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1. Does the system ensure patients receive the most clinically and cost-effective 
treatments and, if not, how can this be improved? 

This question would have better if it had separated clinically effective treatments and cost-

effective treatments as the two don’t always automictically align with each other.  Cost-

effective prescribing is a dynamic situation and the choice of the most cost-effective 

medicine changes with time.  This may also be true of clinical effectiveness as new 

medicines become available.     

In general terms for single drug use, for single conditions or diseases that align practice 

with an evidence base, then the current system is relatively effective in providing the most 

clinical and cost-effective treatments – within the context of a stretched and under pressure 

service.  

This approach becomes complicated when doctors have patients or treatments for which 

there is no evidence base.  For example, people with complex healthcare requirements or 

multimorbidity’s will not have an evidence base and it is difficult for doctors to judge 

efficiency in situations when evidence can’t be applied.   

For general practice the system could be better improved with more time for reflective 

practice for GPs as well as better data. The aims of the new contract should help in both 

regards as implementation continues, freeing up GPs time and introducing more 

pharmacists as part of multi-disciplinary teams. A national conversation with the public 

around the principles of Realistic Medicine would also help. 

2. Does the NHS in Scotland achieve the most value from the money spent on 
medicines and, if not, how can this be improved? 

Every year huge quantities of medicines are wasted mainly due to poor compliance and 
adherence by patients.  Prescribers and dispensers have a duty to inform patients of the 
reason the medicines are required and instruct them how to take them, but patients also 
have a responsibility to understand how the drug works, how it helps their condition and 
why adherence to instructions on taking the medicine is important in order to maximise the 
health gain.   
 
To be clear this is not the fault of patients, but the result of many factors, including lack of 
clear public messaging on the importance of using medicines correctly and the lack of time 
patients may have with doctors or other health professionals due to ever growing pressures 
on the system. 
 
Regardless of the cause, we have a population that has poor medication awareness; they 
often have no idea what they are taking or why and have a lack of understanding to the 
health benefits or the limited health benefits particular medicines may provide.  Poor health 
literacy only goes on to fuel poor compliance.   
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BMA Scotland believes we need to look towards countries whose model of healthcare 
encourages more active participation and discussions from patients with their health care 
professionals.  We need a coherent and properly funded public health strategy to 
encourage a partnership model to empower the patient to be more health and medication 
literate.  This in turn will lead to better medication adherence, less wastage and most value 
for money. 

3. In what ways can the system be made more efficient? 

Creating a system in which there is less wastage would improve efficiency.  BMA Scotland 

primary care members have discussed that pharmacy led, electronic prescribing would 

create better monitoring of ordering and prevent home stock piling of medications.  Paper 

based prescribing doesn’t help to monitor these ongoing problems and makes it hard to 

create solutions.  An electronic system would allow for sharing prescribing information 

across the system, would improve communication, reduce errors and in turn reduce waste.   

Part of the properly resourced public health strategy must educate the public that 

medication rationalisation is not patients being denied medicines as a cost saving exercise, 

but instead is about making sure that what is being provided is effective while at the same 

time being cost effective. 

There is a good evidence base for medication rationalisation and polypharmacy review, 

particularly in the elderly, but this work isn’t comprehensive or consistent across health 

boards.   

4. How can the medicines budget be controlled while maintaining clinical and cost 
effectiveness? 

Patients with good health literacy, who understand why they take the medicines they do, 

who ask questions about their medications and who adhere to the prescriptions will allow 

for less wastage.  A system that allows for better monitoring of prescriptions, sharing 

prescribing information will make it both easier for medication rationalisation as well as 

reducing waste and errors.  Both these things will help control the budget as well as 

improve clinical and cost effectiveness.   

 

One other issue raised by BMA Scotland members was the role that government, politicians 

and the media play in the process through which some drugs are approved.  It is frustrating 

for many doctors to see new medications or treatments approved immediately after political 

pressure or a high-profile media campaign from pressure groups.  It is rare that a doctor 

would prescribe a drug that isn’t on formulary or SMC approved but when they do find 

occasion to do this there are multiple barriers in trying to do so.  Contrasting this to the 

hugely expensive new drugs that are speedily approved for a very small group of patients 

that may have limited benefits demonstrates an imbalance somewhere in the system. Of 

course, these are difficult, complex decisions where emotions run high, but they simply 

must be decided by experts, based on evidence – not on the basis of which groups are able 

to operate the most successful media campaign – or apply the most pressure on politicians. 
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Along with the responsibilities that health professionals and patients have, governments 

and politicians must recognise that there is an evidence-based process to follow in 

approving drugs.  Being clinically effective as well as cost effective is one of the 

prerequisites of calling for the licensing of a new drug. While we would question whether 

politicians should ever become involved in such questions, if they do, it must be based 

absolutely on asking themselves these very same questions.   

 

 

 

 


