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HEALTH AND COMMUNITY CARE COMMITTEE
AGENDA

6th Meeting, 2000 (Session 1)

8 March 2000

The Committee will meet at 9.30am in Committee Room 3.

1. Community Care Inquiry: The Committee will hear evidence from—

Richard Norris and Karen Prentice, Scottish Association for Mental Health

2. Subordinate Legislation: The Committee will consider the following negative
instruments—

The National Health Service (Vocational Training for General Medical
Practice) (Scotland) Amendment Regulations 2000 (SSI 2000/23)

The National Health Service (General Medical Services) (Scotland)
Amendment Regulations 2000 (SSI 2000/28)

3. Petition: The Committee will consider Petition PE 77 by Age Concern Scotland
calling for the Scottish Parliament to implement all of those recommendations
contained in the report of the Royal Commission on Long Term Care for the
elderly, which its devolved powers permit.

4. Petitions: The Committee will consider the petitions referred from the Transport
and Environment Committee PE 51 from Friends of the Earth on the release of
genetic crops into the environment and PE 60 from the Green Party which calls
for a debate on genetically modified crops and food.

5. Arbuthnott Report: The Committee will formulate a response to the response
from the Scottish Executive to the Committee’s report on the National Review of
the Resource Allocation of the NHS in Scotland (The Arbuthnott Report)

6. Petition: The Committee will consider the interim response from the Scottish
Executive on the petition (PE 15) from Mr J Ooms on the NHS complaints
procedure

7. Convener’s Report: The Committee will hear a verbal report from the Convener.

Jennifer Smart
Clerk to the Committee

Room 2.5`
Tel 85210

email jennifer.smart@scottish.parliament.uk

mailto:jennifer.smart@scottish.parliament.uk
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The Health and Community Care Committee
Review of Community Care

Introduction

The Scottish Association for Mental Health (SAMH) welcome the opportunity to give evidence to the
Health and Community Care Committee’s Review of Community Care given our extensive experience
in this field. In 1996 the Scottish Affairs Committee produced a report entitled ‘The Implementation of
Community Care in Scotland.’ Three years on, the key themes of resource tracking and ringfencing, co-
ordination of care, and partnership working remain areas of serious concern for the integrated delivery
of community care services for people with mental health problems and complex needs. The
Framework for Mental Health Services in Scotland was launched in October 1997. In January of this
year, a review of the implementation of the Framework led by the Principal Medical Officer identified a
number of issues including:

� Virtually all health boards and their partner organisations were behind schedule.
� There were ‘deep systematic factors mitigating against change.’
� Minimal compliance with…the prioritisation of mental health services, and an absence of informed

dialogue with service users.
� Cultural incompatibilities between health and social work.
� Only isolated attempts to systematically assess the impact of the care given by mental health

services.

2. Resource Transfer Issues

Resource transfer and expenditure on mental health services are areas of considerable concern.
Between 1995/96 and 1998/99 NHS spending on secondary mental health services has risen by only
2%1. The total NHS revenue expenditure on all other hospital and community based services rose by
12% over the same period of time. Inflation of more than 11%2 over this four-year period means that
mental health expenditure actually dropped by 9% in real terms. The resource transfer figure within this
calculation is still only a forecast, so the fall could be greater.

Given that part of the 98/99 figure is based on a forecast, if we look at more concrete figures from
1995/96 to 1997/98, NHS expenditure on mental health services actually fell by 2.2%3 in absolute
terms. Taking account of inflation of 9% over this period, this is a drop of over 11% in real terms. A
shocking statistic given that mental health is one of the three stated NHS priorities.

A breakdown of these figures is available on request.

                                           
1 Calculated from ISD, ‘Scottish Health Service Costs’.
2 The Retail Price Index
3 Calculated from ISD, ‘Scottish Health Service Costs’.
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In regard to resource transfer there is a lack of transparency and robust accounting procedures. There
are no comprehensive figures on the current rate of resource transfer. The £20m cited in the latest
Accounts Commission4 report isn’t concrete. It contains elements of projections and forecasts. It is
therefore not possible for politicians, planners or the public to have accurate knowledge of resource
transfer in Scotland.

The 1996-97 Scottish Affairs Committee report into ‘The Implementation of Community Care in
Scotland,’ cast doubt on the authenticity of some of the figures produced by The Scottish Office. When
giving evidence, the Scottish Office said that resource transfer had increased from £18m since 1993-94
up to £60m 1995/96. The Committee replied:

“We also believe that the figures provided by the Scottish Office …do not give an entirely clear picture
of the actual functioning of the Resource Transfer mechanism which was not brought into existence
until 1993-94. The figure of £18m quoted for 1993-94 includes £10m which went to others ie not local
authorities. We suspect that these figures include transfers made prior to 1993-94, and also include
payments made to organisations who were already receiving funding for providing services on behalf of
Health Boards (pp.x-xi).”

Given this concern about Scottish Office statistics, SAMH believe that there must be transparency of
information to allow other agencies to also check and analyse the figures. ‘Scottish Health Service
Costs’ (prepared by the ISD and published annually) contains listings of all NHS expenditure except
resource transfer. It is vital that itemised resource transfer levels are contained in a similar publication
each year. At the moment, the Accounts Commission publish resource transfer levels without the
supporting information. Their calculations are based on Scottish Executive figures (from the
Performance Monitoring Template), which are not in the public domain. This means that the original
figures cannot be checked and the methodology remains unclear.

Spending on hospital based psychiatric services is now falling steadily each year. This is to be
expected given the Government’s commitment to community care. However, the lack of transparency
and robust accounting fuel SAMH’s concern that not all of the money saved from the hospital re-
settlement programme is dedicated to resource community mental health services.

A recent newspaper article suggested that one particular Health Board was diverting funds from the
sale of a psychiatric hospital into other health needs, rather than reinvesting in mental health. It read:

“Forth Valley Acute Hospitals NHS Trust announced last week that both (Stirling and Falkirk Royal
Infirmaries) are to be equipped with a £10 million state of the art “ambulatory care and diagnostic
centre” in the first major step towards a complete revamp of health services in the area…The high tech
centres – to be financed mostly from the sale of Trust sites such as Bellsdyke Hospital.”5

When contacted by SAMH, the Health Board was unable to give an assurance that funds released by
the sale of Bellsdyke would go to mental health services in the community. They said:

“…the prospect exists that unless there are plans from Forth Valley to utilise any proceeds from land
sales at Bellsdyke, that such proceeds would revert back to the Scottish Office.”

It is our contention that such ‘proceeds’ should be ringfenced for mental health.
                                           
4 The Accounts Commission for Scotland, ‘A Shared Approach, Developing Adult Mental Health Services,’ 1999.
5 The Stirling Observer 7th July 1999
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The Principal Medical Officer wrote earlier this year6 that a ‘mind set’ within the NHSiS has led to
resistance to the shift of “scarce resources to promote care in the community; this is symptomatic of
preconceptions of the role of health in care, and absent or difficult working relations with local
authorities.”

A lack of meaningful figures makes it difficult to ascertain if this resistance has been overcome.

3. The Co-ordination of services between Health Boards and Local Authorities

The division between health and social services is the cause of much delay in the delivery of services.
It is often the case that a patient may be ready to leave hospital, and although community care
providers such as SAMH have a supported accommodation vacancy, the patient cannot be discharged
without local authority approval. SAMH must maintain the vacancy until this approval is given. This can
take months. In the meantime the patient is effectively trapped in hospital because the local authority
doesn’t have the money to pay for the community placement, and the provider is bearing the cost of the
void. Delays can create deterioration in patient health and have a significant impact on the public purse.

“…Knapp et al found that total costs of packages of care per week (1993/94 prices) for residents
outside London were £849 (NHS), £374 (LA), £272 (private sector) and £268 (voluntary)…”7

Money is therefore unnecessarily spent on inpatient care for those no longer requiring it, and those
requiring acute care are disadvantaged because agencies are working in isolation and without regard to
each others budgets. There is no incentive for local authorities to spend their money to produce greater
savings in NHS budgets. The Scottish Affairs Committee attempted to address this situation by
recommending:

“…that as part of a more fundamental review of the financing arrangements for community care,
consideration be given to mechanisms for the integration and pooling of resources to avoid beds being
blocked because appropriate budget heads cannot be accessed.”

It is also vital that key agencies recognise that community care is about more than bricks and mortar.
People with mental health problems are the most excluded of all disability groups in relation to the
workplace, with an unemployment rate of 84%.8 To address this social and economic exclusion, there
must be access to vocational guidance and employment and support. Significant core activity in this
area has been provided with the support of European Social Funding, which due to EU changes and
increased competition will not be available in the future. There is a paucity of strategy in this area at
both national and local level. Despite the inclusion of employment and training as a key theme in the
Framework, the complex co-ordination of funding negotiations required between health/social work and
economic development and training agencies, makes this a particularly vulnerable area of service
provision.

4. Particular examples of best practice

                                           
6 The Scottish Office Health Department, ‘Health Bulletin’ January 1999.
7 The Accounts Commission for Scotland, ‘A Shared Approach, Developing Adult Mental Health Services,’ 1999.
8 Labour Force Survey 1998.
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Best practice services of all types, for all groups and in all settings are underpinned by principles such
as dignity and respect. Services must address the needs of the whole person and be designed to
enhance self-confidence and esteem. This is particularly important for people with mental health
problems given the discrimination that they face in wider society.

Best practice services are genuinely responsive to the views of service users and the culture of the
service reflects this. In Glasgow, a partnership between statutory and voluntary bodies funded through
the Mental Health Development Fund is addressing this area by supporting a team of service users to
develop a service audit and evaluation tool. This will enable service users and staff to work in
partnership to identify best practice and take action on areas for improvement.

Another model where empowerment drives service delivery is the ‘Clubhouse’. SAMH developed the
first Clubhouse in Scotland seven years ago and it has proved to be a cost-effective model for staff and
members to provide a supportive day care environment.

5. Views on the best means of delivering the most appropriate care to patients

Sound social care models are vital for achieving the shift from hospital based to community based
services.

Lorraine, a SAMH service user, was once a ‘revolving door’ patient, lurching from one crisis to the next.
Community care has given her life stability; so much so that she no longer requires the costly hospital
admissions that put so much pressure on NHS acute beds.

“My name is Lorraine Boyd, I live in the West Lothian Supported Accommodation Project. I have
been in the project for two and a half years, before this I was living on my own but was
constantly being admitted to hospital, as I could not cope. I haven’t been in the hospital since I
came into the project. I have always had a problem with anxiety but with the support of staff I
find I am better able to cope.”9

There will always be a need for NHS acute beds, but at the moment many are used inappropriately.
People like Lorraine do not need ‘constant’ stays in hospital. They need support to manage their life
within the community. Unfortunately the community care infrastructure isn’t yet adequate to support all
those who need help. This is borne out by the pressure on acute beds.

In 1980 there were 25,961 admissions and 16,953 beds, by 1997/98 there were 28,674 admissions and
9,076 beds.10 One third of Trusts have average occupancy levels on acute wards of more than 100%.11

Bed blocking can be commonplace.12 SAMH are aware of situations where people experiencing serious
mental distress have been turned away from hospital because of a lack of beds. In some cases,
individuals must reach a state of absolute crisis before help can be obtained. Indeed, it sometimes
seems that there is no middle ground. If a psychiatrist is unwilling to detain someone (under the Mental
Health (Scotland) Act 1984), they are simply sent home.

The Scottish Health Advisory Group (SHAS) Report on Mental Health Services in Renfrewshire,
highlights some of these problems. They said:
                                           
9 SAMH, ‘The Point,’ June 1999.
10 ISD, ‘Scottish Health Service Costs’.
11 The Accounts Commission for Scotland, ‘A Shared Approach, Developing Adult Mental Health Services,’ 1999.
12 Scottish Affairs Committee, The Implementation of Community Care in Scotland, 1996-97.
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“The main problem with the acute service apart from the staffing is the lack of community support. This
leads to admission being the main treatment option. The lack of community support then delays
discharges, so the system slows down and the bed occupancy rises above 100%. The length of stay
can vary from around one month to over a year on rare occasions.”

A range of accessible community based services would mean that people are less likely to reach the
point where hospital admission becomes necessary. Elements of a community crisis service could
include:

24 hour telephone counselling; home treatment service, with 24 hour on call cover; a psychiatric
emergency team (a crisis doesn’t necessarily have to become an emergency); and a crisis house in the
community where someone can get support (not necessarily medical treatment).

Service user surveys consistently reveal that 24-hour crisis centres are the most sought after service
for both users and their carers. Service users firmly believe that the need for costly in-patient
admissions would be substantially reduced if such help were available during the earliest stage of a
crisis.

� In Birmingham, a 24-hour psychiatric emergency team (PET) has reduced average bed occupancy
by two thirds and reduced admissions by over half. It has achieved savings of 25%.13

� In Madison, Wisconsin USA, the use of mobile community teams, crisis homes and group homes
has cut bed usage by 75%.14

The average cost of one week in a psychiatric hospital is £708.15 An out of hours crisis service can cost
as little as £31 per contact.16 If such a service can divert people from the hospital system, it not only
makes sound medical sense, but sound financial sense too.

Of course not everyone has the capacity to ask for help when they need it. On such occasions it is vital
that some form of contact is maintained between professionals and patient. It is our experience that
existing mental health teams do not have time or adequate resources to undertake this important task.

On one particular occasion an elderly woman suffering from schizophrenia was discharged from
hospital and cared for by her husband. Unfortunately when her husband died she had already lost
contact with services and was left to fend for herself. When social services came across her a year later
she was almost dead from malnutrition and living without heat or electricity.

Mental health teams require extra resources to allow them to follow-up on ex-patients and ensure their
network of care remains consistent. The episodic nature of some mental illnesses means that needs
are variable over time. It is vital that mechanisms exist to detect when extra care is needed.

Finally:

                                           
13 The Sainsbury Centre for Mental Health, ‘Open All Hours,’ 1998.
14 The Psychiatric Bulletin, January 1991.
15 The Accounts Commission for Scotland, ‘A Shared Approach, Developing Adult Mental Health Services,’ 1999.
16 Ibid.
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“The cost under the internal market has been fragmentation, a burgeoning of bureaucracy and the
potential development of a two-tier service.” (Donald Dewar)17.

…why is it that markets are seen as bureaucratic and wasteful in health care, but actively  promoted in
social care?

                                           
17 The Scottish Office DOH, ‘Designed to Care,’ 1997
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SP Paper 74 1 Session 1 (2000)

Subordinate Legislation Committee

7th Report, 2000

Subordinate Legislation

The Subordinate Legislation Committee met on 15th February 2000.

The Committee has determined that the attention of the Parliament need not be
drawn to the instruments listed at Annexe A.  The report is addressed to the
Parliament and the following committees as the lead committees for the instruments
specified:

Parliament to consider The Local Government Finance (Scotland) Order
2000, (SSI 2000/)

Health and Community Care SSI 2000/23
SSI 2000/24
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 Affirmative Instruments

The Local Government Finance (Scotland) Order 2000, (SSI 2000/)

Negative Instruments

The National Health Service (Vocational Training for General Practice)
(Scotland) Amendment Regulations 2000, (SSI 2000/23)

Instruments not Subject to Parliamentary Control

The Food Protection (Emergency Prohibitions) (Amnesic Shellfish
Poisoning) (West Coast) Partial Revocation (No.4) (Scotland) Order 2000
(SSI 2000/24)
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SP Paper 78 Session 1 (2000)1

Subordinate Legislation Committee

9th Report, 2000

Subordinate Legislation

The Subordinate Legislation Committee met on 29th February 2000.

The Committee has determined that the attention of the Parliament need not be
drawn to the instruments listed at Annexe A.  The report is addressed to the
Parliament and the following committees as the lead committees for the instruments
specified:

Transport and the
Environment

The Air Quality (Scotland) Regulations 2000, (SSI
2000/ draft)

Social Inclusion, Housing and
Voluntary Sector

The Housing Support Grant (Scotland) Order
2000, (SSI 2000/draft)

SSI 2000/33

Rural Affairs SSI 2000/34

Health and Community Care SSI 2000/28

SSI 2000/35
Parliament to Consider

The Scotland Act 1998 (Cross-Border Public
Authorities) (Forestry Commissioners) Order
2000, (SSI 2000/draft)
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ANNEXE A
Draft Affirmative Instruments

The Air Quality (Scotland) Regulations 2000, (SSI 2000/draft)

The Scotland Act 1998 (Cross-Border Public Authorities) (Forestry
Commissioners) Order 2000, (SSI 2000/draft)

The Housing Support Grant (Scotland) Order 2000, (SSI 2000/draft)

Negative Instruments

The National Health Service (General Medical Services) (Scotland)
Amendment Regulations 2000, (SSI 2000/28)

The Sea Fishing (Enforcement of Community Quota and Third Country
Fishing Measures) (Scotland) Order 2000, (SSI 2000/34)

The Housing Revenue Account General Fund Contribution Limits
(Scotland) Order 2000, (SSI 2000/33)

The Food (Peanuts from Egypt) (Emergency Control) (Scotland) Order
2000, (SSI 2000/35)

http://www.scotland-legislation.hmso.gov.uk/legislation/scotland/ssi2000/20000028.htm
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Health and Community Care Committee: 8th Report
Report on “Fair Shares for All” The National Review of Resource Allocation for the NHS in

Scotland
(The Arbuthnott Report)

Interim Response by the Scottish Executive

Background

1. The Health and Community Care Committee over several meetings in the period September to
December 1999 considered the National Review of Resource Allocation for the NHS in Scotland
(the Arbuthnott Report), which was a consultation document.

2. The review was established by the Government in December 1997 as part of its programme of
renewal for the NHSiS, outlined in the Health White Paper Designed to Care.  The Review had
the following remit: to advise the Secretary of State for Scotland on methods for allocating the
resources available to the National Health Service in Scotland, including both primary care and
secondary care, which were as objective and needs based as available data and techniques
permitted, with the aim of promoting equitable access to health care; and to bring forward
recommendations to Ministers by June 1999.

3. After taking evidence from a number of parties the Health and Community Care Committee
published its report containing a number of conclusions and recommendations arising from the
Committees consideration of the Arbuthnott Report.  The Committees conclusions and
recommendations are attached in Appendix 1 to this report.  The Committee has now received an
interim response by the Scottish Executive dated February 2000 to these conclusions and
recommendations.  The Scottish Executive’s response is attached in Appendix 2.

4. It is suggested that the Committee respond to the Scottish Executive as follows.

Suggested Response to the Scottish Executive

5. The Committee welcomes the Scottish Executive’s positive interim response to the Committee’s
conclusions and recommendations as outlined in its 8th Report and is pleased that many of the
major concerns raised by the Committee are being addressed.

6. In view of the Steering Group being reconvened and other work that may be needed to address
the issues raised during the consultation process the Committee would be obliged if the
Executive could give an indication as to the intended implementation date for the Arbuthnott
Report’s recommendations.

Agenda item 5

Health & Community Care
Committee

8 March 2000
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7. The Committee note that the Steering Group aims to provide the Minister for Health and
Community Care with revised recommendations by 31 March 2000.  The Committee would be
obliged if the Minister would indicate whether or not it is intended to consult the Committee on
the conclusion of this further work.

8. The Committee notes that further work is being carried out in the area of inequalities of
healthcare and would appreciate if the Minister could give an indication on timescale for
publication of the consultation document outlining possible methods for addressing these issues.

9. It would be helpful if the Committee could be furnished with the membership of the working
group which is reviewing the General Medical Services model.
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Mrs Margaret Smith
Convenor
Health and Community Care Committee
Scottish Parliament
Edinburgh
EH99 1SP
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HEALTH AND COMMUNITY CARE COMMITTEE: 8TH REPORT
REPORT ON FAIR SHARES FOR ALL (THE ARBUTHNOTT REPORT)

I am grateful to the Health and Community Care Committee for its submission to the recent
consultation process on Fair Shares for All. This letter provides an interim response by the Scottish
Executive to the conclusions and recommendations in the Committee’s Report. A more detailed and
comprehensive response will be provided once the Steering Group chaired by Sir John Arbuthnott
has completed its review of the comments received during the consultation period.

The Arbuthnott Report provides the first detailed and comprehensive review in the last 20 years of
the methods used to allocate resources between Health Boards in Scotland. Its recommendations
were based on a careful study of the available evidence carried out over a period of 18 months, and
drew on advice from a wide range of experts. We have received around 90 responses to the
consultation on the Arbuthnott Report, including the report from the Health and Community Care
Committee.

Given the importance of this issue, I decided to ask Sir John Arbuthnott to reconvene the Steering
Group to consider the responses received during the consultation exercise, to carry out any further
work needed to address the issues raised, and to provide me with revised recommendations by 31
March. I am grateful to Sir John and the Steering Group for agreeing to take on this additional work.
Clearly I cannot anticipate the outcome of this further work; however, it may be helpful if I outline
the issues that are being addressed, and how this work is being taken forward.

The Arbuthnott Review has brought out very clearly the wide range of factors that influence
healthcare needs across Scotland, and the complexity of the analytical methods that have to be used
to ensure that these factors are properly taken into account in a resource allocation formula. Since
this is the first time that this evidence-based approach has been applied to the allocation of health
service resources in Scotland, it is hardly surprising that the analysis and the conclusions have given
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rise to extensive comment. The main issues that were raised during the consultation, and which are
reflected in your own Committee’s Report, include:

•  the quality of the data on which the analysis rests;
•  the choice of population count;
•  the robustness of the models developed;
•  the stability of the formula - especially when applied to Health Boards with relatively

small populations;
•  the plausibility of the results - in particular some apparent anomalies between the results

for certain Health Boards;
•  the remoteness adjustment - especially as it applies to Argyll and Clyde;
•  particular concerns were expressed about the robustness of the models developed for

Community Health Services and General Medical Services;
•  concerns were also expressed about the extent to which the methods used take adequate

account of inequalities in healthcare needs between affluent and deprived.

In addition, a range of specific issues were raised about aspects of the methodology used in the
analysis: for example, the method of taking into account the effects of supply on the use of services,
and the method of estimating differences in the costs of healthcare by age and sex group.

These are the main issues that are being addressed in the further work, though we will ensure that all
of the issues that have been raised during consultation are dealt with.

Data Quality
The quality of the data that have been used in the analytical work is generally good. Much of this
data is drawn from health service information systems, and the NHS in Scotland is widely
acknowledged to have some of the best data of any health service in the world. Considerable efforts
are made to maintain and improve the quality of this data. It was recognised in the Arbuthnott
Review that there are some areas where the data is limited - most obviously the data on Community
Health Services and General Medical Services - and these issues were considered very carefully by
the Steering Group. The basic problem in both of these areas is the restricted range of data available,
and the scope for including a wider range of data is being explored.

Population Data
The Arbuthnott Report recommended the use of Mid Year Estimates of population in each Health
Board area rather than the population projections. In response to questions raised about this choice,
we have looked again at the population data in consultation with the General Register Office for
Scotland. This has confirmed the earlier work: on both theoretical and empirical grounds the Mid
Year Estimates of population provide a more reliable measure of Health Board populations for use in
a resource allocation formula than the population projections. We provided your Committee with the
further work that has been done to review the population estimates.

Robustness of the Models
The models developed in the Arbuthnott Review were generally based on data for one year. A
common concern raised during the consultation was whether data for a single year is sufficient to
demonstrate the robustness of these models. During the further work the models will be run on data
for 1997-98 as well as 1996-97 and this should provide a valuable test of their robustness.

Stability of the Formula
Some Health Boards expressed concern that the proposed resource allocation formula might be
unstable from year to year when applied to areas with relatively small populations. The stability of
the formula will be assessed by looking at how allocations would vary over a period of years.
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Plausibility of Results
We are aware of a few areas where it is felt that there were some anomalies in the results for
different Health Boards, and these are being examined.

Remoteness Adjustment
Under the current SHARE formula little account is taken of the effects of remoteness on the costs of
delivering services. The Arbuthnott Report recommends that a more extensive adjustment should be
included to take account of the additional costs of providing hospital and community services in
remote and rural areas. As a significant new adjustment in the formula this proposal attracted a good
deal of comment. In general, it was widely accepted that there was a need to make proper allowance
for the additional costs of providing services in remote and rural areas, though some concerns were
expressed about the scale of the adjustment and the quality of the evidence on which the analysis is
based. Again, the further work will review this issue, and will consider whether there is any
additional data that can be used to support these proposals.

A specific concern raised in the consultation was whether the proposed formula took account of the
specific circumstances of Argyll and Clyde - a largely urban Health Board but with a small
proportion of its population living in islands as well as a significant proportion living in remote and
rural mainland areas. Officials who have been closely involved in the Arbuthnott Review have
discussed this issue with Argyll and Clyde Health Board and are considering how best to take into
account the particular circumstances of Argyll and Clyde in an adjustment for remoteness.

Community Health Services and General Medical Services
The two areas of the proposed formula that attracted most comment were Community Health
Services and General Medical Services - especially the latter. To a large extent this reflected
concerns about the underlying quality of the data available for both of these services. Officials from
the review team have meet with the BMA’s Scottish General Practitioner Committee to discuss the
model proposed for General Medical Services, and following these discussions it was decided to set
up a Working Group to review the GMS model. This group includes representatives from the
Scottish General Practitioner Committee as well as a range of other outside experts (including
Professor Graham Watt from Glasgow).

Inequalities in Healthcare
The methods used in the analytical work rest heavily on information about the use of health services
by different population groups because of the lack of direct evidence about health needs. The
Arbuthnott Review recognised that this was an issue that needed further work, and since the
Arbuthnott Report was published last July we have done more work to address the issue of
inequalities in the use of health services. We will shortly publish for consultation a note outlining
possible methods of addressing the issue of inequalities in healthcare, and we will very much
welcome the views of the Health and Community Care Committee on this important issue.

Methodological Issues
The detailed methodological issues that were raised during the consultation exercise are also being
addressed. To support the further work of the Steering Group chaired by Sir John Arbuthnott, a
Reference Group has been set up including several specialists to provide technical advice.

As I said earlier, this is intended to be an interim response. I hope however that it indicates our
commitment to respond to the comments and concerns that have been raised during this consultation
exercise. Through the work of the Steering Group chaired by Sir John Arbuthnott, the Reference
Group on more technical issues, and the Working Group on General Medical Services, we will
ensure that the concerns that have been expressed are fully addressed. It is important that we resolve



���������

these issues and move forward. The current SHARE formula is more than 20 years old, and it was
very clear from the comments received during the consultation that there is a widespread acceptance
that it needs to be replaced with a formula that is evidence based and that provides for improved
equity of access to healthcare.

SUSAN DEACON
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Health and Community Care Committee

8 March 2000

Petition PE 15 Mr Ooms - NHS Complaint Procedures

Interim Response by the Scottish Executive

Background

1. The Health and Community Care Committee at its meeting on 7 December 1999
considered a petition by Mr J Ooms regarding the National Health Service Complaints
System.

2. The Committee agreed that the petition raised important issues which it would wish to
consider more comprehensively at a future date but that it was not appropriate to
consider the detail surrounding individual complaints.

3. The Committee wrote to the Minister for Health and Community Care seeking her
comments on the following points:

•  The consistency of approach across trusts to the complaints procedure.

•  The independence of the trusts to the complaints procedure.

•  Whether the Executive has any intention to review the complaints procedure in the near
future.

4. The Minister has now given an interim response which is attached to this report.  The
NHS complaints procedure is currently undergoing a thorough UK wide evaluation.  An
interim report will be available in March 2000 and a final report in January 2001.

Suggested recommendation

5. The Committee note the Minister for Health and Community Care’s response and
continue to monitor the matter.

Agenda item 6

Health & Community Care
Committee

8 March 2000
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Jennifer Smart
Clerk to the Committee
Health and Community Care Team Committee Chambers
The Scottish Parliament
Edinburgh
EH99 1SP
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Thank you for your letter of 14 January requesting the Minister’s comments on a petition instigated
by Mr J Ooms, An Teallach, Daviot, Inverness regarding the National Health Service Complaints
procedure.

You may wish to note that this petition has been brought to the attention of the Minister on a
previous occasion by Fergus Ewing MSP and a reply sent on 9 November 1999.

The aim of the complaints procedure is to provide complainants with a speedy local resolution of
their concerns, ideally by the local staff caring for the patient involved. I enclose a copy of the leaflet
explaining the procedure in more detail.

The Minister is committed to the delivery of a fair and impartial complaints process and to ensuring
that local NHS services meet agreed national standards throughout Scotland.  She does not feel that it
would be appropriate to comment on the individual points raised in the petition at this stage because,
as part of this commitment, the NHS Complaints procedure is currently undergoing a thorough UK-
wide evaluation. This evaluation is being led by the Department of Health in England with a Scottish
Advisory Group of complaints personnel and patient’s representatives set up to oversee the Scottish
evaluation. We will receive an interim report in March this year and a final report in January 2001.

Overall the aims of the research are to provide an evaluation of how the NHS complaints procedure
is operating across all parts of the NHS – hospital, community and primary care services – and meet
the information needs of policy makers and managers concerned with future development of the
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system. It is not intended to be an academic project, but a practical and realistic analysis based as far
as possible on the actual experiences of those using and operating the procedure. This can then be
used as a tool to further refine the process so that it is more able to meet its original aims and
principles.

The evaluators will report throughout the process to an Evaluation Steering Group which has been
set up to oversee the evaluation process. Membership includes representatives of the Health
departments of all the four UK countries. Over the last year the researchers have met with the
Steering group four times to discuss their progress. I enclose for your information a copy of an
interim report dated July 1999. The final report will be passed to the Minister and she asks me to
reassure you that all recommendations will be considered and any necessary changes to the current
procedure will be made.

When letters are received in this department from patients or their representatives who have
grievances in relation to the NHS complaints procedure their names (with their permission) are
passed to the evaluators who may contact them in the course of their research.

I hope the above information reassures you that measures are being undertaken to improve the
complaints process for all concerned

KAREN JACKSON
Private Secretary


