretation and Legislative Reform 
(Scotland) Act 2010. 

6. The Delegated Powers and Law Reform Committee draws the Scottish 
Government’s explanation for the breach of the 28 day rule to the attention of 
the Committee. The Delegated Powers and Law Reform Committee would 
accept that the limited frequency of Privy Council meetings may have an 
impact on the ability to comply with section 28(2) where orders are made at 
the Council. It has not, however, in this instance been fully explained to the 
Committee why the Order could not be laid in sufficient time to comply with 
section 28(2), beyond that the timetable for finalising the Order within the 
Department of Health slipped. The relevant section of DPLR Committee’s 
report is at Annexe A. 

Details on SSI 2014/70 

7. National Health Service (Charges to Overseas Visitors) (Scotland) 
(Amendment) Regulations 2014 (SSI 2014/70) These Regulations amend 
regulation 5 to include within those categories of visitors who are taking part 
or involved in the Commonwealth Games 2014. It is anticipated that members 
of the Games Family will be in Scotland in the period from 7th July to 7th 
August 2014 inclusive for the Games. 

http://www.legislation.gov.uk/uksi/2014/532/contents/made
http://www.legislation.gov.uk/uksi/2014/532/contents/made
http://www.legislation.gov.uk/ssi/2014/70/contents/made
http://www.legislation.gov.uk/ssi/2014/70/contents/made
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8. Regulation 5 of the National Health Service (Charges to Overseas 
Visitors) (Scotland) Regulations 1989 (“the 1989 Regulations”) exempts 
certain categories of overseas visitors from the requirement to pay for 
treatment the need for which arose during a visit to the United Kingdom. 

9. These Regulations also amend Schedule 1 to the 1989 Regulations to 
include Human Immunodeficiency Virus in the list of diseases for the 
treatment of which no charge is to be made; and they amend Schedule 2 by 
adding and removing some countries to the list of countries with which the 
United Kingdom has a reciprocal agreement. These Regulations also revoke 
the National Health Service (Charges to Overseas Visitors) (Scotland) 
Regulations 2012 which applied similar exemptions in respect of the London 
2012 Olympics. 

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

11. The Delegated Powers and Law Reform Committee draws the 
Regulations to the attention of the Parliament on the general reporting ground 
as it contains drafting errors in regulation 2(5), which amends Schedule 2 to 
the National Health Service (Charges to Overseas Visitors) (Scotland) 
Regulations 1989. Regulation 2(5) amends Schedule 2 in such a way that the 
Schedule does not contain an accurate list of the countries or territories with 
which the UK has a reciprocal healthcare agreement. The DPLR Committee 
welcomes the commitment given by the Scottish Government to amend 
Schedule 2 at the next available opportunity, to remove the entries for 
Bulgaria, the Czech Republic, the Russian Federation and Sweden. The 
relevant section of DPLR Committee’s report is at Annexe B. 

Details on SSI 2014/73 

12. National Health Service (Physiotherapist, Podiatrist or Chiropodist 
Independent Prescribers) (Miscellaneous Amendments) (Scotland) 
Regulations 2014 (SSI 2014/73) The purpose of these Regulations is to 
amend the National Health Service (General Medical Services Contracts) 
(Scotland) Regulations 2004 (“the 2004 Regulations”), the National Health 
Service (Primary Medical Services Section 17C Agreements) (Scotland) 
Regulations 2004 (“the Section 17C Regulations”) and the National Health 
Service (Pharmaceutical Services) (Scotland) Regulations 2009 (“the 2009 
Regulations”), to recognise physiotherapist independent prescribers and 
podiatrist or chiropodist independent prescribers. 

13. The introduction of Physiotherapist and Podiatrist/Chiropodist 
Independent Prescribing is designed to: 

 improve the quality of service to patients without compromising patient 
safety; 

 make it easier for patients to get the medicines they need; 

 increase patient choice; 

 make better use of the skills of healthcare professionals; and 

 contribute to the introduction of more flexible team working across the 
NHS. 

http://www.legislation.gov.uk/ssi/2014/73/contents/made
http://www.legislation.gov.uk/ssi/2014/73/contents/made
http://www.legislation.gov.uk/ssi/2014/73/contents/made
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14. The Delegated Powers and Law Reform Committee has not made any 
comments on this instrument. 

Details on SSI 2014/92 

15. Glasgow Commonwealth Games Act 2008 (Duration of Urgent 
Traffic Regulation Measures) Order 2014 (SSI 2014/92) This technical 
order provides clarification on the maximum permitted duration which applies 
to urgent Commonwealth Games Traffic Regulation Notices (“GTRNs”). It 
makes the necessary modification of the effect of section 15(7) of the Road 
Traffic Regulation Act 1984 (“the 1984 Act”), to allow these notices to last up 
to a maximum of 21 days. 

16. The order also modifies the effect of section 15(8)(b)(ii) of the 1984 Act, 
so that a GTRN is capable of being continued (by a further GTRN) where 
traffic regulation measures are required to extend beyond 21 days. This is 
also consistent with provisions already contained for certain similar notices 
issued under the 1984 Act - i.e. this would allow a repeat GTRN to be issued 
for a further 21 days (maximum). 

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

18. The Delegated Powers and Law Reform Committee has not made any 
comments on this instrument. 

Bryan McConachie 
Committee Assistant 

http://www.legislation.gov.uk/ssi/2014/92/contents/made
http://www.legislation.gov.uk/ssi/2014/92/contents/made
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Annexe A: Extract from Subordinate Legislation Committee report  

POINTS RAISED:  INSTRUMENTS SUBJECT TO NEGATIVE PROCEDURE 

 
Health Professions Council (Registration and Fees) (Amendment) Rules 
2013 Order of Council 2014 (SI 2014/532)    
 
On 14 March 2014, the Scottish Government was asked: 
 
I refer to the letter of 10 March from the Chief Nursing Officer, Patients, Public 
and Health Professions Directorate to the Presiding Officer which provides an 
explanation why section 28(2) of the Interpretation and Legislative Reform 
(Scotland) Act 2010 has not been complied with.  
 
Please could you clarify, to assist the Committee, why the timetabling of the 
Order could not allow for it to be drafted and made at the 11th February 
meeting of the Privy Council (which would have implemented the “28-day rule” 
given the coming into force date of 1 April 2014).  It is accepted that the 
limited frequency of Privy Council meetings had an impact on the ability to 
comply with section 28(2). 
 
The Scottish Government responded as follows: 
 
It had been intended that the timetabling of the Order would indeed have 
allowed for it to be made at the 11th February meeting of the Privy Council.  
However the timetable for finalising the Order within the Department of Health 
slipped so that that date was no longer achievable.  As indicated in the letter 
of 10th March to the Presiding Officer (as to why section 28(2) was not 
complied with), officials are exploring the reasons for this with the Department 
of Health and are establishing mechanisms to ensure joint consideration of all 
relevant legislation from an early stage.     
 
Letter to Presiding Officer: Breach of laying requirements 
 
The Health Professions Council (Registration and Fees) (Amendment) Rules 
2013 Order of Council 2014 was made by the Privy Council on the 5 March 
and is being laid before the Scottish Parliament and Westminster Parliaments 
today, 10 March 2014, to come into force on 1 April 2014. 
 
Section 28(2) of the Interpretation and Legislative Reform (Scotland) Act 2010 
(asp 10) (“the 2010 Act”) has not been complied with.  
 
To meet the requirements of section 31(3) of the 2010 Act, this letter explains 
why. 
 
Reason for non-compliance 
 
The Order is a UK statutory instrument and as such the Department of Health 
lead on the progress of the legislation. The Order increases the registration 
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fees paid by operating department practitioners and practitioner psychologists 
(among other professions), which are devolved professions. In accordance 
with article 42 (as amended) of the Health and Care Professions Order 2001, 
an Order containing measures relating to the regulation of operating 
department practitioners and practitioner psychologists is subject to negative 
procedure. 
 
The Health and Care Professions Council are the regulatory body and have 
communicated to their registrants, putting their internal systems in place, for 
the fee rise to be in place by 1 April. However, the Department of Health did 
not finalise the Order in sufficient time for it to be laid in the Scottish 
Parliament in compliance with section 28(2) of the 2010 Act, despite the best 
efforts of Scottish Government Officials.  
 
As a result of this situation, Officials will request that the Department of Health 
update their internal processes to ensure devolved requirements are factored 
into risk managing the progress of future orders. 
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Annexe B: Extract from Subordinate Legislation Committee report  

POINTS RAISED:  INSTRUMENTS SUBJECT TO NEGATIVE PROCEDURE 

National Health Service (Charges to Overseas Visitors) (Scotland) 
(Amendment) Regulations 2014 (SSI 2014/70) 
 
On 13 March 2014, the Scottish Government was asked: 
 
Regulation 2(5) of the instrument amends Schedule 2 to the National Health 
Service (Charges to Overseas Visitors) (Scotland) Regulations 1989 (SI 
1989/364, “the 1989 Regulations”). That Schedule contains a list of countries 
or territories in respect of which the United Kingdom Government has entered 
into a reciprocal agreement. Regulation 2(5)(a) omits certain entries from that 
list, while regulation 2(5)(b) inserts additional entries. The Policy Note 
explains that the intention in doing so is to update the list of countries with 
which the UK, and therefore Scotland, has entered into reciprocal healthcare 
agreements. 
 
1. Does the Scottish Government agree that Schedule 2 to the 1989 
Order as amended by regulation 2(5) of the instrument contains entries for the 
following countries and territories: Bulgaria; Czech Republic; Russian 
Federation; and Sweden? 
 
2. If so, does the Scottish Government agree that, to the extent that it 
contains entries for Bulgaria, Czech Republic and Sweden, the Schedule 
does not contain an accurate list of non-EEA countries with which the UK and 
therefore Scotland has entered into reciprocal healthcare agreements? And 
does it agree that the entry for the Russian Federation is unnecessary in light 
of the addition of ‘Russia’ to the list? 
 
3. If the Scottish Government agrees, can it advise whether it proposes to 
take any corrective action? 
 
The Scottish Government responded as follows: 
 
The Scottish Government thanks the DPLRC for bringing this matter to its 
attention and confirms that the countries in question appear in error and 
should have been removed from the list at Schedule 2 when they became 
members of the European Economic Area.  However, given that Bulgaria, the 
Czech Republic, and Sweden are now members of the EEA their nationals 
are entitled to necessary treatment at no cost in the event of illness or 
accident during a visit to the UK by virtue of regulation 5.   
  
The inclusion of EEA countries in the list at Schedule 2 has no impact on 
healthcare provision for nationals of these countries, but the Scottish 
Government will take the next available opportunity to further amend the 
National Health Service (Charges to Overseas Visitors) (Scotland) 
Regulations 1989 to correct the list.   
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The Scottish Government also agrees that the reference to the “Russian 
Federation” should be removed from the list to avoid duplication, and confirms 
that this will be done at the next available opportunity. 
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Scottish Government Action Plan for Pharmaceutical Care 
 

Dr Hamish Wilson  Professor Nick Barber 
 
1.  We are grateful to the Health and Sport Committee for the opportunity to 
submit a short statement in advance of its meeting on 29 April 2014 when it 
will be considering the Scottish Government policy document “Prescription for 
Excellence”.  We very much regret that we are unable, because of prior, 
unavoidable commitments to be present at the Committee’s meeting. 
 
2.  We wish to stress that our report, which was commissioned by Scottish 
Government, was a contribution to their consideration of the future 
development of NHS pharmaceutical care, and we understood that other 
ongoing policy initiatives would be taken into account in the vision and action 
plan in “Prescription for Excellence”.  Our report was, however, firmly based 
on the well established principles of person centred, safe and effective care 
and services and of the 20:20 vision.  It took account of the well documented 
changes in demography and morbidity which face the NHS in the coming 
years and the need to make the best use of all available resources.  We also 
recognised the very positive developments in pharmaceutical care in Scotland 
over recent years as providing a firm foundation on which to build for the 
future.  As part of our work we undertook extensive evidence gathering with a 
number of key stakeholders who provided us with a range of very informative 
views.   
 
3.  Our key messages might be summarised as follows: 
 

 pharmaceutical care is an essential element in the delivery of safe and 
effective care for patients and in reducing harm and waste. 

 pharmacists have a unique contribution to make to the delivery of 
patient care and health improvement through pharmaceutical care. 

 that contribution needs to be set within a partnership arrangement, with 
patients and the public and with other care professionals. 

 the relationship between patient and pharmacist should support 
continuity and consistency of care. 

 the partnership between pharmacist and other care professionals 
should be underpinned by mutual recognition of expertise and by 
sharing of relevant information. 

 this requires a changed perception of pharmacists on the part of the 
public and fellow professionals. 

 the pharmacy profession has a responsibility to demonstrate its 
professionalism and the contribution which it can make to safe and 
effective care. 

 the profile and professional autonomy of the individual pharmacist in 
his/her relationship with patients and fellow professionals needs to be 
clearly defined and supported. 

 the pharmacy workforce, including those staff who work directly with 
and support pharmacists, needs to be seen as a single, flexible 
resource within an area.  
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 the opportunity to use the specific skills of pharmacists in prescribing 
should be exploited to the full as part of integrated patient care. 

 the community pharmacy should continue to be a key focus in and from 
which many of the services are provided, and should be seen as a 
wider community asset with a key role in information, support, referral 
and signposting. 

 in addition, a range of models will be required to meet the changing 
population and patient needs. 

 as more people with complex needs and therapies are treated at home, 
hospital pharmacy services will need to respond in new ways to provide 
support to community based pharmacists, GPs and other 
professionals. 

 the developments in technology should be used to support the service 
developments in the care of patients and the most effective use of time 
and resources. 

 the education and training system should be designed to meet the 
future service and patient needs; this would include closer working in 
the future between Schools of Pharmacy and Medical Schools. 

 the most effective balance between national frameworks and local 
planning and delivery should be established, with an emphasis on 
proactive planning and co-operation. 
 

4.  Our report included a number of recommendations in specific areas of care 
or systems which we felt were of high priority, and which we know are now the 
subject of active attention by Scottish Government.  The report also 
recognised that the developments proposed should be part of a co-ordinated 
plan delivered over a number of years. 
 
5.  We would wish to emphasise that from our knowledge of developments 
elsewhere in the UK and internationally, Scotland is in a unique position to 
take forward the vision outlined in “Prescription for Excellence” in a way which 
will demonstrate the value of the contribution of pharmaceutical care to safe, 
effective and patient centred care. 
 
 
Dr Hamish Wilson     Professor Nick Barber 
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Scottish Government Action Plan for Pharmaceutical Care 
 

BMA Scotland 
 
BMA Scotland supports the ambitions of the 2020 Vision for Health and Social 
Care.  Doctors across the branches of practice of medicine are focused on 
delivering high quality and safe, person-centred care in the most appropriate 
setting in line with the goals of the Government’s quality strategy. 
 
Clinical pharmacists as part of the practice-based primary care team  
 
The BMA’s Scottish General Practitioners Committee (SGPC) has a strong 
working relationship with pharmacy representatives and recognises the 
benefits of multi-disciplinary team working.  SGPC supports the model of 
practice-based extended primary care team and sees pharmacy professionals 
as part of this model in line with the commitment in Prescription for Excellence 
to practice based General Practice Clinical Pharmacists.  Currently, however, 
many NHS Boards are taking contradictory action by moving away from a 
collaborative, person-centred approach by breaking down elements of the 
primary care team, for example by reorganising community nurses away from 
their practice attachment into area teams.  This undermines the good 
communication that exists when primary care staff are known to practices and 
may adversely affect continuity of care for patients. 
 
Whilst GPs have a unique role in managing undifferentiated illness and 
managing multiple illnesses, the proposals set out in the Action Plan could 
allow pharmacists to take a more central role in the ongoing pharmaceutical 
care of patients, freeing up GPs to focus on other aspects of medical care. 
 
The workload of general practice is rising.  People are living longer and have 
more complex care needs and we and we are trying to provide more care 
closer to where the patient lives.  There are more than two million people 
living with a long term condition in Scotland and management of these 
patients is often based on pharmaceutical care.  There is an important role to 
ensure regular pharmacy reviews to ensure the safe management of patient 
care.   
 
With the increasing ageing population, it is also important for 
pharmacovigilance to ensure that elderly patients are regularly reviewed by 
pharmacy professionals.  Polypharmacy increases with age and this leads to 
a higher risk of adverse reactions, admissions to hospital, functional and 
cognitive impairment and increased mortality.  
 
In my own practice in Blairgowrie we have for many years, benefited from the 
help of a practice attached clinical pharmacist who has helped us and our 
patients with the following: 
 

 Medication reconciliation after hospital discharge 

 Liaising with hospital pharmacists and community pharmacists 
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 Leading medication audits to improve quality prescribing and cost-
efficiencies 

 Involvement in primary care team polypharmacy reviews 

 Increasing compliance with health board drug formularies 

 Advising on complex prescriptions, drug interactions and formulations 

 Advising on best practice prescribing evidence. 
 
Overall these interventions have led to reduced medication errors, increased 
compliance, increased cost-effectiveness, reduced wastage and reduced 
variation.  In short it has improved the quality of our patient care. 
 
Pharmacists as independent prescribers 
 
Whilst the BMA supports the professional role of practice attached clinical 
pharmacists there is little information in Prescription for Excellence to describe 
in detail the role of clinical pharmacists as independent prescribers.  It 
suggests that approaches will be developed to “explore making better use of 
pharmacist prescribing post diagnosis”.  It is important that there are clear 
safeguards and protocols to ensure unbiased prescribing and pharmacists 
should be required to ensure transparency to avoid any suggestion of conflict 
of interests with regard to any community pharmacy business interests. 
 
Chronic medication service 
 
The report highlights the chronic medication service as a significant 
improvement in pharmaceutical care for patients.  However, so far, general 
practitioners have been less enthusiastic of the benefits of this scheme for 
those patients who might derive the greatest benefit.   
 
Doctors report that although there are benefits of pharmacists being involved 
in a patient’s repeat medicines, particularly in relation to identifying redundant 
medicines and assisting patients who are struggling to comply with their 
regimes, the scheme is currently too inflexible to benefit many patients on 
more complicated regimes.  This is because while some of the drugs that 
these patients are on, particularly those taken on a regular basis can be 
included in CMS, others which are not taken regularly but on an ‘as required’ 
basis are not suitable, which means that the patient does not benefit from a 
complete, comprehensive review and it is those patients who would be most 
likely to benefit from such a service.   
 
The BMA has therefore called for a review of CMS to identify the best way of 
delivering this service so that those with the greatest need would benefit most. 
 
Information sharing 
 
The BMA accepts that the sharing of electronic patient information could 
enhance patient safety in terms of pharmaceutical care.  We believe that if 
access to patient prescribing information is to be made available to 
pharmacists, then this should be established through a clinical portal which 
provides limited access and contains a central record of all prescriptions.  
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Robust security measures would need to be put in place to ensure appropriate 
use of patient data and patients would need to provide explicit consent for the 
pharmacy to access this information. 
 
Dr Andrew Buist 
Deputy Chairman 
BMA Scottish General Practitioners Committee 
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Scottish Government Action Plan for Pharmaceutical Care 
 

Community Pharmacy Scotland 
 

How the new role envisaged for pharmacists will work in practice across 
all settings, and what the implications will be for existing roles and 
services, with specific attention focused on how it will be taken forward 
in community pharmacies? 
 
Since the publication of The Right Medicine patients and the public in 
Scotland have seen considerable changes in the nature of services provided 
by Scotland’s network of community pharmacies. That development took 
place against a background of regular meetings, clearly defined aims and co-
operative working. 
 
Since 2011 the owners of these pharmacies have been faced with the 
uncertainties created by the Wilson-Barber review of pharmaceutical care for 
patients resident in the community, the publication in 2013 of the report from 
that review and very quickly thereafter the Government’s response. That 
response appeared to bear very little resemblance to what had gone before 
and did nothing to foster the confidence needed to continue engagement with 
service development for patient and public benefit. There has also been a lack 
of meaningful engagement between Government officials and the owners of 
community pharmacies and at times a feeling that community pharmacy is 
being excluded from the new ideas. The recent letter from SG to NHS Boards 
about developing clinical capacity in NHS pharmaceutical care only served to 
increase confusion in the community sector and perhaps also within Boards. 
 
Based on the above we find it difficult to see how the new role will work in 
practice. In order to get things moving we need more clarity in terms of what is 
expected of the teams working in community pharmacies. That would help to 
boost confidence and perhaps secure investment in development of staff and 
premises to ensure patients’ needs are met. The rationale behind some of the 
service changes proposed needs to be spelled out. At the moment there is not 
enough sense of where we are heading to know what to do. Such a change 
programme requires more than “just do it”.  
 
The Wilson-Barber review stated the strength of a generalist pharmacist 
working in the community and the need to build on existing practice including 
further roll-out of the Chronic Medication Service. CPS strongly supports 
these aims and it seems sensible to us to use and develop resources which 
are already in place. There should be a focus on interaction with GP practices 
to accelerate full rollout of CMS. The Minor Ailment and Public Health services 
should be taken further as these initiatives help to build up patient confidence. 
Pathways to allow access to specialist advice would also be helpful.  
 
Attempts to make patients access services at more than one point do not 
improve the patient journey. Attempts to introduce new service locations will 
incur additional costs.  



HS/S4/14/13/7 

7 

Community Pharmacy teams (pharmacists and support staff) are often those 
with the most patient contact. The main factor in this lies in the patients 
accessing the pharmacy network for the supply of their medicines. Where the 
assembly of that supply occurs is a matter for further discussion and perhaps 
investment but without the interaction with the patient at the point of supply 
the best opportunity for care on a regular basis is lost. The interaction also 
acts as a point of triage to other services. 
 
Prescription for Excellence states that patients should be registered with an 
individual pharmacist. That is not what happens elsewhere in NHS Scotland. 
Patients register with a general practice and are allocated a medical 
practitioner. Registration with a pharmacist would not provide continuity of 
care. A great strength of community pharmacy is the open access to services 
and advice. Often this is at times out with normal working hours and 
weekends. It is impossible for an individual to provide continuity of care for all 
the contracted opening hours of a pharmacy. Registering with the pharmacy 
formalises a patient’s relationship with the entire pharmacy team. Continuity is 
delivered by the whole team being involved in a patient’s care.  
 
The other factor is patient safety and avoidance of risk. The current pharmacy 
regulator is looking for the pharmacy to demonstrate safe and effective 
practice and to empower their teams. The presence of an NHS Board 
contracted pharmacist would add another layer of complexity to these 
procedures.  
 
Community pharmacy contractors and their teams have found in recent years 
that the links between GPs and community pharmacies no longer work as well 
because the presence of NHS Board employed pharmacists. Attempts to 
introduce registration with a specific pharmacist would create a further barrier. 
 
What achievements have already been made in building collaborative 
working between GPs and pharmacists (i.e. through the joint initiative by 
RCGP Scotland and RPS Scotland) and what more will need to be done 
to bring about the changes envisaged in the strategy? 
 
In a limited number of areas CMS has been fully rolled out to deliver care 
planning along with serial prescribing. This has delivered efficiencies for all 
stakeholders and allowed pharmacy teams to deliver more pharmaceutical 
care. The roll out needs to continue and accelerate to allow patients across 
Scotland to benefit from more opportunity for care and for community 
pharmacy teams to interact with the patient according to an agreed pathway. 
 
In our response to Wilson-Barber we put forward proposals for how 
pharmacist prescribing could be developed, e.g. the pharmacy would be 
charged with providing care in line with set parameters and if these 
parameters were exceeded then a referral back would be made. We also 
called for access to appropriate medical records. Due to long lead times for IT 
development we have to begin scoping work soon on any changes needed to 
support new areas of work  
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We would like to see SG taking ideas forward in a more collaborative fashion. 
 
Collaborative working between professional organisations is to be welcomed. 
In order to deliver the desired outcomes the contractor bodies must be 
engaged and supportive of the vision. 
 
What are the workforce planning implications of the strategy, and how 
will these be addressed? 
 
Prescription for Excellence does not make clear what is required in terms of 
workforce planning because it doesn’t make clear what the service model will 
be. For all scenarios NHS Education for Scotland would need to be 
adequately funded to deliver the appropriate training skills. 
 
In 2013 a consultation on ensuring a sustainable supply of pharmacy 
graduates took place in England and that was looking at how the overall 
training programme should be provided. Changes to the method adopted by 
schools of pharmacy in England and Wales could impact upon students at the 
Scottish universities as currently there are more pharmacists graduating from 
Scottish Universities than there are pre- registration places available. At the 
moment most of these surplus graduates go to England for their pre-
registration year. That option may be lost depending upon the agreed 
direction of travel.  We expect a report from the consultation soon. 
 
Support staff numbers are a commercial decision for contractors and it would 
be very difficult to produce a workforce plan. The statement from the 
pharmacy regulator that it will be looking at the scope of the pharmacy 
technician’s role and the training requirements will also need to be taken into 
consideration. 
 
Community Pharmacy Scotland 
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Scottish Government Action Plan for Pharmaceutical Care 
 

The General Pharmaceutical Council 
 
The General Pharmaceutical Council (GPhC) is the regulator for pharmacists, 
pharmacy technicians and pharmacies in Great Britain. It is our job to protect, 
promote and maintain the health, safety and wellbeing of patients and the 
public who use pharmaceutical services in England, Scotland and Wales.  
 
We protect the public in two main ways- by registering competent 
professionals to practise pharmacy and by regulating pharmacies.  Our core 
functions are: 

 setting the standards of education and training which pharmacists and 
pharmacy technicians must meet in order to join our register and to 
remain registered throughout their professional life 

 registering pharmacists and pharmacy technicians and setting the 
standards of conduct, ethics and performance which they must meet in 
order to stay on our register 

 setting standards which must be met by the owners of registered 
pharmacies 

 registering pharmacies which meet our standards and inspecting 
pharmacies to check that that they continue to do so; and 

 taking action when our standards are not met 
 
The GPhC welcomes developments and innovations in pharmacy practice 
which have the potential to bring significant benefits to patients and the public 
and is keen to work closely with the Scottish Government and others to play 
our part in taking forward the ambitions set out in Prescription for Excellence.  
 
Pharmacy is changing rapidly across Great Britain and we want to ensure that 
our regulatory approach reflects and responds to these changes. We also 
want to use our functions to provide assurance about pharmacy professionals 
and pharmacy services, so that the public can have confidence in expanding 
roles and services. 
 
The themes of Prescription for Excellence are consistent with our emphasis 
on supporting and enabling pharmacy professionals to safeguard the health, 
safety and wellbeing of patients. We believe that professionalism, not rules 
and regulations, offers the best protection for patients and want to use our 
regulatory approach to support patient centred professionalism in pharmacy. 
We have developed standards for individual pharmacy professionals and 
standards for registered pharmacies which focus on the outcomes we think 
should be achieved for patients.  These standards are designed to take 
account of the different models for delivering pharmacy services across Great 
Britain and support evolving developments in practice. We believe that our 
standards fit with the ambitions for pharmaceutical care set out in Prescription 
for Excellence and will seek to ensure that this continues to be the case as 
part of our ongoing programme of work to review our standards. Our 
standards can be found at http://www.pharmacyregulation.org/standards.  
 

http://www.pharmacyregulation.org/standards
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We have recently developed and rolled out a new model for inspecting 
pharmacies and are committed to ensuring that our inspection approach is 
flexible enough to reflect structures and service delivery models in Scotland 
both now and in the future. The data we capture from our inspections and 
other regulatory functions could prove helpful to the development and delivery 
of the action plan’s proposals. We are one part of a complex system for 
overseeing and improving the quality of pharmacy care and services in 
Scotland and recognise that we have an important role to play in sharing 
information and working effectively with health boards and other relevant 
organisations to help drive continuous improvement at a local and national 
level. We are in the process of developing collaborative working agreements 
with a range of stakeholders in Scotland to facilitate this. 
 
The increasing clinical role of pharmacists and the changing role of pharmacy 
technicians outlined in Prescription for Excellence is something we will be 
considering in the context of our education and training work. In line with our 
general approach to standards, our education and training standards focus on 
the outcomes we wish to achieve to ensure newly registered pharmacists and 
pharmacy technicians are competent to practise safely and effectively.  Our 
education and training standards are intended to be flexible enough to 
respond to developments in practice and to support multidisciplinary learning. 
Our standards have also been written in such a way that they could 
accommodate potential changes to the current model for delivering initial 
education and training in Scotland. We regularly review these standards and 
will consider if and how our standards may need to change so pharmacists 
and pharmacy technicians are properly equipped to take on greater roles in 
delivering health services. We are also working to strengthen the assurance 
we are able to provide about the continuing fitness to practise of pharmacists 
and pharmacy technicians throughout their working lives, which will be 
increasingly important as pharmacy professionals take on new clinical roles. 
 
As the regulator of both pharmacy professionals and pharmacists the GPhC is 
in a unique position to be able to build a detailed understanding of pharmacy 
practice today. We recently undertook our first major survey about the day-to-
day roles and responsibilities of pharmacists and pharmacy technicians. The 
findings of this work will be used to inform our ongoing work to improve the 
way pharmacy professionals and services are regulated. The full results of our 
survey have also been made publically available to help others, including 
those working in public health policy and workforce planning, to develop a 
greater understanding of pharmacy today. We have shared our findings, 
including a summary of our specific findings for Scotland, with the Scottish 
Government, NHS Education for Scotland and other key stakeholders. We 
hope that this will provide a useful evidence base to help inform some of the 
workforce planning discussions associated with delivering the action plan. 
Further information about the survey and its findings are available at 
http://www.pharmacyregulation.org/registrant-survey-2013.  
 
General Pharmaceutical Council 
  

http://www.pharmacyregulation.org/registrant-survey-2013


HS/S4/14/13/7 

11 

Scottish Government Action Plan for Pharmaceutical Care 
 

NHS Education for Scotland (NES) 

 

Background 

 

NHS Education for Scotland (NES) is a national special health board 
responsible for education, training and workforce development for those who 
work in and with NHS Scotland. NES has a Scotland wide role in 
undergraduate, postgraduate and continuing professional development and 
maintain a local perspective through centres in Edinburgh, Glasgow, Dundee, 
Aberdeen and Inverness with over 1,000 staff who work closely with our 
educational support roles and networks in the workplace learning 
environment. Our aim is to improve health and care through education and a 
significant proportion of our work focuses on the clinical workforce, with the 
majority of our funding used to pay for doctors and dentists in training. In 
addition NES prepare professionals for practice in clinical psychology, 
 
pharmacy, optometry and healthcare science and  provide access to 
education for the nursing, midwifery and allied health professions for 
healthcare support workers and administrative, clerical and support staff. We 
also support public service reform and current policy priorities through 
education for improving quality, service re-design, leadership and 
management, mental health, dementia, older people and children and young 
people, with a particular emphasis on enabling sustainable quality through the 
2020 Vision. 
 
NES welcomes this opportunity to submit this evidence to the Health and 
Sport Committee concerning the Scottish Government Action Plan for 
Pharmaceutical Care. 
 
Introduction 
 
NES is pleased to submit this written evidence ahead of the 29th April 2014 
hearing by the Health and Sport Committee into the Scottish Government 
Vision and Action Plan for Pharmaceutical Care.   
 
NES was also involved in the prior consultation and Review of NHS 
Pharmaceutical Care of Patients in the Community in October 2011 
announced by the Cabinet Secretary for Health, Wellbeing and Cities, which 
was undertaken by Dr Hamish Wilson and Professor Nick Barbour. This was 
submitted to government in October 2012 and launched on 14th August 2013 
by the Chief Pharmaceutical Officer at Scottish Government.  This Review 
focused on the needs of patients and the NHS; current arrangements for 
providing NHS Pharmaceutical Services across Scotland; 
 
their fitness for purpose; and sustainability into the future. The Review also 
focused on Pharmacy workforce and education. NES was glad to see that 
many of the issues highlighted in the Wilson and Barbour Review were 
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reflected in the Scottish Government Vision and Action Plan for 
Pharmaceutical Care, launched in September 2013. 
 
Context 
 
NES strongly agrees with the principles articulated in the Scottish Government 
Vision and Action Plan for Pharmaceutical Care, Prescription for Excellence 
for implementation over the next 10 years. NES sees that the education 
training and workforce development for the Pharmacy profession and 
Pharmacy Team will be pivotal to the success of Prescription for Excellence in 
the future. NES will want to fully contribute to the implementation of 
Prescription for Excellence with and alongside our partners and stakeholders 
including Scottish Government; the NHS Directors of Pharmacy; both Scottish 
Schools of Pharmacy; the Royal Pharmaceutical Society ;Community 
Pharmacy Scotland and the Royal College of General Practitioners, amongst 
others. 
 
NES and Prescription for Excellence 
 
NES sees its main areas of focus to help implement Prescription for 
Excellence in four core areas; Workforce, Education and Training;  the 
Integrated Initial Training of Pharmacists;  Career Frameworks and the ‘NHS 
Accredited Clinical Pharmacist Independent Prescribers’ and lastly Clinical 
and Professional Leadership. Each of these four areas will be explored in turn. 
 

1. Workforce, Education and Training. 
 
In relation to pharmacy, there is currently no central locus for national 
workforce planning in Scotland, and none of the governmental controls of 
undergraduate student numbers which apply to some other clinical 
professions, such as the medical, nursing and dental professions. In addition, 
workforce planning in pharmacy is possible in the NHS managed service 
where data can be more easily collected but much more difficult in the 
community sector of practice. This is because some community contractor 
employers do not wish to give details of pharmacists and pharmacy technician 
numbers of employees as it is deemed to be ‘commercial in confidence’. This 
makes overall workforce data gathering and planning difficult for pharmacy. 
However this may be helped in the future if the ‘Performers List ‘ for pharmacy 
can be implemented, which will in turn facilitate the gathering of pharmacists 
numbers employed in Health Board areas.   
 
In addition, it is understood that the future workforce requirements in 
Pharmacy will be greatly affected by technological advances including, 
automatic dispensing and robotics and also with the advancement  of the role 
of the pharmacy checking technician. 
 
The experience gained by NHS Education for Scotland (NES) in workforce 
analysis and development for other clinical professions can usefully be 
applied to pharmacy, using data collection and trend analysis to lead to better 
supply and demand forecasting, and capacity planning. This would help to 
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inform pharmacy workforce planning for the professional across all healthcare 
areas. 
 

2. Integrated Initial Training of Pharmacists 
 
NES agrees that for undergraduate pharmacy programmes, the opportunity 
should be taken to continue to enhance the inter-disciplinary elements in 
undergraduate education, particularly with medicine, and welcomes greater 
co-operation between Pharmacy and Medical Schools. Learning together as 
professionals builds a strong foundation for more effective working together 
through greater understanding of and respect for each other’s skills and 
expertise. NES will continue to work with and encourage both Scottish 
Schools of Pharmacy to enhance inter-professional learning and shared 
teaching and learning, where appropriate. NES will also encourage the 
increase in the clinical context of the undergraduate programmes thought 
meaningful clinical placements and experiential learning. 
 
The NHS Pre-Registration Pharmacist Scheme (PRPS ) launched in 2006, 
was established to address identified variations in the quality of training 
provision and assessment in the pre-registration pharmacist training year and 
to meet the needs of the Government strategy for pharmaceutical care. NES 
was tasked to organise and manage the overall centralisation of the pre-
registration education and training year for pre-registration trainees in both 
hospital and community pharmacy settings across Scotland. The primary 
objective of the scheme was to standardise the training experience for pre-
registration trainees in Scotland, and the PRPS has evolved each year 
progressing towards achievement of this objective.  
 
The PRPS scheme has evolved into three cyclical work streams. Firstly, a 
centralised recruitment process was developed and works effectively across 
Scotland.  Secondly, a national PRPS educational programme framework was 
established with each trainee required to complete the same core elements. 
Lastly there are NES formal quality management processes covering 
premises approval and tutor support, including tutor appraisal and training, in 
line with the Regulators requirements.  
 
There is broad agreement within the pharmacy profession that the clinical 
context and content of undergraduate and pre-registration training needs to be 
improved. The profession recognises that the initial education and training of 
pharmacists must better equip pharmacists of the future with more clinical and 
pharmaceutical care knowledge and skills.  In addition changes planned by 
the Department of Health (DH) in England in relation to Modernising 
Pharmacy Careers (MPC) include a proposal to disestablish the pre-
registration year and amalgamate it into the current academic programme. 
This proposal would result in a five-year integrated academic course, with co-
terminus graduation and registration as a pharmacist. This change in England 
could have significant implications for Scottish pharmacy. One of the first 
issues that need to be addressed in the initial training of pharmacists is the 
current mismatch of graduate numbers and funded pre-registration places. 
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In the future, a different solution in Scotland could be the proposal of a more 
integrated five year clinical training programme with the undergraduate 
programme becoming more incorporated with the present PRPS scheme and 
building on the advantages of both. NES would be pleased to be involved in 
the future integration of the initial training of pharmacists taking into account 
the future workforce needs, and see the evolution of the PRPS as critical to 
that process.  
 
Prescription for Excellence proposes developments to pharmacist education 
and training including a NES Pharmacy ‘deanery-type’ structure for pre-
registration pharmacist training. This would be readily achieved and supported 
by implementation of future developments to the PRPS including the logic in 
NES assuming for pharmacy the same quality management of learning role 
that they perform effectively for some other clinical professions.  NES would 
be pleased to be involved along with other key stakeholders including the 
Scottish Schools of Pharmacy, in future options around this, including 
potentially NES  becoming the employer of pre-registration trainees, NES 
could continue to progress quality assuring the training environments for 
educational purposes, ensuring the right balance of clinical experience, and 
supporting and appraising tutors. 
 

3. Career Frameworks and the ‘NHS Accredited Clinical Pharmacist 
Independent Prescribers 

 
NES currently manages and facilitates the Pharmacy Vocational Training 
(VTS) Scheme in NHS hospital pharmacy across Scotland. The Pharmacy 
Vocational Training Scheme is a structured, work-based training experience 
for registered hospital pharmacists, enabling them to deliver safe and effective 
pharmaceutical care. It is available for pharmacists working within secondary 
care within NHS Scotland and is being developed at 3 different levels; Stage 2 
for general hospital training; Stage 3 for specialist clinical training and Stage 4 
for advanced education, leadership and research. The aim of the Pharmacy 
VTS is to facilitate the acquisition of knowledge and skills necessary for 
pharmacists to participate fully in their post as a hospital pharmacist, from an 
early career stage towards a more advanced and specialist stage in later 
career.   
 
NES would like to progress this work on career frameworks to further develop  
a structured Career Framework in all sectors of pharmacy and to consider 
how such a Framework might apply in community pharmacy and primary care, 
taking into account Pharmaceutical Care and future clinical pharmacy 
practice, and recognising future CPD and Revalidation requirements. NES is 
currently working with the Royal Pharmaceutical Society (RPS) to scope the 
future liaison with the recently launched RPS Faculty and the commonality 
and potential synergies with any future NHS Career Frameworks. 
 
NES in its role of commissioning Schools of Pharmacy for Independent 
Prescribing Programmes for pharmacists would be integral to the future 
design of prescribing training and the enhancement of clinical skills. This 
would follow the principle of Prescription for Excellence to ensure that in due 



HS/S4/14/13/7 

15 

course all pharmacists involved in the direct care of patients within the NHS 
are in a position to act as clinical pharmacist independent prescribers. There 
is a need for further prescribing and clinical skills training for the majority of 
pharmacists to increase the capacity for pharmaceutical care.  This would 
help pharmacists work with other clinical staff in the NHS to help address 
polypharmacy in patients with multiple morbidities.  
 

4. Clinical and Professional Leadership. 
 
Prescription for Excellence  states that the provision of NHS pharmaceutical 
care is the responsibility of the NHS Board working with the Scottish 
Government.  NHS Boards would take the lead in creating professional and 
clinical networks to support all pharmacists providing care to the NHS 
patients.  
 
These Professional and Clinical networks would need further strengthening 
through professional recognition and identification of professional leaders and 
clinical leaders within each NHS Board. This future work will be supported by 
NES, HIS and the professional and regulatory bodies.  
 
 
NHS Education for Scotland (NES) 
  



HS/S4/14/13/7 

16 

Scottish Government Action Plan for Pharmaceutical Care 
 

NHS Grampian 
 
This submission, on behalf of NHS Grampian, provides an illustrative, rather 
than exhaustive, response to the areas of interest identified by the Health and 
Sport Committee.  
 
Prescription for Excellence places a clear emphasis on a collaborative and 
integrated approach to the delivery of pharmaceutical care. It advocates a 
greater clinical role for pharmacists, particularly those currently working as 
community pharmacists, in delivering this care in partnership with patients, 
carers and fellow health and social care professionals.  It complements well 
the Pharmacy 2020 Vision developed in NHS Grampian in 2012 and as such 
is warmly welcomed in providing a national direction that supports our local 
aspirations. 
 
Pharmaceutical care in the community will be delivered within integrated 
pathways, integrated not only in terms of the different health and social care 
inputs but integrated in terms of the roles of primary care, community and 
hospital pharmacists. 
 
Today’s community pharmacies will, in the future, deliver services from both 
their premises and in other settings be they domiciliary, care homes or 
intermediate care settings. Almost all patients will register for pharmaceutical 
services with a pharmacist / pharmacy team. This registration, allied to the 
introduction of NHS Board pharmacist performers lists, will mean that patients 
are encouraged to build stronger relationships with a pharmacist / group of 
pharmacists who will be responsible for their ongoing pharmaceutical care on 
a long term basis. This will enhance relationships, trust and accountability for 
the pharmaceutical care provided, in partnership with others, to patients. The 
capacity of community pharmacy teams to deliver these enhanced clinical 
roles will be released through more efficient supply of medicines delivered 
through increasing automation, efficiencies of scale, better use of non-
pharmacist technical staff and the widening use of dispensing hubs. 
 
The General Practice Clinical Pharmacist role described in Prescription for 
Excellence will encompass some of the existing roles and activities of 
pharmacists currently working in GP practices, hospital and intermediate care 
settings and community pharmacies.  In other words, the emphasis will be on 
the patient and their pharmaceutical care needs rather than the organisational 
centre in which a pharmacist is based.  
 
Patients should expect and receive integrated and seamless care delivery 
across settings and between providers. With greater registration for services 
allied to a payment model that rewards clinical input over medicine supply, an 
environment of more collaborative working between community pharmacies in 
the delivery of care should emerge. This could be delivered through the 
development of General Practice Clinical Pharmacist teams, initially led by 
existing General Practice pharmacists working with local community 
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pharmacists and hospital pharmacy teams, to deliver ongoing pharmaceutical 
care to patients with long term conditions / stable chronic disease. This 
approach will not only foster good working relationships between pharmacists 
currently working in different sectors, but with GPs and others involved in 
care. It also provides a method of engaging those who are already competent 
and confident in providing enhanced clinical input, to lead the way in changing 
pharmaceutical care delivery in a sustainable and scalable model. As the 
confidence of existing community pharmacists grows, and their competence in 
delivering clinical therapeutic input is more widely recognised and valued, and 
as they become accepted as an equal partner in the multidisciplinary primary 
care team, a model will emerge whereby the majority of patients with stable 
chronic disease are managed therapeutically by what today we call the 
community pharmacist.  
 
When patients are admitted to and discharged from hospital or intermediate 
care settings these transitions should occur smoothly and efficiently and from 
a patient perspective should feel as if care delivery is continuing under one 
team. To support this, the community pharmacist will have much greater 
involvement in supporting medicines reconciliation as a patient moves from 
one care setting to another. Patients will routinely receive their discharge 
medicines from the community pharmacy; for patients admitted to hospital for 
elective surgery it will be the community pharmacist who provides both the pre 
admission medicines assessment and the discharge medicine.  
 
These changes will also create capacity for those pharmacists currently 
delivering clinical roles within GP practices and hospital settings. This capacity 
will contribute to the care of more complex patients who have less stable 
disease or where medicines and technologies used to treat them are more 
complex / require specialist support. 
 
In short, in line with the vision described in Prescription for Excellence, a 
patient should experience the clinical benefit of their pharmacist being a fully 
integrated member of the multidisciplinary team delivering their care, to 
ensure that they get the best from their medicines to help achieve their goals 
of treatment and improve their health experience. 
 
Local examples of pharmaceutical care in transition in NHS Grampian in the 
delivery of collaborative care: 
 

a) Patients in sheltered housing accommodation in Aberdeen City have been 
benefitting from reviews of their medication and counselling on medicine 
taking. Pharmacists (both community and GP practice pharmacists) employed 
in Aberdeen City have been undertaking medication reviews with excellent 
outcomes in terms of medicines rationalisation and ensuring that all medicines 
are understood and appropriately prescribed. This is a clear example of the 
type of activity that could be undertaken by early adopters of the General 
Practice Clinical Pharmacist model of care delivery. 
 

b) In Aberdeen City, patients are benefiting from an example of a transitional 
approach to the General Practice Clinical Pharmacist model. A team of two 
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community pharmacist prescribers employed by a local, small, independent 
pharmacy chain provide clinical pharmacy input across a group of three GP 
practices.  
 

c) In NHS Grampian, patients have had their transfer into hospital and discharge 
back into primary care facilitated by better information transfer. NHS 
Grampian has tested the electronic transfer of information from the community 
pharmacy patient care record to hospital pharmacy colleagues. This 
information transfer supports medicines reconciliation on admission to 
hospital, whilst transfer of the electronic discharge letter to a patient’s 
nominated community pharmacy supports patients’ transitions back in to 
primary care. 
 

d) In NHS Grampian patients are getting better access, through community 
pharmacy, to medicines that historically they would have necessitated a visit 
to their GP. Examples include the community pharmacy based smoking 
cessation service which now includes provision of varenicline, access to 
treatments for uncomplicated urinary tract infections and travel and Influenza 
vaccinations. 
 

e) NHS Grampian is working to give patients better choice in where they get 
secondary care medicines that they are taking on a recurring basis, 
particularly where they have historically had to visit the hospital to collect 
them. Imatinib supply by community pharmacy has been a first step to support 
supply of appropriate oral oncology treatments in the community. Over the last 
two years, NHS Grampian has offered and provided this service to the 
majority of patients with stable CML treated with imatinib. This means they 
have been able to receive their medicine supply from their own local 
community pharmacy. Hospital pharmacy teams have worked with their 
community colleagues to support patients taking this treatment. 
 

f) NHS Grampian is working to improve the care of vulnerable patients and has 
recently completed the piloting of its new community pharmacy substance 
misuse service.  The aim of the new service is to improve the pharmaceutical 
care of substance misuse service clients, in particular at points in their care 
when they are most vulnerable. This new service promotes better 
communication, collaboration with GPs and the specialist substance misuse 
service and requires a pharmaceutical care plan to be in place for each 
patient. 
 

g) Patients in NHS Grampian are now more likely to receive a prescription from a 
pharmacist as part of their care, than in the past. NHS Grampian has 71 
qualified pharmacist prescribers with 47 of these actively prescribing and 
working across primary and secondary care in a range of specialist clinics and 
general prescribing roles. 
 

h) In Moray, multidisciplinary ‘collegiate’ workshops have been held over the last 
year to support NHS Grampian’s move to cluster / locality working. Examples 
have included evenings on care of patients requiring anticoagulation and other 
high risk medicines and a ‘soap box’ session on common prescribing process 
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issues. These events help foster information sharing, relationship building and 
closer, more integrated, working between pharmacists and GP colleagues and 
other health professionals in primary care. 
 

i) NHS Grampian was the first NHS Board to establish an entire Community 
Health Partnership (Moray) as an early adopter site for CMS serial dispensing. 
All Moray practices, including dispensing doctor practices, have now 
prescribed serial prescriptions within CMS and all Moray pharmacies have 
dispensed serial prescriptions. NHS Grampian continues to be at the forefront 
of CMS implementation in Scotland meeting its 2013/14 target of having 
almost all NHS Grampian GP practices active in serial prescribing for patients. 
 
In moving to the models of care delivery epitomised in Prescription for 
Excellence there are a number of challenges: 
 

a) Patients have a right to expect that those delivering their care have access to 
appropriate information. There is a need to widen access for pharmacists to 
the Emergency Care Summary (ECS) / Key Information Summary (KIS) to 
provide pharmacists and pharmacy teams with appropriate information to 
support care delivery. As pharmacists play a greater role in clinical care there 
is a need to ensure that their records of interventions, communications and 
medicine supply are included in the patient record and accessible to the rest 
of the healthcare team. 
 

b) Patients should be able to benefit from advances in technology in the delivery 
of healthcare. A good number of community pharmacies in Grampian have 
invested in dispensing robots to improve the efficiency of medicines supply. 
The investment required is significant, both in terms of capital outlay and 
revenue costs to support the technology. Pharmacies will need to have 
confidence in future remuneration to make such investment, which will be key 
to releasing pharmacist capacity to expand their clinical contribution. There 
will also be a need to provide access to and resources for telemedicine and 
video conferencing facilities to facilitate pharmacists in communicating with 
patients and others involved in patient care. This communication would be 
further facilitated by improving the compatibility of IT systems used within 
community pharmacies and GP practices.  
 

c) Patients should receive and experience care that is planned and delivered in a 
collaborative and integrated way by all disciplines and services involved in 
their care. The development of health and social care partnerships and a 
more locality based approach to service planning and delivery, including 
clinical pathway development, must incorporate pharmaceutical care. Better 
use of population health information and access to pharmaceutical expertise 
will be needed to support this.  
 

d) The public have a right to expect the NHS to ensure that the right staff are 
undertaking the right tasks in care delivery. Developing the role of the 
pharmacist will bring with it a need to recognise the changes in roles and 
competencies of other staff employed in community pharmacies. The 
expanded role of the pharmacy technician in the supply of medicines will be 
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key, as is an aspiration that pharmacy assistants will be recognised locally as 
health improvement practitioners. Development of the health improvement 
role will need support at both the local level and nationally, through NHS 
Education Scotland, to enable pharmacy assistants to promote behaviour 
change in local communities around healthy eating, alcohol and tobacco use. 
The aspiration that all General Practice Clinical Pharmacists will be 
prescribers by 2023 is to be applauded and will require changes to how 
prescriber training is delivered both at the undergraduate level and 
postgraduate level. Specific attention must be given to the period of learning 
in practice supervision and the issue of capacity and support for medical 
prescribers’ contribution to this. 
 

e) In order to maximise the patient benefit from non-medical prescribing there is 
a need to develop clear local prescribing strategies. Having all General 
Practice Clinical Pharmacists registered as prescribers is one thing, but 
ensuring that the capacity is utilised appropriately and efficiently is another. 
This will require local health and social care systems to agree how these skills 
and capacity will be used to benefit patient care. 
 

f) To facilitate the significant change in the role of pharmacists working in the 
community setting, change will need to be supported by local clinical 
leadership and peer support networks. In Grampian these leadership roles are 
in place for GPs but are at an earlier stage of development for other primary 
care health professionals, such as pharmacists. 
 

g) For pharmacists and GPs to take on new models of care, both professions will 
need to see the benefit of change and have the time to invest in supporting 
such change. Whilst some practitioners will engage early and enthusiastically, 
both professions have seen workloads increase in recent years and this may 
be a barrier to delivery. 
 

h) Community Pharmacy in Scotland is delivered through a mix of individual 
contractors, small independent chains of pharmacies and national and 
international groups. This mix of ownership does present challenges to 
transforming the delivery of pharmaceutical care and there is a need to ensure 
that Community Pharmacy Scotland and other trade bodies such as the 
Company Chemists Association are engaged fully to support the change 
agenda. 
 
Prescription for Excellence has been warmly accepted within NHS Grampian. 

It’s focus on collaborative and integrated pharmaceutical care delivery 

recognises the role of the pharmacist as a pharmacotherapist in collaboration 

with general practitioners as diagnosticians. It fits with local aspirations in 

terms of widening the skillmix in delivering care in communities and offers a 

real potential to add therapeutic capacity when existing primary care services 

are stretched and demographic and technological change are increasing 

population need for care. The challenges identified in this submission are real 

but not insurmountable and some of these challenges have already begun to 

be tackled. The potential benefits for patient care envisioned in the model of 
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pharmaceutical care delivery described in Prescription for Excellence are both 

valuable and achievable.  

 

NHS Grampian 
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Scottish Government Action Plan for Pharmaceutical Care 
 

NHS Greater Glasgow and Clyde 
 

NHS GGC welcomes the Scottish Government’s vision and action plan for 
pharmaceutical care delivered through independent prescribing, integrated 
professional partnerships and innovation. 
 
Pharmacists, working within multidisciplinary teams, can support attainment of 
national and local objectives for safe, effective, quality focussed, patient 
centred care - making a distinctive contribution to enable patients to live 
independently at home and take greater responsibility for their own health, 
medicines and treatment. 
 
As the population ages, more people are living with multiple long term 
conditions and are taking more medicines to manage these conditions. Audit 
Scotland reported (2013) that over 900,000 people over the age of 50 are 
regularly taking 4 or more medicines. In these circumstances medication 
regimens become increasingly complex and difficult for the patient to manage.  
We endorse the developing role of the pharmacist as an independent 
prescriber - monitoring and adjusting treatment in a therapeutic partnership 
with the GP to promote optimal use of medicines.  We believe this can 
contribute to lower hospital admissions, positively affect the quality of life 
experienced by our patients and reduce workload pressures for other 
professions. 
 
It is clear that patients need more information about their medicines, 
presented in a form that enables safe and effective use, thereby enabling 
partnership, promoting optimal adherence to the prescription and reducing the 
quantity of medicines which are dispensed but not consumed.  Pharmacists 
are in an ideal position to support patients in making informed choices about 
their medicines and achieving better therapeutic outcomes. 
 
‘Prescription for Excellence’ envisages each Accredited Clinical Pharmacist 
Independent Prescriber managing a case load of patients in partnership with 
GPs.  Central to successful delivery of this goal is separation of clinical 
activities such as prescribing from the dispensing role.  Pharmacist 
prescribers will be reliant on IT access to a range of clinical information, while 
the dispensing function will be reliant on greater use of pharmacy technicians, 
more efficient use of IT, robotics and automated dispensing. The experience 
of implementation of the Chronic Medication Service is a catalyst for change 
in how pharmaceutical services are delivered in primary care. 
 
NHS GGC can illustrate a range of clinical services which are delivered 
through collaborative working between (a) pharmacists across different 
healthcare settings and (b) community pharmacists and general practitioners. 
These current examples of good practice (below) reflect how positive working 
relationships within NHS GGC can improve population health. 
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How the new role envisaged for pharmacists will work in practice across all 
settings, and what the implications will be for existing roles and services, with 
specific attention focussed on how it will be taken forward in community 
pharmacies? 
 

 Patients can experience particular problems at the hospital / primary care 
interface.  In NHS GGC, the discharge prescription is routinely shared, 
following the patient’s consent, with their nominated community 
pharmacist.  A recent evaluation indicates that, in 25% of discharges, the 
community pharmacist uses this information to make improvements in the 
quality of pharmaceutical care e.g. intervening when medications stopped 
in hospital are inadvertently restarted, or reinforcing information provided 
by the hospital pharmacist about a new medication started during the 
patient’s stay in hospital. 

 GGC community pharmacists run clinics both in the pharmacy and local 
surgeries, on a shared care programme, for patients with conditions such 
as hypertension and chronic pain. With full patient engagement in decision 
making about medicines use, the pharmacist acts as non medical 
prescriber and calls on advice from professional colleagues including 
hospital based specialist pharmacists, if required. 

 A local enhanced service has supported community pharmacists to identify 
patients on warfarin whose anticoagulant status (INR) had not been 
recently checked.  Close communication between acute services, GP 
surgeries and community pharmacy ensured a regular INR check was 
undertaken, therefore improving patient outcomes, patient safety and 
patient knowledge of the importance of regular INR checks. 

 
What achievements have already been made in building collaborative working 
between GPs and pharmacists (i.e. through the joint initiative by RCGP 
Scotland and RPS Scotland) and what more will need to be done to bring 
about the changes envisaged in the strategy? 
 

 In Inverclyde, a GP Clinical Pharmacist is working closely with the 
community mental health team and GP practices to support reduction of 
inappropriate prescribing of antipsychotics for care home residents. This 
has included an audit of current prescribing, pharmacist led reviews, 
education sessions for GPs and practice nurses and the development of 
guidance to inform ongoing review. 

 In Paisley, a GP practice highlights housebound patients with long term 
conditions to a local community pharmacist, who then completes home 
visits to carry out medication reviews. The pharmacist, utilising 
independent prescriber status, monitors blood pressure, considers 
changing clinical circumstances and systematically checks if all medicines 
remain appropriate for the patient, making adjustments to therapy, if 
required.  



HS/S4/14/13/7 

24 

 Across NHS GGC, practice pharmacists receive referrals from the 
Community Falls Prevention Programme which supports vulnerable people 
who have fallen. In consultation with GPs, the pharmacists visit patients in 
their own homes and undertake a full medication review with a particular 
focus on drugs that increase the risk of causing falls.  

 Community pharmacy delivers at least 80% of the NHS GGC smoking 
cessation service (almost 30,000 quit attempts in 2013, with a 34% 
success rate at 4 weeks), with patients frequently referred directly by their 
GP to their local community pharmacy. Outcomes are fed back to the GP 
who can encourage the patient to continue the path to becoming a 
permanent non-smoker.  Joint management of varenicline prescribing (a 
relatively new smoking cessation therapy) between the GP and community 
pharmacist improves patient access to therapy, reduces GP workload and 
effectively utilises the skills of specially trained pharmacists / assistants in 
support of the quit attempt. This experience has influenced the 
development of a national model for non-medical prescribing of varenicline 
across all NHS S community pharmacies during 14/15.  

 
What are the workforce planning implications of the strategy, and how will 
these be addressed? 
 
The delivery of ‘Prescription for Excellence’ will require innovative solutions, 
with community pharmacies as the primary care dispensing hubs and 
pharmaceutical care delivered in a range of settings, including GP practices, 
clinics, care homes and patients’ own homes. This will require a change of 
skill mix, in particular the development of pharmacy technicians who will 
maintain the delivery of a safe and efficient medicines dispensing service.  
This in turn will release the pharmacist to undertake prescribing and other 
direct patient facing roles, ensuring best value is obtained from the investment 
in the training of pharmacist prescribers. NES has a key role in supporting 
these changes.   
 
Planning with the medical workforce is essential. We need to improve 
mobility/flexibility within the pharmacy workforce with networking across the 
GP / hospital interface so specialist pharmacist support is readily available to 
GPs and community pharmacists, given that average length of stay is getting 
shorter and community pharmacists will be seeing patients earlier after 
discharge. An innovative collaboration between NES, GGC hospital 
(specialist) and community (generalist) pharmacists, GGC Cardiology and the 
Scottish Patient Safety Programme is underway. The principal goal is to 
optimise the medication requirements of post MI patients in the Western 
Infirmary and Royal Alexandra Hospital (RAH). The pharmacist led outpatient 
clinics will also provide a teaching platform where community pharmacists can 
receive practical training in effective use of their Independent Prescribing 
qualification, with a view to patient referral for long term follow up of 
pharmaceutical care in a community setting.    
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Overview 
 
NHS GGC has recently undertaken a Clinical Services Review. This 
envisages a new model of integrated health and social care to manage long 
term conditions. It will be dependent on disease prevention, anticipatory care, 
multidisciplinary collaboration and cross sector partnership to reduce hospital 
admissions and maintain patients in a community setting. This approach will 
be piloted as a ‘development project’ with a focus on Paisley primary care 
services and the RAH. The respective roles of specialist hospital and 
community pharmacists will be included in this development. This aligns with 
the principles of ‘Prescription for Excellence’ and the GGC experience could 
inform the national agenda.  
    
‘Prescription for Excellence’ points the way forward for pharmaceutical care in 
NHS Scotland. Central to the vision is collaborative working, both 
multidisciplinary / multiagency and between pharmacists in different sectors. 
The aim must be consolidation of the existing strengths of hospital, primary 
care and community pharmacy while developing new models of care.  Firstly, 
it’s important to maintain the unique primary access to healthcare through our 
community pharmacy network – locality based, no appointment necessary, 
extended hours of opening and an initial ‘port of call’ for a wide range of 
professional advice including public health, minor ailments advice and the 
chronic medication service. Generalist, community pharmacy based 
practitioners are a core element of the primary care team; the benefits of this 
expertise and advice at the heart of communities across Scotland should be 
retained and developed. Secondly, we embrace the opportunities which 
‘Prescription for Excellence’ brings, as a new approach to pharmaceutical 
care – a new locus, a new level of responsibility and a flexibility of practice 
which will encourage pharmacists to fully apply their expertise.  
 
The focus is improvement in the safe, effective and efficient use of medicines 
across NHS Scotland. Greater utilisation of the pharmacist’s skills and 
experience should improve the management of polypharmacy, contribute to 
reduced hospital admissions and assist the workload management of other 
professions.  Review of impact and evaluation of outcomes should be 
supported. 
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Scottish Government Action Plan for Pharmaceutical Care 
 

NHS Scotland Directors of Pharmacy Group 
 
To begin it is important to emphasise that the NHS Scotland Directors of 
Pharmacy Group and the individual Director of Pharmacy members are 
enthusiastic supporters of Prescription for Excellence.  We believe it is in line 
with other national strategies including the Scottish Governments 2020 Vision 
and Quality Strategy, and addresses the workforce and capacity challenges of 
the future, develops and broadens the primary care team ensuring the 
available skill mix is used appropriately. It improves safety and clinical 
effectiveness, for patients, in a way that further develops person 
centeredness. 
 
Prescription for Excellence is ambitious in terms of the workforce issues to be 
addressed, the behavioural and cultural changes to be delivered and the 
timescales envisioned for delivery. It will require commitment from Health 
Board senior managers, the pharmacy service and clinical colleagues. The 
Directors of Pharmacy look forward to working with these groups and the 
Scottish Government to deliver this change. 
 
We understand that the Health and Sport Committee have 3 specific areas of 
interest which we will now try to address directly: 
 
How the new role envisaged for pharmacists will work in practice across 
all settings, and what the implications will be for existing roles and 
services, with specific attention focussed on how it will be taken forward 
in community pharmacies? 

  
Prescription for Excellence describes a model where pharmacists will have a 
case load in primary care and will provide pharmaceutical care for their 
patients on an ongoing basis. This will require the pharmacist to effectively 
link with other healthcare professionals to ensure continuity of pharmaceutical 
care. This will undoubtedly require a further development of the existing IT 
infrastructure.  It is imperative that there is a clear flow of clinical information 
to ensure that whoever needs to know clinical details to deliver healthcare, 
does know.  This in relation to community pharmacy is already happening to 
some extent through the Chronic Medication Service, where an information 
flow between GP and Pharmacy does exist.  This needs to be developed as 
the delivery of care from our community pharmacist develops into the General 
Practice Clinical Pharmacist independent prescriber as described in 
Prescription for Excellence. 
  
 We envisage the patient will have an anticipatory pharmaceutical care plan 
focusing on interventions/access to medicines that will support the patient to 
keep well and stay at home. This plan will be shared as part of the Key 
Information Summary and will be accessible to appropriate health and social 
care professionals at different stages of the patients care.  This will also 
require development of the IT infrastructure. 
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Pharmacists will be working in health and care localities as part of a 
professional network. So a patient can come in to see their pharmacist while 
he/she is working in their local community pharmacy or the patient might see 
their pharmacist when they are running clinics at the local GP practice. 
Sometimes the pharmacist may visit a patient at home or when they have 
been admitted to the local community hospital or are in a care home. This 
flexible delivery is important to ensure continuity of care for the patient, and 
although the presence of the community pharmacist “on the High Street” will 
continue, it will be quite different.  The delivery of medicine supply will be from 
the pharmacy, but the delivery of pharmaceutical care will be from a variety of 
settings including the pharmacy, but not exclusively. 
  
The community pharmacy will continue to deliver the national pharmacy 
contract. There will be an increased requirement to use technology such as 
robotics, IT systems, telehealth to sustain this model and the existing support 
staff will need to be developed and their input maximised to support e.g. 
access to medicines for minor ailments or to provide public health services to 
prevent long term conditions. Community pharmacy will continue to provide a 
very valuable role in preventing, otherwise well patients entering the health 
system being involved in services such as smoking cessation, weight 
management, travel advice, emergency contraception etc. When a patient 
then develops a long term condition (LTC) then the current community 
pharmacist may well become the named pharmacist responsible for the 
pharmaceutical care of that patient or they may contribute to the 
pharmaceutical care, linking with the "named pharmacist" selected by the 
patient.  
  
It is important to note that it is not only primary care that is affected by 
Prescription for Excellence.  It is important to ensure that when a patient is 
admitted to hospital, the information required to assess and care for the 
patient is readily available and accurate.  The patients named pharmacist 
must continue to input to the care of the patient whilst they are in hospital 
linking with other pharmacists through professional networks to fully benefit 
the patient.  Work ongoing in three Boards is helping develop information 
systems currently, and development of pharmacy teams in both hospital and 
primary care is happening and needs to be further progressed to ensure this 
model develops effectively. 

 
 

What achievements have already been made in building collaborative 
working between GPs and pharmacists (i.e. through the joint initiative by 
RCGP Scotland and RPS Scotland) and what more will need to be done 
to bring about the changes envisaged in the strategy? 

 
 There are many examples of collaborative working between GPs and 

Pharmacists.  The primary example of this must be the development of the 
Chronic Medication Service (CMS) as part of the National Contract.  As part of 
CMS the tripartite agreement between patient, GP and pharmacist ensures a 
collaborative approach to care. This results in the patient getting their 
pharmaceutical care needs assessed, a pharmaceutical care plan developed, 
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and delivery of pharmaceutical care and serial dispensing over an agreed 
period of time.  This approach is expected to improve safety and care for the 
patient, thus benefitting the service as well. 

 
 Also many specific local examples exist.  By way of illustration, we highlight a 

few examples below: 
 

a) In NHS Dumfries & Galloway, Pharmacists, GPs and social services 
work very closely together to ensure appropriate enhanced care 
packages are available for identified elderly patients this means they 
can be maintained in their home environment, avoiding admission to a 
care institution. 

b) In NHS Forth Valley an IT package has been tested to ensure effective 
communication of pharmaceutical care needs, including medication 
record, flows between Primary and Secondary Care Pharmacy when a 
patient is admitted to and discharged from hospital. 

c) In almost all Boards examples exist of pharmacist run prescribing 
clinics in a variety of settings including GP Practices and Community 
Pharmacies.  These cover a wide range of therapeutic areas including 
polypharmacy clinics.  This effectively increases capacity and access 
for patients. 

d) The development of the Scottish Patient Safety Programme (SPSP) 
into primary care, including a project working involving community 
pharmacists gives further collaboration opportunities which will directly 
improve patient safety. 

e) Joint training of Medical and Pharmacy students will further develop 
collaborative working.  An example of work in NHS Highland exists 
where joint in-practice teaching of 4th year Pharmacy and Medical 
students occurs, aimed at developing interprofessional understanding, 
clinical competence and confidence.  These sessions have evaluated 
very well. 

 
These, as has been stated, offer only a few illustrations of collaborative 
working which is widespread and developing.  Prescription for Excellence is a 
vehicle which will move this significantly further forward. 
 
Through the vehicle of Prescription for Excellence there exists opportunity to 
further improve collaborative working and as a result enhance access to care.  
The flow of information needs further developed to ensure a complete care 
record is available, to safeguard the patient, at every point of care delivery.  
Additionally the need for further development of joint training of medical and 
pharmacy staff exists, if complete understanding, confidence and trust in each 
others role is to fully develop. 

 
What are the workforce planning implications of the strategy, and how 
will these be addressed? 

 
The workforce planning implications of the strategy are of course wider than 
just pharmacy.  The changing demographic we face, the increased volume of 
medicines we are using and the increasing ability to successfully intervene in 
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healthcare is a real and severe challenge for our workforce.  We need to 
ensure that we fully utilise all our available skills and knowledge, for patient 
benefit.  Thus ensuring the full range of health practitioners are involved in 
direct delivery of care is a fundamental requirement for the future.  Freeing up 
pharmacist time away from traditional dispensing toward direct clinical care is 
a high priority.  This can only be done by maximising the skills of the support 
staff, developing the use of robotic technology, using strong IT links to ensure 
communication flow and using telehealth widely.  Only these coupled with a 
pharmacist development programme, will fulfil the ambitions of Prescription for 
Excellence. 
 
However none of the above are untried and there are examples, some quoted 
in response to the above question, where the model of care is changing. 
 
Even with the above we will need to ensure our clinical resource is properly 
focussed.  Patients at highest risk of medication related harm will be need to 
be prioritised eg patients in care homes, patients on high risk medicines, 
patients on complex medicine regimens.  We will also need to use risk 
stratification tools like SPARRA to assist with this to ensure maximum benefit 
for our patients. 
 
A review will be required of skill mix in all sectors of pharmacy practice.  More 
joint working between health and social care in the ways that medicines 
are managed at home could also assist by for example reducing the current 
wide dependency on Monitored Dosage Systems to aid compliance.  This is a 
process that is not person centred and is a huge drain on resource within the 
profession. 
 
 
NHS Scotland Directors of Pharmacy Group 
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Scottish Government Action Plan for Pharmaceutical Care 
 

Pharmacists’ Defence Association and the Guild of Healthcare 
Pharmacists 

 
Why pharmacists support the Prescription for Excellence Policy. 
 
Background 
The Pharmacists’ Defence Association and the Guild of Healthcare 
Pharmacists are both trade unions for pharmacists representing 30,000 
pharmacists of which more than 2,000 reside in Scotland. 
 
Whilst 100 years ago, if you were a pharmacist you were probably the owner 
of a pharmacy, today that statistic has changed dramatically. Currently more 
than 95% of pharmacists are either community or hospital pharmacy 
employees or locums.  Furthermore, in the last fifteen years community 
pharmacy ownership has been largely taken out of the hands of pharmacists 
by venture capital companies, wholesalers, supermarkets and international 
health and beauty retailers often with headquarters based outside the UK. 
Pharmacist owned pharmacies are now in the minority and their motivations 
are often very different from those of the large multinational corporate 
retailers. 
 
The corporate focus is retailing and profit and there are many examples of 
where these aims clash with the more professional and patient orientated 
concerns of the pharmacists that they employ.  
 
Although community pharmacies and the pharmacists employed therein are 
engaged in many healthcare related services, community pharmacies are 
becoming primarily seen as a retailing and supply operation, a place to 
purchase toiletries, medicines and a place to collect prescriptions. This ability 
to attract the public, often without illness, has a big advantage in their public 
health role and pharmacists employed in community pharmacies provide other 
very important healthcare related services, often making life saving clinical 
interventions.  However, in practice, the continuity of care, ready availability 
and the delivery of care based on the needs of the patient, not location of the 
contractor for the consistent and personalised pharmaceutical care of patients 
with long term conditions is more difficult in this retailing environment. The 
community pharmacist is not always the same person, due to a corporate 
business model which drives profit through keeping the costs of the supply 
service to a minimum.  
 
This is in stark contrast to how the pharmacy service is operated and is 
therefore perceived in the hospital service by patients, their carers and other 
healthcare professionals. Here, pharmacists are increasingly seen as 
independent practitioners with prescribing qualifications facilitating their role 
as important members of the clinical team optimising the safe and appropriate 
use of medicines. They engage patients directly on wards, in clinics and 
increasingly out-reach into the patient’s home, making important clinical 
interventions on medicines which are the very core of their role. 
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The retailing operation has also impacted upon how community pharmacy is 
perceived by the medical profession. Examples of where the best 
relationships between GPs and community and hospital pharmacists exist are 
those that focus upon the clinical and healthcare related needs of patients 
where the personal accountability is clear.  
 
Using the skills of pharmacists to best effect in the wider community 
Lying at the very core of the Prescription for Excellence policy lays the 
principle that pharmacists should be enabled to use their clinical skills through 
the delivery of pharmaceutical care. This is a discipline which requires a 
pharmacist to develop a one to one clinical relationship with a patient and 
become their medicines related champion. The pharmacist would employ their 
clinical skills to support medical and nursing colleagues, have access to the 
patients records, seek, where appropriate, laboratory test results to monitor 
the condition and aim to maintain the patient in the community through 
improved care of the long term condition(s) and, equally importantly, focus the 
benefits of their medication therapy on the patient’s overall quality of life.  This 
would involve shared care with the pharmacist taking responsibility to change 
dosages, discontinue medicines and/or even the medicines regimes 
altogether. This is an altogether different model to that which currently exists 
in the community pharmacy setting where services are being provided, often 
isolated from the wider clinical team.  
 
To deliver pharmaceutical care the pharmacist would have to enjoy a similar 
kind of relationship that currently exists between a patient and GP. They 
would need to be free of the unending transactional processes and pressure 
from employers to drive retailing profits that widely feature in a community 
pharmacy so as to develop a new kind of relationship with the GP, other 
members of the healthcare team and any carers. Such a detailed service can 
only be provided on a named pharmacist registered patient basis and in a way 
that enables provision in a multiplicity of locations including the patients’ 
home.  
 
Our members have told us that there is a great deal of enthusiasm from 
existing community and hospital practitioners for this policy as it provides 
them with the opportunity to practice with professional autonomy and to 
become more recognised as clinical professionals, enabling them to use their 
unique skills around medicines to much better effect than is currently the case 
in the community setting and. More importantly, they can work more 
effectively to improve the care of patients and their safe and effective 
utilisation of medicines. 
 
The new policy will produce some very attractive workforce implications as 
currently many pharmacists have advanced qualifications (such as 
independent prescriber status) that many are not able to use in their current 
role. Many pharmacists also welcome the idea that they can establish group 
practices to deliver these services by placing reliance upon their professional 
and intellectual investment rather than the significant financial investment that 
they would be required to make so as to establish their own community 
pharmacy.  Others would wish to expand their existing roles in hospitals to 
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outreach into the community; this would provide an opportunity for medical 
and pharmaceutical practitioners in the community to seek the advice and 
support of specialist pharmacists currently in secondary care. 
 
The beneficial impact upon existing services and upon community 
pharmacy 
Community pharmacies provide an essential cornerstone in the overall 
healthcare system of Scotland and this must continue. The NHS, however, will 
be increasingly challenged by the frail and elderly who are on complex 
multiple medication regimes and who are unable to attend their local 
community pharmacy or may not have a pharmacy in their locality. The new 
policy will support pharmacy in the wider community by not restricting itself 
solely to a ‘bricks and mortar’ community pharmacy model but by instead 
allowing both the existing community and hospital pharmacy networks AND 
group practices of clinical pharmacists to provide a new and much more 
comprehensive service. 
 
It is fully envisaged that many community pharmacies, especially those that 
are led by professional healthcare services as opposed to retailing, would 
become actively involved in taking forward the concept of group practices. In 
effect, the new policy would enable them to embed professional services to a 
much greater extent than currently they can. 
 
The new service will have very beneficial implications as it will be working 
across all of the existing services. The pharmacist envisaged as the patient’s 
medicines champion would provide continuity of care as the patient moves 
between the secondary and primary care system, from their home to a 
hospital, then after discharge, back out into the community and perhaps into a 
care home. This service would ensure that all of the other team members, 
whether this is the patient’s GP, their local community pharmacy, the hospital 
pharmacy, the care home staff, carer or family, would be kept up to date with 
the latest issues around that patient’s often complex medicines regime. This 
would create some highly beneficial implications for the existing providers of 
pharmacy services. In particular, the local community pharmacy would receive 
(alongside the prescription ordering more medicines) some quality information 
on a patient’s complex medicinal regime from a consistent, named pharmacist 
who would be acting as that patient’s medicines champion.  With medicine 
being the most common medical intervention in the NHS, whether this is in 
primary or secondary care, this development alone would introduce some 
highly beneficial whole system improvements such as a reduction in the 
number of Adverse Drug Reactions, a reduction in unnecessary hospital 
admissions as well as a very significant improvement to the patient journey. 
 
‘Bricks and mortar’ community pharmacies are essential for the provision of 
medicines to the public and they are also essential for a wide range of public 
health services. They represent the most accessible healthcare facility for the 
public, often operating for many hours and on days during which there is no 
access to GP services. However, the community pharmacy is not an essential 
element of a detailed pharmaceutical care service. What is essential is the 
clinical skill and professional expertise of a pharmacist and because it can be 
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deployed widely without the need for relatively costly infrastructure 
investment, it is a very attractive aspect of the Prescription for Excellence 
policy. 
We wholeheartedly support the Prescription for Excellence Policy and do 
hope that this Scottish Government policy can be taken forward with 
enthusiasm and commitment. 
 
 
Pharmacists’ Defence Association and the Guild of Healthcare 
Pharmacists 
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Scottish Government Action Plan for Pharmaceutical Care 
 

Royal Pharmaceutical Society 
 
The Scottish Pharmacy Board (SPB) of the Royal Pharmaceutical Society is 
fully supportive of the vision for the pharmacy profession published in the 
Ministerial action plan “Prescription for Excellence” (PfE).  SPB recognises 
that this vision will involve major changes to current pharmacy practice in all 
settings and that it presents challenges not just for the pharmacy profession 
but for the NHS in Scotland. We endorse the need for change and challenge, 
recognising that this is necessary to improve pharmaceutical care of the public 
and patients. Not only does the essence of this document broadly align with 
SPB policies, we were very pleased to note that it encapsulated many of the 
recommendations that the Board made to the independent Wilson and Barber 
Review of Pharmaceutical Care in the Community. It is the direction of travel 
we advocate, developing the pharmacy profession in Scotland for public and 
patient benefit.  
 
While we understand that the vision is strategic in nature and wishes to 
encourage cross-sectoral working and facilitate pharmaceutical care wherever 
it is required in local communities, the action plan will need to further develop 
exactly how the necessary intra-professional, inter-professional and cross-
sectoral working will be achieved. It will be very important therefore in 
establishing work-streams to ensure appropriate engagement across health 
and social care professions and between healthcare sectors. SPB looks 
forward to playing as full a part as possible during the implementation stages. 
 
We support the ambition to have more pharmacist prescribers but note 
concerns expressed by our members, including those already prescribing, that 
hospital and community pharmacy is not mentioned explicitly and consistently 
in the document. There is some confusion as to who is being referred to in 
relation to the development of clinical pharmacist independent prescribers, 
albeit that the document states that “they will be referred to as general 
practice clinical pharmacists regardless of the setting in which they work.” 
There is a need to allay the anxiety that the document will be interpreted by 
the Health Boards and Community and Health and Social Care Partnerships 
as being pertinent only to pharmacists in the NHS managed service.  
 
We would like to bring the following points to the attention of the committee: 
 

 In order to improve patient care in the ways suggested in the action plan 
changes are required to both devolved legislation such as the Control of Entry 
requirements and to reserved legislation such as the Medicines Act 1968 
which currently restricts how community pharmacists can undertake the work 
envisaged in this document e.g. home visits, protected learning time and 
clinical meetings with colleagues in GP practices, hospital and social care. It is 
essential that the rebalancing of professional regulation work at UK level 
accommodates and supports the pharmacy vision for Scotland. 
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 Investment in the IT infrastructure to allow read and write access to patient 
records and the sharing of relevant patient information between pharmacists 
in all settings providing pharmaceutical care services, and their health and 
social care colleagues is urgently required. This will be all the more important 
when adding yet another breed of healthcare professional (and therefore 
another source of clinical communication) into the mix. 

 

 Shared undergraduate and postgraduate learning amongst all health and 
social care professionals needs to be supported to aid mutual understanding 
and collaborative working. 

 

 More detail is required on how new practice models will be funded and 
managed, for example use of new technologies (including robotics and 
telehealth), greater use of pharmacy technicians and the operation of group 
practices. 
 

 There are many examples of exemplary practice including pharmacist 
prescribing across all sectors of the profession and PfE must build on this to 
share best practice. The vision is innovative but should also build on the work 
already established within the previous strategy, “The Right Medicine”, and 
address the gaps not yet implemented within that document, particularly 
around aligning of medical and pharmacy contracts and skill mix.  
 

 It is not clear how PfE intends to build on existing pharmaceutical care 
services provided within the community pharmacy contract in order to facilitate 
implementation of the vision. 
 

 Clarification is required on how the vision will facilitate better working together 
across the various sectors of the pharmacy profession and between 
professions. This will require strong leadership nationally from the 
Government and locally from Health Boards. 
 

 Contracts between independent contractors in primary care will need to be 
aligned to encourage collaboration and remove negative incentives. This 
primarily concerns GPs and community pharmacies but there will also need to 
be more structured working between all members of the primary care team 
with greater clarity about roles and responsibilities. 
 

 The intention of  RCGP and RPS to work together is outlined in our joint 
action plan 
 
 “ Breaking down the barriers – how pharmacists and GPs can work together 
to improve patient care “ This document is a building block for change 
requiring  support from  the Scottish Government, NHS Boards and 
Community Health and Social Care Partnerships in order to implement 
change effectively at national and local levels. 
 

 There have been joint initiatives to raise awareness of community pharmacist 
prescribing and referral within the minor ailments and out of hours services. 

http://www.rpharms.com/scottish-pharmacy-board-pdfs/breaking-down-the-barriers-final-200120926.pdf
http://www.rpharms.com/scottish-pharmacy-board-pdfs/breaking-down-the-barriers-final-200120926.pdf
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Recent discussions with RCGP have centred on how to use the 
complementary skills of both professions to maximum advantage. There is 
scope for a better triage system in primary care which will streamline the 
patient journey and make best use of NHS resources. This has highlighted the 
need for more collaboration within the whole primary care team at 
undergraduate and postgraduate levels.  
 

 We welcome the commitment to a structured shared career framework for 
community, primary care and hospital colleagues. Professional recognition 
between sectors will be essential. The recently established Faculty within the 
Royal Pharmaceutical Society will support this and help facilitate movement 
within and between professional sectors.  
 

 We are as yet unclear on the numbers which will be required in the pharmacy 
workforce to deliver the vision in the document and believe the planned 
Scottish Government review is essential. 
 

 
Professor John A Cromarty 
Chair, Scottish Pharmacy Board, 
Royal Pharmaceutical Society 
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Scottish Government Action Plan for Pharmaceutical Care 
 

School of Pharmacy and Life Sciences at Robert Gordon University 
 

Introduction 
The School of Pharmacy and Life Sciences at Robert Gordon University 
(RGU) welcomes Prescription for Excellence as the vision and action plan for 
pharmaceutical care for the next ten years. It aligns with the Government’s 
Vision 2020 and the Quality Strategy and sets out a vision of practice which 
both pharmacy students and staff aspire to.  
 
Background 
The Master of Pharmacy (MPharm) course at RGU is a full-time integrated 
Master level degree course which is delivered over four years. The intake is 
nominally 135 students per year. Having completed the degree students 
undertake a twelve month pre-registration programme in either community or 
hospital pharmacy. The MPharm takes a student-centred approach, 
developing students as life-long learners and reflective practitioners with an 
emphasis placed on inter-professional learning and professional experiences. 
Students are supported in becoming effective practitioners, with the 
knowledge, professional skills and behaviours to deliver the best 
pharmaceutical care for patients, underpinned by sound scientific principles. 
The course aligns with the General Pharmaceutical Council’s ‘Standards for 
the initial education and training of pharmacists’.  
  
Response 
 
1. How the new role envisaged for pharmacists will work in practice across all 

settings, and what the implications will be for existing roles and services, 
with specific attention focussed on how it will be taken forward in 
community pharmacies? 
 
All health and social care professionals will have to modernise how they 
work and their respective roles and responsibilities if the NHS is to 
continue to be able to address the increasing burden of multiple-
morbidities, the changing population demographics and the financial 
pressures. Prescription for Excellence describes how the pharmacy 
profession, including community pharmacy, working with others can 
improve health outcomes and ensure a more seamless experience for 
patients. The focus of the teaching programme for pharmacy 
undergraduate students is based on the clinical management of patients 
and their pharmaceutical care needs and therefore the vision outlined in 
Prescription for Excellence is in line with our current degree course. In 
addition, the concept of NHS accredited clinical pharmacist independent 
prescribers supports aspects of our undergraduate and postgraduate 
courses meaning that we are already preparing pharmacists for the roles 
envisaged within the action plan.  That said, the University recognises the 
need to ensure that we continue to review and adjust our educational 
programmes in line with the implementation of Prescription for Excellence.          
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Two important aspects that the action plan seeks to address, which were 
also identified in the Wilson and Barber Review, are autonomy and 
professionalism. At RGU we aim to teach students best practice and 
recognise variation in line with the findings from the Francis Report into the 
failings at Mid-Staffordshire hospital. Encouraging students to question 
evidence, to have the courage to challenge systemic and cultural failures, 
to recognise the value of transparency and professional accountability and 
to be champions of the care they provide are all essential values we aim to 
instill across the course. However, some students’ experiences during 
clinical placements and vocational employment exposes them to variances 
in practice and the pressures of excessive workload, targets and perverse 
incentives in various healthcare settings. This serves to highlight the 
disconnect that can occur between our collective aspirations as educators 
and practicing pharmacists and the reality of the work place experience. 
This is backed up by evidence from the National Clinical Assessment 
Service (NCAS) who found that early career pharmacists appear ill-
equipped for aspects of professional life after they qualify and this is a 
particular problem for young and early career pharmacists working in 
relative isolation in community pharmacy. We recognise that whilst 
universities can provide students with the opportunity to observe and 
reflect on the boundaries of acceptable practice it is harder for newly 
qualified pharmacists, working in relative isolation, to recognise when the 
practice environment has degraded to an extent that it is no longer safe. 
Universities can contribute to support early career pharmacists as part of 
the evolving roles envisaged in Prescription for Excellence. This also links 
to the commitments in the action plan to explore group practice and career 
frameworks.  
 

2. What achievements have already been made in building collaborative 
working between GPs and pharmacists and what more will need to be 
done to bring about the changes envisaged in the strategy? 
 
Education is a key component in providing better patient care. Thus far, 
undergraduate training of healthcare students has been separate and 
mainly uni-professional in nature and yet patient care is increasingly 
provided by healthcare teams, the members of which need to be aware of 
their own specific role(s) as well as how to play to each others 
professionals strengths and skills. In the context of building collaborative 
working between GPs and pharmacists an important aspect is ensuring 
greater clarity of their respective roles at an earlier stage, for example 
through undergraduate education. To engage with this NHS Education for 
Scotland (NES) Pharmacy commissioned both Scottish Schools of 
Pharmacy last year to undertake a scoping exercise in partnership with 
one or more Schools of Medicine in Scotland in order to identify topics for 
teaching collaborations at an undergraduate level. RGU held a series of 
exploratory meetings with the Universities of Edinburgh, Aberdeen, 
Dundee and St Andrews in order to identify small pilot projects to be taken 
forward to demonstrate that such teaching collaborations work with an to 
aim to build a productive and collaborative teaching network. The pilot 
projects included pharmacy and medical student summer scholarships 
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with a focus on developing eLearning tools in areas such as prescribing 
and polypharmacy (University of Dundee); the development of physiology 
and pharmacology lab-based practicals (University of Aberdeen); and an 
integrated approach to pharmacokinetics teaching (Universities of 
Aberdeen, Edinburgh and St Andrews).  
 
More recently RGU, in partnership with the Medical School at the 
University of Dundee, were successful in a bid for funding to appoint a joint 
Teaching Fellow to further develop the opportunities for co-teaching 
medical and pharmacy students. In addition, an application for a 
collaborative grant from the Higher Education Academy (HEA) to establish 
a joint medical and pharmacy student-led enhancement team to support 
the joint Teaching Fellow post and to take forward students as co-creators 
of educational strategies and materials. NES have also commissioned 
both Schools of Pharmacy to integrate training on the Chronic Medication 
Service (CMS) into the undergraduate course and at RGU this is now part 
of the curriculum across all years of the course. In addition to 
undergraduate initiatives, NES are exploring post-graduate inter-
professional learning through small group problem based learning 
approaches.    

 
  
3. What are the workforce planning implications of the strategy, and how will 

these be addressed? 
 
 We welcome the proposal to advance a more integrated academic and 
clinical undergraduate programme and the consideration to give NES a 
Deanery structure as this will help co-ordinate undergraduate number with 
workforce planning and address the challenges that may arise from the 
move in England to introduce a five year integrated MPharm course which 
will encompass the current four year undergraduate course and the pre-
registration year.  
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Health and Sport Committee 

13th Meeting Tuesday 29 April 2014 

Subordinate Legislation Briefing 

Overview of instrument 

1. There is one affirmative instrument for consideration.  

2. A brief explanation of the instrument 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 instruments 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 the instruments  

3. The Scotland Act 1998 (Modification of Schedule 5) Order 2014 the details of 
the policy objectives, consultation and financial effects can be found in the 
annexe. 

4. The Delegated Powers and Law Reform Committee has not made any 
comments on the instrument. 

Bryan McConachie 
Committee Assistant 

http://www.legislation.gov.uk/ukdsi/2014/9780111111918/note
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ANNEXE 
Policy Note 

The Scotland Act 1998 (Modification of Schedule 5) Order 2014 (SI 2014/   ) 

 

1. The above instrument is proposed to be made under section 30(2) of the Scotland Act 

1998. Section 30(2) provides a mechanism whereby Schedule 4 or Schedule 5 to that Act can 

be modified by an Order in Council. By virtue of section 115 of, and paragraphs 1 and 2 of 

Schedule 7 to, the Scotland Act 1998, this Order is subject to affirmative resolution 

procedures in both Houses of the UK Parliament and the Scottish Parliament. 

 

Policy objectives 

 

2. The purpose of this Order is to amend Schedule 5 to the Scotland Act 1998 to bring 

the Scottish Parliament’s legislative competence better into line with the executive 

competence of the Scottish Ministers both by updating the definition of ‘food’ in the 1998 

Act, thus bringing it in to line with EU legislation, and by amending  Section J4 of Schedule 

5, with respect to animal feeding stuffs. 

 

Current situation   

 

3. At devolution the regulation of food safety and standards was devolved under the 

1998 Act.  Under Section C7 (consumer protection) in Schedule 5 there is an exception for 

the “subject-matter of section 16 of the Food Safety Act 1990 (food safety and consumer 

protection)”.  This reference picked up – and continues to pick up by virtue of paragraph 5 

(interpretation) of Part 3 of Schedule 5 - the definition of “food” under the Food Safety Act 

1990 as it stood at devolution on 1 July 1999.  Post-devolution that definition was changed on 

a GB-wide basis by the Food Safety Act 1990 (Amendment) Regulations 2004 (S.I. 

2004/2990) to align it with the new, and slightly different, EU definition of “food” (contained 

in Article 2 of Regulation (EC) No. 178/2002).  The definition at devolution and the 

definition post-devolution are largely similar, but they are not identical.  In addition, Section 

C7 and Sections C5 (import and export control) and C8 (product standards, safety and 

liability) also contain exceptions for matters which include “food”.  The term is undefined in 

that context and it is possible that without express definition could be taken to have the now 

out of date meaning referred to above.  This resulted in a mismatch between what constituted 

“food” in the 1998 Act and “food” as it was (and is) understood in EU law.  The legislative 

competence of the Scottish Parliament and the executive competence of the Scottish Ministers 

was therefore limited by an out of date definition of “food”. 

 

4. To ensure that the Scottish Ministers could continue to regulate food safety and 

standards by giving full effect to EU law in this otherwise devolved area, an Order made 

under section 63 of the 1998 Act (SI 2005/849) transferred necessary functions in food law to 

the Scottish Ministers. Those were functions (in so far as not already devolved) under the 

Food and Environment Protection Act 1985 (“the 1985 Act”), the Food Safety Act 1990 (“the 

1990 Act”) and the Food Standards Act 1999 (“the 1999 Act”). Both the 1985 Act and the 

1999 Act define food as having the same meaning it does under the 1990 Act and the 

transferred functions were limited by the newer definition of food rather than the older one.  

 

5. The effect of this is, essentially, that any differences between the definition of food at 

devolution and the definition of food under EU law post-devolution have been removed in 

respect of the Scottish Ministers’ functions. This enables the Scottish Ministers to regulate 

substances as food to the full extent of the EU definition of food.  However, this does not 
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affect the legislative competence of the Scottish Parliament as it remains in the position that it 

was in at devolution in 1999.  

 

6. In relation to non-medicinal animal feed and additives, the regulation of animal feed 

safety and standards was also devolved under the 1998 Act, except for the regulation of 

veterinary medicines which was reserved.  Section J4 reserves the subject-matter of the 

Medicines Act 1968 (“the 1968 Act”).  Section 130(1) of the 1968 Act (as it stood as at 1 July 

1999) defined “medicinal product” as including substances fed to animals and, therefore, 

veterinary medicinal products.   

 

7. Prior to 2005 legislation regulating veterinary medicinal products was made under the 

1968 Act or under that Act together with section 2(2) of the European Communities Act 1972. 

It was subsequently agreed between the Veterinary Medicines Directorate (an executive 

agency of the Department for Environment, Food and Rural Affairs) and the Food Standards 

Agency that certain zootechnical additives which do not have a medicinal effect on the 

animals that consume them should be regulated within the framework of animal feed law 

rather than veterinary medicines legislation. This led to the Veterinary Medicines Regulations 

2005 (SI 2005/2745) which gave effect to this agreement.  It was agreed that the Veterinary 

Medicines Directorate would regulate for the UK all matters falling within the scope of those 

Regulations. The 2005 Regulations have since been revoked – being replaced or amended by 

new veterinary medicines regulations almost every year; however, the definitions of 

“veterinary medicinal product” and “specified feed additives” have been unchanged since 

2005.  The latest regulations are the Veterinary Medicines Regulations 2013 (SI 2013/2033) 

which came into force on 1 October 2013. 

 

8. In effect, certain animal feedstuffs and additives ceased to be veterinary medicinal 

products (due to the narrower scope of the 2005 Regulations compared to the 1968 Act) yet 

continued to fall within the scope of the 1968 Act (the subject-matter of which is reserved by 

J4).  An Order made under section 63 of the 1998 Act (SI 2006/304) transferred functions in 

respect any feeding stuff used for oral feeding or feed additive which is not regulated under 

the 2005 Regulations to the Scottish Ministers.  This ensures that the Scottish Ministers can 

legislate for and control all non-medicinal animal feed in Scotland.  However, this does not 

affect the legislative competence of the Scottish Parliament, which remains as it stood at 

devolution in 1999.  

 

Effect of Instrument  

 

9. The section 30 Order will update Schedule 5 to the Scotland Act 1998  to reflect 

changes in the definition of “food” and the agreement reached regarding regulation of animal 

feeding stuffs will allow the introduction of primary legislation in the Scottish Parliament to 

constitute a new food body with functions which align fully with the scope of EU legislation 

on food safety and standards and animal feeding stuffs. It will do this by: 

 

a) inserting a definition of food into Sections C5, C7 and C8 in Schedule 5 to make clear 

that reference to “food” in Schedule 5 is to mean the definition of food in the Food 

Safety Act 1990 as amended by SI 2004/2990; 

 

b) amending the exception under Section C7 for the “subject-matter of section 16 of the 

Food Safety Act 1990 (food safety and consumer protection)” so that it picks up the 

definition of food in that Act as amended by SI 2004/2990; and 
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c) updating Section J4 to reflect changes that have been made to medicines legislation 

since devolution by reserving what now comprises veterinary medicinal products and 

specified feed additives in terms of SI 2013/2033. 

 

10. Articles 2 to 4 of this Order insert a definition of food (with the meaning it has in the 

Food Safety Act 1990 as at 7th December 2004) into Section C5 (import and export control),  

Section C7 (consumer protection) and Section C8 (of product standards, safety and liability).  

Those Sections contain exceptions for “food”.  Article 3 also modifies the exception under 

Section C7 for the “subject-matter of section 16 of the Food Safety Act 1990 (food safety and 

consumer protection)” so that it refers to that subject-matter as at 7th December 2004.  The 

date “7th December 2004” is when SI 2004/2990 amended the definition of food in the Food 

Safety Act 1990 to mean the EU definition of food contained in EC Regulation 178/2002. 

 

11. Article 5 amends Section J4 (medicines, medical supplies and poisons) so that the 

reservation of the subject-matter of the Medicines Act 1968 does not include veterinary 

medicinal products. Instead the regulation of veterinary medicinal products and specified feed 

additives (and their incorporation into animal feeding stuffs and matters arising from that 

incorporation) will be reserved by a separate reservation within Section J4. The terms 

“veterinary medicinal products” and “specified feed additives” will take their meaning from 

the Veterinary Medicines Regulations 2013 (SI 2013/2033) as at 1st October 2013 (the date 

those Regulations came into force) and so will not include the zootechnical additives (referred 

to above at paragraph 7) which do not have a medicinal effect.  

 

12. The UK Government has agreed to this proposed course of action, and to the laying 

the draft instrument before both Houses of Parliament at Westminster for approval, as 

required by section 115 of, and paragraphs 1 and 2 of Schedule 7 to, the Scotland Act 1998.    

 

Consultation 

 

13. Although there has been no general consultation specific to this Order, this instrument 

has been prepared in consultation with the United Kingdom Department of Health, the 

Department for the Environment, Food and Rural Affairs and the Scotland Office.  

 

 

Financial Effects 

 

14. This instrument will have no direct financial effect on the Scottish Government.  The 

establishment of the new food body and the provision of its budget from the Scottish 

Ministers and from a budget transfer from the FSA is not dependent on this instrument.   

  

15. The instrument has no financial effect on business, charities or voluntary bodies. 

  
 

 

 

 

Scottish Government  

March 2014 
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