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Public Bodies (Joint Working) (Scotland) Bill 
 

BMA Scotland 
 
Introduction  
BMA Scotland welcomes the opportunity to provide the Health Committee with 
written evidence on the Public Bodies (Joint Working) (Scotland) Bill which 
requires NHS boards and local authorities to integrate adult health and social 
care services.  
 
The British Medical Association is a registered trade union and professional 
association representing doctors from all branches of medicine. The BMA has 
a total membership of around 140,000 representing 70% of all practising 
doctors in the UK. In Scotland, the BMA represents around 16,000 members.  
 
Do you agree with the general principles of the Bill and its provisions?  
BMA Scotland supports the key principle of integration outlined within the Bill 
that the main purpose is to improve the wellbeing of recipients (S4 (1) (a)). 
The single biggest challenge to health and social care services both now and 
long-term is the increasing number of elderly people with multiple physical 
problems, cognitive impairment and increasingly complex care needs. BMA 
Scotland has consistently called for greater joint working between health and 
social care to address these issues, and in a recent BMA survey, when asked 
what needs to happen to ensure the NHS survives the next 65 years, doctors 
agreed with the current Government policy of greater integration between 
health and social care as a priority issue. The financial challenge will be 
considerable - healthcare spending is concentrated in the last year of life, and 
as people live longer, they are more likely to have more complex needs for 

both health and social care over extended periods.
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 An ageing population 
combined with a difficult public spending environment poses a very significant 
challenge, and we share the concern expressed in the Scottish Government’s 
report on “Reshaping Care for Older People” that current arrangements are 
simply not sustainable.  
 
Inevitably the proposed legislative framework for the integration of health and 
social care puts in place overarching parameters which do not contain specific 
detailed information about local implementation. The primary legislation has 
been drafted to require NHS boards and local authorities to integrate planning 
and service provision arrangements for all areas of adult health and social 
care. There is reference throughout the Bill that the Scottish Ministers will 
establish via secondary legislation the detail which must underpin the Bill, for 
example the functions that must, may and may not be delegated. Without 
sight of more specific detail at this stage it is very difficult to give specific and 
more helpful comment, and we suggest that the Health Committee may 
consider asking to have sight of the regulations and secondary legislation 
before Stage 2 to expedite discussion about the Bill and its implications 
across health and social care.  
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To what extent do you believe that the approach being proposed in the 
Bill will achieve its stated policy objectives?  
The Bill is very clear in its stated policy objectives, and the broad overarching 
primary legislative framework requires the integration of adult health and 
social care services through a variety of integration models and the 
development of integration plans and subsequent strategic plans. This is the 
first crucial step towards integrating health and social care services. However 
in order to address this in more detail and whether the approach will achieve 
its policy objectives will require careful scrutiny and debate around the 
secondary legislation and supporting guidance.  
 
Please indicate which, if any, aspects of the Bill’s policy objectives you 
would consider as key strengths  
Integrating health and social care successfully is a huge problem that has 
troubled past and present administrations in Scotland, but so far none has 
come up with a solution to the systemic problems that exist within the health 
and social care sectors. BMA Scotland hopes that this legislation will establish 
a robust vehicle for successful integration, and its broad objectives are in line 
with this. There is shared desire among everyone involved in the patient 
journey to provide high quality, seamless care wherever that care is provided; 
be it in hospitals, GP surgeries or in a patient’s home. The Bill is clear in its 
intent to drive this initiative forward, and it is appropriate that the fundamental 
principle throughout is to improve the wellbeing of recipients. 
 
Please provide details of any areas in which you feel the Bill’s 
provisions could be strengthened  
This is an ambitious and challenging approach by the Scottish Government, 
and there are still many barriers in place between the current systems of 
health and social care in terms of structures, professional territories, 
governance arrangements and financial management that may work against 
general aspirations of efficiency and clinical/care quality. To avoid the 
significant risk of another failed attempt at successful joint working in the face 
of such barriers, it is vital there is also detail in place about how this change 
will be achieved and sustained. In particular, careful consideration will be 
required of the measures that will be put in place to overcome the difficulties 
that have undermined previous unsuccessful attempts to achieve seamless 
delivery of care services within an integrated NHS and local authority 
structure.  
 
In order to ensure that there is robust and transparent governance and 
accountability in place there must be robust external scrutiny in place. Audit 

Scotland’s review of CHPs
2

 in 2011 revealed significant failings in the 
governance of these organisations as well as a failure to achieve many of the 
organisational objectives. The Bill outlines how the integration authority 
requires either a Joint Integration Board or an Integration Monitoring 
Committee to be put in place depending on which model is chosen, and these 
will ensure the governance and oversight of health and social care services. 
The new integration authorities must be clinically driven and supported by 

management to avoid the failures of their predecessors.
3

 BMA Scotland would 
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welcome further involvement in the development of governance arrangements 
for the integration authorities and the opportunity to comment on more specific 
guidance on who will sit on the Joint Integration Boards/integration monitoring 
committees, who will choose them and the mechanism for electing these 
committees. At the moment, the Bill states that membership will be 
determined by the council and the Health Board, and we understand that 
membership will be defined in secondary legislation. In order to strengthen the 
role of clinicians in the strategic commissioning of services for adults we 
consider that GPs and senior secondary care doctors must be represented 
appropriately on all partnership arrangements, and must have the confidence 
of local clinicians.  
 
The financial memorandum supporting the Bill describes, in Paragraph 62, the 
intention to fully involve the third sector as key partners in strategic 
commissioning, locality planning and service delivery activity. We would agree 
that there is a need to ensure closer working relationships between health 
boards, local authorities and the third and independent sector, but there 
should be clarity on the exact nature of this involvement, how representation 
would be achieved and perhaps more importantly how this nonstatutory sector 
would have influence over the resources in the statutory health and local 
authority structures.  
 
There is also no clear information about how the public will formally be 
involved in the work of the integration boards or at locality level, and feedback 
on how well services both in the community and hospital are working would 
help develop suggestions for future improvement. Public involvement had– 
been explicitly written into the primary legislation for Community Health 
Partnerships. We would want to see the current arrangements maintained and 
improved upon. A BMA survey showed that doctors believe collaborative 
cultures with shared values, good professional relationships and effective 
leadership are essential if integration is to get off the ground. These elements 
are also vital to securing what should be the key measures of success of 
efforts to integrate, confirmed by doctors in our survey – improved clinical 

outcomes and better patient experiences.
4

 This collaborative approach would 
also need to be sufficiently robust in order to ensure that shared services 
deliver what is most needed by the local population.  
 
Due to the overarching nature of the Bill, the focus is on high level principles 
of integration at a macro level. We would welcome greater clarity on how the 
role of clinicians in the strategic commissioning of services for adults will be 
strengthened, particularly in the locality. Without this level of detail on how 
clinicians will influence service delivery there is a significant risk that previous 
mistakes will be replicated. In a national survey of GP opinion conducted by 
the BMA in 2007, the lack of influence of CHPs was highlighted as a key 
factor in doctors’ disengagement from this structure. Two-thirds of 
respondents considered the lack of effective communication between CHPs 
and general practice to be a barrier to effective GP engagement and more 
than half considered the lack of shared vision between GP practices and 
CHPs to be a barrier to effective GP engagement. 48.7 per cent (495 of 1016) 
of respondents considered the lack of financial support to allow effective 
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GP/practice staff engagement with CHPs to be a barrier to effective GP 
engagement. A subsequent report from Audit Scotland (referred to previously) 
highlighted the lack of engagement of GPs as a key factor in the failure of 
many of these organisations and unless this is explicitly addressed during the 
legislative process, then there is a risk that the failures will be repeated.  
 
The Financial memorandum supporting the bill highlights the intention to 
delegate resources between partners to create an integrated budget 
(paragraph 65). However the BMA believes that it would be essential for 
localities to have budgetary authority if they are to genuinely influence the 
provision of services locally. We would therefore welcome more information 
on the government’s intentions as to how authority would be delegated 
between the Joint Integration Boards and the locality structures.  
 
What are the efficiencies and benefits that you anticipate will arise for 
your organisation from the delivery of integration plans?  
The successful delivery of integration plans must be for the benefits of those 
requiring the services of health and social care. Adequate funding must be 
made available in line with the level of health and social care that the Scottish 
Government wishes to provide, as it is increasingly clear that providing care to 
older people will require more funding in line with demographic changes, and 
to keep them in their community and out of hospital requires adequate 
resources close to the home. Due to already excessive levels of workload 
there is no capacity for general practice to take on any further planned (or 
unplanned) work without the addition of new resources, including significant 
investment in infrastructure. A comprehensive assessment is needed of the 
likely resources required to meet the needs in both primary and secondary 
care of a population with a higher proportion of elderly and very elderly 
patients and a rising prevalence of long term conditions. Without planning and 
investment for both sectors Scottish Government aspirations to shift the 
balance of care and integrate adult health and social care may ultimately be 

unachievable
5

 and general practice could buckle under the strain of an 
impossible and unsustainable workload.  
 
We believe that putting doctors at the heart of clinical service development is 
crucial, we are keen to avoid generating bureaucracy and additional costs 
through unnecessary organisational change. The integration of adult health 
and social care will require sustained workforce planning across the NHS and 
local authorities to ensure high quality patient care can be delivered 
effectively. There may be conflicting priorities if there are disagreements 
between local and central governments. We would welcome further 
information/discussion about how competing priorities would be dealt with 
both now and in the future.  
 
Under Section 11 of the Bill the body corporate would have the potential 
power to make appointments of staff other than a chief office, and we would 
welcome clarification whether this is intended for the appointment of officers 
as it could be seen as a wide-ranging power which may be open to wider use 
and may confer the power to set TCS which is not in line with current 
arrangements for negotiated TCS. The explanatory notes accompanying the 
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Bill make it clear that under the harmonisation of TCS transfers will be made 
via TUPE rather than using a public sector exemption, however this section 
does allow the possibility of creating jobs which are not consistent with current 
arrangements.  
 
What effect do you anticipate integration plans will have on outcomes 
for those receiving services?  
From the point of view of users of health and social care and their carers, the 
success of health and social care integration will largely be determined by the 
quality of care they receive from teams of health and social care 
professionals. Integration is not itself a goal, but must result in better 
outcomes for people receiving these services, with improved clinical outcomes 
and better patient experiences. There are significant potential benefits in the 
integration of health and social care, conversely there is also potential for 
healthcare to be adversely impacted by these changes, as there is a gap 
between the demand for social care for older people and the funding 
available. Unmet need in social care might result in increased pressure on 
primary and secondary health services which may come in the form of higher 
hospital admissions, delays in discharge from hospital and increased pressure 
on A&E and GP services. Audit Scotland’s recent report noted that Councils’ 
social care spending increased by 46% in real terms between 2002/3 to 
2010/11. The number of older people in Scotland is projected to rise by 22 per 
cent over ten years (from 879,000 in 2010 to 1,075,000 in 2020), and by 63 
per cent over 25 years (to 1,431,000 in 2035). The number of people aged 85 
and over is projected to increase by 39 per cent over ten years and by 147 per 
cent over 25 years. These population trends will significantly increase demand 
for health and social care services in future.  
 
There is a danger that restructuring introduced by the adult health and social 
care agenda may damage established joint working by health and social care. 
Considerable care must be taken to ensure that current examples of 
integrated health and integrated health and social care team working are 
maintained and extended. For example, GP practice based teams (practice 
and attached staff including community and district nurses) must be supported 
and expanded to include social care professionals to strengthen integration at 
the most local of levels.  
 
Delegation of functions  
Section 21 of the Bill sets out the delegation of functions within an integration 
plan, and we recognise that this will be key to the integration of health and 
social care. However the scope contained within S21 (2) (a) (b) and (c) is 
sweeping, as the person to whom the function is delegated has the same 
duties, rights and powers and ‘is in all respects as if the person who delegated 
the function’ (S21 (2) (c). While this is clearly aimed at maximising and 
facilitating integration across health and social care, such scope might 
potentially lead to difficulties from a professional perspective and we would 
welcome the opportunity for more detailed scrutiny through secondary 
legislation with any appropriate restrictions in place as necessary in order to 
ensure that changes are not inadvertently applied which may damage doctors 
ability to provide services to patients.  
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Information Sharing  
Section 37 of the Bill enables health boards and local authorities to disclose 
information to the other for the purpose of preparing an integration plan and 
while we fully recognise and support this provision in terms of developing a 
plan, we are concerned that subsection (6) may be overly broad in its 
provision: “Subsections (1) to (3) apply despite any duty of confidentiality 
owed to any person in respect of the information by the person disclosing the 
information”. Confidentiality is a core ethical principle in healthcare that is too 
important to be overridden by general powers and BMA Scotland maintains its 
fundamental objection to the concept of patients’ records being accessed 
without knowledge or express consent. The ease with which patient 
information can now be shared is a positive step towards improving the 
patient journey, however it also challenges us to come up with new ways of 
protecting information they have shared with us. With the growing use of 
electronic patient records, it is essential that we know who has looked at 
which records and when, so we can ensure only appropriate access.  
 
A proper identity and access management system must be in place for staff to 
give proper electronic identities and access. Staff involved in the care of a 
patient should only have access to records of patients they are actually 
looking after and they should be able to see only information they require to 
carry out their duties for patients in their care. We would welcome more 
careful language used in this section or appropriate restrictions put in place 
via secondary legislation.  
 
Consultation process and Locality Planning  
The Scottish Government had previously confirmed that “a central role for 
professionals in the planning and commissioning process is critical to the 
success of putting in place integrated pathways of care that focus in particular 
on preventative and anticipatory intervention”. We consider that GPs and 
senior clinicians must be involved in how best to put in place local 
arrangements for planning service provision in order to effectively strengthen 
the role of clinicians. The Bill outlines the consultation process regarding the 
development of the integration plan and the strategic plan and we welcome 
the provision that it is specified that the local authority and Health Board must 
take account of any views expressed via the consultation process in the 
development of both the integration plan and the strategic plan (S6 (3) and 
S27 (6)).  
 
We would however welcome clarification on who must be consulted for the 
development of these plans. In terms of the integration plan and the strategic 
plan, the local authority and Health Board must consult those persons 
appearing to the Scottish Ministers to have an interest as may be prescribed 
(S (2) (a)) and “such other persons as the local authority and the Health Board 
think fit” (S6 (2) (b), and similar for the strategic plan (Section 27). There must 
be a robust system in place to guarantee the opportunity for meaningful 
engagement with professionals in the planning of services. 
 
The Bill has been designed to enable and support locally-implemented 
integration, and there is considerable flexibility for local variation while still 
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retaining central direction. However inevitably there is a considerable lack of 
clarity about the structure and function of locality groups as this will be locally 
driven. Involvement in the development and consultation on strategic planning 
will therefore be vital for local arrangements, and we recognise that secondary 
legislation will develop and specify involvement in the planning and decision-
making process in the partnership arrangements. Local arrangements are 
crucial to the success of the integration agenda. We believe there are two 
primary elements that are fundamental to creating effective locality groups: 
locality group leadership must be representative of the doctors in the area and 
must be able to effect change of service provision (see attached Appendix 1, 
Letter to Cabinet Secretary for Health and Wellbeing, 10 April 2013). We 
would welcome ongoing involvement in the development of locality planning 
arrangements.  
 
Terminology  
Throughout the process to date reference has been made repeatedly to 
Health and Social Care Partnerships, however for the purposes of the Bill 
partnership arrangements are described as “integration authorities” which can 
be established using one of the four models of integration outlined in S1(4)(a)-
(d). Given the step change that is intended to take place through the 
integration of adult health and social care, consistency of language and 
terminology in future is vital to ensure familiarity and a shared understanding 
across all sectors.  
 
Conclusion  
There must be a long-term commitment to an evidence-based approach. Both 
the NHS in Scotland and local government has entered a prolonged period of 
financial restraint and it will be a significant challenge to maintain the focus on 
quality and achieve concrete benefits for elderly people in such a difficult 
environment. Establishing new services or reshaping existing ones requires 
the right resources being made available at the right time.  
 
In our view there are two fundamental areas that must be assured on a long-
term basis to promote effective integration of adult health and social care:  
• GPs and senior secondary care doctors must be meaningfully involved 
in the decision making processes of adult health and care integration  
• Doctor-led teams must be central to the provision of services to users 
of health and social care.  
 
At this stage the Bill has focused on organisational philosophy and broad 
themes. While this is key groundwork, it is important that further detail is made 
available to analyse what this will potentially mean for services and patients to 
ensure that integration will provide high quality care that is safe, effective, 
based on patient experience and based on clinical evidence. More explicit 
examples of how integration will work in practice will be needed. At present 
there is a lack of information about exactly how this integrated model will work 
in practice at a local level, and we would welcome the opportunity to continue 
to be involved in contributing to this work.  
 
BMA SCOTLAND  
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APPENDIX ONE  
 
Letter to Cabinet Secretary for Health and Wellbeing (10 April 2013 ) 
 
Dear Mr Neil  
 
Medical Involvement in the Integration of Adult Health and Social Care  
We are writing to you regarding medical involvement in adult health and social 
care integration.  
 
The Scottish Government consultation was clear that professional leadership 
will be essential to the success of adult health and social care integration:  

Health and social care services [will be] characterised by strong clinical 
and care professional leadership.  

 
The BMA Scotland consultation response strongly supported this objective, 
which is consistent with longstanding BMA policy on clinical leadership in NHS 
Scotland. The purpose of this letter is to follow up and focus on key aspects of 
the BMA Scotland consultation response and describe in practical terms how 
we believe adequate clinician leadership can be ensured in the integration of 
adult health and social care.  
 
In our view there are two fundamental areas that must be assured to promote 
effective integration of adult health and social care:  
• GPs and senior secondary care doctors must be meaningfully involved in 

the decision making processes of adult health and care integration  
• Doctor-led teams must be central to the provision of services to users of 

health and social care.  
 
Clinician involvement in decision making  
To promote the Government’s aim that health and social services are 
characterised by strong clinical leadership it is essential that doctors are 
involved in decision making at national and local (Health and Social Care 
Partnership and locality group) levels.  
At a national level we strongly recommend that BMA Scotland and the wider 
health profession continue to be consulted and involved in the:  
 
• Creation of nationally agreed outcomes for adult health and social care. 

These must be based on established evidence and should only be adopted 
where they are expected to effect genuine change to improve the wellbeing 
of older people.  

• Development of governance arrangements for Health and Social Care 
Partnerships and HSCP Committee constitution.  

• Development of reimbursement/contractual arrangements for clinician 
involvement in HSCP Committees and locality group management.  

 
Generally, we believe that there must be an explicit duty to involve doctors 
from primary and secondary care who have current experience and expertise 
in health delivery and who provide services to patients that may be affected by 
any decision by Health and Social Care Partnerships. Unless doctors are able 
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to engage in the local decision making process and genuinely effect change, 
there is a serious risk that adult health and social care integration, and the 
associated operational structures, will fail to achieve meaningful change for 
NHS Scotland and its patients.  
 
To ensure adequate doctor engagement there should be clear legislative 
requirements for HSCPs (and locality groups where applicable) to:  
• Meaningfully engage and involve medical professionals in decision making.  
• Produce a clear strategy for involving GPs and senior secondary care 

doctors in the decision making process, especially as it relates to service 
delivery.  

• Demonstrate how constituent GP practices and relevant senior secondary 
care doctors are involved in setting local healthcare priorities.  

• Engage doctors who actively deliver medical services, rather than relying 
largely on input from clinicians who predominantly work in managerial 
roles.  

• Ensure that doctors are at the heart of the leadership within clinical fora, 
with support from health and social care planners.  

• While HSCPs must operate within budgetary constraints, clinical priorities 
must be set by clinical consensus over what is best for patients within those 
constraints.  

• Local clinical leaders must be required to engage with and achieve the 
general support of their colleagues.  

• Establish clear and nationally consistent commitment to value senior doctor 
time for involvement with HSCPs. Doctors cannot be expected to carry out 
adult health and social care integration related work in their spare time, or 
in the case of GPs, at potential personal cost. The ongoing involvement of 
clinicians must be valued and resourced.  

 
We have the following specific recommendations for HSCP Committees:  
• GPs and senior secondary care doctors must be represented appropriately. 

To ensure that doctor representatives have the confidence of local 
clinicians Local Medical Committees/GP Subcommittee (contractor GPs) 
and NHS board Area Medical Committees (employed doctors) must be 
involved in the appointment process.  

• Doctors involved in the provision of services to older persons should be 
represented on Committees as professional advisers. Given the medical 
specialties involved this may include a general practitioner, geriatrician and 
psychiatrist.  

• There should be a minimum requirement for primary and secondary care 
doctor representation on Committees, as is proposed for patient and third 
sector representation.  

 
There remains a considerable lack of clarity about the structure and function 
of locality groups as proposed by the consultation process. We believe there 
are two primary elements that are fundamental to creating effective locality 
groups: locality group leadership must be representative of the doctors in the 
area and must be able to effect change of service provision.  
We have the following specific recommendations relating to locality groups:  
• Localities should be clustered around geographically and service provision 
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sensible areas of GP practices. To ensure there is sufficient flexibility for 
local demographics and circumstances, we do not believe that the number 
of practices (or the numbers of patients served by practices) should be 
prescribed. Locality areas should be determined in consultation with GP 
practices and with agreement of the GP subcommittee of the Area Medical 
Committee.  

• Locality groups must focus on and have the ability to: effect local service 
provision change (in primary, secondary and social care), address 
problems relating to service delivery, and, where necessary to accomplish 
change, have devolved power to direct local budgetary spend.  

• The level of devolved locality group financial and operational responsibility 
must be sufficient to allow service provision changes to the patients 
covered by the locality.  

• The locality group must be led by representative local doctors and care 
professionals involved in the provision of services to patients and 
supported by management.  

• All GP practices in the locality must have the ability to nominate from within 
their practice or from practices within the locality a GP representative(s) to 
the locality group.  

• Local senior secondary care doctors that care for patients in the locality 
area must be able to nominate clinician representative(s) to the locality 
group.  

• Medical staff employed in a management role should be engaged to effect 
the changes and actions from the locality groups. This would empower 
clinician led changes and enhance the impact of clinicians in the health and 
social care system.  

 
As above, for HSCP Committees, doctor involvement in locality group activity 
must be resourced appropriately. Locality groups should establish a number 
of funded sessions per week for doctor involvement and there should be 
consistency across all NHS board areas/locality groups.  
 
Clinician led teams  
From the point of view of users of health and social care and their carers the 
success of health and social care integration will largely be determined by the 
quality of care they receive from teams of health and social care 
professionals. There is a danger that restructuring introduced by the adult 
health and social care agenda fractures established joint working by health 
and social care. Considerable care must be taken to ensure that current 
examples of integrated health and integrated health and social care team 
working are maintained and extended. For example, GP practice based teams 
(practice and attached staff including community and district nurses) must be 
supported and expanded to include social care professionals to strengthen 
integration at the most local of levels.  
 
Senior doctors provide leadership and vision of how services can be improved 
by bringing together teams for the benefit of patient care. The creation of co-
located integrated teams of professionals must be considered in all areas 
where adult health and social care integration is expected to impact patient 
care. Doctors must be at the heart of these teams and be empowered and 
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supported by locality groups and HSCPs to organise team working for the 
benefit of patients.  
 
We appreciate that this is an area that will be under discussion at the Bill 
Advisory Group; however, we would welcome the opportunity to discuss this 
matter with you directly if that would be helpful.  


