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HEALTH AND SPORT COMMITTEE 

WHAT SHOULD PRIMARY CARE LOOK LIKE FOR THE NEXT GENERATION? 

SUBMISSION FROM NHS Grampian, Health and Social Care Moray, Aberdeen City 

Health and Social Care Partnership and Aberdeenshire Health and Social Care 

Partnership. 

1. Considering the Health and Sport Committee's report on the public panels, 
what changes are needed to ensure that the primary care is delivered in a way 
that focuses on the health and public health priorities of local communities. 

The report does celebrate what is good in Primary Care in Scotland and does largely 
support the changes and initiatives being tested across many Health and Social Care 
Partnerships. It is essential however that appropriate timeframes to deliver the changes 
required are realistic and achievable as many of these issues will require generational 
change that will take significant time. 

While we face such significant challenge regarding recruitment and retention, with many in 
Primary Care feeling current provision is over stretched we should be cautious regarding 
suggestions that the service will be able to offer significant change in access.  Any change 
must be driven by need rather than demand and many of the technological approaches 
may reduce the need for weekend/evening opening.  Perhaps useful to explore how any of 
the emerging technology allows us to do things differently rather than simply replace a face 
to face interaction. 

It is likely that social prescribing and community supports will have greater prominence in 
the coming years.  Care is required however that these such interactions are not 
“medicalised” in any way.  It is essential that we all take responsibility for our health and 
wellbeing and are encouraged to self-manage using all of the supports available.  
Engagement with third sector providers, schools and other community resources should be 
encouraged with direct and self-referral where appropriate.   

The language used in both reports and more widely, for example in media may also require 
to be challenged and updated to reflect the changes within Primary Care.  Too often people 
are directed to “their own GP”.  In a changing world, it is more likely to be part of the wider 
MDT will be first point of access or indeed the community resources described above.  
Rather than access to GP appearing restricted, perhaps useful to focus on ensuring that 
when this specialist input is required, it is available.   

That wider MDT may also include other providers.  Initiatives such as with Optometry has 
allowed for new services to develop.  Optometry can be accessed for eye care as first port 
of call in all of Scotland.  However, issues remain regarding sharing of information which 
may be essential to ensure that patients receive the most appropriate care.  Information 
sharing issues is a significant barrier to developing truly integrated services.  This remains 
an issue across the wider Heath and Social Care Services.  

We would fully support that the creation and further development of full MDTs that really 

support general practice can help to prevent further sustainability and recruitment issues.  

https://sp-bpr-en-prod-cdnep.azureedge.net/published/HS/2019/7/3/What-should-primary-care-look-like-for-the-next-generation-/HSS052019R9.pdf
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However this provision needs to be fully financed in line with properly commissioned and 

delivered professional services. 

Given the feedback from the panels and wider survey responses about sharing of data, 

perhaps there should be discussion around policy changes that could assume data sharing 

across health and care professionals, with an option for individuals to opt out, would be 

beneficial to helping make rapid changes in how services work together in support of 

individuals. (Data sharing is one our biggest blockages/ reasons for delay.) 

Also a "Once for Scotland" solution to support digital interface and sharing between 

consumer "wearables" and digital health records would be desirable. 

 

2. What are the barriers to delivering a sustainable primary care system in both 
urban and rural areas?  

The barriers of difficulty in recruitment and retention across all members of the MDT is 
common to both urban and rural areas.  There is clear evidence of increasing demand both 
due to increasing demographic pressures and increasing complexities of care, often with 
greater numbers of patients living within our communities with these complex conditions.  
Urban and rural areas also have their own specific difficulties, for example higher levels of 
deprivation in urban areas or challenges of affordable travel within rural areas.  Rural 
practices are often providing services to relatively small list sizes but often in large 
geographical areas.  For many years rural practices have had more issues in recruitment 
and as this has spread to more urban practices, the issues with rural settings have been 
amplified.  This implementation of the first phase of the new GP contract and the 
development of phase 2 of this, has been an unsettling time for many within Primary Care.  
The tension between independent contractor model and that of a salaried service has been 
discussed extensively.  It is clear that there is a demand from GPs for choice within their 
employment status, whether in partner or salaried position. In summary , it is clear that one 
size does not fit all and is particularly key for rural communities where there is the need for 
more scope for flexible local delivery of services. 

Increasing demand and focus on GP input is unlikely to provide sustainable solutions.  As 
discussed in question 1, the development of more community focused services could 
provide alternatives to Primary Care interventions.  Care must be taken to ensure that there 
is significant effort to ensure recruitment an retention to all of health and social care 
practitioners.    

It is clear that emerging technology will have core function within sustainable Primary Care 
provision.  This needs to be supported by efficient and effective IT although this also 
requires efficient digital infrastructure.  This is essential both for across the Health and 
Social care network but also within our communities in order to allow access to these 
developments.  It is essential that we continue to work to improve inequalities which will 
include access to these effective IT solutions.   

The shortage in skilled workforce is a key pressure on the existing system, which 

predominantly operates within hours. This shortage also results in increased costs to the 
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public purse due to market forces (i.e. locum costs). Increasing the numbers of skilled 

health care professionals (across a range of roles) coming through formal education/ 

training, would positively impact on these financial challenges, which could allow the 

existing financial envelope to be better utilised.  

 

3. How can the effectiveness of multi-disciplinary teams and GP cluster working 
be monitored and evaluated in terms of outcomes, prevention and health 
inequalities?  

There is significant work emerging around progress towards integration and a draft 
framework for Community Health and Social Care Integrated Services.  This framework will 
focus predominately on delivery of outcomes across MDTs, including Primary Care.  There 
will also be a focus on prevention, self-care/self-management and building on individual and 
community assets.  This framework may be able to identify outcomes for the MDTs across 
Primary Care. 

The recent publication on Cluster working has also provided guidance for the clusters on 

the outcomes that are required.  The HSCPs have responsibility for monitoring and 

addressing health inequalities.  Greater focus on this issue both in terms of framework and 

Cluster working should drive forward improvements.  However there is clear evidence that 

those areas experiencing significant health inequalities are vulnerable to issues of 

sustainability in Primary Care and so this can be a particular challenge of reduced capacity 

and higher demands.    

The HSCPs are already delivering against the Health and Wellbeing outcomes.  We 

continue to be part of existing clinical and care governance arrangements and annual 

reporting.  Further work may be required to monitor the performance of MDTs.  This may 

included aspects such as care and support planning, reablement, early interventions and 

care at home.  All of which may not viewed as tradition monitoring of Primary Care activity. 

Evaluation should be designed and developed using a co-production approach - so that the 

metrics are based on what matters to the individual and the difference in outcomes to the 

individual.  Measuring performance on indicators which may distract from what is important 

to our citizens. (i.e. no of staff/ headcount/ FTE). This is particularly important when we 

seek to deliver services in different ways, for example utilising technology. 

 

 

 

 


