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PUBLIC AUDIT COMMITTEE

 
AGENDA

 
5th Meeting, 2013 (Session 4)

 
Wednesday 27 March 2013

 
The Committee will meet at 10.00 am in Committee Room 5.
 
1. Decision on taking business in private: The Committee will decide whether to

take item 6 in private.
 
2. Section 23 report - Improving community planning in Scotland: The

Committee  will  take  evidence  on  the  joint  Auditor  General  for  Scotland  and
Accounts  Commission  report  entitled  "Improving  community  planning  in
Scotland" from—

 
Caroline Gardner, Auditor General for Scotland;
 
John Baillie, Chair, Accounts Commission;
 
Antony Clark, Assistant Director, Best Value, Scrutiny and Improvement,
Audit Scotland.
 

3. Section 23 report - Commonwealth Games 2014 Progress report 2:
Planning for the delivery of the XXth Games: The Committee will consider
correspondence from the Scottish Government on the joint Auditor General for
Scotland and Accounts Commission report entitled "Commonwealth Games
2014 Progress report 2: Planning for the delivery of the XXth Games".

 
4. Section 23 report - NHS financial performance 2011-12: The Committee will

consider correspondence from the Scottish Government on the Auditor General
for Scotland report entitled "NHS financial performance 2011-12". 

 
5. Consideration of evidence - Management of patients on NHS waiting lists

(in private): The Committee will  consider the evidence received at its meeting
on  13  March  2013  on  the  Auditor  General  for  Scotland  report  entitled
Management of patients on NHS waiting lists and take evidence from—

 
Caroline Gardner, Auditor General for Scotland;
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Tricia Meldrum, Portfolio Manager, and Jillian Matthew, Project Manager,
Performance Audit Group, Audit Scotland.
 

6. Consideration of approach - Improving community planning in Scotland: 
The  Committee  will  consider  its  approach  to  the  joint  Auditor  General  for
Scotland  and  Accounts  Commission  report  entitled  "Improving  community
planning in Scotland" and take evidence from—

 
Caroline Gardner, Auditor General for Scotland;
 
John Baillie, Chair, Accounts Commission;
 
Antony Clark, Assistant Director, Best Value, Scrutiny and Improvement,
Audit Scotland.
 

7. Section 23 report - Health inequalities in Scotland (in private): The
Committee will consider a draft report.

 
8. Scotland Act 2012 (in private): The Committee will consider a draft Public

Audit framework document.
 
 

Roz Thomson
Clerk to the Public Audit Committee

Room T3.60
Scottish Parliament

Edinburgh
Tel: 0131 348 5390

Email: pa.committee@scottish.parliament.uk
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The papers for this meeting are as follows—
 
Agenda item 2  

Audit Scotland briefing note PA/S4/13/5/1

Auditor General for Scotland and Accounts Commission
Report

PA/S4/13/5/2

Note by the Clerk PA/S4/13/5/3

Agenda Item 3  

Correspondence from the Scottish Government PA/S4/13/5/4

Agenda Item 4  

Correspondence from the Scottish Government PA/S4/13/5/5

Agenda Item 5  

Correspondence from the Auditor General for Scotland PA/S4/13/5/6

Agenda item 7  

PRIVATE PAPER PA/S4/13/5/7 (P)

GPs at the Deep End proposals PA/S4/13/5/8

Agenda item 8  

PRIVATE PAPER PA/S4/13/5/9 (P)

PRIVATE PAPER PA/S4/13/5/10 (P)

Correspondence from the Scottish Government including
Memorandum of Understanding on the Scottish Rate of
Income Tax

PA/S4/13/5/11

Written submission - Auditor General for Scotland PA/S4/13/5/12

Written Submission - HM Revenue and Customs PA/S4/13/5/13

Written submission - Comptroller and Auditor General,
National Audit Office

PA/S4/13/5/14

Written submission - Chair of the Committee of Public
Accounts, House of Commons

PA/S4/13/5/15

 

http://www.audit-scotland.gov.uk/docs/central/2013/nr_130320_improving_cpp.pdf
http://www.audit-scotland.gov.uk/docs/central/2013/nr_130320_improving_cpp.pdf
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SCOTTISH PARLIAMENT PUBLIC AUDIT COMMITTEE 
 
WEDNESDAY 27 MARCH 2013 
 
REPORT BY THE AUDITOR GENERAL FOR SCOTLAND AND THE ACCOUNTS 
COMMISSION FOR SCOTLAND 
 
IMPROVING COMMUNITY PLANNING IN SCOTLAND 
 

 

1. The joint report by the Auditor General and the Accounts Commission for 

Scotland on Improving Community Planning in Scotland was published on 20 

March 2013.  The conclusions in the report draw on the three recent audits of 

community planning partnerships in Aberdeen City, North Ayrshire and Scottish 

Borders and our wider audit work on partnerships over a number of years.1,2,3   

2. The report is designed to make a constructive contribution to the debate about 

how community planning in Scotland can, and should, be improved to meet the 

significantly raised expectations for community planning set out in the Scottish 

Government and COSLA Statement of Ambition.   

3. Key messages from the report are: 

 There is now a renewed focus on community planning which provides a clear 

opportunity to deliver a step change in performance. This will require strong and 

sustained shared leadership. 

 Partnership working is now generally well established and many examples of 

joint working are making a difference for specific communities and groups 

across Scotland.  But ten years after community planning was given a statutory 

basis CPPs are not yet able to show that they have had a significant impact in 

delivering improved outcomes across Scotland.   

 The need for change has been recognised and there is now a renewed focus on 

community planning nationally and locally. The Scottish Government and 

COSLA's Statement of Ambition sets out an ambitious and challenging 

improvement agenda for community planning.   The Scottish Government and 

CPP partners must show strong and sustained shared leadership to deliver 

these improvements.   

 If CPPs are to be at the core of public service reform then the Scottish 

Government will need to align its resources and policy and performance 

frameworks in ways that place community planning at the core of public service 

reform.  This means ensuring that Health Boards and other public bodies are 

                                            
1
 Community Planning: an initial review, Accounts Commission and the Auditor General for 

Scotland, 2006. 
2
 Review of Community Health Partnerships Accounts Commission and the Auditor General 

for Scotland.  June 2011. 
3
 The role of community planning partnerships in economic development, Accounts 

Commission and the Auditor General for Scotland, 2011. 
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held to account for their contribution to CPPs and for the development and 

delivery of new SOAs.   

 Our audit work in recent years has found shortcomings in how CPPs have 

performed.  All community planning partners needs to work together to 

overcome the barriers that have stood in the way of Community planning 

significantly improving local services and making best use of scarce public 

money and other resources.  Shifting the perception that community planning is 

a council-driven exercise, and not a core part of the day job for other partners, 

will be key to this.  

 CPPs have not been clear enough about the key priorities for improvement in 

their area.  SOAs have tended to be summaries of existing planned actions 

covering all national outcomes without clearly focusing on the things that matter 

most for the local area. CPPs have not clearly set out how local partnership 

working is making a distinctive and additional contribution to improving public 

services and improving outcomes for local people.   

 Community planning has had little influence over how the significant sums of 

public money available, for example to councils and the NHS, are used.   

 Governance and accountability arrangements for community planning have 

been weak.  Much work is needed to improve planning and performance 

management by CPPs. Individual partner organisations have not been routinely 

or robustly held to account for their performance as a member of the CPP. As a 

result, there are no consequences for not participating fully. Nor are the 

incentives sufficient to changes behaviours. Resolving this accountability deficit 

is one of the keys to improving how CPPs perform and ensuring better outcomes 

for local communities.   

 One of the aims of community planning was to help reduce social inequality. 

However, stark differences in outcomes for different groups still persist in 

Scotland. The reasons for many of these inequalities are complex and deep 

rooted, affected by many social, economic and environmental factors. It is in 

these complex areas that CPPs can make a real difference if they focus their 

efforts and bring to bear the full weight of their combined resources, skills and 

expertise.  There is an increasing emphasis on CPPs planning and delivering 

services in preventative ways: that is, to prevent problems from arising. But, this 

is a long term and challenging process.   

 There is a risk that wide-ranging reforms of public services in Scotland create 

tensions between national and local priorities for change. It is essential that 

those who lead and manage local public services work together to ensure that 

they are providing public services in ways that make sense locally, while 

delivering the stated intention of the reforms.  Equally, the Scottish Government 

has a key role to play by ensuring 'joined-up' approaches to reform across 

government, and streamlining and aligning policy guidance and arrangements 

for measuring performance across different parts of the public sector. 
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Public Audit Committee 

5th Meeting, 2013 (Session 4) 

Wednesday 27 March 2013 

Community Planning Partnerships 

Note by the clerk - Recent Public Audit Committee work on Community 
Planning Partnerships (CPPs) 

Introduction 

1. At today’s meeting, the Public Audit Committee will receive a briefing from 
the Auditor General for Scotland (AGS) and the Accounts Commission on 
the report entitled Improving community planning in Scotland. The purpose 
of this paper is to provide a note detailing previous work carried out by the 
Committee on CPPs to inform the oral evidence session.   

The role of Community Planning Partnerships in economic development 

2. Following consideration of the joint AGS and Accounts Commission report 
entitled The role of Community Planning Partnerships in economic 
development, the Committee received oral evidence from the Scottish Local 
Authorities Economic Development Group (SLAED) and the Scottish 
Government. Following consideration of the evidence received, the 
Committee provided a submission to the Local Government and 
Regeneration Committee (LGRC) on 22 February 2012, highlighting issues 
for the LGRC to pursue in its inquiry into public services reform and local 
government.  

3. These included:  

 inherent tensions between each CPP partner delivering their own 
priorities whilst also signing up to support the delivery of the Single 
Outcome Agreement (SOAs) through their local CPP. This was as 
well as the differing accountability arrangements of CPP partners, all 
of which limits the extent to which CPPs can hold partners to account 
for their contribution in achieving agreed outcomes;  

 following reforms and the abolition of Local Economic Companies and 
Local Economic Forums; how the Scottish Government, Scottish 
Enterprise and Highlands and Islands enterprise mitigate differential 
impacts on CPPs and Local Authorities and support those whose 
Local Economic Development strategies and SOAs are not closely 
linked to the Scottish Government’s six priorities for national growth;  

 how to improve performance measurement at partnership level so as 
to better inform performance towards delivering national priorities. 

4. The Local Government and Regeneration Committee published its reports 
on strand 1 of its inquiry, Partnerships and Outcomes and strand 2, 

http://www.scottish.parliament.uk/S4_PublicAuditCommittee/Inquiries/Final_PAC_Submission_to_LGR_Committee.pdf
http://www.scottish.parliament.uk/S4_PublicAuditCommittee/Inquiries/Final_PAC_Submission_to_LGR_Committee.pdf
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/45488.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/42316.aspx
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Benchmarking and Performance Measurement on 22 June 2012 and 28 
November 2012 subsequently. The Committee is currently undertaking 
strand 3 of its inquiry, developing new ways of delivering services. 

Health inequalities in Scotland 

5. This AGS report (Exhibit 21) stated that CPPs annual reports “do not 
provide consistent or robust evidence about how well health inequalities are 
being tackled”. Audit Scotland also said in oral evidence that there was a 
“lack of clear focus”1 at a local level on tackling inequalities. During its 
evidence sessions, the Committee received evidence which outlined 
measures being put in place to encourage CPPs to establish a leading role 
in reducing health inequalities. These include: 

 the Scottish Government has identified health inequalities as one of 
the priorities for the community planning review; 

 CoSLA has issued guidance (4 December 2012) which identifies 
health inequalities as a clear key priority for single outcome 
agreements;2 and 

 the Ministerial Taskforce which seeks to ensure a coordinated 
approach across Scottish Government portfolios3 has been 
reconvened. 

Scotland’s colleges – Current finances, future challenges 

6. During its consideration of the AGS report entitled Scotland’s colleges – 
Current finances, future challenges, the Committee wrote to the Scottish 
Government to ask how the proposed regions will collaborate with relevant 
Community Planning Partnerships to contribute to addressing local 
development needs, such as demand for particular skills.  

7. In its response, the Scottish Government informed the Committee that there 
is already significant collaboration between colleges and CPPs in 
addressing skills needs. The Scottish Government also highlighted that the 
SFC’s guidance on Outcome Agreements, outlines its expectations about 
planning regionally the need to align college outcome agreements and 
single outcome agreements. 

Commissioning social care 

8. The Committee made a number of recommendations to the Scottish 
Government regarding partnership working, joint governance and 
accountability and improving health outcomes in its submission to the 
consultation on proposals for the integration of health and social care. The 
Scottish Government provided a response to the Committee, which was 
considered at the Committee meeting on 27 February 2013. In the 

                                                 
1
 Scottish Parliament Public Audit Committee Official Report, 19 December 2012, Col 1058 

2
 Scottish Parliament Public Audit Committee Official Report, 19 December 2012,  Col 1067 

3
 Scottish Parliament Public Audit Committee Official Report, 19 December 2012, Col 1068 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/42316.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/56442.aspx
http://www.audit-scotland.gov.uk/docs/health/2012/nr_121213_health_inequalities.pdf
http://www.audit-scotland.gov.uk/docs/central/2012/nr_121018_college_overview.pdf
http://www.audit-scotland.gov.uk/docs/central/2012/nr_121018_college_overview.pdf
http://www.scottish.parliament.uk/S4_PublicAuditCommittee/SG_response_612.pdf
http://www.sfc.ac.uk/guidance/outcomeagreements/CollegeOAGuidance.aspx
http://www.scottish.parliament.uk/S4_PublicAuditCommittee/Inquiries/1_FINAL_PRIVATE_AGREED_PAC_CSC_Consult.pdf
http://www.scottish.parliament.uk/S4_PublicAuditCommittee/Inquiries/1_FINAL_PRIVATE_AGREED_PAC_CSC_Consult.pdf
http://www.scottish.parliament.uk/S4_PublicAuditCommittee/SG_2013.pdf
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response, the Scottish Government informed the Committee that its 
intention was to “provide a robust framework for working together to achieve 
better outcomes and to improve the experience of people using health and 
social care services”.  

Jason Nairn, Assistant Clerk to the Committee 
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CORRESPONDENCE FROM THE SCOTTISH GOVERNMENT DATED 22 FEBRUARY 
PROVIDING AN UPDATE ON THE GLASGOW 2014 COMMONWEALTH GAMES 
BUDGET FOR SAFETY AND SECURITY 
 
Thank you for your letter of 22 January, in which you raised a number of questions in relation 
to the increased budget for safety and security which I wrote to the Committee about on 18 
December, in parallel with my announcement to Parliament.  To take the Committee’s 
questions in turn: 
 

 From where does the Scottish Government intend to source the additional £37.7 
million required to fund the additional security budget?  

 
We will continue to exert cost control on the overall games budget, and any further 
contingency that can be released will be the first port of call to meet this additional cost.  Any 
remaining costs will be addressed as part of the Scottish Government’s overall approach to 
financial management in 2014-15. 
 

 Where will a breakdown of how the additional security budget is being spent be 
published to allow parliamentary scrutiny? For example, will it be included within the 
Health and Wellbeing budget lines? 
 

The Scottish Government’s share of Games costs including Security will continue to feature 
within the Health and Wellbeing portfolio. The additional budget requirement will be reflected 
in our draft spending plans for 2014-15 which will be published later this year. 
 

 What is the total amount currently set aside for the contingency budget and what 
proportion of this figure will be devoted to the additional security funding announced in 
your letter? 

 
General contingency funds of £42.3 million together with a Scottish Government Special 
Reserve of £23.8 million exist within the Games budget to support the management of both 
known and unforeseen cost pressures which may emerge in lead up to the Games. This is 
after providing £25.1 million to the Security budget as set out in my letter.  
 
 
 

 What will the implications for other budgets be, should the contingency budget be 
devoted to increasing security costs. For example, how will the Government ensure 
that other risks highlighted by Audit Scotland, such as those associated with 
completing the Athletes Village and Hampden Park on budget and on time, be 
appropriately mitigated if the contingency budget is increasingly devoted to security? 
 

In funding the revised budget, the Scottish Government recognised that it would not be 
prudent to draw entirely from contingency funding to meet the security budget shortfall, 
which is why £37.7 million of new funding was found to fund the revised security budget in 
full. 
 
The Scottish Government and Chief Constable Steve House have agreed that a safe and 
secure Games can be delivered for the revised budget of £90 million.  There are no plans to 
increase the budget beyond £90 million.  However, if there was to be a significant security 
incident in the lead up to the Games or the national threat level should increase to severe or 
above, then this might necessitate our security plans to be revisited.  In this instance, the 
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funding requirements would be considered by the Glasgow 2014 Strategic Group in line with 
existing plans for the management of the contingency fund and Special Reserve.   
 
As I have clarified in response to an earlier question, general contingency funds together 
with a Scottish Government Special Reserve remain in place to support the management of 
both known and unforeseen cost pressures which may emerge in the lead up to the Games. 
 
I hope this information helps assure the Committee that budgetary planning for the Games is 
being carefully managed to ensure that risks to the successful delivery of the Commonwealth 
Games 2014 are mitigated as much as possible.   
 
 

  SHONA ROBISON 
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Dear Shona  
 
COMMONWEALTH GAMES 2014 PROGRESS REPORT 2: PLANNING FOR THE 
DELIVERY OF THE XXth GAMES 
 
Thank you for your letter of 18 December, updating the Committee on security arrangements 
and budgets for the Commonwealth Games 2014. The Committee considered this 
correspondence on 16 January 2013 and the Official Report of that meeting is available at 
the following link: 
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7686&mode=pdf 
 
The Committee previously highlighted concerns over risks to the successful delivery of the 
games, highlighted in the joint Auditor General for Scotland report entitled Commonwealth 
Games 2014 Progress report 2: Planning for the delivery of the XXth Games. These included 
the risk of completing the Athletes Village and Hampden Park on time and on budget, due to 
these projects being due for completion within 5 months of the start of the Games. As you 
will be aware, the Committee has received updates from the Scottish Government on its 
progress in these areas and updates on the security budget and arrangements. 
 
In your 18 December letter, you confirm that the increased budget for security (£90 million, 
increased from £27.2 million) will be funded by drawing £25.1 million from the contingency 
budget and £37.7 million from the Scottish Government in 2014-15. In view of the concerns 
previously raised, the Committee would welcome further information on the following. 

 From where does the Scottish Government intend to source the additional £37.7 
million required to fund the additional security budget?  

 Where will a breakdown of how the additional security budget is being spent be 
published to allow parliamentary scrutiny? For example, will it be included within the 
Health and Wellbeing budget lines? 

 What is the total amount currently set aside for the contingency budget and what 
proportion of this figure will be devoted to the additional security funding announced in 
your letter? 

 What will the implications for other budgets be, should the contingency budget be 
devoted to increasing security costs. For example, how will the Government ensure 
that other risks highlighted by Audit Scotland, such as those associated with 
completing the Athletes Village and Hampen Park on budget and on time, be 
appropriately mitigated if the contingency budget is increasingly devoted to security? 

 
I would be grateful for a response to this letter by close of 22 February 2013. Should you 
require any further information please do not hesitate to contact the Assistant Clerk, Jason 
Nairn on 0131 348 5236 or by email at pa.committee@scottish.parliament.uk. 
 
 
Yours sincerely 

 
Iain Gray MSP, Convener 
 

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7686&mode=pdf
mailto:pa.committee@scottish.parliament.uk
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CORRESPONDENCE FROM THE SCOTTISH GOVERNMENT DATED 4 MARCH 
REGARDING THE AUDITOR GENERAL FOR SCOTLAND REPORT ENTITLED 
NHS FINANCIAL PERFORMANCE 2011/12 
 
[In addition to the most recent response from the Government, All previous 
correspondence on the AGS report is attached in Annexe A for Members’ reference.] 
 
Thank you for your letter of 7 February seeking further information on the State of 
the NHSScotland Assets and Facilities Report 2012. 
 
The figures given in Annex 2 Table 1 of my letter of 10 December were based on the 
analysis of backlog maintenance undertaken by NHS Boards and used in the State 
of the NHSScotland Estate 2011 Report. For the State of the NHSScotland Assets 
and Facilities Report 2012, NHS Boards reviewed and updated their analysis of 
backlog maintenance, taking into account the impact of on-going maintenance 
programmes as well as replacement, refurbishment and disposal of assets since the 
information was gathered for the 2011 report. 
 
Backlog maintenance is addressed through both the capital and revenue allocations 
made to NHS Boards. The approach taken to address backlog maintenance will vary 
from Board to Board depending on the nature/ condition of existing infrastructure but 
the tools available to NHS Boards to address backlog can be summarised as the 
provision of new healthcare facilities, rationalisation, closing or disposal of older 
properties and refurbishment of retained properties. It is important to recognise also 
that Boards will invest in ongoing maintenance not just to address backlog but also in 
planned, preventative maintenance which avoids backlog arising in the first place. 
 
Whilst NHS Boards do not receive a ringfenced budget for backlog maintenance the 
application of resources applied against backlog maintenance issues is monitored by 
Scottish Government Health and Social Care Directorates through financial plans (as 
part of the Local Delivery Plan process), assessment of NHS Board Property and 
Asset Management Strategies and performance metrics as published in the annual 
State of the NHSScotland Assets and Facilities Report. 
 
Capital resources related to backlog maintenance are allocated to NHS Boards in 
three ways. Firstly there is a formula based allocation from which Boards are 
expected to prioritise backlog maintenance and essential equipment replacement. 
Based on the information provided in the State of the NHSScotland Estate 2011 
Report, Scottish Ministers have allocated an additional £70m over three years 2012-
13 to 2014-15 to boost activity to address backlog maintenance/ essential equipment 
replacement. The formula allocations to Geographic NHS Boards have increased 
from £85m in 2011-12 to £107.5m in 2012-13. Allocations for the next two years are 
planned at £116.9m in 2013-14 and £131.8m in 2014-15.  
 
The second form of allocation is via project specific funding for projects that are in 
excess of the Board’s delegated limit. The projects supported by such funding are 
either specifically directed at addressing estate condition or have the removal of 
backlog/ inappropriate facilities as part of their broader investment objectives.  These 
project specific allocations are in part funded through the generation of capital 
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receipts from the disposal of surplus properties, many of which have backlog 
liabilities associated with them. We are therefore focussed on the disposal of such 
properties which, as well as removing backlog and holding costs support 
reinvestment in new or refurbished, fit for purpose facilities and medical equipment.  
 
In addition to public capital allocations, the third form of capital investment is via the 
projects being taken forward via the NPD and hub programmes such as those at the 
Royal Hospital for Sick Children in Edinburgh, Dumfries and Galloway Royal 
Infirmary, Scottish National Blood Transfusion Service, North Ayrshire Community 
Hospital and the Balfour Hospital in Orkney and Royal Edinburgh Hospital. All of 
these projects have significant impacts on the level of backlog maintenance and 
because of the nature of their financing will ensure that there is ongoing investment 
in their maintenance as part of the contracts entered into. 
 
I hope that this information provides a full response to the questions asked 
 
Yours sincerely 
 
 
DEREK FEELEY  
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Dear Derek 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011/12 
 
Thank you for your letter of 16 January 2013, regarding the AGS report entitled NHS 
financial performance 2011-12. The Committee considered this letter at its meeting 
on 30 January 2013 and agreed to write back to you for some further information. I 
attach a link to the Official Report for your reference (Cols 1204-1205).  
 
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7725&mode
=pdf 
 
The State of the Estates Report 2012, highlights a reduction in the base backlog 
maintenance expenditure requirement from £1 billion to £948 million since 2011. You 
also highlight that the total amount of backlog maintenance expenditure requirement 
that is classified as high risk, is £161.2 million, which is a reduction from the £252.5 
million figure provided in your letter of 10 December 2012, Annex 2, Table 1. The 
Committee agreed it would be helpful if you could provide a summary clarifying how 
these figures have been reassessed through the work carried out in the State of the 
Estates Report 2012. 
 
The Committee also agreed that it would welcome further information on the 
following in relation to maintenance backlog funding: 

 whether Health Boards receive a specific budget allocation from the Scottish 
Government, ring-fenced for maintenance, or for specifically addressing the 
maintenance backlog? 

 whether maintenance backlog is funded from capital or revenue budgets?  
 
I should be grateful if you could provide a response to this letter by 1 March 2013. 
Should you require any further information please do not hesitate to contact the 
Assistant Clerk, Jason Nairn on 0131 348 5236 or by email at 
pa.committee@scottish.parliament.uk. 
 
Yours sincerely 
 
 
 
Iain Gray MSP, Convener 
  

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7725&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7725&mode=pdf
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ANNEXE A 

 
Correspondence from the Scottish Government dated 16 January 2013, 
responding to the Committee’s letter of 20 December 2012. 
 
Dear Convenor, 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011-12 
 
Thank you for your letter of 20 December 2012 informing me that the Committee has 
written to the Auditor General for Scotland asking for comments on my response in 
relation to the transparency of financial reporting. The Committee also asked for 
additional information in respect of Backlog maintenance risk categories and Surplus 
assets. This information is set out below; 
 
Backlog maintenance risk categories 
The definitions we use to classify each of the four risk categories (low, moderate, 
significant and high) for backlog maintenance are: 
 

 Low risk elements should be further considered to ascertain whether they 
can reasonably be resolved by way of normal annual maintenance budgets 
and thus not requiring capital to undertake major repair or replacement. In 
such cases, Low Risk Backlog Maintenance does not need to be reported/ 
classified as backlog. 

 
 Moderate risk elements should be addressed by close control and 

monitoring. They can be effectively managed in the medium term so as not to 
cause undue concern to statutory enforcement bodies or risk to healthcare 
delivery or safety. These items require expenditure planning for the medium 
term. 

 
 Significant risk elements require expenditure in the short term and should be 

effectively managed as a priority so as not to cause undue concern to 
statutory enforcement bodies or risk to healthcare delivery or safety. 

 
 High risk elements must be addressed as an urgent priority in order to 

prevent catastrophic failure, major disruption to clinical services or 
deficiencies in safety liable to cause serious injury and/or prosecution. 

 
The level of risk associated with a risk to patient health and safety depends on local 
circumstances, however where a local NHS Board identifies a significant or high 
level risk, then we would expect the Board to take immediate action to address the 
problem. 
 
Surplus Assets 
The 2011 total backlog figure excluding properties earmarked for disposal over the 
next ten years is £835 million ie the value of backlog maintenance of properties 
earmarked for disposal is £175 million. 
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State of the Estate Report 2012 
The Committee may also be interested in the fact that the ‘State of the Estate Report 
2012’ was published on 11 January.  
 
 www.scotland.gov.uk/Resource/0041/00411390.pdf  
 
An analysis of the backlog expenditure requirement across NHS Boards identifies a 
base backlog maintenance expenditure requirement of £948 million, which is a £62 
million reduction since 2011. That total is split as follows over the four risk 
categories: 
 

 £m % 
Low 246.5 26 
Medium 274.9 29 
Significant 265.4 28 
High 161.2 17 

Total 948.0 100 

 
NHS Boards are already targeting high and significant risk clinical backlog 
maintenance through planned maintenance and re-provision plans outlined in their 
Property and Asset Management Strategies (PAMS). Overall, Scottish Government  
budgeting levels should be sufficient to reduce existing high and significant clinical 
backlog maintenance levels for retained property to manageable levels over the next 
five years.  
 
For lower risk backlog maintenance and non clinical space, Scottish Government will 
work with NHS Boards to develop detailed long term plans for rationalisation and 
disposal of surplus, unsuitable, poor quality properties, and life cycle planned 
maintenance plans for retained property. These will be updated annually as part of 
the PAMS update and reviewed more formally through the LDP process. 
 
The 2012 value of properties earmarked for disposal remains at £175 million, 
therefore excluding these properties, the backlog maintenance total is £773 million. I 
trust that this is helpful. 
 
Yours sincerely 
 
DEREK FEELEY  
 

http://www.scotland.gov.uk/Resource/0041/00411390.pdf
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Dear Derek 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011/12 
 
Thank you for your letter of 10 December 2012, which the Committee considered at 
its meeting on 19 December 2012. You will note from the attached Official Report 
(available at the following link from 8 January 2012) that the Committee has written 
to the Auditor General for Scotland for comments on your response in relation to the 
transparency of financial reporting.  
 
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.
aspx 
 
The Committee also agreed to seek further clarity from the Scottish Government on 
the following information included in the response. 
 
Backlog maintenance risk categories 
The Committee would welcome further information on the definitions used to classify 
each of the risk categories for backlog maintenance included in Table 1 of the 
response. It would be helpful if you could provide further clarity on the level of risk 
associated with a risk to patient health and safety.  
 
Surplus assets 
The Committee notes from the response that the figures on backlog maintenance, 
included in Table 1, includes surplus assets. The Committee would be grateful if you 
could provide this information with the cost of surplus assets removed, to give a 
clearer idea of the extent of the maintenance backlog that health boards are required 
to address. 
 
I should be grateful if you could provide a response to this letter by 21 January 2013. 
Should you require any further information please do not hesitate to contact the 
Assistant Clerk, Jason Nairn on 0131 348 5236 or by email at 
pa.committee@scottish.parliament.uk. 
 
Yours sincerely 
 
Iain Gray MSP, Convener 
 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx
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Correspondence from the Director General Health and Social Care and Chief 
Executive NHS Scotland dated 10 December 2012, in response to the Public Audit 
Committee’s letter dated 12 November 2012  
 
Dear Mr Gray, 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011/12 
 
Thank you for your letter of 12 November 2012 requesting clarification on a number of issues 
raised by the AGS in the above report. Specifically you asked: 
 

 how the Scottish Government will respond to the AGS recommendations that NHS 
boards should enhance the disclosure they make in respect of financial support, long-
term financial balance and the return of surplus funds to Scottish Government; 

 information on the assessment which the Scottish Government carried out on backlog 
maintenance, including the value of backlog maintenance which is categorised as 
essential to ensure health and safety standards and ensure that patients are not put at 
risk; and 

 further information on whether surplus assets are included in figures on backlog 
maintenance and how, more generally, information on such assets are included within 
their financial reports. 

 
Financial Disclosure 
I have some issues with the Audit Scotland view that 'the way in which boards achieve their 
financial position at the year end is not transparent'. The Audit Scotland report focussed on 
the disclosure contained in board annual accounts which are produced annually at the end of 
June. The layout of the annual accounts is prescribed to ensure that the accounts can be 
consolidated to give an overall NHS Scotland position. The layout of the accounts is 
reviewed each year by the NHS Technical Accounting Group (whose membership includes a 
representative from Audit Scotland) and at no stage has this group suggested disclosure 
requirements are inadequate.  
 
Supporting narrative within annual accounts is flexible however and there is an opportunity 
for boards to tailor their disclosure to reflect local circumstances. The key relationship in the 
production of annual accounts is between the local NHS board and their auditor. For the 
three boards highlighted in the report (NHS Fife, NHS Forth Valley and NHS Orkney), their 
external auditor is Audit Scotland and we would have expected them to agree the content of 
the narrative before they are finalised. The fact that Audit Scotland were content to sign off 
these accounts suggests that they did not have a significant issue with the content.  
 
I would also highlight that Annual accounts are not the main way that NHS boards report 
financial issues in the public domain. For each of the three boards highlighted above, there is 
a commitment to openness and transparency which means that Board papers are published 
online and members of the public are encouraged to become involved. Board papers will 
usually contain a monthly finance report, minutes from any Finance and Performance 
committee meetings and the annual Local Delivery Plan all of which will contain details on 
current financial issues facing the board.  
 
Annex 1 has details of how each of the three boards publicly reported the financial position in 
2011-12 and in particular the support funding received from SGHSCD. I would also highlight 
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that the Board of NHS Fife unanimously agreed to write to the AGS expressing their 
concerns at the comments made in respect of the opinion that NHS Fife, along with other 
boards who received in-year support, did not report this in a ‘transparent manner’. 
 
We will though continue to work closely with Audit Scotland to ensure that disclosure within 
Annual Accounts is appropriate and satisfies Audit Scotland. The Director of Finance, 
eHealth and Pharmaceuticals is planning to meet with the AGS in the New Year to discuss 
this and a number of other relevant issues. 
 
 
Backlog Maintenance 
The NHS maintenance backlog figure of over £1 billion outlined in the Audit Scotland report 
covers properties that are to be retained and those designated as surplus for disposal. 
Annex 2 has a detailed breakdown categorising the risks associated with different areas of 
backlog maintenance.  
 
Around 20% of the current backlog maintenance expenditure requirement is in buildings 
which are classified as ‘non-clinical’ and will thus have little impact on patient healthcare 
experience. SGHSCD are working with NHS boards to reduce the reported backlog 
maintenance through refurbishment, replacement, rationalisation and disposal of properties. 
 
NHS boards are planning, through their Property and Asset Management Strategies 
(PAMS), to target expenditure on planned maintenance, focussing on high and significant 
risk and clinical backlog maintenance through planned maintenance and re-provision plans 
outlined in their PAMS. In addition, a significant amount of this backlog cost is in buildings 
which NHS boards are planning to dispose of in the next ten years. 
 
For lower risk backlog maintenance and non clinical space, the Scottish Government will 
work with NHS boards to develop detailed long term plans for rationalisation and disposal of 
surplus, unsuitable, poor quality properties, and life cycle planned maintenance plans for 
retained property. These will be updated annually as part of the PAMS revision and reviewed 
more formally through the Local Delivery Plan process. 
 
Surplus Assets 
As stated above, surplus assets are included in the figures on backlog maintenance.  
 
Under International Financial Reporting Standards (IFRS), non-current assets held-for-sale 
must be presented separately from other assets in the balance sheet and therefore there is a 
separate disclosure within the annual accounts of NHS boards. Annex 3 has the 2011-12 
position reported for each NHS board. 
 
Finally you asked for clarification as to whether there is a timescale put on when a board 
should record an asset as surplus to requirements. An asset would be officially declared as 
surplus immediately after the NHS board formally agrees the plan to dispose of the asset, in 
practice this is usually agreed as part of the local Board meeting. Once the Board has 
formally decided to dispose of the asset, it will be recorded as an asset held for sale. 
 
Yours sincerely 
 
DEREK FEELEY 
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Annex 1 
Summary of Financial Reports Publicly Reported 
NHS Scotland has a strong culture of open and transparent financial reporting. Below is a 
summary of finance reports produced by the three boards which demonstrate that their 
financial position is clearly and openly reported in public in a transparent manner 
 
NHS Fife 
Board papers for NHS Fife dating back to 2006 are available for review by the public. 
 
 25 October 2011, a report went to the Board which said ‘Based on these projections and 

the financial performance for six months, the achievement of the key financial target of 
breakeven by year-end was at risk’. 

 31 January 2012, the finance and resources committee reported to the Board ‘following 
authority and support from SGHSCD it was anticipated that the board should reflect a 
break-even position in-year owing to the board being allowed to use funds for 2012-13 
such as sale of assets’. 

 27 March 2012, the Finance and Resource Committee reported additional allocations to 
29 February 2012 (paper 5) the paper said ‘since the previous report to the Board there 
has been an increase to the Revenue Resource Limit of £4.926m. The increase 
comprises an increase in earmarked recurring funding of £15k, and in non-recurring 
funding of £4.911m. The major increases are in respect of Impairments £2.459m, SGHD 
support £1.110m and additional Waiting Times monies of £0.638m.’ 

 13 June 2012 - within NHS Fife’s Local Delivery Plan they report (on page 5) that 
brokerage support of £1.1 million was repayable to SGHSCD in 2012-13. 

 
The above demonstrates that the challenging financial position was reported publicly, that 
additional funding was received from SGHSCD and that this was due to be repaid in 2012-
13. 
 
NHS Forth Valley 
NHS Forth Valley also publish their board papers on their website which included the 
following disclosure: 
 
 31 December 2011, Finance report (page 61 of the board papers) – ‘Dialogue has been 

ongoing regarding NHS Forth Valley financial position including the particular issues 
faced during implementation of the Healthcare Strategy. Agreement has been reached as 
reported to the November Performance and Resources Committee. This funding 
combined with ongoing savings delivery allows confirmation that financial balance can be 
achieved.’  

Within that paper the anticipated funding included (page 63): 
 

 Transitional Costs non-recurring funding £4.000m 

 Non recurring support up to £6.000m 

 Non recurring funding £1.088m transfer from Capital receipts 

 27 March 2012, Local Delivery Plan – As part of the Board papers (page 315), the LDP 
included a table which clearly outlines the brokerage repayment schedule. 

Again it can be shown that support funding was received from SGHSCD and that there was 
a clear repayment schedule agreed. 
 

http://www.nhsfife.org/nhs/index.cfm?fuseaction=nhs.pagegroup&p2sid=5CCF282B-9F18-AF85-F4647C8FDB390DBA&themeid=E44C37C3-5056-8C6F-C003CD63C15D8FF0
http://admin.1fife.org.uk/weborgs/nhs/uploadfiles/publications/c64_Agenda0327forwebandintranet.doc
http://www.nhsfife.org/weborgs/nhs/uploadfiles/publications/c64_NHSFIFELDPFINANCIALPLANSANDEFFICIENCYSAVINGS.pdf
http://www.nhsforthvalley.com/get-involved/board-meetings
http://www.nhsforthvalley.com/__...reports/nhs-fv-board_240112_board-papers.pdf
http://www.nhsforthvalley.com/__documents/publications/nhs-board-papers-270312.pdf#page=315
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NHS Orkney 
NHS Orkney’s board papers can be accessed here. On 27 October 2011, they produced a 
paper which set out the high level financial strategy for the five year period 2011 – 2016 for 
approval by the Board. The paper highlighted: 
 

 Requirement to repay brokerage to SGHSCD over a five year time frame 
beginning 2013 – 2014; 

 
 NHS Orkney has an outstanding commitment to repay brokerage from 2009-2010 

and 2010-2011 of £2.12m. Additional brokerage would be received in 2011-12. 
 

 As part of the paper (page 3) signing off the Local Delivery Plan on 26 April 2012, 
there was an agreed repayment profile. 

 
Again financial transparency and a planned repayment schedule can be clearly 
demonstrated. 
 
 
 
 

http://www.ohb.scot.nhs.uk/article.asp?page=219&parent=6
http://www.ohb.scot.nhs.uk/images/pdf/9.3%20-%20Financial%20Plan%202011.16.pdf
http://www.ohb.scot.nhs.uk/images/pdf/9.3%20-%20LDP.pdf
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Annex 2 
 
Table 1 – Backlog Maintenance by Risk Category 

 Low Risk 
Medium 

Risk 
Significant 

Risk High Risk 
Total 

Backlog 

NHS Board £m £m £m £m £m 

NHS Ayrshire and Arran  8.8   7.1   33.0   14.4   93.3  

NHS Borders  4.5  -  -  -  4.5  

NHS Dumfries and Galloway  5.9   20.8   21.3   10.6   58.6  

NHS Fife  -   23.3   37.5   2.3   63.1  

NHS Forth Valley -  -  -   18.9   18.9  

NHS Grampian  87.2   18.1   44.4   14.8   164.5  

NHS Greater Glasgow and Clyde  53.5   57.0   44.4   20.8   175.7  

NHS Highland  15.2   26.6   22.9   14.2   78.9  

NHS Lanarkshire  5.8   10.0   22.8   88.4   127.0  

NHS Lothian  -   59.0   45.0   36.0   140.0  

NHS Orkney  -   2.4   2.9   17.5   22.7  

NHS Shetland  0.2   0.2   4.1   1.9   6.4  

NHS Tayside  -   27.0   11.2   0.4   38.6  

NHS Western Isles  1.8   0.5   0.4   0.0   2.7  

Territorial Boards  192.9   272.0   289.8   240.2   994.8  

            
National Waiting Times Centre  0.3   0.2   -   -   0.5  

State Hospital -  -  -  -   -  

NHS National Services Scotland -  -  -   12.3   12.3  

NHS Education for Scotland  0.1  -  -  -   0.1  

Healthcare Improvement Scotland  0.1   0.0   -   -   0.1  

NHS Health Scotland  0.4    -  -   0.4  

Scottish Ambulance Service  1.1   0.2   0.1  -   1.4  

Special Health Boards  2.0   0.3   0.1   12.3   14.7  

            
Total  194.8   272.3   289.8   252.5   1,009.5  
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Annex 3 
 
Table – Assets Held for Sale as at 31 March 2012 

NHS Board £m 

NHS Ayrshire &Arran 8.9 

NHS Borders 0.7 

NHS Dumfries and Galloway 0.0 

NHS Fife 0.1 

NHS Forth Valley 1.0 

NHS Grampian 0.8 

NHS Greater Glasgow and Clyde 0.2 

NHS Highland 0.1 

NHS Lanarkshire 3.8 

NHS Lothian 0.5 

NHS Orkney 0.3 

NHS Shetland 0.0 

NHS Tayside 3.1 

NHS Western Isles 0.4 

Total 20.0 

    
  

 
Special Health Boards had assets held for sale valued at £0.02m. 
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Correspondence from the Auditor General for Scotland, dated 17 January, in 
response to the Committee’s letter of 20 December 2012 
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14 
 

 
Dear Caroline 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011/12 
 
At its meeting on 19 December, the Committee considered the attached correspondence 
from the Scottish Government, following up on issues raised in oral evidence with you on the 
report entitled NHS financial performance 2011/12. The Official Report of the 19 December 
meeting will be available at the following link from 8 January 2013. 
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx 
 
The Committee agreed that as the Scottish Government’s response queries some of the 
views given by Audit Scotland on the transparency of NHS Boards’ financial reporting, it 
would write and ask you to respond to the Government’s comments. 
 
I would therefore be grateful if you could provide a response to this letter by 21 January 
2013. Should you require any further information please do not hesitate to contact the 
Assistant Clerk, Jason Nairn on 0131 348 5236 or by email at 
pa.committee@scottish.parliament.uk. 
 
Yours sincerely 
 
 
Iain Gray MSP, Convener 
 

 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx


Address: Telephone: 
110 George Street 
Edinburgh EH2 4LH  

0131 625 1601 

Website: Email: 
www.audit-scotland.gov.uk cgardner@audit-scotland.gov.uk 

 
 
 
 
 
 

Iain Gray MSP 
Convener 
Public Audit Committee 
T3.60 
Scottish Parliament 
Edinburgh  
EH99 1SP 

 
21 March 2013 

 
 
 
 
 
 
Dear Convener 
 
Following the Public Audit Committee’s evidence session on 13 March 2013, I would like to offer 
some further points of clarification which the committee may find helpful.  I attach some detailed 
comments on a number of issues raised during the evidence session. 
 
I would be happy to discuss any of these points further. 
 

Yours sincerely 
 

 
 
Caroline Gardner 
Auditor General for Scotland 
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Points raised at PAC evidence session on 13 March 2013 

Official 

report ref 

Raised by Issue Audit Scotland comment 

1276-77 

 

NHS GG&C "At that particular time, none of the information 

technology systems that NHS Greater Glasgow and 

Clyde used allowed staff to capture information about 

the application of the [social unavailability] code." 

Although the systems in place did not have sufficient audit 

trails, they did have the facility to enter free text, although 

in one of NHS GG&C's systems this was limited to 20 

characters. This facility was not being full utilised by the 

board to evidence reasons for unavailability in the patient 

records we reviewed for 2011. We saw an improvement in 

this in a few records for 2012. 

1276-77 NHS GG&C The board was not required to record reasons for 

unavailability, therefore Audit Scotland's criticism 

about this is not valid. Do not accept the implications 

of wider issues that codes may have been applied 

inappropriately. 

We could not examine the audit trails within systems in 

NHS Greater Glasgow and Clyde and there were limited or 

no notes on reasons for applying unavailability codes in 

the records we reviewed. This means it was not possible 

to confirm that the codes had been applied appropriately. 

1264 NHS FV Social unavailability trends were 'quite stable' and not 

the same as in other boards. 

The board had similar trends to other boards with 

increasing use of the code up to 2011 and then a sharp 

drop (see Exhibit 7).  

1268 NHS GG&C High unavailability in certain specialties. "There was a 

very selective approach, whereby one waiting list was 

picked out of eight, in one month." 

We used examples of high levels of unavailability to show 

some of the extremes. There were many examples of high 

unavailability in other hospitals and in other specialties 

within the board throughout 2011.  

1273 NHS GG&C 92 per cent of all inpatients/day cases were treated in 

under 12 weeks in 2010-11, including all clock stops. 

For out-patients, it was 93 per cent of patients, 

This is true for 2012; in 2010 around 90 per cent of 

inpatients were treated in under 12 weeks, and in 2011 the 

figure was 87 per cent of inpatients. 
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Official 

report ref 

Raised by Issue Audit Scotland comment 

including all clock stops. Exhibit 9 shows that NHS GG&C was the only board apart 

from Shetland that reported no inpatients as waiting over 9 

weeks in June 2011 (inpatient target at that time). 

1306 NHS GG&C Performance against 18 week RTT was 93% Current performance is around 92% but this is based on 

only 87% of patients. This is because for 13% of patients 

(3,380 patients), it was not possible to link all stages of the 

patient's journey from the initial referral to the start of 

treatment in order to measure performance against the 18 

week target. NHS GG&C is one of four boards measuring 

less than 90 per cent of patients' full pathway against this 

target. 

1306 NHS FV Current performance against 18 week RTT - Forth 

Valley confirmed in the 90s (%), then said it might be 

slightly lower as the board had other issues at the 

time. 

For the most recent quarter (Sep 2012) it was around 85% 

- performance went down in NHS Forth Valley after it 

stopped using the local code 'Aware of breach - willing to 

wait'. 

1306 NHS Tayside Forensic, detailed investigation of waiting list 

transactions raised suspicion about 63 transactions, 

0.2% of all records that were examined. 

The 63 transactions were identified from the small sample 

of records reviewed by the internal auditor (367 records). It 

is not clear how many patients were affected or for how 

long some of the practices had been going on. 

1306 NHS Tayside Audit Scotland did not raise any concerns with data 

analysis in NHS Tayside. 

Our data analysis did not highlight any major concerns of 

how codes were being applied; this was also the case for 

the internal audit data analysis. The concerns about the 

inappropriate use of unavailability only became apparent 

because staff had raised concerns with the internal auditor 
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Official 

report ref 

Raised by Issue Audit Scotland comment 

(see Case study 2 on p22 of AS report). 

1279 NSS/ ISD Scotland Accessibility of ISD Scotland waiting time statistics Waiting time statistics are complex and difficult to 

understand. ISD produces a number of summary reports 

and separate data tables containing information on 

different aspects of waiting times data and performance.1 

Some high level information is also provided on the 

Scottish Government website.2 

1293 NSS/ ISD Scotland CE does not accept the statement in the report that 

ISD was not clear about its role and what issues to 

raise with the SG. "I do not understand why Audit 

Scotland did not discuss making the point with us 

before it made it." 

We discussed this with ISD staff responsible for managing 

WTs. The statement in the report was cleared with ISD in 

a fact check which was sent to the Director of ISD. 

1272, 

1309, 

1317-

1318, 

1330 

Various CEs sign off WTs data to confirm it is accurate. CE sign-off on New Ways detailed data returns was not in 

place in 2011 and early 2012. SG advised that this was no 

longer required after the New Ways system had bedded in. 

This sign-off was reinstated during 2012.  

1315 Scottish Government Growth of social unavailability occurred mainly in 2008 

and 2009. 

The national data show that the biggest growth in the 

percentage of inpatients with social unavailability was 

during 2009: 

 2008: increased from 9.2% in March to 15.3% in 

 
 

1
 http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/index.asp  

2
 http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance/18weeksRTT  

http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/index.asp
http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance/18weeksRTT
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Official 

report ref 

Raised by Issue Audit Scotland comment 

December 

 2009: increased from 13.8% in March to 23% in 

December. 

The percentage continued to increase up to late 2010 

when it stabilised at around 30 per cent. It began to 

decrease in late 2011. 

1324 Scottish Government The use of unavailability codes started to reduce in 

Dec 2010. 

Exhibit 6 - social unavailability decreased slightly in 2010 

but then increased again. There was a much more marked 

and sustained decrease from late 2011. 

Exhibit 7 - shows marked increases in individual boards 

and then a sharp decrease between 2011 and 2012. 

1334 Scottish Government Bad winters of 2009-10 & 2010-11 caused capacity 

issues and an increase in cancelled operations, which 

affected unavailability figures. Dec 2010 particularly 

mentioned by boards as well. 

For outpatients, cancellation by the service remained 

relatively stable during 2010-2012 at just under 5%. 

For inpatients/day cases, hospital cancellations reached a 

peak in Dec 10 of 7.8% but it has not changed significantly 

over the past few years. There does not seem to be any 

relationship between unavailability and hospital 

cancellation rates. The only boards with noticeable peaks 

in hospital cancellations in Dec 2010 or March 2011, with 

rates of up to 13%, were: Borders, D&G, Fife, FV and 

Tayside, but some of these boards had higher rates at 

other times. 

1332 Scottish Government SG did not want to introduce patient choice codes too 

quickly as the systems were not in place to do this and 

New 'patient advised' unavailability codes were introduced 

from October 2012, but systems are still not in place for 
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Official 

report ref 

Raised by Issue Audit Scotland comment 

attention had turned to TTG. these and a breakdown of these new codes is not 

available for the latest quarter.3 The latest ISD Scotland 

waiting time statistics publication states "NHS Boards are 

awaiting software updates to make local Patient 

Management Systems and extracts compliant with new 

Waiting Time guidance. Figures for patients waiting over 

12 weeks added to the waiting list from 1st October 2012 

are sourced from local systems prior to implementation of 

changes."4  

1334, 

1336 

Scottish Government The new patient advised codes are expected to rise 

after they have been implemented. 

Updated WTs guidance issued by the SG in August 2012 

states that use of these codes would be unusual and 

would not be expected to affect large numbers of patients. 

(see p27 of AS report) 

1339 Scottish Government SG stated that Audit Scotland did not raise any 

concerns in the previous report published on New 

Ways in 2010 about the levels of social unavailability. 

The level of unavailability had not yet risen when we 

carried out our previous report.  

We highlighted some of the risks around how the social 

unavailability code could be used, for example for patient 

choice reasons, and recommended a separate code was 

introduced. At this time boards were not using the code 

extensively for patient choice reasons.5 

 
 

3
 See Audit Scotland comments on latest ISD Scotland waiting time statistics in evidence to the PAC on 27 March 2013, ref 1217-1218: 

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7812&mode=pdf  
4
 http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2013-02-26/Table1_2_Feb13.xls?58615822  

5
 See Audit Scotland comments on social unavailability codes in evidence to the PAC on 27 March 2013, ref 1339-1340: 

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7777&mode=pdf  

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7812&mode=pdf
http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2013-02-26/Table1_2_Feb13.xls?58615822
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7777&mode=pdf
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What can NHS Scotland do 
to prevent and reduce 
health inequalities?  

Proposals from General 
Practitioners at the Deep End 

March 2013



“General Practitioners at the Deep End” work in 100 general 
practices, serving the most socio-economically deprived 
populations in Scotland. The activities of the group are 
supported by the Scottish Government Health Department, 
the Royal College of General Practitioners, and General 
Practice and Primary Care at the University of Glasgow. 

Contacts for further information  
Paul Alexander RCGP Scotland palexander@rcgp-scotland.org.uk  
John Budd Lothian Deprivation Interest Group John.Budd@lothian.scot.nhs.uk  
Petra Sambale Keppoch Medical Practice, Glasgow psambale@btinternet.com  
Graham Watt University of Glasgow graham.watt@glasgow.ac.uk 
Deep End website 
www.gla.ac.uk/deepend  

 

Preventing and reducing inequalities in health 
are complementary activities in general practice 

David is 14 months old. His 18 year old mum Sarah has had 
anxiety problems since her older brother hanged himself four 
years ago. She started college but left when she fell pregnant 
shortly afterwards. Sarah does not get on well with her mother, 
whom she accuses of drinking and “always shouting” since her 
brother died. Her mum says she is “mental” and a “teenage 
brat”. Sarah relies heavily on her own gran Margaret. Aged 50 
she has moderately severe COPD (emphysema) and continues 
to smoke. Margaret has had several chest infections recently 
and is struggling to cope with Sarah's often strange behaviour 
and with a lively toddler for whom she is the main caregiver.  

For David the next two years, as he learns to walk, talk and 
interact, will have a huge effect on the rest of his life. Early 
years interventions such as parenting classes may be 
important, but on their own will fail to change his life 
opportunities. He will need supportive neighbours, a good 
nursery and adequate family income, but also optimal COPD 
nurse reviews, responsive alcohol and mental health services, 
good communication with social work, persistent contraceptive 
advice and smoking cessation support, to name a few. At the 
hub of these lies the primary care team, offering unconditional 
care and the possibility of trusted relationships over the span 
of David’s life. 

 

mailto:palexander@rcgp-scotland.org.uk
mailto:John.Budd@lothian.scot.nhs.uk
mailto:psambale@btinternet.com
mailto:graham.watt@glasgow.ac.uk
http://www.gla.ac.uk/deepend
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SUMMARY 

 General Practitioners at the Deep End are NHS Scotland’s front line in areas of 
severe socio-economic deprivation. 

 They have patient contact, population coverage, continuity, flexibility, long term 
relationships, substantial knowledge and experience and the trust of patients. 

 These characteristics make general practices the natural hubs around which 
local health systems should develop.  

 But Deep End practices lack the time, links to other services, NHS support and 
leadership roles needed to maximise what NHS Scotland can do to prevent and 
reduce inequalities in health. 

 The Deep End Project has been unusually successful, with Scottish Government 
support, in engaging with general practices, in capturing and communicating 
their experience and views, and in harnessing their commitment to the Links, 
CarePlus and Bridge Projects. 

 It is time to move beyond advocacy, and small projects, however, and to make a 
real difference to inequalities in health. 

 By recognising the causes and consequences of the inverse care law, NHS 
Scotland can help to prevent poor health and life chances in young families, 
improve the health and life expectancy of patients with established conditions 
and prevent the further widening of health inequalities in adults. 

 Additional clinical capacity is required, on a pro rata basis, providing one extra 
GP session per week per 1000 patients living in very deprived areas. 

 The principles of co-production, including mutuality and respect, should be 
applied to serial encounters in general practice and primary care, enabling 
patients to become more knowledgeable and confident in living with their 
conditions and in making good use of available resources. 

 The principles of co-production should also be applied to the joint work of 
general practices and area-based services, including attached workers (from 
social work, mental health, addictions and child health services), on a named 
basis. 

 The lay link worker role should be developed to link practices and patients with 
community-based services and resources. 

 Building on the Deep End Project, practices serving very deprived populations 
need regular opportunities to share experience, views and activities.  

 NHS Scotland should re-deploy its substantial support systems (including 
information, research and development, training, continuing professional and 
leadership development) to provide more effective, integrated support for 
practices in the front line. 

 These proposals should be applied together, as a demonstration of integrated 
care for patients with multimorbidity, an antidote to health service fragmentation 
and a model for NHS Scotland in the future. 

 NHS Scotland should be seen at its best in areas of greatest need, or 
inequalities in health will widen. A new partnership with General Practitioners at 
the Deep End can show the way. 
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OVERVIEW 

The principal causes of inequalities in health lie outside the health service, which is 
why policies to prevent health inequalities must address the wider social 
determinants of health. It is not sufficient, however, to prevent future inequalities 
in health. It is also necessary to reduce existing inequalities in health, and to 
prevent them getting wider. 

Inequalities in health are an ever present fact, with healthy life expectancies of 57 
and 61 years for men and women in the most deprived tenth of the Scottish 
population, compared with 76 and 78 for men and women in the most affluent tenth 
[1]. The NHS can do a great deal to improve health in the former group by helping 
people to live well, preventing or postponing complications, reducing the use of 
emergency care and, in general, reducing the severity and progression of conditions 
[2]. 

The flat distribution of general practitioners in Scotland, in contrast to the steep 
social gradient of health needs [3], combined with often dysfunctional links between 
general practice and other parts of the NHS, are principal causes of the inverse care 
law in Scotland, providing not only a partial explanation of 20 years of failure in 
addressing inequalities in health, but also a major obstacle as NHS Scotland 
searches for effective, affordable ways of delivering integrated care for the 
increasing numbers of people with multiple health and health-related problems.  

This set of papers from General Practitioners at the Deep End imagines how NHS 
Scotland could and should address the inverse care law, reducing the 
consequences of inequalities in health for individual patients and narrowing social 
differences in life expectancy. The central and most urgent measure is additional 
time for patient encounters. Other measures are also necessary, however, as 
described in a series of position papers. 

Change cannot be achieved by Deep End practices on their own, nor can the 
situation be addressed by top down measures, with incomplete knowledge of local 
circumstances, or a lot of single projects each addressing only part of the problem. 
General practice improves health principally via the unconditional continuity of care 
that is provided for all patients, especially patients with multimorbidity, whatever 
combination of problems they may have. There is an urgent need to increase the 
volume, quality and range of services provided for such patients. 

Resources are a central issue, and a fundamental test of political will to address the 
inverse care law in Scotland, but there is also a challenge in how the NHS deploys 
its considerable resources to best effect. The principles of co-production, including 
mutuality and trust, apply not only to long term relationships between patients and 
practitioners, but also to relationships between general practices and other services, 
and to the relationship of leaders working at the top and bottom of NHS Scotland. 

This set of proposals is based on three premises: 
1. Well coordinated continuity of health care makes a substantial difference to 

the lives and life expectancy of people with multiple health problems. 
2. The arrangements and resources for integrated care in NHS Scotland should 

reflect the epidemiology of multimorbidity, including its earlier onset in 
deprived areas. 

3. To avoid widening inequalities in health, the NHS must be at its best where it 
is needed most. 
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We propose an integrated package of measures addressing the following issues: 
1. The higher prevalence of multimorbidity in deprived communities compared 

with less deprived communities in Scotland. 
2. The special features of health need in deprived areas, especially the higher 

prevalences of vulnerable families and people with mental health and 
addiction problems. 

3. The lack of clinical capacity in general practices serving deprived areas to 
address patients’ problems. 

4. The fragmentation of care arising from dysfunctional links between general 
practices, area-based services and secondary care. 

5. The general disconnection between primary care teams’ knowledge and 
experience of patients and their use of community resources for health. 

6. The lack of opportunity for primary care teams working in local areas, or 
serving similar types of population, to share experience, views, best practice 
and service developments.  

7. The failure of many centrally-led NHS initiatives (including top-down policies, 
HEAT targets and screening programmes) to engage effectively with general 
practices. 

8. The paucity of research evidence that applies to most of the work of general 
practice teams working in very deprived areas (only 12% of encounters 
involve a condition covered by the Quality and Outcomes Framework) and 
the need to produce relevant new evidence. 

9. The low profile in very deprived areas of most central NHS support 
organisations. 

10. The training and continuing professional development needs of health 
practitioners working in very deprived areas. 

11. The need for leadership development within practices, practice clusters and 
localities. 

12. The need for a new relationship between NHS leadership at area and 
practice level, based on mutual understanding, accountability and respect. 

The intrinsic strengths of the system of general practice within NHS Scotland are 
patient contact, population coverage, continuity, flexibility, cumulative knowledge, 
long term relationships and trust. The system of complete and non-overlapping 
patient registration provides the only basis for NHS Scotland to assess progress in 
providing care for 100% of the population. 

General practice is not the only part of the NHS which has these characteristics, but 
is the main way in which the essential features of population coverage and 
continuity are achieved for most patients. Practices are natural hubs, therefore, 
around which local services should develop.  

Most of the above issues, especially multimorbidity and the fragmentation of care, 
apply to most general practices in Scotland, differing only in degree. It is axiomatic 
that many of the following proposals should be applied not only in very deprived 
areas, but also pro rata across the country. 

The significance of the “Deep End”, comprising the 100 most deprived general 
practice populations in Scotland, is that if health care is not at its best where needs 
are greatest, the net effect of NHS Scotland is, and will continue to be, to widen 
health inequality. 
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While there are specific issues to address, such as the high prevalence of 
vulnerable families, the principal challenge of the NHS in very deprived areas is to 
increase the volume, quality and range of services provided for patients. 

By providing unconditional continuity of care for all patients, whatever problems or 
combinations of problems they present, general practice can improve health, 
prolong independent living, prevent or postpone the use of emergency services and 
narrow health inequalities. 

The challenge for health practitioners is to work in partnership with patients, “initially 
face to face, eventually side by side”, increasing patients’ knowledge and 
confidence, both in living with their conditions and accessing available resources 
and services. 

To these ends, we propose the following measures: 
1. Additional time for consultations with patients, including targeted 

appointments for the neediest patients (Annex A). 
2. Support for serial encounters and the productive use of long term 

relationships. 
3. Attachment of staff from area-based services (social work, mental health, 

addictions, child health) to general practices or groups of practices, on a 
named basis (Annexes B and C). 

4. A national enhanced service for practices to address the needs of vulnerable 
families (Annex D). 

5. Development of a lay link worker role connecting practices and patients with 
community resources for health (Annex E). 

6. Support for training (Annex F) and leadership development within and 
between practices and linked to locality planning (Annex G). 

7. Protected time for practices to share experience, information, learning and 
activity on a cluster basis, following the examples of the Primary Care 
Collaborative and Links Project (Annex G). 

8. A new partnership between leadership at the top and bottom of the NHS, 
based on mutual understanding, accountability and respect. 

9. Evaluation and research based on and informing the person-centred work of 
general practice, especially in very deprived areas (Annex H). 

10. A greater focus by all central NHS agencies on the support of general 
practices serving very deprived areas, beginning with an audit of what these 
agencies currently do in very deprived areas. 
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THE INVERSE CARE LAW IN 
SCOTLAND AND ITS CONSEQUENCES  

1. The distribution of NHS resources should better reflect the epidemiology 
of multimorbidity in Scotland, including its earlier onset in deprived areas. 

A recent Lancet paper [1] showed that: 
 Multimorbidity (2 or more conditions) is the norm in Scottish patients over 50. 
 Although multimorbidity is most common in older people, most people with 

multimorbidity in Scotland are under 65. 
 Multimorbidity occurs most frequently in deprived areas, 10-15 years earlier 

than in affluent areas. 
 There are only small differences between affluent and deprived patient 

groups in the prevalence of multimorbidity over 80 years of age. 
 The most common co-morbidity in deprived areas is a mental health problem.  

Further analyses of the primary care data on which the Lancet paper was based 
shows that the prevalence of multimorbidity in general practices serving the most 
deprived fifth of the Scottish population is about one third higher than in 
practices serving the most affluent fifth of the population. Although there are 
more elderly patients with multimorbidity in practices serving affluent areas, the 
numbers are fewer than the numbers of middle-aged patients with multimorbidity 
in practices serving deprived areas. 

It is important to note that these epidemiological studies, describing 
multimorbidity in terms of two or more medical conditions, are likely to 
underestimate the frailty associated with multimorbidity in old age and the 
social problems associated with multimorbidity in deprived areas [2]. 

2. Better integrated care for patients with multimorbidity and complex social 
problems can prevent or postpone emergencies, improve health and 
prolong independent living. 

Modern health care improves population health, not only via the mass delivery of 
evidence-based medicine, as incentivised by the Quality and Outcomes 
Framework (QOF) of the general practitioner contract, but also via the 
unconditional continuity of coordinated care provided for all patients, but 
especially for patients with multiple problems, whatever combination of problems 
they may present. 

While there is high quality evidence of the effectiveness of many clinical 
interventions for single conditions (as in the QOF), there is much less evidence 
concerning the effectiveness of integrated care for multimorbidity. A major 
reason for this is that until recently there has been very little research on 
multimorbidity. Patients with multimorbidity have been largely excluded from 
most of the studies on which the QOF is based. 

Practice Team Information (PTI) data from the Information Services Division 
(ISD) show that only 12% of patient encounters in general practice concern QOF 
conditions [3]. Other Scottish data, published in the Lancet, shows that for all 
QOF conditions, patients with only that condition and no other comprise a 
minority of patients [1]. Clearly, the QOF provides too narrow a focus to address 
the multiple problems of patients with multimorbidity. 
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It is axiomatic that fragmented care for patients with multimorbidity (e.g. 
involving selective approaches to patients’ problems by professionals with little 
prior knowledge of the patient, with insufficient time to address patients’ 
problems, with poor links to other professions and services and with no 
commitment to what happens next) is a potent recipe for premature use of 
emergency medical services. 

In a recent study of PTI data, 10% of patients with four or more co-morbid 
physical conditions accounted for 34% of patients with unplanned admissions to 
hospital and 47% of patients with potentially preventable unplanned admissions 
to hospital [4]. This study vividly shows the combined effect of deprivation, 
physical multimorbidity and mental illness on unplanned hospital admissions in 
Scotland, including admissions that could potentially be prevented if general 
practice in deprived areas were adequately resourced. 

High quality personalised care for patients with multimorbidity improves life 
expectancy by preventing, delaying and reducing the complications of 
established disease conditions and risks. By definition, this approach can do 
little to improve healthy life expectancy i.e. prolong the period when individuals 
are free of illness. In practice, however, contacts with patients and their families 
provide many opportunities for primary prevention, in addition to dealing with 
established problems. 

The strength of the general practice model is that it is the only part of the NHS 
with regular and continuing contact with almost the whole of the general 
population. These contacts are almost always based on patients presenting 
with current health problems. Opportunities for preventive activity arise when 
current problems have been dealt with, when additional time is available and 
when both patients and practitioners have raised expectations. 

The high prevalence of multimorbidity in deprived areas provides an important 
opportunity for the NHS to prevent, postpone or reduce the complications of 
these conditions, to improve health, to reduce the need for emergency services, 
to prolong independent living and to reduce health inequalities. NHS Scotland 
fails to do this, as well as it could, as a result of the inverse care law. 

3. Policies to address inequalities in health in Scotland must address the 
inverse care law, whereby general practitioners serving deprived areas 
have insufficient time to address patients’ problems. 

It is recognised that many health improvement initiatives may have widened 
inequalities in health as a result of differential uptake by different social groups 
[5]. The same perverse process applies to routine NHS care and is exacerbated 
by the inverse care law. 

The availability of good medical care tends to vary inversely with the need for it 
in the population served. 

The principal cause of the inverse care law in Scotland is the flat distribution of 
GP manpower which is independent of the steep social gradient in need [6].  

The inverse care law is explained not by good medical care in affluent areas and 
bad medical care in deprived areas, but by the difference between what primary 
care teams are able to do in deprived areas and what they could achieve if they 
were better supported. 

Deprivation increases in a stepwise fashion across deciles of the Scottish 
population with the largest step increase between the ninth and tenth deciles. 
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Independent health measures show a steep associated social gradient in 
prevalence with a greater than 2.5 fold increase across deciles of the Scottish 
population, from the most affluent to the most deprived.  

On average, deciles of the Scottish population comprise 535,015 people, served 
by 105 general practices including 353 whole time equivalent (WTE) general 
practitioners.  

Despite the steep gradient of need, the total WTE of general practitioners, 
including non-principals and doctors in training, is 11% higher (437.1 v 392.0 per 
decile) in the more affluent half of the population (deciles 1–5) than in the more 
deprived half (deciles 6-10). 

These published GP WTE data come from 2003, the last occasion when it was 
possible to obtain such data based on a complete national sample. Since then 
the NHS has contracted with practices rather than individual GPs, with the effect 
that data on GP whole time equivalents are no longer available. 

Subsequently, and as reported in Audit Scotland’s report Health Inequalities in 
Scotland [7], data on GP WTE have been collected by a voluntary survey, which 
is by definition incomplete, was last carried out in 2009 and provides data on 
numbers of GPs not WTEs. The 2009 data confirm the generally flat distribution 
of GPs in the most deprived four quintiles, but also shows an unexpected and 
unexplained reduction in the number of GPs in the most affluent quintile. It is 
likely that the 2003 data provided a more comprehensive and accurate picture 
than more recent surveys. There has been no substantial attempt to address this 
issue in the interim. (see footnote) 

Consultation rates 

Recent PTI data [3] show a pattern of increasing rates of face to face 
consultations with either a GP or nurse, with age and deprivation, which mirrors 
the pattern of multimorbidity reported in the Lancet [1]. 

When these PTI consultation rates, divided by age and deprivation quintile, are 
applied to the 957 general practice populations in Scotland in 2012, it is 
estimated that practices serving the most deprived fifth of the population provide 
15% more consultations per 1000 patients per annum than practices serving 
the most affluent fifth.  

This figure masks the extent to which, within practices serving the most deprived 
fifth of the population, there are higher consultation rates in the most deprived 
decile (i.e. the Deep End), compared with the next most deprived decile. 

Limitations of PTI data 

PTI data come from only 60 Scottish general practices, but these practices are 
considered to be broadly representative of the Scottish population, and include 
six practices serving the most deprived tenth of the population (the Deep End).  

It is important to note that these data provide little information on the content of 
consultations, especially the high prevalence of psycho-social co-morbidity 
which lengthens the time it takes to engage with patients and to address their 
problems. 

PTI data provide no information on unmet need (i.e. the extent to which the 
number, duration and content of consultations would increase if current resource 
constraints were lifted). 
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PTI data take no account of telephone consultations, nor are data available on 
the WTE numbers of GPs and nurses available within PTI practices to provide 
consultations. 

As practices serving deprived areas have no extra resource, in terms of GP 
manpower, the observed increase in consultation rate is presumably achieved by 
a combination of working longer hours and providing shorter consultation times. 

Effect on consultations 

A study of 3000 GP consultations in the west of Scotland (comprising a narrower 
social range than Scotland as a whole) illustrated the consequences of the 
inverse care law for the content and outcome of consultations in deprived areas, 
which were characterised by [8]:  
 Multimorbidity and social complexity. 
 Shortage of time. 
 Less patient enablement, especially of patients with mental health problems. 
 Practitioner stress. 

Average consultation times were 8.2 minutes in deprived areas and 8.6 minutes 
in affluent areas, with more consultations lasting 6–9 minutes and fewer lasting 
more than 15 minutes in deprived areas. 

4. As populations age and multimorbidity becomes more common, the long 
term challenge for all health care systems is to support patients to become 
more knowledgeable and confident in living with their conditions and in 
making use of available resources, for routine and emergency care. 

Policies to encourage self-help and self-management by patients often imply 
that this is a minimal intervention, which quickly transforms patient behaviour. 
The reality is that reversing years of low expectations can be a long haul, 
“initially face to face, eventually side by side” [9]. In the large study of 
consultations described above, an essential ingredient was patient perception of 
practitioner empathy. While practitioner empathy was often reported by patients 
without enablement, patient enablement was never reported without practitioner 
empathy [10]. “Co-production” implies long term relationships between patients 
and practitioners who know each other well [11]. 

In the same way that Antonovsky’s theory of social coherence, based on 
comprehensibility, manageability and meaningfulness [12], provides a basis for 
coping with stress throughout life, these attributes are particularly important for 
people struggling to cope with multimorbidity and its many practical and 
emotional implications. 

5. The need to develop better systems of integrated care is common to all 
parts of the NHS, but is especially urgent in very deprived areas if 
widening of health inequalities is to be avoided. 

It is axiomatic that if the NHS is not at its best where it is needed most, the net 
effect of NHS activity will be to widen inequalities in health. 
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6. The intrinsic features of general practice in the NHS, which make practices 
the natural hubs of local health systems, include patient contact, 
population coverage, continuity of care, flexibility, long term relationships, 
cumulative shared knowledge and trust. 

Additional time for GP consultations is essential but insufficient. Our package of 
proposals concerns how general practices can work more effectively with other 
professions, services and organisations, using the intrinsic contact, coverage 
and continuity of general practice as the hub of local health systems. In general, 
the NHS has too many hubs and not enough integrated working with patients at 
the centre. The intrinsic features of general practice make it the natural hub of 
care for most patients. 

7. The key delivery mechanism for integrated care is the serial encounter, 
mostly with a small team whom patients know and trust, but also involving 
other professions, services and resources as needs dictate. 

General Practitioners at the Deep End would welcome an end to short term 
health improvement initiatives, employing a screening approach, emphasising 
the start of processes rather than their continuation, and invariably achieving 
incomplete coverage (describing patients as “hard to reach”) and follow up. 
General practice has coverage and continuity but lacks the time and links to 
make effective use of the contact it already has. 

A package of measures 
To address these issues, we have proposed a package of measures to address the 
challenge of meeting the needs of patients in very deprived areas [13]: 

1. Additional time is needed to address patients’ problems. There is a variety 
of ways by which such additional time could be provided. 

2. There is a need to establish best practice as to how serial encounters are 
used to improve patient’s health. 

3. Local systems of care should be based around the natural and sustainable 
hub function of general practices (combining contact, coverage and 
continuity), involving attached workers from area-based services (e.g. mental 
health, addictions, health visiting, social work) and link workers for joint 
working with community organisations. 

4. There is a need for better connections across the front line, connecting 
local general practice-based systems addressing the same challenges in 
different settings, sharing experience, views, activity and learning. 

5. NHS support systems should be better aligned and coordinated to support 
the activities of practices in the front line, as an integrated learning 
organisation.  

6. The development of local health systems based on general practice hubs 
requires leadership both at practice level and at area level. Both types of 
leadership need to be supported and to work productively together. 

Resources are a central issue, and a fundamental test of political will to address the 
inverse care law in Scotland, but there is also a challenge in how the NHS deploys 
its considerable resources to best effect. The principles of co-production, including 
mutuality and trust, apply not only to long term relationships between patients and 
practitioners, but also to relationships between general practices and other services, 
and to the relationship of leaders working at the top and bottom of NHS Scotland. 
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Footnote 

Following the Audit Scotland report, the chief executive of NHS Scotland is on public record, giving 
evidence to the Public Accounts Committee [minute of meeting on 19 December 2012, col 1083] that 
“there are around 25 to 30 per cent more GPs in the most deprived areas than in the least deprived 
areas”. This remark appears to depend on the unexpectedly low and unexplained figure for affluent 
areas. It is not known whether this statistic, based on reported numbers of GPs and not whole time 
equivalents, is correct, reflecting fewer part-time GPs in affluent areas, or an artefact, based on 
incomplete reporting, but it provides a very weak basis for contesting the existence and consequences 
of the inverse care law in Scotland. 
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ANNEX A 
Additional time for patient encounters 

What type and scale of intervention is needed? 
Available data are insufficient to propose a specific formula to redress the inverse 
care law. This paper is illustrative and not definitive. 

NHS Scotland spends about £710 million annually on general practice services. On 
a simple pro rata basis, General Practitioners at the Deep End working in 100 
practices serving 8% of the Scottish population, receive at least £57 million per 
annum. The issues addressed in this paper cannot be addressed effectively by 
small projects, involving tiny shifts in funding. 

In keeping with the principle of proportionate universalism, resources should be 
provided pro rata according to need. Simply targeting the most deprived areas will 
not reduce the overall problem of inequalities in health. All of the recent 
epidemiological studies cited in this paper show that social gradients are continuous 
across the social spectrum. Although the greatest increase in the prevalence of ill 
health is observed between the 9th and 10th decile [1], there is no clear cut-off 
point. Formulae for resource distribution should reflect this. 

Providing integrated care for patients with multimorbidity should be supported as a 
core practice activity, and not as a bolted-on additional activity. The focus should be 
on sustainable development, with an emphasis on continuity and the productive 
power of long term relationships. New initiatives should be funded for at least three 
years, with ongoing evaluation and protected time to allow shared learning. 

In Treating Access, RCGP Scotland reports that the average patient consultation 
rate in Scotland in 2008/09 was 62 consultations per 1000 patients per week, while 
suggesting that 70 is a more realistic figure [2]. The general practice serving the 
most deprived population in Scotland offers 80 face to face GP consultations per 
1000 patients per week, This very hard pressed practice also deals with an average 
of 56 telephone consultations per 1000 patients per week, saving on face to face 
consultation times, but adding a substantial workload to the practice. 

With the expanding fragmentation of primary and secondary care, and patients 
presenting with increasingly complex medical and social issues, a significant amount 
of time is now spent on case management outwith surgery times. Clinicians liaise 
with secondary care, midwives, health visitors, district nurses, school nurses, 
addiction workers, social workers, rehabilitation teams, community projects, 
counselling services and benefits advisors. Peer support via practice based learning 
(or local groups of practices), networking with projects and case discussions, are 
vital to ensure a consistent and effective practitioner approach towards patients. 

From this experience, we recommend a model that acknowledges the higher 
demand for appointments and the time required for case management.  It can be 
demonstrated that working in this way in an area of highly concentrated deprivation 
(88% of patients living in the 15% most deprived datazones) equates to an 
additional four-hour session of GP time per week per 1000 patients living in very 
deprived areas.   

Pro rata support is needed for practices serving areas with lower levels of 
deprivation, not only within the Deep End, where the proportion of patients living in 
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the 15% most deprived Scottish datazones ranges from 88−44%, but also in 
practices serving lesser degrees of deprivation, from 0−44%. 

For illustrative purposes, a practice with 88% (i.e. 2715) of its 3085 patients in the 
most deprived 15% of datazones would receive 2.7 additional GP sessions per 
week, while the 100th most deprived practice with 44% of its 6687 patients in this 
category would receive 2.9 additional GP sessions. 

On average, about 60% of patients in the 100 Deep End practices live in the 15% 
most deprived Scottish datazones. With an average list size of 4,300, it may be 
estimated that the average number of patients living in very deprived areas is about 
2580, resulting in an average of 2.6 additional sessions of GP time per week. 

At an approximate rate of £210 per session, the average cost per annum would be 
£28,392 per practice i.e. £2.8 million for the 100 most deprived practices. On the 
same basis, the next 100 most deprived practices, with an average list size of 5128, 
of whom an average of 1949 (38%) live in the most deprived 15% of datazones, 
would receive additional support costing £2.1 million. 

The figure of £2.8 million per annum for the most deprived 100 practices equates to 
less than a 5% increase in expenditure on general practice in these areas. 

This is a modest proposal, well below the level needed to equate GP 
manpower with need, in recognition that additional GP capacity is not the sole 
solution and needs to be complemented by the other measures proposed in 
this report. 

There are two models for how such additional time should be used. The first uses 
the additional time to leave every fourth surgery appointment free, so that the time 
can be used on an ad hoc basis, as patients present, addressing patients’ needs 
and reducing stress on practitioners. 

The second model is being evaluated in the Care Plus study, in which practices use 
additional time to focus on selected patients, with high levels of need and service 
use. 

Practices should opt for whichever approach, or combination of approaches, they 
prefer, but practices following similar approaches should be linked (on a similar 
basis to the Primary Care Collaborative and Links Projects), for joint working and 
shared learning. The results of the Care Plus study should help to establish realistic 
outcome measures, by which the new approach may be evaluated. 

There are several possible mechanisms by which additional GP time could be 
provided, including the GP assistant scheme, as used for remote and rural areas, 
and a GP fellowship scheme (See Annex H). These are preferred to simple locum 
costs, as they provide a more integrated and sustainable approach, building 
capacity for the future. 

References 
1. Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, and Guthrie B. 

Epidemiology of multimorbidity and implications for health care, research and 
medical education: a cross-sectional study. Lancet 2012;380: 37−43. 

2. Treating Access: a toolkit for GP practices to improve their patients’ access 
to primary care Royal College of General Practitioners, Edinburgh, 2010. 
http://www.rcgp.org.uk/rcgp-near-you/rcgp-scotland/treating-access.aspx .   

http://www.glasgow.ac.uk/deepend
http://www.rcgp.org.uk/rcgp-near-you/rcgp-scotland/treating-access.aspx


DEEP END PROPOSALS MARCH 2013 www.glasgow.ac.uk/deepend  Page 15  

ANNEX B 
Stepped approach to engagement for 
attached workers in general practice 

Introduction 
The model of engagement that follows is derived from what is already normal 
practice for many health and social care professionals who work with vulnerable 
patients. For example assertive outreach contacts are used in community addiction 
teams, community mental health teams, social work teams and specialist 
homelessness health teams with patients who struggle to engage with services. This 
model sets out both an ethos and a structure of working for attached workers in 
general practice. The evidence base comes from a number of health research fields. 
It is intended as a generic model that is recommended for any attached worker 
working with patients with complex medical or social needs in general practice. It is 
assumed that the general practitioner has a role in gatekeeping which patients are 
referred to attached workers and also that they will have an ongoing role in 
monitoring direction and progress alongside the patient and attached worker. 

Ethos 
1. A clear commitment from the attached worker to work with the patient for an 

agreed period of time in a collaborative manner that works from the patient’s 
agenda [1–2]. 

2. Relationship building, assessment of priorities and planning for positive 
change takes time and engagement with the patient may require stepping up 
and down over time depending on the patient’s needs [1−3].   

3. Continuity of relationship and boundaries of care are important both for the 
patient, worker and GP for attached worker input to be successful [2−3]. 

4. Careful attention to joint working with other services is required [1−2]. The 
advocacy role of attached workers and fostering links with other services will 
strengthen communication and the hub role of general practice. 

5. The expectation is that having attached worker input will decrease GP 
contacts for many patients and increase contacts for some (appropriately). 
The worker would be clear about the remit of the GP and they would work 
collaboratively with the patient to utilise this appropriately. 

Structure 
1. Identify the most appropriate attached worker that best meets the patient’s 

needs, discuss this with the patient and reach agreement they will accept a 
trial of this support. 

2. The key to initial engagement with a worker is becoming known to the patient 
and building trust. A stepped approach is as follows: 
 Offer an appointment at the surgery by letter. 
 If patient does not attend, use assertive outreach; phone the patient and 

offer a further appointment or a home visit.  
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 Make a number of attempts to phone and visit the patient (number of 
attempts dependent on patient’s perceived vulnerability). 

 If repeated attempts at home visits fail, patient is flagged on the practice 
computer system and with receptionist. When next they make an 
appointment to see GP, attached worker then also attends GP 
appointment. Patient, worker and GP discuss future working 
collaboratively. The GP re-endorses their support for attached worker 
input at this time. 

 The tone of the engagement approach is important; friendly concern, 
collaborative interest. 

 If all of the above results in non engagement and the patient does not 
wish support at the present time, leave ‘open door’ for this option in the 
future and the GP to broach with the patient at future appropriate 
opportunities. 

Evaluation and development of best practice 
1. A formal evaluation of the model of engagement with attached workers in 

general practice is recommended and should be built into the overall 
evaluation of attached worker programmes in the Scottish NHS. 

2. Protected learning time should be funded for GP practices and attached 
workers to bring complex cases for discussion and learning within small 
groups. This would encourage problem solving, sharing of good practice and 
would feed into professional development for all professionals involved. 

Implications for Scottish general practices 
All practices include patients with complex health or social care needs. Prevalence 
varies according to practice setting. The focus of the Deep End Project has been on 
settings of concentrated socio-economic deprivation but this approach is likely to be 
of proportional benefit in settings of pocket deprivation too. Hence many practices 
may benefit from an attached worker resource weighted by need and using this 
model of engagement to meet their patient population requirements.  
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ANNEX C 
Proposal for attached alcohol workers 

There has been a persistent and consistent call for named practice-attached 
addiction workers throughout the life of the Deep End to date [1]. Concern has been 
particularly expressed with respect to support for those with predominantly alcohol 
problems due to the massive unmet need in the areas of greatest deprivation in 
Scotland. Alcohol related hospital discharges were 7.5 times greater in the most 
deprived areas compared to the least deprived areas in 2009/2010 [2]. Drug 
services have been better resourced than alcohol services even though referral 
rates are 1:3 respectively. [3] Those with alcohol problems have been relatively 
neglected. The current political determination to introduce a range of public health 
measures including minimum pricing for alcohol is welcomed but needs an 
associated improvement in service provision for those with alcohol problems. The 
caseload of community addiction teams (CATs) in Glasgow is thought to cover 
about 40% of people with alcohol problems, which leaves about 60% using other 
services including general practice [3].  

Within addiction services the focus for an individual worker is either alcohol or drug 
misuse. Through GP methadone clinics, links are often already established with a 
drug worker and they are attached to a specific practice for a specific clinic. There is 
no such linkage for those with alcohol problems. The services available are not in 
the same building, stigma may be attached to attending the local community 
addiction team and significant motivation is required to enable patients to contact 
other community alcohol services. It is vital that help and support is made as 
accessible as possible when a patient presents with an alcohol problem.  

GP workload may be eased if an appropriate worker is able to engage with the 
individual and enable progress. (Contact rates with the GP can also rise as sobriety 
brings other health problems to the fore but at least progress is being made.)  

A practical proposal for a practice attached alcohol/ mental health worker would be 
as follows: 

1. Expertise/skill set – worker with expertise in working with those with alcohol 
problems. Their role would be similar to that of the current drug workers 
attached to GP methadone clinics but dealing with alcohol problems and any 
other issues that arise as a result – they could become key worker for that 
individual. (GP is still the care manager). This role is currently being provided 
through the Community Alcohol Support Services (known as CASS within 
Glasgow Addiction Services e.g. Glasgow Council on Alcohol (GCA) and 
Addaction). There is not an equivalent role within the Community Addiction 
Teams (CATs). There the alcohol workers are generally CPNs who focus on 
detoxes and after care.   

2. Employed by the local addiction services − either Community Addiction 
Team (CAT) or by Community Alcohol Support Services (CASS) but 
managed in conjunction with the local GPs.   
Current model for this in primary care is the health visitor and the district 
nurse. Both are attached to specific GP practices and are responsible for the 
care of the patients of those practices as needed. They are employed by the 
Health Board (and line management is within the Health Board.)   
Similarly the practice attached alcohol worker would be attached to specific 
practice(s) (depending on numbers) and employed and managed by the 
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local addiction team (with GP involvement). This ensures that the worker is 
part of the established team in the area and has access to the knowledge of 
local services and is thus able to link patients in to other services. 

3. Place of work − see patients on practice premises or at home visits. Active 
follow up and engagement encouraged as detailed in the Deep End proposal 
on engagement for attached workers. (Only if space does not allow should it 
be accepted that patients would be seen elsewhere but the specific worker 
and practice need to work to develop and maintain strong links).  
“Collocation” of services is vital when we are asking for practice attachment. 

4. Mode of working – as per QATS [4] – “Tier 2 interventions” which specify 
open access and outreach - providing alcohol specific advice, information 
and support, extended brief interventions and assessment and referral of 
more severe and complex problem users to CAT/ CPN for detox. Other 
issues that will arise such as comorbid mental health problems and child 
protection – the worker would need the level of expertise to recognise, refer 
on appropriately and ensure engagement. 

5. Numbers required? How to decide on worker/practice ratio? Would need to 
consider list size and prevalence figures. (Current service providers could 
help here.) 

6. Funding would need to be targeted and clearly allocated for this role.  
Specific funding for mental health services. – This works already within the 
CATs in drug misuse. The CATs provide drug workers for GP methadone 
clinics. These workers have often established good links with practices and 
their patients. Frustration arises when drug workers are moved elsewhere 
and established relationships, knowledge and experience are lost. 

7. Accountability – resource is managed by the local addiction service with 
local GP input. This needs to be funded in the form of locum cover for all 
recruitment/ management and ongoing engagement with the attached 
worker. This aims to ensure that the service is being provided and used as 
effectively as possible. Outcome measures – what level of engagement has 
been achieved with the most deprived population? 

8. Minimum three year pilot – in Deep End practices initially, with a view to 
developing a model that would be transferable to other practices particularly 
those with ”pocket” deprivation. Importance of continuity means that any pilot 
has to be a minimum of three years with presumed longer term commitment 
thereafter (also recommended by QATS [4]). 

9. The next step, at a local level, would be to discuss this proposal with 
Glasgow Addiction Services and the relevant Alcohol and Drug Partnership.  
At a national level, funding for this service development must be sought. 
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ANNEX D 
Vulnerable children and families 

Current thinking 
It is uncontested that vulnerability in early years and beyond impacts adversely on 
child and adult physical and psychological dimensions of well-being. [1–2] A 
conservative estimate of the economic cost of the vulnerable child to society in the 
UK is £735 million annually [3]. 

Where is general practice? 
The Deep End manifesto and reports on vulnerable families [4–5] clearly outlined 
the contribution that general practice can make to safeguarding children and 
families. GPs contribute to the process of ongoing family assessment and support 
[6–7] and are well placed to understand the specific challenges that result in the 
vulnerable family and the vulnerable child [8]. 

A skilled and long term professional relationship, built on trust, that provides a low-
level of inquiry into the circumstances of the vulnerable family [9] is key because 
vulnerable parents are often avoidant and suspicious of supportive services [10]. 
Furthermore, the majority of vulnerable children will not meet sufficient thresholds of 
harm or endangerment that will trigger formal child protection proceedings [11]. 

The Deep End has consistently highlighted the ‘multiple jeopardy’ that economically 
poor and disadvantaged families face [12] with poverty an enduring characteristic of 
families who would be considered vulnerable. The Deep End recognises the clear 
association between disadvantage with social class and adverse effects on child 
health in the first 10 years of life [13] with increased mortality rates [14]. The impact 
of poverty and the accumulative effect of negative factors on health outcomes of 
vulnerable children are highlighted in the Deep End Austerity Report [15]. This 
publication contextualises current research concerns to real-life narratives of 
vulnerable families who are living within the constraints of swingeing cuts across 
health and social care budgets. 

That said, knowing and stating our contribution to supporting children and families is 
of limited value if general practice does not have the strategic support within policy 
directives and contractual obligations to undertake this challenging area of health 
care. 

Current policy – is it collective and inclusive? 
Whilst we welcome the acknowledgement of the role of the GP in Scotland’s 
national child protection framework [16] and the RCGP child health strategy [17] this 
is not replicated in other important policy directives. For example GIRFEC, whose 
ethos is at the heart of government policy in ensuring that all children in Scotland 
are ‘safe, healthy, achieving, nurtured, active, respected, responsible and included’ 
[18–19] and the National Parenting Strategy [20], do not mention GPs. This is 
disappointing given that the newly instated 30-month child development check will 
address issues of ‘child development and physical health, parenting capacity and 
family matters including domestic abuse and parent-child relationships, along with 
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wider parental health such as smoking, alcohol or drug abuse, and mental and 
physical health’ [20]. It is obvious to the Deep End group where the obligation to 
general practice provision lies in addressing this agenda.  

Given that there has been a noticeable decline in preventative child health care in 
general practice since the implementation of ‘Hall 4’ [21], the Deep End have 
advocated for a National Enhanced Service for Vulnerable Families (NES). This 
approach will not diminish the reach of a universal child health care system but 
recognises the need to reduce disadvantage in vulnerable families by developing 
services according to the needs of the community. 

How would the proposal work, both internally within practices, and externally 
in practices’ relationships with others? 

The NES is a collaborative model that promotes organisational learning where 
all involved professionals meet regularly to discuss their vulnerable children 
caseloads. 

It is hypothesised there would be immediate gains in terms of improved health 
outcomes and consistent support for vulnerable children.  

The NES would build on the work that is already done in some GP practices 
where GPs have regular and minuted meetings with their health visitors but it 
remains ‘unofficial’ as there is no contractual requirement to do so. Across 
practices the NES could be the basis of a protected learning event to 
disseminate results (similar to the COPD pilot in the South Glasgow CHP) and 
would include other relevant professionals in the learning agenda.  

The attached social worker is not a new idea for general practice and many 
practices have positive experiences of working with a named social worker 
across health and social care domains. It would seem axiomatic that the unmet 
needs of vulnerable children and families require that both professions 
collaborate but there is a paucity of evidence of effective practices in complex 
families where health and social care professionals have intervened [22].  

The NES provides the mechanism to improve a positive working environment 
where professional roles are clarified and shared understanding of the language 
of vulnerability is achievable. It also begins to address a pressing need to 
meaningfully research the complexity of child welfare outcomes in ‘real world’ 
situations [23]. 

How would progress be consolidated, with practices learning from each 
other? 

A rolling programme of protected learning events funded through the CHP 
structure. There is a learning coordinator within each CHP (these appear to be 
new posts but are welcome if they have this remit). Of equal importance is 
recording the long term outcomes of vulnerable children that would require 
substantial investment in preventative health care and would provide a robust 
research database. 

How would individual practices and groups of practices be accountable for 
the additional resource? 

At present there is no mechanism for GPs within CHPs to be directly 
responsible for monies spent. Financial sector spending would have to be 
carefully evaluated with appropriate management support and would require 
robust accountability and governance structures. 
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Is the proposal for all practices, with each being resourced pro rata according 
to need, which could be taken forward within local areas; or something for 
Deep End practices only, requiring a network approach? 

This would not be exclusive to Deep End practices as the NES is embedded 
within the principles of universal health care for children. Realistically, it would 
be anticipated that the strong influence of poverty on child health outcomes and 
vulnerability would ensure a greater proportion of vulnerable children would be 
identified within Deep End practices. Nonetheless, the NES would be relevant 
to all practices in Scotland.  

Who are the significant partners/funders and how can they be influenced? 

SG, HBs, health and social care professions. There is an expectation that 
SGPC and the BMA will acknowledge the call for greater emphasis on child 
health matters within the forthcoming contract negotiations. This would reflect 
the profession’s aspiration for an improvement to the structure of child health 
care provision in general practice and primary care. This is envisaged under a 
broader approach of child safeguarding that at present remains patchy and 
inconsistent. 
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ANNEX E 
Practice-attached community link workers 

Background 
Many health disorders develop in the context of personal, domestic, economic and 
social problems. These may be presented by the patient as their primary problem, or 
the health care team may be aware of these in the background or they may lie 
unrecognised behind a range of health issues.  

For GP practices working in areas of high socio-economic deprivation these 
problems are not just more common but are amplified. For example a person coping 
with very low income and unemployment is also more likely to be a witness to 
violence, have experience of early bereavement or suicide among relatives or 
acquaintances or be exposed to disruption in the home setting. These have a dark 
synergy in creating a pervading sense of hopelessness. 

Most GPs develop strong long term relationships with patients in difficulties, and for 
many patients this supportive relationship is their main, or indeed only, source of 
help. Other current responses to these wider problems consist of pharmacological 
therapies (widely used and often expected by patients), stress reduction strategies, 
often with referral to stress centres, addictions support, often with referral to 
Community Addiction Teams  and cognitive therapy, sometimes  with referral to 
Primary Care Mental Health Teams (although access to this may be limited). These 
responses are important and necessary but insufficient to adequately address the 
problems of existential alienation, anomie and lack of self determination which are 
rooted in the post-industrial marginalisation of poor communities. 

Description of the policy concept 
This proposal for practice attached community link workers draws on two overlapping 
but distinct frameworks – social prescribing and assets-based community 
development. Both have a long history, and are linked to a wider theory of community 
oriented primary health care long advocated by the WHO [1]. The social prescribing 
model has been explored recently through Deep End publications [2] and through the 
Scottish Government funded Links Project. The assets model is currently being 
piloted in a number of sites with involvement by RCGP Scotland and support by the 
Chief Medical Officer. By enabling increased local activity, these approaches enhance 
community connection, trust and cohesion while reducing fear, suspicion and 
intimidation. Their strength is that they cut across professional and service 
boundaries, for example being as applicable to policing as it is to public health.  

In broad terms, the purpose of the link worker is to act as a catalyst to hope and self 
determination, using the strong relationships with patients that exists in General 
Practice as a natural community hub. 

In more concrete terms, the goals of the model are: 

1. To provide GP practices with a social prescribing adviser who will: 
a. maintain up to date accessible information on social resources  available 

in the community and provide practices with a knowledgeable source 
who they can refer to for advice; 
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b. work with practices to improve their ability to respond effectively to 
problems such as domestic violence, threatened childhood, lack of 
employment, food and fuel poverty or vulnerable housing; 

c. work with patients to find opportunities such as volunteering, education 
or community group membership to help develop self confidence and 
self determination.  

2. To provide the localities in which GP practices are based with a 
community catalyst who will: 
a. develop creative relationships with local residents and across a wide 

range of sectors in the locality, including social services, the police, 
education (school and further education), housing, work and 
employability, welfare rights and advocacy, health improvement, culture 
and leisure, the third sector, the business and social enterprise sectors, 
community groups and individual residents; 

b. foster practical ideas for ways in which local residents, social enterprises 
and service sectors, including GP practices, can collaborate in a less 
ineffective and inefficient manner than they do currently. It is highly 
unlikely that the creation of the new role will deliver successful outcomes 
unless it helps to integrate local residents into service delivery; 

c. identify untapped potential and positive strengths among individuals, 
groups, businesses, statutory services and third sector resources to find 
imaginative solutions to problems. This is likely to include strengthening 
solidarity to campaign on issues affecting the community.  

There are numerous examples of these objectives being delivered in a general 
practice context in Scotland. In a GP practice in Dumbiedyke in Edinburgh, a rapid 
appraisal method was used to effect changes such as a new bus route [3]. In 
Drumchapel in Glasgow a participatory action research project helped to establish a 
volunteer led community health action team which worked closely with GP practices 
in the manner being described here, until funding was withdrawn [4]. Examples from 
assets-based pilot projects include a resident setting up a successful archery club 
and students at a further education college providing free hair and beauty therapies 
to pregnant mothers attending midwife clinics [5]. In the Links Project GP practices 
in Glasgow and Fyfe developed a local database and used protected learning 
events to foster relationships with local voluntary services. This study showed that 
60% of patients who were signposted to local resources had made contact with 
these, with 70% still having contact at one month follow up [6]. One key 
recommendation from this pilot was that a sustainable model for maintaining 
connections to community, such as a link worker, should be developed. 

Practical considerations 
It is envisaged that link workers would be attached to a small locality group of GP 
practices, with a total practice population of approximately 10,000.This is likely to 
represent 2−4 GP practices. Localities should be selected on the basis of socio-
economic need. Where a GP locality infrastructure is being developed as part of 
integrated health and social care reforms, the workers could be directly employed 
and managed by the GP practice locality group. In the absence of this structure they 
could be employed either by a lead GP practice or by the Community Health 
Partnership.  

The long term nature of this approach needs to be recognised. Link worker posts 
should be funded for a minimum of three years. 
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Regardless of the line management structure, the link workers would be directly 
accountable to the GP practices to whom they are attached, and should work 
closely with them. They also need to be supported by and work closely with the 
Community Health Partnership who would also assist for example in freeing practice 
time for protected learning events.  

This proposal represents an opportunity to integrate signposting into other related 
services. For example police officers will attend many locations where GP patients 
live but they will probably be unaware of informal referral routes of the sort proposed 
in this paper. Where there is scope for inter-sectoral funding and partnership 
working, for example with the police or other sectors, the potential strengths of this 
should be balanced carefully against the implications of potential conflicts, although 
the balance is likely to be in favour of such a joined up approach. 

The proposed link worker role would interact synergistically with the emerging 
ALISS resource (Access to Local Information to Support Self management for 
people with long term conditions). As well as using the resource link workers would 
be active contributors to its development and would play a key role in integrating its 
use into local practice through their close links with GP practices.  

While this policy proposal is being put forward as a concept for consideration, further 
work is needed to develop the details in consultation with relevant partners. 
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ANNEX F 
GP training 

For the NHS to be at its best where it is needed most, NHS staff working in areas of 
greatest need require the best support available, including support for training and 
leadership activities. 

This proposal sets out four priority areas for improving the training and leadership 
support available to primary care staff in the Deep End: 

1. More training practices in deprived areas 
2. Additional support for Deep End training practices 
3. Implement practice rotations for all GP trainees 
4. Expand NES Health Inequality Fellowship Scheme 

Scotland has some of the worst health inequalities in Western Europe. General 
practice should be part of the solution, not part of the problem. This will require 
collaborative effort – and resource – to improve the training of future GPs in order to 
address the health needs of individuals, families, and communities in the most 
deprived areas. 

1. More training practices in deprived areas 

At the national level, GP training continues to take place in disproportionately 
affluent areas.[1–2] In a 2010 Scottish study, practices with training status 
constituted 39% of the least deprived 25% of practices, compared with 23% 
of the most deprived 25% [3] – a manifestation of the inverse care law.[4] 

This present situation cannot continue. It contributes to the problem of health 
inequalities in two senses. First, in a structural/material sense, this 
imbalance in training numbers equates to an imbalance in resource – GP 
trainees, particularly as they become more experienced, are an invaluable 
resource for practices. Indeed, a reluctance to release this resource has 
been cited as a reason for non-participation in practice rotations, including a 
recent NHS Education for Scotland (NES) project involving rotation of GP 
trainees through the Homeless Health Service in Glasgow (see number 3). 

Secondly, in a cultural/behavioural sense, as proportionately less GPs are 
trained in relatively deprived areas there are less GPs who have a practical 
understanding of the issues involved and may, therefore, be less supportive 
of measures taken by the profession as a whole to support general practice 
in deprived areas.  Furthermore, recruitment and retention of GPs in 
deprived areas is known to be more challenging.  Qualitative research with 
trainees has shown that there are considerable misconceptions about 
working in deprived areas, which are difficult to challenge if a trainee never 
has any experience of working in such communities.   

There are many factors which influence whether or not a practice will take on 
training responsibilities (including perceived benefits, capacity, and 
accommodation) but there is a strong case for positive discrimination of 
practices from deprived areas that are applying for training status, whether 
through fast-tracking applications or other support. 
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2. Additional support for Deep End training practices 

Consultations with patients in very deprived areas are characterised by 
multimorbidity, lack of time, low expectations, and higher GP stress. [5] It is 
unclear, however, what effect this increased complexity has on GP trainees.  
Do they too have higher stress? There is anecdotal evidence that this is the 
case. It is likely that both trainers and trainees in Deep End practices would 
benefit from enhanced support. Areas such as addictions, child protection, 
and mental health – all significantly more common in deprived areas – have 
been found to generate particular apprehension among GP trainees. [6] The 
exact form of this enhanced support is open to debate, but might include 
additional time for trainers or more structured peer support for trainees. 

3. Implement practice rotations for all GP trainees 

The curriculum and assessment for GP training in Scotland should ensure 
that all GP trainees have exposure to the challenges of primary care in very 
deprived areas. This is difficult to implement if a trainee is only ever placed in 
a relatively affluent practice. Focus groups with GP trainers representing a 
range of different practices found consistent support for the idea of practice 
rotations, if adequately resourced, to allow trainees the opportunity to 
experience primary care in deprived and affluent areas. [7] 

The introduction of extended and enhanced training offers an ideal 
opportunity to pilot different formats of practice rotation. The NES pilot of 
rotating through the Homeless Health Service is just one example, but has 
limited capacity and has, thus far, only been of two weeks duration. Two 
weeks is not long enough to prepare trainees for practice in deprived areas 
and to challenge potential misconceptions. 

Key considerations for any practice rotation include: 
 Duration – Deep End training practices have found that there is most to 

be gained (for both trainer and trainee) from having trainees in the 
practice for at least 12 months, and ideally 18 months. This would be 
possible with extended four-year training programmes. 

 Timing – Given the additional complexity/stress inherent in general 
practice in the most severely deprived areas, there is a strong argument 
for having more experienced trainees rotating through more deprived 
practices.  For example, in a four-year training programme a trainee may 
do his/her first six months in practice A (relatively affluent), then 18 
months of hospital rotations, then a further six months in practice A, 
before finishing with 18 months in practice B (relatively deprived). 

 Consistency – It is important to maintain a consistent throughput of 
trainees in deprived practices, to aid planning and to avoid the disruption 
that can be caused by “fallow” periods with no trainees. 

Alternative models might consider the use of “non-training” practices that are 
willing to provide facilities and support (albeit to a lesser degree) for trainees.  
An example of this approach is the “Hub and Spoke” system that is in place 
in NHS Humber and Yorkshire. 

4. Expand NES Health Inequality Fellowship Scheme 

There is a need to develop and support leadership roles, developing local 
systems of care, based on the hub role of general practices and making best 
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use of available contacts, skills, staff, space, time and links to improve 
services for patients. (See Annex H) 
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ANNEX G 
Leadership 

Context 
Deep End Report No 18 on Integrated Care (Annex I) highlights the importance of 
integrated care as the antidote to service fragmentation, discontinuity and premature 
use of emergency services, especially in very deprived areas, where multimorbidity 
occurs 10−15 years earlier than in affluent areas, where premature mortality is 
preceded by twice as long in poor health as in affluent areas, where the number of 
whole time equivalent GPs is the same as in affluent areas and where health care 
can achieve its largest impact in improving health and narrowing health inequalities. 

It is axiomatic that if health care is not at its best where needs are greatest, the 
effect of health care will be to widen inequalities in health. It follows that leadership 
in the development of general practice and primary care is needed most in very 
deprived areas. 

The Deep End manifesto 
The manifesto, based on 15 meetings of Deep End practitioners, argues for: 

 Extra time for consultations. 
 Best use of serial encounters, in which patients work with a small team of 

professionals whom they know and trust. 
 Development of practices as the hubs of local health systems, based on their 

intrinsic strengths of contact, coverage, continuity, flexibility, long term 
relationships and trust. 

 Attached workers from area-based services (mental health, addiction, social 
work, health visiting etc), on a named basis, to improve joint working. 

 Lay link workers to develop and maintain improved joint working between 
practices and local community resources for health. 

 Improved links and working between generalists and specialists, based on 
mutual understanding and respect, and joint ownership of problems in 
service delivery. 

 Protected time for practices to share experience, knowledge and activity. 

A large number of relationships are crucial, therefore, for the development of 
integrated care and may be considered as social capital requiring to be established 
and maintained. 

Leadership at area level and above 
The current Scottish Government consultation on integrated care focuses largely on 
issues of organisational integration and accountability at the level of senior 
managers. General practitioners are mentioned as an important constituency within 
the proposed new arrangements for locality planning. The consultation document 
says little about what GPs at the locality planning table will be representing, nor 
about how power, resource and accountability will be transferred. 
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General practitioners may become leaders in a variety of ways: 
1. Leaving general practice, fully or partly, to become health service managers. 
2. Representing general practice within locality planning. 

This paper is not concerned with either of these roles. Rather, it is concerned with 
the development of general practice and primary care at ground level. Leadership 
in this context is the responsibility and opportunity of many GPs, not a career option 
for a few. Leadership needs to be supported, therefore, at practice level. 

Leadership at practice level 
General practice in general, but Deep End practices in particular, have very little 
capacity for additional activity. Leadership initiatives on their own, without additional 
resources or opportunities, can only be about improved efficiency or sharing best 
practice. The development of integrated care will need much more than this. 

It is not possible to make proposals for leadership activity in particular areas of 
service development without knowing what other elements are available. This paper 
makes three proposals, therefore, which are concerned primarily with the “how” 
rather than the “what” of leadership development, and are based on three positive 
features of the Deep End Project: 

1. Addressing the lack of opportunity for practices to share experience and 
views. 

2. Giving voice to, and sharing, collective experience and views. 
3. Collaborative working on new activities. 

Proposal 1 Practice clusters 
Following the example of the Primary Care Collaborative, where practices found it 
acceptable and effective to work in small groups of practices, with modest resources 
for internal activity and external support, Deep End practices have become involved 
in the Links and Bridge Projects, exploring and building links with community 
organisations.  

Key features include: 
1. Restricting clusters to a size conducive to joint working e.g. 5-6 practices, or 

20,000 patients. 
2. Protected time for joint meetings between practices to reflect review and plan 

activity. 
3. The principle of co-design, whereby practices have a key role in determining 

what they will do and how. 
4. Modest resources to support additional activity within practices. 
5. External support and co-ordination, especially for evaluation. 
6. Protected time for a GP lead to coordinate activity and represent the cluster. 

This approach fosters leadership roles within and between practices. Although the 
cluster approach has been proposed (for larger numbers of practices) within 
geographical areas as part of locality planning, there is also a need for clusters of 
similar practices (e.g. Deep End practices) working in different areas, especially 
when the issues being addressed do not involve links to local services. 
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Essentially, this proposal is for the re-establishment of the Primary Care 
Collaborative approach, with additional features, to address the main elements of 
integrated care. 

Proposal 2 Leadership groups 
The NES GP Health Inequality Fellowship Scheme should be increased in size 
(at least, matching the scheme for remote and rural areas), and developed as an 
integrated package, providing enhanced training for young GPs, additional clinical 
capacity for Deep End practices and sessional release for experienced GPs to take 
on leadership roles. 

Twelve fellows should be appointed, based in Deep End practices, for two years at 
least, with a 50/50 commitment to clinical and service development work. Their 
service development work should be coordinated, so that they work as a group, 
sharing experience, views and activity. 

Their clinical work will provide additional capacity within the practices, a proportion 
of which should be used to release the time of experienced GPs (one or two, 
depending on the size of the practice) to take on leadership roles in the 
development of integrated care. This group should also be supported and 
coordinated. 

Essentially, this proposal is to develop models of individual and collective leadership 
at different stages of the career pathway, but especially at the stage which 
experienced GPs have reached, in knowing their patients, practices and localities 
well and being best placed to initiate service developments. 

In time, it is likely that this proposal will produce leaders in general practice, whose 
personal authority in representing general practice at higher levels, comes from their 
involvement in collective working within and between clusters of practices. 

Proposal 3 Support for learning organisations 
Both proposals embody the concept of a learning organisation, with collective 
commitment to learn from each other in the drive to improve and develop integrated 
care. 

National NHS support organisations, such as Health Scotland, Quality Improvement 
Scotland, NHS Education in Scotland, the Information Services Division and the 
Chief Scientist Office, currently provide little support that is apparent to General 
Practices serving Scotland’s poorest communities. 

The challenge for these organisations, in addressing integrated care, is to re-deploy 
part of their budgets to provide an integrated package of support for the learning 
organisations described above (avoiding the fragmented and ineffective approach of 
multiple policies, all lacking focus on the most deprived areas). 

For example, a quality improvement/educational programme could be developed 
specifically by and for areas of high socio-economic deprivation, allowing small 
clusters of practices (as described above) to meet for education and practice 
development, with built in arrangements for patient surveys, 360o feedback, audits, 
prescribing data support, population data support etc. Such an initiative could be of 
direct value in improving quality and efficiency, while also preparing for revalidation. 
At present there is a large disconnect between day to day quality improvement, the 
demands of revalidation and appraisal, and available educational opportunities. 
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Synergy between CPD time (which GPs would provide, since PGEA was 
incorporated in GMS) and local development time (which should be funded) could 
release a lot of potential at relatively low cost. 

Developments such as this, with recognised internal and external leadership 
functions, are needed especially in very deprived areas, where needs are greatest. 
The implications of the Equality Act fall heaviest on such practices, because of their 
higher numbers of asylum seekers, patients with learning disabilities, chronically 
unwell patients and vulnerable adults with difficulties in using services. Managing 
such needs under time pressure in the context of changing legal requirements is a 
complex task for very deprived practices, requiring leadership and support. 
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ANNEX H 
Evaluation and research 

Most research involving patient participation is conditional and exclusive, in the 
sense of focusing on specific conditions and excluding complicated cases, such as 
people with multimorbidity.  

In contrast, most of the work of general practice is unconditional, providing continuity 
of care for whatever problem or combination of problems a patient may present. 
One consequence of this mismatch between research needs and research effort is 
that the Quality and Outcomes Framework (QOF) incentive scheme, based on the 
delivery of interventions for which there is clear evidence of effectiveness, applies to 
only 12% of face to face consultations in general practice. 

Studies such as Care Plus have shown that high quality research is possible in very 
deprived general practice populations, but requires extra effort in engaging with 
practices, co-designing the project and recruiting and following up patients. There 
needs to be more research of this nature to inform policy and practice in the Deep 
End. Instead of withdrawing its support of such research programmes within the 
Scottish School of Primary Care, the Scottish Government should follow the funding 
examples of the English and Welsh governments in supporting their national schools 
of primary care research. 

The unconditional nature of most work in general practice poses a challenge for 
conventional research, which seeks to measure clear outcome measures for specific 
conditions. Some progress has been made, using the Patient Enablement 
Instrument (PEI) and Consultation and Relational Empathy (CARE) measure. The 
Care Plus study has also employed quality of life measures to assess over a 12 
month period the effects of extra time for consultations. 

Given that the long term aim of serial encounters is that patients become more 
knowledgeable and confident in living with their conditions, that they acquire a 
trusted network of professional advisors and become confident and adept in making 
good use of the resources available to them, making less use of unscheduled care 
and living successfully in their own terms, there is a need to develop measures to 
capture and monitor such progress. Given the unconditional nature of general 
practice, the most appropriate basis for assessing the experience of patients and the 
effectiveness of practices is random sampling. Work is needed to establish how 
best to support practices in collecting and using such information. 

Similarly, as practices develop their role as hubs of local health systems, they will 
acquire networks of relationships with other services, all of which should be audited, 
in terms of social capital within the system. The health of local systems could then 
be assessed in terms of the quality of relationships between services and with NHS 
management. 
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ANNEX I 
Deep End summary on integrated care 

This report and recommendations draw on research evidence, previous Deep 
End reports and discussion groups at the second national Deep End 
conference at Erskine on 15 May 2012.  

 To avoid widening inequalities in health, the NHS must be at its best where 
it is needed most.  

 The arrangements and resources for integrated care should reflect the 
epidemiology of multimorbidity in Scotland, including its earlier onset in 
deprived areas.  

 Better integrated care for patients with multiple morbidity and complex social 
problems can prevent or postpone emergencies, improve health and 
prolong independent living.  

 Policies to provide more integrated care must address the inverse care law, 
whereby general practitioners serving very deprived areas have insufficient 
time to address patients’ problems.  

 Patients should be supported to become more knowledgeable and 
confident in living with their conditions and in making use of available 
resources, for routine and emergency care.  

 The key delivery mechanism for integrated care is the serial encounter, 
mostly with a small team whom patients know and trust, but also involving 
other professions, services and resources as needs dictate.  

 The intrinsic features of general practice in the NHS, which make practices 
the natural hubs of local health systems, include patient contact, 
population coverage, continuity of care, long term relationships, cumulative 
shared knowledge, flexibility, sustainability and trust.  

 Health and social care professionals working in area-based organisations 
(e.g. mental health, addiction and social work services) should be attached 
to practices, or groups of practices, on a named basis.  

 Practices should be supported to make more use of community assets for 
health via a new lay link worker role.  

 The quality and timeliness of hospital discharge information should be a 
consultant responsibility and audited as a key component of the quality of 
hospital care.  

 Practices needed protected time to share experience, views and activities, 
to connect more effectively with other professions, services and community 
organisations, to develop a collective approach and to be represented 
effectively.  

 Collective working between general practices is best achieved with groups 
of 5/6 practices, as shown by the Primary Care Collaborative and Links 
Project. Larger groupings are less likely to achieve common purpose.  

 Locality planning arrangements should be based on representation (not 
consultation), mutual respect and shared responsibility. 

See full Deep End Report 18 at www.gla.ac.uk/deepend 
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CORRESPONDENCE FROM THE CABINET SECRETARY FOR FINANCE, 
EMPLOYMENT AND SUSTAINABLE GROWTH, DATED 14 MARCH 2013, 
INCLUDING FINAL AGREED MEMORANDUM OF UNDERSTANDING ON 
THE SCOTTISH RATE OF INCOME TAX 
 
I am writing to you further to the latest meeting of the Joint Exchequer 
Committee (JEC) in Edinburgh on 14 February, and further also to the 
Committee’s helpful comments on the Memorandum of Understanding (MoU) 
between the the Scottish Government and HMRC on the Scottish Rate of 
Income Tax (SRIT) which you wrote to me about on 7 December. 
 
This was the third meeting of the JEC and the second since the Scotland Act 
2012 received Royal Assent. The Committee discussed implementation of the 
financial provisions of the Act and noted that  substantial progress has been 
made by both the Scottish and UK Governments to prepare for the successful 
delivery of these new functions. Ministers also agreed that the MoU should be 
finalised. 
 
I am therefore enclosing a signed copy of the MoU which had been adjusted 
in light of comments from your committee and the Finance Committee. I am 
also writing similarily to the Convenor of the Finance Committee enclosing a 
copy of the signed MoU. A copy is being sent by HMRC to the Chair of the 
Scottish Affairs Committee at Westminster. 
 
 
 
 

 
JOHN SWINNEY 
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Introduction 

The Scottish rate of income tax (SRIT) will be set, each year, through a 
Resolution passed by the Scottish Parliament on the basis of a proposal made 
by Scottish Ministers.  SRIT is not a devolved tax.  It forms part of the UK 
income tax system and will be administered along with the rest of the income 
tax system by Her Majesty’s Revenue and Customs (HMRC).  Interaction with 
those taxpayers who are liable to pay SRIT, including the provision of 
information, notices of coding, collection, compliance and pursuit of tax due, 
will be matters for HMRC.  Any issues of dispute about the tax will be matters 
between Scottish taxpayers and HMRC.  Scottish Ministers will be responsible 
for the tax rate but not for any other element of the tax nor for its 
administration.  However the Scottish Government’s (SG’s) budget will bear 
the agreed costs of setting up and operating SRIT and will benefit from 
revenue collected.  This Memorandum of Understanding sets out 
arrangements between HMRC and SG for setting up and operating SRIT.     

Paragraph 1 
1.1 Scottish rate of income tax – The Scotland Act 1998 (“the 1998 

Act”), as amended by the Scotland Act 2012 (“the 2012 Act”), gives 
the Scottish Parliament the power to set a Scottish rate of income tax 
to be charged on Scottish taxpayers (as defined in new section 80D of 
the 1998 Act).  SRIT will commence from a date to be set by the UK 
Government.  This is expected to be April 2016.  It will be administered 
by HMRC as part of the UK-wide income tax system and applied to 

non-savings income.  The Scottish Parliament will be able to set a rate 
of SRIT from zero to any number of pence or half-pence in the pound.  
This rate will be added to each of the main UK rate bands after ten 
pence in the pound has been deducted from each rate. 

The 2012 Act repeals the provisions for the Scottish Variable Rate 
(SVR) with effect from the date SRIT begins. 

1.2 Purpose of this document – This document has been agreed by the 
Scottish and UK Governments.  It sets out HMRC’s and SG’s respective 
responsibilities in relation to establishing and operating SRIT efficiently 
and effectively.  The document provides the framework for inter-
Government work at Ministerial and official level to oversee the 
establishment and operation of SRIT.  It has no formal legal force.  
Nevertheless both Governments expect its terms to be followed.  
Arrangements for dealing with disputes are set out in the document. 

1.3 Accounting Officer1 and responsible officers – HMRC has 
appointed an Additional Accounting Officer with overall responsibility 
for SRIT who is accountable for the performance of HMRC in 
establishing and operating SRIT.  The responsibilities of this post are 
set out at Appendix A of this document.  The senior officials with 
responsibility for the matters covered by this document are the Deputy 

                                                 
1
  In Scottish terminology, this is equivalent to “Accountable Officer”. 
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Director, Fiscal Responsibility for the Scottish Government and the 
Deputy Director, Devolution for HMRC.  In addition, an inter-
Governmental Assurance Board (IAB) has been established, jointly 
chaired by the Director General Finance, Scottish Government (SG) and 
the Director, Public Services, HM Treasury (HMT) with senior official 
representation from HMT, SG, Scotland Office, and HMRC to oversee 
the planning and implementation of the financial provisions of the 2012 
Act, notably SRIT.  The Joint Exchequer Committee (JEC) provides 
Ministerial oversight of the programme of work.  

1.4 Context – This document reflects: 

 the Memorandum of Understanding and Supplementary 
Agreements between the United Kingdom Government, the Scottish 
Ministers, the Welsh Ministers, and the Northern Ireland Executive 
Committee; 

 Cabinet Office devolution guidance notes; and 

 HM Treasury’s statement of funding policy, “Funding the Scottish 
Parliament, National Assembly for Wales and Northern Ireland 
Assembly”2. 

The document sets out how the broad approach in these documents 
will be applied to setting up and operating SRIT.   

The principle of openness also underlies this document.  Information in 
relation to the matters within the scope of this MoU will be shared 
freely between SG and HMRC, subject to relevant legal or contractual 
conditions including the Data Protection Acts and the Freedom of 
Information Acts.  Information covered by HMRC’s obligations to 
protect taxpayer confidentiality will continue to be so covered.  

1.5 Dates and timing – this document came into effect on the date of 
signature below, following Royal Assent to the 2012 Act.  This 
document has no expiry date, but it will cease to have effect if SRIT is 
repealed.  The document may be brought to an end by agreement 
between SG and HMRC.  It will be reviewed at the request of either 
party and at the end of the two- or three-year transitional period 
referred to in the Command Paper (April 2018 or 2019).  Any changes 
to its content arising from such a review, or from material changes in 
the documents listed in 1.4, will be marked by the issue of a new, 
dated, version number. 

The SRIT provisions came into force on 1 July 2012.  HMRC will liaise 
with SG about: 

 the commencement of the consequential amendments relating 
to SRIT in Schedule 2 to the 2012 Act (which by virtue of 

                                                 
2
 http://www.official-documents.gov.uk/document/cm78/7864/7864.pdf 

  http://www.cabinetoffice.gov.uk/resource-library/devolution-guidance-notes  
  http://www.hm-treasury.gov.uk/spend_sr2010_fundingpolicy.htm 

http://www.official-documents.gov.uk/document/cm78/7864/7864.pdf
http://www.cabinetoffice.gov.uk/resource-library/devolution-guidance-notes
http://www.hm-treasury.gov.uk/spend_sr2010_fundingpolicy.htm
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section 44(4)(a) come into force on a day to be appointed by 
the Treasury); and 

 the timing and making of the Treasury Order under section 
25(5) of the 2012 Act to appoint the first tax year to which a 
Scottish rate resolution can apply. 

1.6 Roles and responsibilities of SG and HMRC 

SG and HMRC will each set up governance arrangements for the 
development of SRIT.  The IAB (referred to at 1.3 above) has been set 
up to assure the successful implementation of the financial provisions 
of the 2012 Act: it will take an inter-governmental approach to quality 
assurance of the implementation process and agree and review how 
progress towards implementation milestones should be driven and 
measured. 

HMRC will develop and test the IT and non-IT systems for the 
administration of SRIT, in consultation with SG, as set out in paragraph 
2 below. 

Following successful conclusion of testing, HMRC will administer SRIT, 
as set out in paragraph 3 below, as part of the UK tax system. 

HMRC will invoice SG for agreed items of expenditure relating to both 
development and operation of SRIT within the terms set out in 
paragraph 4 below. 

SG will make payment to HMRC for amounts invoiced for agreed items 
of expenditure, as set out in paragraph 4 below. 

SG will prepare a Scottish rate resolution as described in new section 
80C of the 1998 Act, and ensure this is placed before the Scottish 
Parliament (see also paragraph 5 below). 

HMRC will pay SRIT receipts into the UK Consolidated Fund in the 
same way as for other tax receipts.  The arrangements for funding SG 
in relation to SRIT receipts, and for reconciliation between forecast and 
actual SRIT receipts, are matters between HMT and SG.  For 
information, these are described separately at paragraph 6 below.  

SG and HMRC responsibilities in relation to the exchange of information 
are set out in paragraph 7 below. 

The annual cycle of activities in relation to SRIT (including SG and 
HMRC actions) is summarised at Appendix B. 

Paragraph 2 

2.1 Development of IT and administrative systems for SRIT – 
HMRC will develop and test the IT and administrative systems for SRIT 
within the overall Scotland Act programme managed by the 
Programme Board on which SG is represented, with senior oversight 
provided by the jointly-chaired IAB.  HMRC will keep SG informed of, 
and will consult SG on, plans, timetables, estimated costs and 
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progress.  Where there are options for developing such systems, HMRC 
will discuss these, together with cost, risk, efficiency, effectiveness or 
customer impact factors, with SG before an option is selected.  Subject 
to the overall programme agreed between HMRC and SG as part of the 
inter-governmental oversight process referred to above, the delivery of 
IT components will be timed to fit with wider IT system schedules, and 
to ensure that the correct functionality is available to support timely 
introduction of SRIT.  HMRC will remain responsible for delivering a 
working SRIT system that, by the date appointed by HMT under 
section 25(5) of the 2012 Act, is able to collect the correct amount of 
tax from Scottish taxpayers as defined in new section 80D of the 1998 
Act and provides appropriate control and accounting information.    

2.2 IT systems – HMRC will develop and test the IT systems through its 
contracted IT suppliers and in accordance with its normal IT 
development practice.  The cost and functionality of each part of the IT 
systems will be notified to SG in advance and in detail, subject to any 
confidentiality rules in prevailing HMRC IT contracts.  SG and HMRC 
will scrutinise the cost of each item with a view to keeping this as low 
as possible.  Where any concerns remain about the cost of a particular 
item, SG – or HMRC on behalf of SG and after discussion with them – 
may request an independent assessment of the estimated costs at 
additional cost.  This assessment will provide a breakdown of activity 
required to deliver the functionality necessary and the associated costs, 
and will provide an opinion on whether the cost estimate appears to be 
reasonable in the circumstances. 

HMRC will review with SG plans for testing the IT systems, and SG will 
have the opportunity through the Programme Board to review testing 
material and the results of the tests.  To provide maximum assurance, 
SG may ask for additional audit work to be undertaken on systems 
testing and testing results.  Where evidence arises that suggests that 
further assurance is needed about the accurate and reliable operation 
of the system, the necessary additional testing and related work will be 
carried out by HMRC and its IT contractor. 

2.3 Administrative (non-IT) systems – HMRC will develop and test the 
administrative systems for SRIT in accordance with its normal practice.  
A breakdown of the expected costs and activities will be shared with 
SG before such costs are incurred.  SG and HMRC will scrutinise the 
cost of each item with a view to keeping this as low as possible. 

Paragraph 3 

3.1 Continuing operations – After IT changes have been made to 
deliver SRIT, HMRC will maintain its IT and administrative systems 
from year to year so that SRIT continues to operate effectively. 

3.2 Scottish Taxpayers – HMRC will identify Scottish taxpayers, as 
defined in new section 80D of the 1998 Act, from information on its 
systems and by interaction with the taxpayers themselves.  This will be 
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recorded on HMRC systems by a Scottish taxpayer identifier for each 
individual. 

HMRC will maintain an accurate record of Scottish taxpayers by 
updating the identifier as addresses are changed and by interaction 
with the taxpayers themselves. 

Before the start of the first year that SRIT will apply (expected to be 
2016-17) HMRC will issue Scottish tax codes (S codes) to all Scottish 
taxpayers within Pay as you Earn (PAYE) and their employers.  In 
subsequent years, HMRC will send revised coding notices as 
appropriate, either in-year or as part of the annual coding exercise that 
normally starts at the beginning of each calendar year. 

HMRC may, subject to its obligations about taxpayer confidentiality, 
inform appropriate third parties, such as pension providers, whether a 
person is a Scottish taxpayer. 

The Self Assessment (SA) system will be adapted so that Scottish 
taxpayers within SA will declare their status as part of their annual 
return. 

3.3 Service Standards – SG and HMRC may agree a set of standards for 
the operation of SRIT including levels of service to Scottish taxpayers 
in relation to SRIT. 

3.4 Compliance – HMRC will conduct risk analysis and assessment, and 
compliance and anti-avoidance activity, on Scottish taxpayers in 
accordance with its normal targeting priorities in relation to income tax.  
HMRC’s risk processes will take into account changes in the Scottish 
rate, which will affect the distribution of risk, and will make no 
distinction, pound for pound, between income tax levied by the UK 
Parliament and that levied by the Scottish Parliament. 

HMRC will also conduct risk analysis and assessment, and compliance 
and anti-avoidance activity, on individuals in relation to Scottish 
taxpayer status, and on employers to ensure that PAYE systems are 
being operated properly in accounting for SRIT.   

The nature of this risk and compliance activity will be discussed with 
SG.  Where SG proposes that further activity should be carried out in 
respect of SRIT and it is agreed that this is feasible and would reduce 
revenue risk and improve compliance, HMRC will carry out such 
activity.  This would be charged for on the basis set out at 4.2 below.  

Paragraph 4 

4.1 Funding – Where HMRC charges for its services, it does so (following 
HM Treasury policy) at the full economic cost of providing the service, 
seeking to make clear the breakdown of the calculation.  Full economic 
cost is based on the average salary cost for the relevant grade plus per 
capita overheads such as superannuation, HR, accommodation and 
finance costs.  Where costs are incurred under contract by third parties 
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including HMRC’s IT supplier, these will be charged at cost.  These 
costs may be subject to external review and assessment as described 
in paragraph 2.2 above. 

On the basis of the agreement reached between Ministers of the UK 
and Scottish Governments in the exchange of correspondence on 21 
March 2012, costs will be borne by SG and HMRC as set out at paras 
4.2 and 4.3 below. 

4.2 Costs borne by SG – Subject to the arrangements set out in 
paragraphs 2 and 3 above, HMRC will invoice and SG will pay for: 

 Capital costs of IT changes to identify Scottish taxpayers, and 
calculate and account for SRIT; 

 Cost of any independent assessment of IT costs requested by, or 
after consultation with, SG;   

 Maintenance costs of IT systems, where specific provision is needed 
for SRIT; 

 cost of the SRIT element of improvements and upgrades to 
systems, where specific provision is needed for SRIT; 

 Non-IT capital costs relating specifically to SRIT; 

 Project costs of preparation for the introduction of SRIT; 

 Resource cost of activities specifically relating to the administration 
of SRIT;  

 Resource costs relating to risk analysis, risk assessment, 
compliance and anti-avoidance activity relating to Scottish taxpayer 
status (whether involving – or targeted at – claimed Scottish 
taxpayers who may be other UK taxpayers, or claimed other UK 
taxpayers who may be Scottish taxpayers); 

 Resource costs of employer compliance where specifically related to 
the administration of SRIT; and 

 Resource costs of any additional compliance requested by SG. 

4.3 Costs borne by HMRC – HMRC will not charge SG for: 

 Cost of changes to IT systems where no specific provision needs to 
be made for SRIT (even if the systems are involved in accounting 
for SRIT or identifying Scottish taxpayers); 

 Cost of changes to IT systems where the aspects relating to SRIT 
cannot reasonably be costed separately; 

 Cost of changes to IT systems arising from UK Government policy 
initiatives, even where specific provision is needed for SRIT; 

 Cost of compliance cases relating to Scottish taxpayers where 
Scottish taxpayer status is not the main factor;  
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 Cost of compliance cases relating to other UK taxpayers where 
Scottish taxpayer status is considered, but is not the main factor in 
the case; and 

 Cost of general employer compliance on Scottish employers or 
relating to Scottish taxpayers. 

4.4 Invoicing – HMRC will invoice SG for costs incurred no more 
frequently than monthly and no less frequently than quarterly.  SG will 
make payment to HMRC within 30 days of the invoice date, or within 
30 days of receipt of the invoice if there is a delay of more than 5 days 
between invoice date and date of receipt. 

4.5 Financial Management Guidance – UK Government policy about 
financial management is set out in the HM Treasury documents 
“Consolidated Budgeting Guidance” and “Managing Public Money”, 
which are available on the Treasury website.3 

4.6 Dispute Resolution – where a dispute arises over a payment in 
relation to the matters set out in this section, or about other aspects of 
the implementation of SRIT, it will be discussed at the Programme 
Board on which SG is represented.  If agreement is not reached 
between HMRC and SG at the programme board, the matter will be 
passed to the IAB for resolution.  If, exceptionally, the matter cannot 
be resolved there, it will be brought to the Joint Exchequer Committee 
for discussion and agreement by Ministers, whose joint decision will be 
final. 

Paragraph 5 

5.1 Setting the Rate – New section 80C of the 1998 Act requires that, for 
the Scottish rate to be set, the Scottish Parliament must pass a 
Resolution before the start of the tax year to which it relates, that is by 
5 April in any year.  The Scottish Government and the Scottish 
Parliament will make arrangements for including in the annual budget 
cycle the setting of the rate by Resolution.  This is a matter for the 
Scottish Government and the Parliament.  As far as administration is 
concerned, HMRC will make orderly preparations for the next tax year, 
including providing all UK taxpayers (including Scottish taxpayers) and 
employers with correct coding information in a timely way.  The 
Scottish Government and HMRC will work together to ensure that, in 
preparation for 2016-17 and beyond, these administrative steps are 
planned and carried out efficiently and in a timely way to minimise 
costs, including costs to employers.  This will include agreeing an 
assumption to be used in the main issue of tax codes, if the rate has 
not been determined by the end of November. 

                                                 
3
 (Ctrl + click to view): 

   http://www.hm-treasury.gov.uk/psr_bc_consolidated_budgeting.htm 
   http://www.hm-treasury.gov.uk/psr_mpm_index.htm    

http://www.hm-treasury.gov.uk/psr_bc_consolidated_budgeting.htm
http://www.hm-treasury.gov.uk/psr_mpm_index.htm
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5.2 Notification of Rate – Scottish rate resolutions passed by the 
Scottish Parliament will be a matter of public record. 

Paragraph 6 

6.1 Forecasting and payment of tax receipts – Arrangements for 
forecasting of SRIT receipts by the Office for Budget Responsibility 
(OBR), which will be incorporated into the calculation of SG’s total 
budget for each year, and the mechanism for making funds available 
to SG4, are matters for agreement between SG and HMT, and will be 
set out in a separate document.  The methodology used by OBR in 
forecasting SRIT is set out in their document, “Forecasting Scottish 
Taxes”5. 

6.2 Accounting, Audit and Assurance – Expenditure and receipts 
relating to SRIT will be identified separately in HMRC annual accounts, 
which are audited by the National Audit Office (NAO). 

Following audit of the HMRC accounts, the AAO (see para 1.3 above) 
will provide an extract, covering all matters relating to SRIT, to the 
Scottish Parliament.  He will be available to give evidence to Scottish 
Parliamentary Committees when required. 

In addition, section 33 of the 2012 Act lays a duty on the Secretary of 
State for Scotland to make a report each year until 2020 at the earliest 
on the implementation and operation of Part 3 of the 2012 Act 
(Finance) – which will include a report on the implementation and 
operation of SRIT – and to send a copy of the report to Scottish 
Ministers who are in turn to lay a copy before the Scottish Parliament.  
Scottish Ministers must make and lay a similar report each year.  These 
reports must include a report on progress with implementing and 
subsequently operating the financial provisions in the 2012 Act. 

6.3 In-year reporting to Scottish Ministers – Once SRIT becomes 
operational, HMRC will provide information to SG in a form and at a 
frequency to be agreed throughout the tax year reporting on actual tax 
receipts and on any issues arising relating to compliance or other 
matters that are relevant to the collection of SRIT. 

Paragraph 7 

7.1 Information Sharing – HMRC must provide information to SG that 
will enable Scottish Ministers and officials to discharge their duties in 
respect of Parliamentary accountability, scrutiny, rate setting and 
forecasting in relation to SRIT.  This includes information in relation to 
the reporting requirements of section 33 of the 2012 Act.  Where the 
provision of information would involve significant analysis time, HMRC 

                                                 
4
 See also “How the Scottish income tax receipts will be managed” at p27 of the Command Paper (link 

at footnote 1 above). 
5
 http://budgetresponsibility.independent.gov.uk/wordpress/docs/Forecasting-Scottish-taxes.pdf  

http://budgetresponsibility.independent.gov.uk/wordpress/docs/Forecasting-Scottish-taxes.pdf
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will notify SG of the likely cost and time period involved.  If SG 
authorises the work and agrees to pay, HMRC will undertake this work. 

7.2 Limitations – As mentioned at para 1.4 above, HMRC operates within 
legal constraints about taxpayer confidentiality. The Commissioners for 
Revenue & Customs Act 2005 (CRCA) prohibits the disclosure of 
information held by HMRC, but in the list of exceptions to this, section 
18(2)(a) allows HMRC to disclose information for the purpose of a 
function of HMRC (which income tax is).  HMRC cannot though provide 
any analysis that identifies individual taxpayers, or that would allow 
amounts of tax relating to individual taxpayers to be inferred.  

 
 
Signed on behalf of their relevant organisations: 
 
 
 
 
 
 
 
 
 
 
 
 
Alistair Brown 
Deputy Director, Fiscal Responsibility 
for Scottish Government 

Date: 

Sarah Walker 
Deputy Director, Devolution 
for HM Revenue & Customs 

Date: 
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Appendix A 

HMRC Additional Accounting Officer Responsibilities 
 

The legal basis for Accounting Officers is found in: 

 Government Resources and Accounts Act (GRAA) 2000 

 Government Trading Funds Act (GFTA) 1973, (as amended in the 
Government Trading Act 1990 and the Finance Acts 1991 and 1993) 

The administration of SRIT is a function of HMRC and so lies within the 
overall responsibility of HMRC’s Principal Accounting Officer, its Chief 
Executive, Lin Homer. 

The Command Paper, “Strengthening Scotland’s Future”6, published alongside 
the Scotland Bill when it was introduced to Parliament on 30 November 2010, 
announced that an Additional Accounting Officer (AAO) will be appointed who 
will be specifically accountable for the collection of SRIT, including the 
associated assets, liabilities and cash flows.  This appointment will not detract 
from the Principal Accounting Officer’s overall responsibility for HMRC’s 
departmental accounts. 

The AAO will have responsibility for all matters of governance, decision 
making and financial management in relation to SRIT.  This includes 
promoting and safeguarding regularity, propriety, affordability, sustainability, 
risk, and value for money for SRIT; and accounting accurately, and 
transparently for all matters relating to it.  The AAO will provide an SRIT 
extract from the audited HMRC accounts to the Scottish Parliament (see para 
6.2). 

Scottish Parliamentary Committees will be able to request HMRC Accounting 
Officers to give evidence.  The Accounting Officers will be available to give 
evidence when required. 

Full details of the responsibilities of Accounting Officers are shown at Chapter 
3 of the HM Treasury document, Managing Public Money.  This may be found 
at: 

 http://www.hm-treasury.gov.uk/d/mpm_ch3.pdf

                                                 
6
 http://www.scotlandoffice.gov.uk/scotlandoffice/files/Scotland_Bill_Command_Paper.pdf  

http://www.hm-treasury.gov.uk/d/mpm_ch3.pdf
http://www.scotlandoffice.gov.uk/scotlandoffice/files/Scotland_Bill_Command_Paper.pdf
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Appendix B 

Operation of SRIT 
Annual Cycle of Activities7 

Timing Activity 

By 30 November before tax year Scottish Government provides information to HMRC 
about the proposed Scottish rate for the coming tax year 

January before tax year HMRC issues PAYE coding notices to Scottish taxpayers 
based on Scottish Taxpayer (ST) indicator  

Before tax year SG lodges Scottish rate motion before the Scottish 
Parliament in time for Scottish rate resolution to be 
passed by 5 April. 

 

During the tax year 

Employers make PAYE returns and payments in respect 
of Scottish taxpayers 

HMRC updates systems with data from employers 

Scottish block is based on OBR forecast of Scottish 
income tax; SG draws down funding from block  

HMRC employer compliance 

HMRC updates ST indicator as appropriate 

At the end of the tax year HMRC issues Self Assessment (SA) returns 

31 October after tax year Taxpayer deadline for manual SA returns 

31 January after tax year Taxpayer deadline for online SA returns 

February onwards after tax year  HMRC taxpayer compliance 

Till 12 months after tax year Reconciliation of SRIT element in Scottish block by 
reference to actual income tax liability declared 

 

                                                 
7
 Non SRIT specific items in this appendix reflect the general timetable for income tax. 
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Dear Caroline 
 
Auditing the Scottish rate of income tax 
 
At its meeting on 30 January the Committee considered its approach to its report on 
the audit framework for the Scottish rate of income tax. At that meeting the 
Committee agreed that it would be beneficial for it to publish an interim report 
containing proposed recommendations on which it could seek views through an 
open call for evidence.  
 
The Committee is grateful to you and Audit Scotland for your continuing dialogue 
with the Committee on this matter. In that regard the Committee agreed that it would 
be helpful if I wrote to you to seek written evidence on a range of issues which have 
been discussed informally. Your response will help inform the Committee’s interim 
report and in turn we would welcome your views as part of the consultation on that 
interim report.  
 
 
Relationship between National Audit Office and Audit Scotland 
 
In oral evidence to the Committee on 22 November, you indicated that you and the 
National Audit Office (NAO) already have experience of working together in relation 
to a number of projects. In relation to your work in auditing European funding, the 
Forestry Commission, and whole of Government Accounts, the Committee would 
welcome further information on: 

 how you work with the NAO (and how this relationship arose),  

 whether this working relationship is underpinned by legislation or through 
some other form of agreement (or other mechanism); 

 how the outcome of your working together is reported (and to whom) 
 
The Committee would be grateful for any other examples of your working with the 
NAO that you consider might be relevant in relation to the auditing arrangements for 
the SRIT. The Committee would also welcome any views you may have on whether 
any future relationship between Audit Scotland and the NAO should be formalised 
and if so, how (such as through legislation or some form of memorandum). 
 
 
AGS and Audit Scotland auditing powers 
 
The Committee would welcome confirmation from you as to whether you would be 
able to provide audit reports to the Parliament on any of the following aspects of the 
financial powers arising under the Scotland Act 2012 (and if so, on what basis might 
you report, in what circumstances and to what frequency): 

 Borrowing powers of the Scottish Government, specifically— 
o for capital spending; 
o for current expenditure (to manage potential deviations between 

forecast and outrun receipts); 

 the Scottish cash reserve; 

 Office of Budget Responsibility forecasting;  
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 Section 33 implementation reports (during implementation and during the 
transitional phase from 2016); 

 Scottish economic and SRIT data provided to the Scottish Government by 
HMRC; 

 block grant adjustments. 
 
 
Transparency of data 
 
The Committee would welcome your views on whether, under the current level of 
reporting, the Scottish Government’s Accounts would report each of the following as 
a separate line within the accounts: 

 borrowing for capital spending,  

 borrowing for current expenditure; 

 use of the cash reserve; 

 income derived from the Scottish rate of income tax as distinct from income 
allocated by the block grant. 

 
The Committee would welcome any other comments or observations that you would 
wish to make including any changes (such as legislative changes) you consider as 
necessary in order for you to undertake the audits you would propose in relation to 
the SRIT and to then report on those to the Scottish Parliament. 
 
Whilst I acknowledge that work in in this area is ongoing (and that the final agreed 
Memorandum of Understanding has yet to be agreed and published) it would be 
helpful if you could respond to the Committee’s request by Friday 28 February.  
However please do not hesitate to contact the clerk to the Committee should this 
deadline cause you difficulty, or you wish to discuss this further. 
 
Yours sincerely 
 
Iain Gray MSP, Convener 
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AUDITING THE SCOTTISH RATE OF INCOME TAX 
 

WRITTEN SUBMISSION FROM HM REVENUE AND CUSTOMS AND 
CORRESPONDENCE TO THE PRINCIPAL AND ADDITIONAL 

ACCOUNTING OFFICERS  
 

1. This document responds to the Committee’s request of 19 February 2013 
to provide further information on two specific issues. 

 

Whether HMRC would intend to provide the extract of its accounts 
relating to SRIT to the Scottish Parliament by laying this document (and 
any accompanying NAO opinion?) in the Scottish Parliament? [And if 
not how would HMRC propose to provide this information to the 
Scottish Parliament?] 
 
2. The memorandum of understanding (MoU) between the UK and Scottish 

Governments on the operation of the SRIT states that – 
“Expenditure and receipts relating to SRIT will be identified separately in 
HMRC annual accounts, which are audited by the National Audit Office 
(NAO). Following audit of the HMRC accounts, the AAO [Additional 
Accounting Officer] will provide an extract, covering all matters relating to 
SRIT, to the Scottish Parliament.  He will be available to give evidence to 
Scottish Parliamentary Committees when required.” The MoU has now 
been approved and will be published on the HMRC website in March. A 
copy will be sent to the Scottish Parliament’s Finance and Public Audit 
Committees. 

 
3. HMRC are currently working with the NAO on the arrangements for 

auditing the SRIT. We anticipate that the NAO’s audit of HMRC’s 
expenditure relating to the SRIT and the accompanying receipts will be 
contained in a report that will be laid before the Scottish Parliament. As 
indicated in the Comptroller and Auditor General’s evidence to the 
Committee in November, legislation may be required to provide a clear 
statutory basis for this report. 

 
4. Having examined the Scottish Parliament’s Standing Orders, we do not 

think HMRC would be able to lay the extract referred to above before the 
Scottish Parliament without a legislative requirement. HMRC would be 
happy to consider suggestions for the most convenient way of providing 
the information to the Parliament, for example, by sending it to the 
Convenors of the Public Audit and Finance committees. 

 
If HMRC agree to provide additional performance measures about its 
administration and collection of SRIT, how would HMRC propose to 
provide this information directly to the Scottish Parliament e.g. laying 
this with the annual accounts. 
 
5. As set out in letters to the Public Audit Committee, HMRC and the Scottish 

Government will be discussing the possibility of HMRC providing additional 
performance information in relation to the SRIT. There may be cost 
implications associated with providing information of this nature in some 
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cases, and it is worth noting that HMRC is committed to providing the 
same level of service to Scottish taxpayers and employers of Scottish 
taxpayers as their equivalents in the rest of the UK. 

 
6. Wider performance information on a UK-wide basis that is not included in 

HMRC’s accounts is currently published on the HMRC website and we 
would anticipate that any further analysis would be made available in the 
same way. 
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E-MAIL FROM THE CLERK TO HM REVENUE AND CUSTOMS 
 

it would be helpful if you could provide me with some further information in 
relation to the following areas. As we discussed the information provided in 
response to this email will likely be made public in the report (and will be 
published by the Committee as evidence). Please let me know if you would 
like the following queries sent to you in a letter from the Convener of the 
Committee. 

Whether HMRC would intend to provide the extract of its accounts relating to 
SRIT to the Scottish Parliament by laying this document (and any 
accompanying NAO opinion?) in the Scottish Parliament? [And if not how 
would HMRC propose to provide this information to the Scottish Parliament?] 

If HMRC agree to provide additional performance measures about its 
administration and collection of SRIT, how would HMRC propose to provide 
this information directly to the Scottish Parliament e.g. laying this with the 
annual accounts. 
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CORRESPONDENCE FROM THE PERMANENT SECRETARY TO THE 
CHIEF EXECUTIVE AND PERMANENT SECRETARY FOR HM REVENUE 
AND CUSTOMS, DATED 27 FEBRUARY 2013 
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CORRESPONDENCE FROM THE CHIEF EXECUTIVE AND PERMANENT 
SECRETARY TO THE SECOND PERMANENT SECRETARY AND TAX 
ASSURANCE COMMISSIONER FOR HM REVENUE AND CUSTOMS, DATED 1 
MARCH 2013 
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AUDITING THE SCOTTISH RATE OF INCOME TAX 
 

WRITTEN SUBMISSION FROM THE COMPTROLLER AND AUDITOR GENERAL, 
NATIONAL AUDIT OFFICE 
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3 

 

 
Dear Comptroller and Auditor General 
 
SCOTTISH RATE OF INCOME TAX – AUDIT ARRANGEMENTS 
 
The Public Audit Committee has been considering its approach to reporting its views 
on the future audit arrangements for the Scottish Rate of Income Tax (SRIT). To 
inform its consideration, the Committee has agreed publish an interim consultation 
report seeking views on the proposed audit framework for SRIT from interested 
parties. In order to inform that report I would be grateful if you could provide further 
information in relation to the following areas.  
 

 A brief summary of how the audit of HM Revenue and Custom’s (HMRC) annual 
accounts (Revenue and Resource), and also the associated performance audit 
work, is undertaken by the National Audit Office (NAO). (It would also be helpful 
to understand on what basis you, and the NAO on your behalf, have access to 
HMRC data and information for these accounts). 
 

 It would be helpful if you could provide further information about your proposal 
(Column 933, Official Report, 21 November 2012) ‘that I would have no problem 
with providing my assurance to Audit Scotland and putting it in a position to 
provide assurance to the Scottish Parliament’. In particular what aspects of 
NAO’s work would you envisage Audit Scotland providing assurance on? 

 

 Please could you confirm how you would propose to report your audit opinion to 
the Scottish Parliament on the SRIT aspects of the revenue and resource 
accounts?  In addition, given HMRC have committed to provide the Scottish 
Parliament with an extract covering all matters relating to SRIT (paragraph 6.2 of 
the draft Memorandum of Understanding1), whether the NAO would also 
envisage providing a separate audit opinion (or audit extract) to the Scottish 
Parliament commenting on HMRC’s accounts?  

 

 Should HMRC provide additional performance information about its ability to 
collect and administer SRIT, to what extent would you also include additional 
comments on that performance information in any audit report to the Scottish 
Parliament? 

 

 Whether you would propose to lay your reports or audit opinions, on HMRC in 
relation to the SRIT, in the Scottish Parliament. 

 
As the Committee intends to publish its interim report in April 2013, it would be 
helpful if you could respond to this letter by close on Monday 4 March. The intention 
would be for the consultation period to run from April to June 2013.  
 

                                            
1
 available at: http://www.scottish.parliament.uk/S4_PublicAuditCommittee/PA-S4-12-16-

4_2012_11_15_Letter_-_SG_to_PAC_w_MoU_m_paper_WEB.pdf 
 

http://www.scottish.parliament.uk/S4_PublicAuditCommittee/PA-S4-12-16-4_2012_11_15_Letter_-_SG_to_PAC_w_MoU_m_paper_WEB.pdf
http://www.scottish.parliament.uk/S4_PublicAuditCommittee/PA-S4-12-16-4_2012_11_15_Letter_-_SG_to_PAC_w_MoU_m_paper_WEB.pdf
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Should this deadline cause you any difficulty, or if you have any other questions, 
please do not hesitate to contact the Clerk, Jane Williams on 0131 348 5390, or by 
email at pa.committee@scottish.parliament.uk. 
 
I look forward to hearing from you, 
 
Yours sincerely 
 
Iain Gray MSP, Convener 

mailto:pa.committee@scottish.parliament.uk
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AUDITING THE SCOTTISH RATE OF INCOME TAX 
 

WRITTEN SUBMISSION FROM THE CHAIR OF THE COMMITTEE OF PUBLIC 
ACCOUNTS, HOUSE OF COMMONS 

 
Thank you for your letter asking for my views on how the operation of the Scottish 
Rate of Income Tax (SRIT) will be reported to the Scottish Parliament.  As you are 
aware, the Comptroller and Auditor General (C&AG) reports annually to the UK 
Parliament on HM Revenue and Customs’ (HMRC) financial statements, as well as 
on HMRC’s performance in collecting UK taxes and duties. These reports are the 
subject of regular scrutiny by the Public Accounts Committee.  The changes 
proposed in relation to the Scottish Rate of Income Tax are not expected to alter 
these arrangements but are likely to have a significant impact on how HMRC 
performs its functions.  
 
I understand that the Government is currently proposing that the C&AG report 
separately on the SRIT. The C&AG’s report, the form of which is yet to be clarified, is 
expected to be presented to both the UK and Scottish Parliaments.   
 
How SRIT will operate remains to be seen, but it is clear that both Parliaments will 
have an interest in how it operates and expect transparency and accountability. 
While the PAC has always looked at debt management, enforcement and 
compliance issues, the Scottish Parliament will also have an interest in how such 
issues impact on Scottish taxpayers.  Both Parliaments will also expect the 
Department to be accountable for the appropriateness of the classification of 
taxpayers as being ‘Scottish’ or ‘non-Scottish’ for the purposes of SRIT and the 
impact this subsequently has. 
 
It is appropriate that the Scottish Parliament is able to hold HMRC to account for the 
effective collection and administration of SRIT, and I look forward to discussing with 
you how our committees can work together on this issue.  
 

 

 

RT HON MARGARET HODGE MP 
CHAIR OF THE COMMITTEE OF PUBLIC ACCOUNTS 
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Dear Ms Hodge 
 
Auditing the Scottish rate of income tax 
 
Over the past 6 months the Public Audit Committee at the Scottish Parliament has 
been considering the audit arrangements for the new financial powers arising from 
the Scotland Act 2012. In particular the Committee has been taking written and oral 
evidence in relation to auditing arrangements for the Scottish rate of income tax 
(SRIT) both during its implementation and operational phase (from April 2016). 
Details of both the written and oral evidence received by the Committee can be 
found on the Committee’s web page at the following address: 
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/56760.
aspx 
 
As you may be aware Her Majesty’s Revenue and Customs (HMRC) will be 
administering and collecting the SRIT with the National Audit Office (NAO) auditing 
its accounts annually. As part of this arrangement HMRC have appointed an 
Additional Accounting Officer with responsibility for the SRIT who would be available 
to give evidence to the Scottish Parliament and its Committees. In addition an extract 
of HMRC’s Annual Accounts relating to the administration and collection of the SRIT 
would be provided to the Scottish Parliament together with an audit report from the 
National Audit Office.  
 
The Committee is clear that both HMRC and the NAO are accountable to the UK 
Parliament and your Committee in particular. However given the changes arising 
from the Scotland Act 2012, the Committee would welcome any comments you may 
have on the new reporting mechanisms proposed in relation to the SRIT. We would 
also be grateful for any views you may have as to how the Committee on Public 
Accounts’ scrutiny HMRC’s accounts (and the NAO reports on those accounts) may 
or may not change as a result of the implementation and operation of the SRIT. 
 
It would be most helpful if we could receive a response to this letter by Friday 28 
February however should this deadline cause you any difficulty or you or the 
Committee of Public Accounts clerks wish to discuss this further then please do not 
hesitate to contact the Clerk to the Committee, Jane Williams on 0131 348 5207 or 
on the email address (set out above). 
 
Yours sincerely 
 
Iain Gray MSP, Convener 

 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/56760.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/56760.aspx
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