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Foreword
The challenges in delivering healthcare sustainably
have been compounded over the last year. The world
has been made more uncertain by accumulating
circumstances with the potential to have an impact
on the health and wellbeing of people everywhere. It’s
impossible not to be concerned by these uncertainties
and the instability people are facing, or saddened
by global events that are leading to such significant
direct and indirect consequences for people’s lives
and security.
In April, the WHO stated that there had been more than 100 attacks on healthcare facilities in Ukraine
since February.1 We must remember that this is not the only zone of conflict across the world where
these type of incidents have occurred, but they have been particularly visible to us. My thoughts are
with the people affected by ongoing crises across the globe, and those who courageously continue
to deliver healthcare in the most challenging settings.
Last year, I spoke of the immense challenges that our health system was facing and how they had been
compounded by the COVID-19 pandemic. I also spoke of how important Realistic Medicine had become
in helping us overcome those challenges.
While life for many of us is becoming less restricted, COVID-19 has not gone away and the pandemic
will continue to impact here and in other countries for some time yet. COVID-19 continues to place
significant strain on the health of Scotland’s people, our workforce and our health and care system
This is my second annual report as Chief Medical Officer for Scotland. I’d like it to be of interest to
everyone, but hope that it will be of particular interest to healthcare professionals here in Scotland.
This year, I focus on five key areas:
1.
2.
3.
4.
5.

Collaborating for a healthier, fairer Scotland
Personalising care through understanding
Innovating for a more sustainable system
Supporting our workforce
The health of our nation

These topics are of great importance to me.
The inequalities exacerbated by this pandemic continue to run deep in our society; life expectancy in
Scotland has stalled. It is widely recognised that Scotland’s health and the inequalities that exist across
our society are deeply intertwined. This must be the foundation on which our emerging strategies are
built on. We must continue to collaborate, innovate and improve access to services, if we are to improve
the lives of people living in our most disadvantaged, most vulnerable communities.
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Encouragingly, there are already excellent examples across Scotland of good practice in tackling
inequalities. In my report, I highlight just a few of the approaches that can help us create the healthier,
fairer Scotland we all wish to see.
As we emerge from the effects of the COVID-19 emergency, many people are waiting longer than
previously to access treatment. It is, however, clear that practising Realistic Medicine continues to make
a positive impact on the people we care for, and remains more important than ever in addressing these
challenges. I am convinced that by listening to what matters to people and involving them in decisions
about their care, we can deliver personalised care they really value. I have provided what I think are some
very positive examples of how colleagues are innovating and improving access to care for people who
need our help the most.
Of course we cannot deliver better care without looking after our workforce. I recognise the immense
pressure that you have been under, particularly over the last two years. The dedication you have shown
and the sacrifices that you have made to help ensure that people continued to receive the best possible
care have been humbling.
I hope that you recognise the importance of the issues I have described in this report and that you
will join me in providing collective leadership to overcome them. I would be delighted to hear any
comments or suggestions you have on how we can further embed Realistic Medicine and help
deliver careful and kind care for everyone.

“We are caught in an inescapable network of mutuality, tied in a single garment of destiny.
Whatever affects one directly, affects all indirectly.”
Martin Luther King
Professor Sir Gregor Smith
Chief Medical Officer for Scotland
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Collaborating for a
Healthier, Fairer Scotland

Equity
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Introduction
The social determinants which lead to inequalities in people’s experience of health are well understood
and have been for some time. We know too that it will take leadership, joint ownership and collaboration
with partners beyond our health and care system if we are to tackle the inequality that exists in
our society. Without this co-ordinated and relentless approach I am concerned that the inequalities
experienced by many may persist, deepen and affect many more.
The pandemic has shown us how precarious circumstances are for many of our communities facing the
greatest hardships. But, it has also shown us how quickly and effectively we can mobilise to support
those most in need.
Providing communities, leaders, funders and planners, across public services and beyond, with a deeper
understanding of local needs, underpins the effectiveness of this response. It relies on mechanisms
to capture data and evidence, routinely assess local needs and share learning to inform local and
national decision making. This includes smarter use of public health data and intelligence, and linked
data on outcomes. It must also include the knowledge and experience of people living and working
within our communities.
Third sector, voluntary and wider community partners have an important role in shaping what we do.
These voices, and the voices of those with lived experience of disadvantage, are crucial. We must
ensure that local need can be identified and addressed through a shared vision and a strong ethos
of collaboration and accountability. Ultimately, collaboration is key and cross-sector working will help
to achieve an inclusive health and care system, and the fairer Scotland we all wish to see.
There are, however, some encouraging signs that we are heading in the right direction. We must continue
to build on and learn from approaches that aim to address the social determinants of health and I want
to highlight some examples that I would like to see become more widespread.

Scotland’s child poverty action plan
Almost one quarter of children in
Scotland are living in poverty; an
unacceptably high number, and one that
requires a whole-nation effort to tackle.
Experience of childhood poverty can
negatively impact on the wellbeing of
families and prevent children from realising
their full potential.2 The impacts of
growing up in poverty can be wide
reaching – including to education
and health outcomes.
Child poverty affects educational
attainment, future earning potential and is a key predictor of youth homelessness.3 In our most deprived
communities, people spend less time in good health than those living in our most affluent (more than
24 years lower for both males and females). People are 18 times more likely to have a drug-related death
in our most deprived communities, and the suicide rate is three times higher than in our least deprived
communities.4 These facts are sombre, but not inevitable. Given what we know, we must
make a relentless and collaborative effort to address the root causes of these inequalities.
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Best Start, Bright Futures – tackling child poverty in Scotland
While a lot of the building blocks for tackling child poverty are already in place through initiatives like
the Scottish Child Payment, Parental Employability Support Fund and embedded advice services, families
living in poverty have reported that this is not enough. Initiatives are often said not to be working for
them the way they need them to. A common theme is that services are not joined up when people
need them most, creating financial and emotional barriers to accessing support.
These systemic problems should be addressed, and while there is no easy fix, continuing to operate
in ways that don’t deliver change for people living in poverty is not an option.
90% of children in poverty come from one of six family types:5
■ lone Parents;
■ families with a disabled adult or child;
■ minority ethnic families;
■ larger families (three+ children);
■ families with young mothers (under 25); and
■ families with a baby under one.

Doing things differently, doing things better
In March 2022, The Scottish Government launched Best Start,
Bright Futures, the second action plan intended to tackle child
poverty. The fact that this is the second plan recognises that
there is much more to be done to improve the lives of children
living in poverty in Scotland. It outlines the key actions needed:
increasing income from employment, reducing household costs
and maximising families’ income.
The approach taken to develop the plan is particularly
encouraging. Close collaboration between local and national
government, healthcare and third sector organisations working
alongside families with lived experience has led to a shared
understanding of what is needed to tackle child poverty
in Scotland.

Figure 1: delivery plan elements

It is not a plan for the Scottish Government but a plan for all of Scotland – recognising the contribution
all parts of our society must make to deliver the change needed.
Best Start, Bright Futures sets a commitment to trial new multi-agency ways of working and
engagement. Work is commencing in Glasgow and Dundee, two pathfinder areas to personalise
support for everyone – delivered with kindness, dignity and respect.
Listening to and understanding what’s important to families, what they need, and when
they need it, sits at the heart of this approach. By doing so the aim is to deliver support
and services that families value, and deliver them in a way that reduces the difficulties
people can face when they navigate a complex system.
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Our role as healthcare professionals
Delivering personalised care is a key principle of Realistic Medicine and also sits at the core of Best Start,
Bright Futures. Many families in, or at risk of, poverty, have regular contact with healthcare and with third
sector organisations. Healthcare professionals are well placed to help tackle child poverty. By building
on our contacts with families and using our trusted role within communities, we can ensure families
are aware of the support they can access, which often sits beyond health. We must be able to signpost
them easily to reliable, high-quality financial, emotional and practical support that meets their needs.
Best Start, Bright Futures aims to create a ‘no wrong door’ approach to support, with a particular focus
on further embedding additional non-clinical and social support roles in General Practice, including
benefit and welfare experts to support families who may not be in touch with other services.

Collaboration is key
This plan is an attempt to shift more focus to prevention and providing personalised support at the right
time, for as long as people need it, to help break the cycle of crisis management and improve health
inequalities in the long term in Scotland.
I am keen to promote the multi-agency, collaborative approach that has been taken here. It is evident
that Best Start, Bright Futures has been developed around the needs of the people it aims to help
and I commend everyone involved. It is precisely the kind of approach we need to help address health
inequalities across all of the social determinants of health.

Anchor institutions
I welcome the work to position NHS and social care providers as ‘anchor institutions’ within our
communities; working with others, such as housing associations, local government and universities,
to nurture the conditions for health and wellbeing.
We can do this by amplifying opportunities in local communities through:
■ increased access to employment in health and care; and,
■ considering how communities can use NHS land and buildings to support their health and wellbeing.
We must work in partnership with the third and voluntary sectors to support people who need our help
the most, helping build strong relationships that connect the building blocks of a healthy community.
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Navigating towards a better life
Case Study 1: Overcoming adverse childhood experiences
Background
The Navigators met “Craig” in the ED when he was brought in suffering from extreme anxiety.
At the time he was in prison. Craig has been in the care system since the age of three because
his mother was addicted to heroin and couldn’t look after him. His childhood was traumatic.
On release from prison he reconnected with the Navigator Service.
Navigator Support
The Navigators have been working with Craig since his release. Initially, he was living in
homeless accommodation but now has his own home. The Navigators connected him with
Fresh Start, a charity who provided all his white goods and essentials and they decorated his
house. Craig has custody of his 5-year-old son; social work were involved on Craig’s prison release
but they are no longer needed due to his progress. Although Craig still suffers from anxiety
things are improving with the help of his GP. The Navigators also connected Craig to the “CALM”
helpline for men, which he has used on a few occasions particularly during lockdown. The
“Running on Empty” fund has helped Craig with food vouchers and phone credit and he now has
a temporary job. The Navigators are in regular weekly contact and will support Craig for as long
as he needs them.
We know that people who have adverse experiences in childhood have
poorer health outcomes and this increased risk continues throughout
life. There is also evidence that this experience may put people at
greater risk of violence, both as victims and perpetrators. We must
adopt a supportive approach, seeking to provide understanding,
personalised care and agency for people experiencing the adverse
effects of violence, to help break these destructive cycles.
The Navigator project provides support within nine Emergency
Departments in Scotland. It’s run by the charity “Medics against
Violence.”6 The service works closely with local Alcohol and Drug
Partnerships given these issues can often affect the same people.
23 highly skilled people make up the Navigators team, some with lived
experience, some with a vast amount of professional experience and some with both.
Although primarily set up as a violence reduction programme, violence rarely comes alone as a concern,
and the team are skilled in helping empower people to address a wide range of issues. Navigators
provide psychosocial support to people who experience difficulties with drug and alcohol use, are
affected by violence, or are in a heightened emotional state. Some clients are living in substandard
housing, or are homeless. Others may be people who are victims or survivors of domestic abuse,
sexual abuse or assault, and people who are affected by a loved one's drug and or alcohol use.
People they engage with may feel completely overwhelmed by their current situation or may feel let
down by services in the past. There’s no “three strikes and you’re out” in the approach taken by this
service, a critical aspect of their approach. Instead, the Navigators roll with any resistance and try to
find any safe way possible to engage with people. Key to this is understanding that trusting another
person or “worker” can be incredibly difficult for some.
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People in crises may be managing their situation as best they can and the Emergency Department can
seem the only safe place to go. Navigators work in a person-centred way. They provide a safe space and
listen to help people explore the reason why they have been in hospital. Navigators actively seek out
people who may need their support and use this window of opportunity – the “reachable moment”
– to plant the seeds of change.
People are encouraged to identify anything that may be a barrier to them accessing support or making
changes. Navigators walk alongside people who need their help, empowering and enabling them to
overcome those barriers. They also draw on their own lived experience, to provide empathy and offer
hope.
Dr Sara Robinson, consultant in Emergency Medicine at the Royal Infirmary of Edinburgh
was pivotal in bringing Navigators to Scotland.
“The Emergency Department is a hectic and unpredictable workplace, which is why I love working
here. Our clinical skills and problem-solving abilities are being used constantly as we move
from patient to patient. But sometimes the problem isn’t medical and we can’t help. Sometimes
the result is medical but the source of the problem is not. Our health is a complex interaction
between our physical, mental and social wellbeing. To improve health we need to tackle more
than just the clinical aspects of it.
That’s where having a team like Navigator really adds value to the work we do and the patients
we treat. The team that make up Navigator are among the most empathic, proactive people
I have ever met. They help and support people to make meaningful changes in their lives.
To move away from violence, addiction or negative social circumstances. They don’t judge,
they listen. They don’t pretend to be able to fix problems, instead they help our patients
find solutions. The Navigator team allow staff and the people we care for to hope.
Patients and clinical staff can’t fail to be inspired by the Navigators ‘can do’ attitude. Our
Navigators challenge us all to be the best version of ourselves, and they support us to get there.”
Here are some views from people who have accessed the Navigator service:

A different service
“The thing is about Navigator is they come to you. ‘Cause a lot of people that need support don’t
actually seek it out. They just kinda let it lie and then things get worse. Whereas Navigator, they kinda
– not in a pressuring way – but they don’t really let you off.”

Connection with Navigator
“I felt like I was talking to a person, you know, not a professional, which was nice."

Empowerment
“The Navigators have definitely gave me that boost sorta reassurin’ us that I can totally change.
They showed me that, it’s like I can dae it, eh? And that it’s possible to dae.”
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Case Study 2: Being believed was the key to escaping abuse
Background
In 2018 the Navigators met Gina when she attended the Emergency Department with her
children, one of whom had been injured. She disclosed to the Navigators that the child’s father
had caused the injury intentionally and that this was part of a pattern of ongoing abuse against
Gina and her children by her husband who was a healthcare professional. Gina had never spoken
to anyone about it before as she didn’t think anyone would believe her as to everyone around
her, she seemed to have a lovely life.
Navigator Support
Gina chose to report to the police and was supported to do this by the Navigators, who she asked
to remain with her when she gave her statement. The Navigators left their contact details but
didn’t hear from Gina again until recently.
Gina’s lawyer who is dealing with the legal side of this case put her back in touch with Navigator
as she was keen to reconnect with them to investigate possible support for her children who
had witnessed and experienced a lot of abuse. Gina is back at work and is receiving regular
counselling. She remembered the impact of being believed on that night in the ED and said it
gave her the strength to make a statement to the police thus ending her abuse. It is also without
question that speaking to someone who had been in the same position as her also made a huge
impact, demonstrating the value of the Navigators’ lived experience.
Importantly, the Navigator service also looks after their Navigators. It actively supports their workforce’s
wellbeing and encourages them to develop and acquire new skills. Key to this is regular supervision and
counselling, because this work is hard and can be challenging.
This is a fantastic example of collaboration that is actively seeking to improve the wellbeing of some
of the most vulnerable people in our society. The way in which the Navigators take the time to listen
– to find out what is going on in people’s lives – and ensure they can access the care and support they
need and value, is an approach we can learn from across our health and care system.
I’m personally grateful to the people who have been willing to share their experiences of the Navigator
approach in this report.
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Naloxone: improving services for people who use drugs
People who access care in crisis are often struggling with multiple issues beside health.
Addiction is often involved. Substance use costs more healthy years in 20-59 year olds than
any other single pathology.

Figure 2: Leading causes of mortality7

Drug deaths leave a devastating impact on individuals, families and the wider community. They remain
unacceptably high in Scotland. I want to draw attention to the work being done on take-home naloxone.
Since 2015, Scotland has been working to distribute naloxone kits; this demonstrates the progressive
collaboration we need to see to provide access to those most at risk.
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The benefits of Naloxone
In 2020, 1,339 people died as a result of a drug-related death.8 A further 1,190 died due to causes
related to alcohol.9 Alcohol and drug-related deaths occur more frequently in communities affected by
socio-economic hardship. These deaths are preventable causes of premature mortality. The numbers
of people dying prematurely has been increasing in recent years, further contributing to a widening
of the gap in life expectancy between our most well-off and least well-off communities.
Preventing drug and alcohol-related harms and reducing inequalities that occur as a result of substance
use require all those involved to embrace the principles of Realistic Medicine.
It requires an approach to people that empowers them to be equal partners in their care and encourages
them to articulate what is important to them. Many people who experience drug and alcohol dependency
have also experienced trauma and adverse experiences in childhood.
Building trust and working through trusted relationships is a key means by which people are supported
from the moment of crisis to achieve their own recovery goals. At a time of crisis and high risk drug use,
people may have multiple and complex needs and a limited support mechanism to draw on.
Naloxone is a lifesaving emergency treatment that can reverse the effects of an opiate overdose.
Scotland was the first country in the world10 to introduce a national naloxone programme, empowering
individuals, families, friends and communities to reverse an opiate overdose.
When someone receives a naloxone kit, they also take part in a wider conversation about the risks
they experience, ways to keep safe and other supports they may need. Naloxone kits can be given
out by trained peer workers, homeless outreach teams and the Ambulance Service. This diversity
of skills and experiences is crucial in establishing meaningful connections with people and increasing
the effectiveness of the programme approach.
The principles of Realistic Medicine also inform and highlight the importance of a Recovery-Orientated
System of Care (ROSC) for people at risk of drug and alcohol harm. A ROSC is a co-ordinated network of
community based person-centred services and supports working to build on the strengths of individuals,
families and communities. A ROSC acknowledges the role that family members, care givers, significant
others, friends and the community can play in a person’s recovery.
Understanding, supporting and promoting this approach is particularly apposite in the light of the impact
of COVID-19. At a time when many statutory and third sector frontline services were extremely limited
in terms of their ability to deliver harm reduction and recovery support, Recovery Communities across
Scotland quickly responded and moved online, providing a diverse and innovative range of activities and
assistance to people in active addiction and those on their recovery journeys. Individuals were provided
with the required equipment, data services and training to access online tools. For a traditionally digitally
excluded community, this represented a major step change and a foundation to build on as we move out
of the pandemic.
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The Ambulance Service experience
The Scottish Ambulance Service (SAS) has created a network of specialised clinical leads to engage
with staff on Take-Home Naloxone (THN), aiming to provide the training required to allow clinicians to
supply THN. As well as training paramedics and technicians, community first responders have also been
included, taking care to the patient as quickly as possible. The supply of THN is expected to be standard
practice in the ambulance service by January 2023.
SAS staff have received education and development related to drug harm reduction and the supply
of THN across Scotland. As of 31 March 2022, 1,275 THN kits have been supplied.11

Figure 3: SAS THN kit distribution

THN has not only been given to people at risk (34% of kits),
but to their friends and family (40% of kits), with the remaining
kits distributed to services supporting those at risk.
78% of people requesting another kit said the previous
one had been used to reverse an overdose.
Alongside staff training, a public information campaign
has been running since December 2021. This has encouraged
the public to engage with THN supply.
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Health board/Alcohol and Drug Partnerships and data sharing
The Scottish Ambulance Clinical Effectiveness Leads (CEL) have forged strong links with all territorial
NHS boards and Alcohol and Drug Partnerships (ADPs) across the country.
From July to December last year, 4,330 incidents were reported to NHS boards via the Scottish
Ambulance Service Non Fatal Overdose Pathway.
Early feedback indicates that around 40% of people reported were not known to services, or receiving
any support for addiction.
The CELs have collaborated with drug treatment and support services to look at the potential
for connecting people with support services when the 999 call is made, ensuring more timely and
equitable access to support regardless of where people live. SAS are also working together with Police
Scotland and Scottish Fire & Rescue service to replicate the Non Fatal Overdose Pathway across all of
Scotland’s emergency services. I would like to hear from other professions about their experiences and
the lessons learned.
In the future, in order that we address these complex challenges, it is important that we ensure that we
involve and activate all of our assets, practising Realistic Medicine and continuing to personalise care and
share decision making. We must harness the strengths and resilience in our communities who are well
placed and well informed to help tackle preventable deaths and to radically reduce drug and alcohol harm.

Conclusion
We must remove barriers to good health where these exist but I remain
optimistic that we can overcome the challenges, if everyone has a fair
chance to thrive. The time for co-ordinated and relentless action is,
however, never more urgent.
Multi-agency collaboration is required to tackle health inequalities,
enable system change and deliver a healthier Scotland.
In this chapter I have shared some excellent examples of collaboration
at a strategic, population and service level. We need to promote and
learn from each of them, and work in partnership across our system
and beyond our traditional way of doing things.
We should be prepared that any progress to tackle our entrenched health inequalities will be incremental.
There’s no easy blueprint for success, and it will take genuine determination to collaborate, moving away
from an organisation-focused approach, to thinking about what we can achieve together across systems.

Considerations
■ How can you ensure that the people you care for never experience opening a “wrong door”
while centring services around their needs?
■ How can we personalise the care we provide and ensure we deliver better value care for the
people who need our help the most?
■ How can you collaborate with partners beyond health to help tackle the inequalities affecting
the people you care for?
14
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Personalising Care
through Understanding

Population
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Introduction
The challenges facing our health and social care system are substantial. COVID-19 has impacted on
the delivery of routine care for longer than first anticipated and as a consequence some longstanding
conditions now require more urgent management. Our services, and our staff, have been under
unprecedented pressure for prolonged periods and we must ensure a more sustainable way
of providing high-quality care.
We know that if people are fully involved in decisions about their care, they are far more likely to value
the treatment they choose. This further reduces waste and potential harm. Therefore Realistic Medicine
provides us with a clear, forward-looking vision to deliver value-based health and care that is rooted in
careful and kind personalised care.
If we are to deliver careful and kind care to our patients, we must also show kindness and compassion
for the people we care for and for each other. Compassion and kindness have the profound power to
enhance our wellbeing, help us make connections, build trusting relationships and increase empathy.
As healthcare professionals, it is our decisions that commit our precious healthcare resources.
By practising Realistic Medicine, we can foster a new culture of stewardship – where we are mindful
of the resources we use and deliver better value care, for the people we care for and for our system.
Over the past two years we have found some innovative ways to help ensure people can access careful
and kind care that they value. In this chapter, I highlight a few approaches that are transforming access
to services and delivering better value care for people who are vulnerable, and those living with multiple
long terms conditions – the people who need our help the most.

Multi-disciplinary teams
During the last two years, as a consequence of the pandemic, the ways in which people could access
treatment and care had to change to protect public health. I understand why some may feel frustrated
at not being able to access care in the way they expected. Colleagues across our health and care system
recognised this too. I’ve been extremely encouraged by their willingness and determination to overcome
these challenges and how they have continued to innovate to find new ways of making sure people can
access the care and support they need, when they need it.
There have been real benefits for people accessing services remotely – some are saving on travel and
time away from work and education, or have been able to be joined by people close to them via shared
video link. As we continue to recover and redesign health and care services, we must also continue to
innovate and improve to ensure people can access care based on their needs and what is important to
them, rather than the needs of the system. In doing so, we can achieve greater equity and more timely
care.
To deliver the right care at the right time we continue to expand community multi-disciplinary teams
(MDTs) across Scotland. This evolves the model of care from the doctor often being the first contact,
to a model where patients will benefit from the range of expert advice from the whole MDT.

16

Chief Medical Officer for Scotland
Annual Report 2021 -2022

MDTs work to ensure people get the right care from the right healthcare professional first time, led by
their GP, supported by the practice team. This means less time spent referring people between services.
It also means more time is made available to support people with complex medical needs. Through the
expansion of these MDTs and this renewed focus on the role of the GP as an expert medical generalist,
the sustainability of general practice teams will also improve. The changes in approach to the way care
is delivered have included:
■ vaccinations – change in model for delivery of immunisation programmes to free practice nurse time
for long-term condition management;
■ pharmacotherapy – more efficient processing of repeat prescriptions and medication reviews;
■ community treatment and care services – providing nursing and healthcare assistant support
for bloods, wounds, ear irrigation and chronic disease monitoring;
■ urgent care services – mainly Advanced Nurse Practitioner (ANP) support in areas such as same-day
care, home visits, care homes; and
■ additional professional clinical and non-clinical services including physiotherapy services, community
mental health services and community link worker services.
The scale and value of this work cannot be underestimated. Over the past four years, the
multi-disciplinary primary care workforce has expanded significantly, increasing the number of MDT staff
per practice from 0.3 Whole Time equivalent (WTE) in 2018 to 2.69 WTE by March 2021, by which time
2,463 WTE multi-disciplinary staff have been recruited.12

Enhancing General Practice capacity indirectly and directly
Making the most of the MDT ensures time is used more effectively, reduces multiple appointments
for the same issue, and frees up time for longer appointments, where required. Evaluation of MDT
contribution (where MDT members are prescribers) in Edinburgh13 has resulted in the following
expectations emerging:
■ One WTE practice-embedded Physio can augment workload capacity by the equivalent
of five GP sessions (half days) per week;
■ One WTE practice-embedded Community Link Worker can augment workload capacity
by the equivalent of one GP session per week;
■ One WTE practice-embedded Advanced Nurse Practitioner can augment workload capacity
by the equivalent of six GP sessions per week;
■ One WTE practice-embedded Mental Health Nurse can augment workload capacity by the equivalent
of five GP sessions per week;
■ One WTE practice-embedded pharmacotherapy team member can augment workload capacity
by the equivalent of three GP sessions per week (average across a skill-mixed team); and
■ One WTE practice-embedded qualified pharmacist would augment workload capacity by more than
three sessions, and make indirect impact on workload through prescribing system improvement.
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Case Study 3: The frailty multi-disciplinary team — Coatbridge
Multi-Disciplinary Teams also provide a context to work across sectors to improve the health
of complex and vulnerable people. In North Lanarkshire an MDT is providing comprehensive
assessment of older people with increasing frailty on a proactive basis.
The MDT includes a local voluntary sector advocacy organisation (Equals Advocacy), doctors
from primary and secondary care, community nursing, rehabilitation team, older peoples’ mental
health team, care at home, link worker and pharmacy.
Escalating frailty is identified by MDT members discussing people they have dealt with or by
the electronic Frailty Index identifying high-risk patients. Patients are offered a facilitated
home self-assessment supported by Equals Advocacy which focuses on a ‘What Matters to Me’
conversation, including anticipatory care planning as well as a comprehensive frailty and carers
assessment. This is brought to the virtual MDT meeting with the advocacy worker acting on the
service users behalf, ensuring they are at the centre of their care.
The MDT formalises a diagnosis of frailty, allocating a key worker and organising a polypharmacy
review. At the MDT a range of additional interventions and referrals are made, such as carers
assessment or falls risk assessment tailored to the person’s priorities and values.
■ In a snapshot of 56 patients who had medication reviews there were 28 new items started
and four increased but also 66 items stopped and 37 doses reduced to give more appropriate
prescribing plans.
■ Those changes resulted in a 31% reduction in anticholinergic drugs — drugs that increase the
risk of, or worsen confusion.
■ It was also associated with a saving of £92 per person per year showing that more
personalised care offers better outcomes and value.
■ In terms of capturing the patient’s wishes, the practices have improved a high baseline level
of electronic Key Information Summary, with 87.5% of those discussed having an active record
and an increase in the number of severely frail patients with an Anticipatory Care Plan from
10% to 25%.
■ Up to 8% of those discussed benefitted from an increase in their care at home package
to support their independence.
Feedback from both service users, carers and members of the MDT has been positive.

“It’s so positive… this new way of working – how everybody is coming together…
and I think it’s the best thing” – (Carer)
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Moving care closer to patients
People living with long-term conditions often have an abundance of knowledge about living with
their conditions and can benefit from sharing experience. Clackmannanshire and Stirling HSCP
supports patients with vitamin B12 deficiency to self-administer their treatment – this approach
enabled 50% of patients to self-administer their own B12 injections and is now offered to the
4,000 people the service supports. This previously accounted for 16,000 appointments annually.13
Appointments, especially in secondary care often involve travelling from home, taking time away from
work or education. In Forth Valley MDT working has allowed 9% more patients to be managed in their
community by a physiotherapist embedded in their practice.
Advance practice physiotherapists embedded in GP practices now offer around 3,000 direct access
appointments per month. Less than 1% of patients require follow up with a GP and less than 2% referred
to secondary care. Rolling out the service, 26 practices with a physiotherapist saw a 9% reduction in
patients requiring secondary care whilst 24 practices without a physiotherapist saw a 13% increase
in referrals.
At a system level this equates to at least 700 fewer referrals to hospitals each year. In addition, the
Primary Care Mental Health Nurse service is delivering more than 4,000 appointments each month,
meaning far more direct contact with mental health services and less than 2% of people being referred
back to GP care. The service is also offering 15 and 30 minute appointments, allowing for longer
conversations to truly personalise care, and reducing the likelihood of secondary care referral.

Tools to access care
Care Navigation is a process to signpost people to the best-skilled person to deal with their needs. There
are now more ways of consulting with patients including telephone consultations, video consultations,
group consultations (shared medical appointments), virtual group consultations and digital interfaces
such as DACs (Digital Asynchronous Consulting) alongside traditional face-to-face consultations.
DACs describes a range of general practice digital tools that support clinical triage and remote
consultations where the clinician and patient are not necessarily present at the same time.
These tools should be used to deliver care in the way best suited to the person being consulted.
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Digital consulting: Near Me
Video-based consultation via the Near Me service, provides virtual access to care. Near Me allows people
and those closest to them to access the care that they need remotely from a setting that suits them.
Some benefits include:
■ reduced need for travel (an estimated 50 million miles of travel have been saved since January 2020);
■ reduced time away from work and education;
■ allowing multiple family members to join consultations;
■ consulting geographically remote specialists or members of the MDT; and
■ reduced exposure to hhealthcare-acquired infection.
The benefits of remote consulting are particularly important in rural communities.

Case Study 4:
“We live in a remote rural area and have used Near Me in our local surgery before the coronavirus
lockdown. It saves us so much time and hassle as we do not need to travel to Inverness for every
appointment (80 miles and two hours each way), but still have the ‘face-to-face’ experience.
Many of our appointments are mainly talking and we can see the benefits for us and also the
hospital from removing the need to travel for every appointment. In addition, we would normally
claim travel expenses for a hospital visit which is no longer needed, saving the NHS money. If we
have to wait for an appointment when the surgery is running late, this would be much nicer to
do in our home rather than in a hospital waiting room with anxiety about our return journey and
our dogs sitting outside in the car park. Of course, lockdown has changed everything, and now it
is also safer to have video and telephone consultations. The reduction in travel is also good for
the environment and indirectly all our wellbeing. Where actual in the room appointments are not
needed, this is such a good thing.”
Click here to view Dr Callum Duncan Consultant Neurologist talking about his experiences of Near Me
The Near Me Quick Start Guide for Practice Administration Staff makes it easier for Practice
administration staff to offer Near Me appointments by providing step-by-step guidance when speaking
to people seeking help. The Near Me system also features an option to “Consult Now”, where healthcare
professionals can send a one-time URL link to a person’s phone or e-mail. This function allows both
professionals and the people they care for connect instantly via video call. This allows for rapid
conversion from phone to video, which can reduce the need for in-person follow-up.
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Group consultations
Group consultations have gained popularity over several years. Shared medical appointments give the
flexibility to deliver high-quality routine care to improve outcomes for the people we care for.
They are recognised as being effective and efficient use of clinicians’ time.14 More importantly,
they provide a safe environment where people can gain mutual support from others as part of their
self-management.15 People also often find it easier to complete a course of group sessions online,
saving them time when they do not have to travel to attend.
Many in-person groups ceased during the pandemic and a video group solution that was safe and
simple to use for both patients and clinicians was requested. In response, a Group Consulting feature
was launched in November. This allows up to 30 participants to take part in a patient-friendly and
secure video meeting. Current users of group video sessions include Dietetics, Clinical Psychology,
and Psychiatry, and they have enabled people to remain connected with their healthcare team
as well as access peer-to-peer support and shared decision making.
I’d encourage you to take a look at the resources available to support professionals to set up and
run Near Me Group Consultations

Figure 4: use of Near Me group consultations by specialty 1 December 2021 to 31 January 2022
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Transforming access to care for people who have suffered sexual assault
Work to transform and personalise care for people who have suffered rape and sexual assault
is an outstanding example of collaboration and change, driven by a shared desire to help people
in an extremely vulnerable moment.

Case Study 5
In 2019, 19-year-old Katie was drugged and raped. She reported it to the police who made
arrangements for her to attend a new Sexual Assault Response Coordination Service (SARCS),
provided by her local health board. The SARCS staff looked after her immediate health and
wellbeing needs, such as checking if she was at risk of pregnancy and testing for sexually
transmitted infection. As the assault was within the previous seven days, she also had
a Forensic Medical Examination (FME).
The SARCS provided a quiet and friendly healthcare environment, in contrast to the police
station, which was the former location for FME in that health board area. Nonetheless,
when Katie arrived, she felt scared and unsure of what was going to happen and just wanted
go home to her own bed where she felt safe.
A nurse at the SARCS offered Katie a hot drink and something to eat, and sat with her while
they waited for the FME to begin. This was a comfort to Katie, and helped to make her feel safer.
Katie was also comforted by the support provided by the nurse during the FME, who ensured
that she was always aware of what was going to happen next and why.
After the FME, Katie was offered longer-term support from a designated nurse called Barbara.
Barbara coordinated Katie’s ongoing health and wellbeing support, including a referral for
specialist counselling, and support to obtain a certificate to be absent from work, meaning
Katie didn’t have to arrange these herself. Katie also had access to a family service, meaning
her mum also got the support she needed.
Over time, Katie and her mum began to feel like they were more able to manage day to day.
When Katie was contacted by Barbara after 12 weeks, she said she felt much better. She was
receiving advocacy support from Rape Crisis Scotland and was due to start her counselling.
Barbara reassured Katie that while she would not contact her proactively, she could get
in touch with her at any time.
When reflecting on her experience recently, Katie told Barbara that the care she received
during this difficult time was invaluable. She said she felt listened to and respected by the
SARCS staff at a highly traumatic time in her life. The SARCS was a peaceful space and the
nurse gave her time to comprehend what had happened and made her feel able to get the tests
that she needed. Katie felt that she was able to speak and be heard without feeling judged.
Katie said that this support has enabled her to find the courage and strength to go forward
and live a full life and that such support can help someone to survive the trauma that
a rape or sexual assault can cause.
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In 2017, a CMO taskforce was established by my predecessor, Dr Catherine Calderwood, to lead the
improvement of Forensic Medical Examination (FME) services in Scotland to provide person-centred and
trauma informed healthcare for people of all ages . A Forensic Medical Examination (FME) is a type of
examination for people who have experienced rape or sexual assault and is carried out by a specially
trained doctor, who may be able to collect evidence that could help the police.16 The taskforce has had
wide representation and contribution from across health, justice, social work and the third sector.
Listening to the views of people with
lived experience has been pivotal, and
has helped transform the way services
are delivered. The taskforce has
ensured:
■ no one has to go to a police station
for an examination;
■ sexual Assault Response
Co-ordination Services (SARCS)
now operate in each health board
across Scotland*;
■ SARCS staff are trained to provide
medical, emotional and practical
support to people in the days following an assault; and
■ people who experience rape or sexual assault are supported and empowered to ask questions before
they decide to go ahead with any aspect of care.
Understandably, some people who
have experienced rape and sexual
assault, may be undecided whether
to talk to the police. Having the choice
to self-refer for a FME is an important
aspect of giving people control at a
time when it has been taken away. The
Forensic Medical Services (Victims of
Sexual Offences) (Scotland) Act 2021,
which commenced on 1 April 2022,
provides people aged 16 and over
the ability to access healthcare and
request an FME without first having
to make a police report. Any evidence
collected during this examination will
be securely stored within the SARCS
for 26 months, giving people time to decide on whether to make a police report.
A National Strategic Network is being established under the NHS, to provide continued national
leadership for the improvement of SARCS and to help ensure the highest standards of patient care.
* NHS Borders SARCS expected to be operational by Summer 2022
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Preventing long-term ill health
As well as ensuring access to services people need, we must prioritise the prevention of illness and its
complications including obesity and the metabolic disease associated with it. This opens up ways to
prevent long-term ill health with benefits to the individual, reduces the need for healthcare, improves
quality of life and helps people to continue doing what matters to them.

Case Study 6
David is a taxi driver from Edinburgh, who benefited from the “Counterweight Plus” intervention
See his story here

There is also a whole system benefit in reducing the volume of complications and people requiring long
term care, ultimately delivering value-based health and care – better value for the people we care for and
for our health and care system. In Scotland, two in three adults are living with excess weight. This is even
more marked among our least affluent communities.17 In addition, the number of people living with type
2 diabetes (T2DM) is increasing. The Scottish Diabetes Survey (2020), shows that 278,239 people are
currently living with type 2 diabetes, a 46% increase since 2008.18
It is however possible for people recently diagnosed to achieve remission through intensive weight
management programmes.19 Remission for people with type 2 diabetes means that blood sugar levels
are controlled without the need for any diabetes medication.20
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MDT working between clinicians, dietitians and psychology delivers an intervention: Counterweight
Plus.21 It focuses on supporting people to achieve remission through significant weight loss. Studies
have shown that this approach works,22 with nearly half of the study group achieving remission and
for those who lost 15kg or more, up to 86% were in remission at 12 months.
In direct response to the need to support people during the pandemic, Counterweight Plus has been
delivered remotely via NHS Near Me, with scales, blood glucose and blood pressure monitors given
to people to use at home. This has allowed greater reach, faster access and ensured people received
vital support .
Counterweight Plus Outcomes:
■ 60% of patients lost >10% of their starting weight
■ 40% achieved remission of Type 2 Diabetes
This is value based health and care in action. An approach guided by clinical and cost effectiveness
evidence, where people access care they value and are supported to live longer, healthier lives.
Getting it right takes team work. I would encourage healthcare professionals to consider how they
can work in partnership with their MDTs to deliver proactive, value-based interventions like this.

Sharing information about things that matter
Providing personalised care based on what matters most to people, is a key tenet of Realistic Medicine.
This extends beyond improving care and preventing ill health through to ensuring we know and
understand the wishes of those with long-term health conditions.
We must ensure our health services deliver a good quality of life for people as well as ensuring they
are able to die with dignity and in comfort. We must create confidence between people and their health
professionals that the right care will be provided in the right place, informed by what matters most
to the people we care for. Previous Realistic Medicine reports have highlighted the related issues
of inappropriate investigation and over-treatment, especially towards the end of life.23
I’ve listened to people expressing frustration at having to repeat their “story” to every new professional
they encounter. People expect that those charged with providing their care will share as complete a
picture as possible of the person in front of them. In a health emergency that “story” may include vital
information, such as a person’s wishes for care and treatment when their health deteriorates, and what
really matters to them.
Emergency care and treatment decisions must be personalised to the individual patient. As healthcare
professionals it is crucial we know that the care we provide is what the people in front of us would
choose if able; failing to do so runs a significant risk of moral injury to those providing emergency care.
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Where people have not had the opportunity to discuss and record their care preferences, or where this
information is not immediately accessible to emergency care providers, there is grave risk of doing harm
through distressing over-medicalisation. There is an equally grave risk of dangerous under-treatment
when rapid emergency treatment decisions are made based on limited or inadequate information.24
Research has repeatedly established that where people have been able to have conversations about
their treatment preferences, and these have been recorded in the Key Information Summary, they have
been significantly more likely to die out of hospital, at home or in a homely setting.

ReSPECT
The ReSPECT process elevates care planning to a new level. It highlights and supports an intuitive
conversation as integral to the process, and its implementation goes hand-in-hand with staff
development.
The digital version of the ReSPECT process presents a transformative opportunity to meet that need,
with a robustly sharable record, underpinned by a truly person-centred process.
The aim of ReSPECT is to have a single, accessible, shared record for each person, produced with them,
centred on what matters to them. This record can evolve as the person’s condition changes and aims
to serve as a guide when an emergency does happen.
The ReSPECT process is for everyone, but will have increasing relevance for people who have complex
health needs, people who are likely to be nearing the end of their lives, and people who are at risk
of sudden deterioration or cardiac arrest. Some people will want to record their care and treatment
preferences for reasons personal to them.
I see the future as embedding ReSPECT alongside other care planning tools to help ensure people
receive the care that matters to them. They must have the opportunity to share in decisions about
their care in a way that they understand and are comfortable with.
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Scottish Capsule Programme (ScotCap)
Public Health restrictions during the pandemic have led to some people waiting longer to access
services, including diagnostic testing. Innovation is required to help ensure people can access the
tests they need, when they need them. The Scottish Capsule Programme seeks to do precisely that,
and at the same time significantly reduce the number of people who need endoscopy.
The Scottish Capsule Programme (ScotCap) introduces a new technology,
Colon Capsule Endoscopy (CCE), to Scotland.
CCE is a “pill” that contains two cameras, it’s swallowed and as it travels
through the gut, it takes 50,000 images of the bowel lining. The capsule
wirelessly transmits the pictures it takes to a data recorder, worn by the
patient. In addition to this, people wear a detection “vest” which helps
localise the position of the capsule as it travels through the body.

CCE offers several benefits to patients and their healthcare team:
■ It is far less invasive than optical colonoscopy;
■ Can be delivered closer to home; and
■ Reduces stigma compared to traditional optical colonoscopy.
In rural and remote areas, e.g NHS Western Isles, the CCE service
works with the “Hospital at Home Team” to deliver the procedure
at home supported via Near Me, together with nursing staff from
a delivery partner.
Feedback has been extremely positive. One person who recently
underwent CCE said

"it's a lot easier. It's just swallowing a tablet, the prep is just the
same as for a normal colonoscopy and it's a really good option
if you're worried about the procedure as it's a lot less invasive.
It's painless, it's not uncomfortable at all, it's easy to do and as
long as you follow your prep work, it's straight forward, I'd definitely recommend it."
The ScotCap Playbook summarises key information encompassing patient information, bowel
preparation, vetting and reporting procedures, data capture from every person participating
in the national programme and a summary of the latest evidence base.
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Conclusion
Our pandemic response has demonstrated our resilience and ingenuity
– our capacity to innovate at speed. Our ability to tap into a wealth
of creativity and our determination to find novel solutions to the
challenges we face.
Our workforce has adapted and repurposed to confront the unique and
sustained demands of COVID-19, and I want us to preserve that agility
and strength in depth as we continue.
 eople must be supported to access the care that is right for them.
P
Our system and indeed our national psyche is focused on care being
doctor led, when there is clear evidence that other members of the
Multi-Disciplinary Team are better placed to provide the care people
need and value.
The work to develop SARCS demonstrates the value of truly personalised care and ensuring people have
control over their care even in the most difficult circumstances.
We have a clear ambition. We want people who live or access services in Scotland to have more years
in good health, and to reduce health inequalities.
We must promote innovation and adopt new and better ways of working; redesign the system around
the people we care for, and what matters to them; and ultimately prioritise prevention, improve
population health and reduce inequality.

Considerations
■ Does your service support personalised care and ensure people can access the care they
need at the right time?
■ How can we modernise pathways to deliver careful and kind care in a way that eliminates
harm and waste from our system?
■ What can we, individually and as a profession, do to ensure people live the longest good
quality life possible?
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Improving and Innovating
for a More Sustainable System

Workforce

Equity
Population
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Introduction
Innovation and improvement are key to delivering value-based health and care. Medical science does
not stand still nor does the world in which we practise.
Research has the power to transform and save lives, improve outcomes for the people we care for
and drive a modern, innovative health and care system. From observational studies through to trials
of the newest treatments and technologies across all disease areas; the opportunity for researchers,
healthcare teams, patients, and the public to come together to drive advances in healthcare has never
been greater. The importance of research and novel treatment has been brought into sharp focus
by the pandemic.
The measures needed to keep our NHS staff safe – single-use PPE for example – have contributed
to significant waste across our health and care system . We are amidst a climate emergency and as our
largest employer, NHS Scotland has a key role in helping Scotland achieve net zero. We must find new
ways of working and a more sustainable way of doing things.
In this chapter I highlight just some of the work of Scotland’s Chief Scientist’s Office, now in its
50th year, as well as some of the work that aims to deliver a greener, more sustainable health
and care system.

COVID-19 research response
The last two years have demonstrated how vital research has been in understanding, treating and
vaccinating against COVID-19. The response of Scotland’s research community was rapid, joining
the world effort to combat the pandemic and save lives.
Research shows the value of national and international collaboration with health and academic partners.
The remarkable efforts have enabled world-leading research into understanding the risk factors
for COVID-19 (ISARIC and GENOMICC trials); therapeutics such as dexamethasone and tocilizumab
(RECOVERY trial); and vitally, brought about the approval of COVID-19 vaccines which are a key part
of our recovery.

Case Study 7: Genomicc
Led by the University of Edinburgh, GENOMICC is the world’s largest study of the genetics
of critical COVID-19, involving more than 57,000 people. Latest research (March 2022) has
identified some 16 new genetic variants associated with severe COVID-19, including some
related to blood clotting, immune response, and intensity of inflammation. These findings will
act as a roadmap for future efforts, opening new fields of research focused on potential new
therapies and diagnostics with pinpoint accuracy.
Reaching this stage would never have been possible without the enduring professionalism, ambition,
and energy of our dynamic research community. And whilst the COVID-19 pandemic has been
unprecedented, it provides important lessons for the future of research.
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The value of research

Figure 5: the SCOT-HEART trial

People are more aware of research than ever before. Almost all NHS boards in Scotland are
research-active, and in the last year alone over 43,000 people in Scotland25 have taken part in research.
Embedding clinical research at the heart of care is vital. Benefits include:
■ better health outcomes: earlier diagnosis, novel treatments and prevention of illness.
■ “research-active” hospitals have lower mortality rates, not limited to research participants.
■ £1 invested in medical research delivers an annual return of around 25p.26
Medical research in Scotland creates jobs, income and savings for the NHS, international competitiveness,
and economic growth.27 Scotland already has one of the largest life science clusters in Europe with over
200 medical technologies companies, 150 pharma services companies and 750 organisations, together
employing over 40,000 people.28 With an ambition to become the fastest growing health innovation life
science cluster in Europe, the role of NHS Scotland as a powerful driver of research, development and
innovation cannot be overstated.

Recovery and redesign
We are at a significant moment in global healthcare. Data and analytics, cutting-edge technologies,
and treatments, including precision medicine, immunotherapy, genetics and artificial intelligence, are
transforming the way we treat the people we care for.
Restoring Scotland’s diverse portfolio of research across all research phases, treatment types, and
conditions is vital as we recover from the COVID-19 pandemic and look to redesign and improve services.
Research helps create the conditions for a modern health and social care service that is focused on
providing the evidence we need to deliver value-based health and care.
Work continues to enable further trials of the most advanced healthcare treatments, diagnostics and
medical technologies and bring them to people faster. Research is also being used to help understand
what doesn’t work (lower-value care), so we can improve best practice and focus our precious resources
on providing healthcare that people really value and will benefit from.
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We are rightly proud of our history of pioneering medical innovation and must build upon this to deliver a
more sustainable health and care system for the people of Scotland. Saving and Improving Lives – The
Future of UK Clinical Research Delivery – sets out an ambitious vision to realise the true potential of
clinical research. It builds on our proven ability to work together, across the research community, across
nations and across sectors in pursuit of a common goal – to create a clinical research delivery ecosystem
which will shape the future of healthcare and improve people’s lives for years to come.
I want to take this opportunity to recognise the difference Scotland’s CSO has made to our lives over
the last 50 years. We are a nation living with high levels of complex disease. We must continue to invest
in vital research to find treatments that can transform the lives of the people we care for, not only in
Scotland but also around the world.
We must build on our achievements thus far and utilise our research environment – a single unified
health system, nationwide research infrastructure, some of the best medical experts and high-quality
electronic health data to innovate and improve and transform the outlook for Scotland.

A sustainable health and care system
In my last annual report I began a conversation on the need
to improve the environmental impact of the way we provide
care. There is an urgent need to act to address the climate
emergency and loss of biodiversity. In line with the rest of
society, NHS Scotland needs to accelerate efforts to cut
greenhouse gas emissions and become environmentally
sustainable, and Scotland’s target date for achieving net-zero
emissions has now been brought forward from 2045 to 2040.
I recognise the importance of environmental sustainability
and climate action to many of you and how this is integral to
our work and personal lives. I share this commitment to ensuring we deliver a more sustainable way of
working and living. We must find a way to better focus our adaptation and innovation to address this
emergent challenge.
Many of the actions needed in response to the climate emergency and the environmental crisis have
positive health impacts. Cutting emissions and restoring biodiversity improves air quality and can reduce
the incidence of or improve outcomes in diseases such as asthma, heart attacks and stroke. Eliminating
pharmaceutical residues from wastewater prevents harm to biodiversity and limits the growth in
antimicrobial resistant bacteria.
NHS Scotland has shown throughout the COVID-19 pandemic that it can act quickly in a crisis.
Now, more than ever, there needs to be a focus on ensuring our health and care services are used
equitably and sustainably in order to meet the needs of the people of Scotland – as well as those
of our future generations.
A new NHS sustainability strategy will be published later this year. It will set out the approach
and actions which will be taken by NHS Scotland, with support from the Scottish Government and
working in partnership with others, to respond to the climate emergency. Its focus is on improving the
environmental sustainability of the NHS, while also recognising the role that the NHS has in relation to
helping achive the UN Sustainable Development Goals relating to social and economic development.
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Where and how
The way we provide care can have a major impact on both our communities and our environment, and
can support our transition to a net-zero health service. By transforming where and how we deliver
services, we can empower people to have more control over their health and wellbeing and deliver care
which is environmentally sustainable, which increases our contribution to supporting good health and
helps to reduce health inequalities.
Our NHS should act for the benefit of the local communities we serve and recognise that we can
positively contribute to local areas in many ways beyond providing healthcare. As anchor organisations,
NHS bodies have an unrivalled opportunity to model the sustainability goals around fair employment,
gender equality and sustainable communities.
Our approaches should make a difference to local people including staff. By working in partnership with
our local communities, we can design and use our buildings and spaces for social benefit. This includes
providing access to better, greener outdoor space, and opportunities for recreation and physical activity,
as well as reducing environmental impact.
NHS Scotland has already made significant progress in creating a sustainable health service but more
needs to be done. We need to build on the good work that’s underway, and make sure sustainability
becomes everyone’s responsibility.

Case Study 8: NHS Greater Glasgow and Clyde
NHS GGC has invested in excess of £1million for a variety of greenspace and biodiversity
projects to improve people’s care experience and staff wellbeing. The Board recognises that
our experiences over the last two years mean that this has never been more important.
The Board’s approach involves close collaboration with key partners:
■ NHS GGC have signed up to the Sustainable Glasgow Green Economy Hub Charter.
A commitment by leading employers in Glasgow to take action within their own organisations
and sectors to contribute to a green recovery and radically reduce the city’s carbon emissions.
■ Climate-Ready Clyde: a cross-sector initiative funded by 15 member organisations and
supported by the Scottish Government to create a shared vision, strategy and action plan
for an adapting Glasgow City Region.
■ Glasgow Caledonian University’s School of Built Environment for undergraduate and
postgraduate development in technical areas of expertise required to meet this challenge.
■ Clinical institutions: working with clinical colleagues to embrace change, given they
are the biggest users of resources and producers of waste.
■ National Agencies: working with regulatory bodies.
Glasgow’s approach is delivering more sustainable buildings and greener environment. The £71
million North East Hub will be NHS GGC’s first net zero building for heating and power through a
range of measures including the use of air source heat pumps and electricity generated by solar
panels. The Hub has a courtyard designed to make better use of green space to support wellbeing.
Clydebank Health And Care Centre, which is nearing completion, has also been designed
to utilise the district heating system using heat from the River Clyde harnessed by water-source
heat-pumps.
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Sustainable care

REALISTIC
MEDICINE
WE CAN:
BUILD A PERSONALISED

APPROACH TO CARE

CHANGE OUR STYLE TO
SHARED DECISION-MAKING

REDUCE HARM
AND WASTE

TACKLE UNWARRANTED
VARIATION IN PRACTICE

AND OUTCOMES

MANAGE RISK BETTER

BECOME IMPROVERS

AND INNOVATORS

Achieving Scotland's climate goals and Realistic Medicine fit naturally
together. To become a sustainable and greener healthcare provider,
we must deliver safe, effective, personalised care, and reduce harm
and waste through improvement and innovation. Realistic Medicine
promotes a culture of stewardship of finite NHS resources, where
we take responsibility, individually and collectively, to use our healthcare
resources wisely.
Healthcare professionals are the stewards of the resources we use in the
care we provide. The NHS in the UK has experienced growth in demand29
for healthcare services of around 4.5% per annum and almost two thirds
of it is generated by increases in the volume of activity, or innovation.30

If we wish to see a more sustainable health and care system, we must focus our efforts on reducing
the waste and potential harm caused by both under treatment and over investigation.

Value-based health and care
Realistic Medicine asks us to respond to the twin threats of harm and waste by focusing on the concept
of value. When there is only enough resource to make interventions available to a few people, those
interventions are offered to people who have most to gain and who are more willing to accept the
risk of potential harm – in these circumstances, we are delivering high-value healthcare. However, as
investment and resources increase, interventions are offered to people who are less severely affected,
so the maximum benefit that this person can expect is less but the probability and magnitude of harm
remains the same. By being mindful of the dangers of going beyond the “point of optimality” – we can
maintain the best balance of benefit to harm to the people we are for.

Value-based health and care can help relieve some of the pressures we are experiencing across health
and care. It presents us with an incredible opportunity to provide more equitable, better-value care for
the people we care for and for our system.
Let me be clear: value-based health and care is not primarily about saving money, or delivering
efficiencies. It’s about us, working with the people we care for, to consider whether a treatment or an
investigation is going to be of value to them. By discussing the evidence, the risk and the benefits of
available test and treatment options, we will be able to optimise the use of our precious healthcare
resources and reduce harm and waste. In doing so we can relieve some of the workload pressures we are
experiencing day in, day out, make better use of the resources at our disposal, increase job satisfaction
and provide care that people, and those closest to them, really value.
As we remobilise and reform services, we must build towards a more sustainable health and care system
that delivers the better value care we are looking for.
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Conclusion
Scotland has been at the forefront of medical research for five decades
and this innovation has brought about real benefits every day for us, our
colleagues and the people we care for. We must innovate to deliver value
based health and care for the future. Failure to protect the environment
around us has direct consequences but also longer-term risks changing
patterns of disease and our ability to treat it.
This year’s World Health day was titled ‘Our Planet: Our Health’, noting
that “an environmentally sustainable health system would improve,
maintain or restore health, while minimising negative impacts on the
environment and leveraging opportunities to restore and improve it, to the benefit of the health and
well-being of current and future generations.”31
Like many of you, I wish to see a sustainable innovative health and care system in Scotland that secures
our future and that of our future generations.

Considerations
■ How can you improve and innovate to help deliver a more sustainable system?
■ How can you make better use of evidence and research to deliver better-value care?
■ Can you change the environmental impact of your work, and better still, improve staff
wellbeing?
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Supporting Our Workforce

Workforce
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Personal reflections Professor Sir Gregor Smith
Even before the pandemic began to exert its unprecedented
impact on healthcare, it was evident that aspects of working
in health and social care were becoming more challenging
for many people. Over the last two years, however, these
challenges have become amplified and more widespread.
 olleagues across Scotland have worked tirelessly, often in
C
extremely difficult circumstances, and have continued to
provide high quality treatment and care for the people of
Scotland. I want to start the final chapter of this report by
recognising the incredible contribution of Scotland’s health
and social care staff over the past two years and to convey
my pride and gratitude to them for their commitment and skills.
But as we recover and restore health and care services we must recognise the toll that caring through
the pandemic has had on our workforce. I listen to accounts from colleagues of their experience almost
every day and I know that some people feel disenfranchised and undervalued. This has to change if we
are to recapture fulfilling careers for all and sustain this remarkable commitment and expertise that
people offer day after day.
People are more than employees: they are colleagues, patients, family members and carers. They are
sports people, musicians, artists, writers and so much more. They come from diverse backgrounds and
cultures, have different preferences and priorities, hopes and concerns. Some feel more able to speak
out than others.
We must provide a working environment and culture which recognises this. Retaining and supporting
our most valuable resource is vital if we are to deliver the optimal care for those who need our help now
and in the future. We must provide our health and care professionals with the support they need to fulfil
their roles, achieve their full potential, and ensure that they feel appreciated and valued.
I am highly aware of the pressures that health and social care professionals continue to face. Workplace
stress in healthcare is proven to affect both the quality of care and patient satisfaction.32 Work, when good,
is a protective factor for our mental health yet, contrarily, we recognise mental “distress” as a normal reaction
for healthcare workers to some of the events we experience. “Normalising” stress, whether chronic or acute,
is not, and cannot become, acceptable. It therefore has become increasingly important to consider how we
address both the underlying causes of this and to support our staff emotionally and psychologically in their
everyday work, to ensure that they are able to continue delivering the highest standard of patient care.
I know too that consistent access to some basics would help. Access to hot meals and refreshments
throughout the working day, changing facilities, adequate car parking and bike storage, for example.
These are seemingly simple expectations that I hear feedback about regularly. I’m committed to working
collaboratively with representatives and organisations from across the professional spectrum to
understand staff experience, and to help build supportive multi-disciplinary teams that are focused
on providing fulfilling care and support to patients and colleagues alike.
The GMC undertakes and reports a survey33 each year that is valuable in assessing trends in the
experience and attitudes across the medical profession. The State of Medical Education and Practice
in the UK (SoMEP) uses the GMC’s own in-house data, primary research and other external data sources
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to help understand and raise awareness of important issues in UK healthcare. Since 2019, the primary
research feeding into this report has included an online survey of doctors: the SoMEP barometer survey.
The barometer includes seven burnout assessment questions from the Copenhagen Burnout Inventory.
In the last survey, published in November 2021, there are indications that support some of the important
and worrying messages I hear directly from colleagues;
■ 12% of doctors in Scotland were categorised as being at a high risk of burnout i.e. gave a negative
response on 6-7 of the 7 indicators (compared to 17% of doctors surveyed in all UK)
■ 15% of doctors in Scotland were categorised as being at moderate risk of burnout i.e. gave a negative
response on 4-5 of the 7 indicators (compared to 15% of doctors surveyed in all UK).
Of particular concern is the finding that fewer doctors from a black and minority ethnic background,
particularly those who identify as Asian/Asian British doctors, feel that they are supported by their
immediate colleagues or agree that they are part of a supportive team. There is also evidence of a
widening gap between the experiences of disabled and non-disabled doctors, with almost twice the
proportion of disabled doctors reporting dissatisfaction and struggle with workload, or who were
categorised as high risk of burnout.
5% of doctors in Scotland had taken steps to leave in 2021 (compared with 7% of doctors surveyed in
all UK). This is a rise of 1% in 2019 and a further 1% in 2020. It’s critical that we fully understand the
underlying reasons for this and take action to address it – particularly for those groups of doctors who
are most at risk of leaving and those who feel less supported.
There is, however, progress despite these challenges. The survey also identifies a rise in the proportion
of doctors who agree that they know who to contact to discuss matters relating to occupational health
and wellbeing. There is more work to do here but this is encouraging. There are many examples of
approaches around the country that are making a difference to staff experience and I share them
in the hope that they become more visible and accessible, with consistency, across the country.

Improving retention in the medical workforce
Work to improve retention is central to the overall work to ensure confidence in longer-term medical
workforce modelling. Linkage of clinical service demand and workforce provision will be key to ensure
recruitment and training of a sustainable future medical workforce throughout the career spectrum,
from undergraduate, though training employment and on to retirement.
In hospital specialties, those most at risk of leaving the profession are those in the years before
retirement. In General Practice this appears to occur sooner, in the mid-career period.
Factors affecting the retention of medical staff are well documented:
■ current vacancies;
■ commitments to service expansion;
■ acute demands from recovery plans;
■ service development requirements (short-medium term); and
■ 2015 pension scheme changes, including the alignment of occupational pension
with state pension age.
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The Health and Social Care National Workforce Strategy, sets out the need for action to improve
retention across the health and social care workforce. Analysis of the medical workforce action plan
is underway to identify high risk points, initially focused around hospital consultants approaching
retirement. In parallel, further work is ongoing to address retention issues among General Practitioners,
as well as retention at the early and mid-stage of postgraduate training. This will require co-ordinated
policy and decision making from undergraduate training through to retirement.
Delivering these retention priorities is the main focus of the Scottish Shape of Training Transition Group.
Work on late-stage consultant career is being developed to help ensure alignment of retention priorities
with wider work on medical workforce supply/demand, and longer-term medical workforce planning.
In recognition that the approach will benefit from multi-system input, collaboration is welcomed
between Scottish Government, the BMA and partnership input from the GMC and other professional
organisations (through the Scottish Academy). They will work collaboratively with leads from NHS
Board Executives Groups including Board CEOs Group, Scottish Association of Medical Directors and HR
Directors Group. Policy and professional support from Scottish Government Health Workforce Directorate
will ensure appropriate support and policy linkage.

Peer-to-peer support — Dr Carlyn Davie
“At the beginning of the pandemic, COVID-19 was a new illness that we knew little about and it’s
no surprise that the additional pressure and uncertainty that it brought took its toll on healthcare
professionals. I am proud to have been part of a team who started a Peer Support Service in the
Emergency Department at the Royal Infirmary of Edinburgh at the start of the pandemic.
Peer Support involves providing the first line of support to healthcare staff after a stressful event or
when personal stressors are impacting on your work life. We know from the literature that those who
work in healthcare prefer to receive support from their peers.
A multi-disciplinary team have been trained to offer early, confidential, psychological first aid to
colleagues when required. Psychological first aid is defined as a compassionate presence, designed
to mitigate acute distress and assess the need for continued mental health care.
Staff can contact a peer supporter formally through a dedicated email address or informally by
approaching them directly to arrange a time to meet. All Peer Supporters have had formal training
to fulfil this voluntary role and are supported through monthly supervision sessions.
Our Peer Support Service has subsequently been supported and rolled out across NHS Lothian
and our Health and Social Care Partnerships.
As we take stock of the current challenges facing the NHS and taking steps to recover our staff,
we feel that Peer Support is an important piece of the puzzle.
My aspiration going forward would be that Peer Support becomes imbedded in the culture of our
organisation and that this training and support is available to staff in all Health Boards across Scotland.”
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Case Study 9:
I used the Peer Support Service after the sudden loss of my mother.
I was struggling with work, trying to hold everyone up and life in general.
I’d seen the Peer Support posters in the staff room.
I found the service a truly positive and helpful process.
I was able to talk, cry and more importantly, was listened to.
I did not feel judged. I felt cared for and supported. After getting everything out I was able
to process life again and begin to move forward and focus the positives again.
I am not someone who talks about feelings but the peer supporter really made me realise
the importance and need for this.
Thank you so much for your help and support. I really would encourage others to engage
and I will use again if I need anything.
Following the success of the programme in Lothian, NHS Grampian is in the process of launching
their own staff support scheme.

Developing tomorrow’s leaders

Effective leadership, role modelling and embedding values of kindness, compassion and collaborative
working creates a psychologically safe environment where all staff can excel, and improve care across
Scotland.
But what makes leadership “effective” at this time? Scotland needs leaders who are inspirational,
empowering, promote wellbeing, and who understand that it is our people who are tirelessly stepping
up to meet the challenges we face in delivering healthcare day in, day out. There are some excellent
examples of compassionate leaders like this across the health and social care system, but it also needs
more leaders whose backgrounds are truly representative of the diverse workforce it employs.
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Our collective aim must be to create and support people in health and social care to become leaders
who focus on public sector values and an ethos of integrity and kindness; leaders who understand and
enable a diverse, agile and dynamic workforce to respond to future challenges. And leaders who nurture
and inspire the next generation to develop their own path towards these critical roles.
I was fortunate to encounter people who inspired and supported me during critical points in my career
development. Though I came from a working class background, with a state school education, there were
still people in senior roles with similar backgrounds, values and cultural experience that I could identify
with and I recognise the privilege conferred by other characteristics that I possessed. Though the gender
mix of leadership has undoubtedly improved, the same cannot be said about the presence of leaders
from minority ethnic backgrounds and this must be addressed as a matter of urgency.
A key outcome, therefore, will be to create a diverse, inclusive and values-driven workforce in both health
and social care that at all levels reflects the diversity in our communities – including socio-economic,
ethnicity, gender and disability. Talent identification and succession planning are key tasks for leadership
roles and are, in my view, one of the more enjoyable aspects of leadership.
The new National Leadership Development Programme (NLDP) will help to deliver on ambitions
in the National Workforce Strategy, NHS COVID Recovery Plan and the new National Care Service,
to ensure we nurture our talent and provide them with the skills required to lead and enable change,
and deliver better services and ultimately better outcomes.
The NLDP will complement leadership development and support at local levels within health, social work
and social care workplaces. It is being designed for leaders at all levels across health, social care and
social work, in the public, independent and third sectors.
Key areas that have been identified as a priority for development in year one of the programme include:
■ TURAS re-design.
Creating a new digital capability allowing all staff across the public and private sectors in health and
care access to personalised learning plans and career conversations. The new system will have the
functionality to create online communities on specific subject matters such as equality and diversity,
collective leadership and wellbeing and signpost to other resources. This will deliver on a platform
that enables inclusive learning and accessibility to all staff;
■ Creating more diverse workforces – user research will be conducted and may subsequently lead to the
design and delivery of an accelerated leadership development programme for ethnic minority staff; a
race allyship programme and creation of sustainable ethnic minority networks within health, care and
social work;
■ Creating a range of resources on a wide variety of leadership and values issues for staff at all grades,
and using different mediums that recognises their different needs and time available to commit to
this development. This will include, for example: ten-minute webinars, one-hour masterclasses, live
sessions and micro-credential courses delivered by the University of Glasgow;
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■ Sustainable Development Programmes for specific professional cohorts to create a leadership
skillset in line with their roles in a post-pandemic environment. In year one, this will include: Managers
of Adult Social Care Homes, Directors of Public Health, Chief Executives in Health Boards, Chief
Officers of Health and Social Care Partnerships. The focus will be on their individual leadership
development needs and how they can be more effective at collaborative working as a cohort.
A senior multi-disciplinary cohort will also be piloted including a Senior Systems Leadership
Programme. Specific skillsets required to deliver on the National Care Service aspirations and
prioritise these will be established; and
■ Formal on-boarding in year one of new senior roles within Health including Chief Executives,
Workforce and Clinical Executive Directors.
It is expected that this national leadership development offering will be launched in August 2022. The
programme will evolve over time and its content and focus will be designed to suit workforce needs,
including expanding diversity work into other areas such as disability, gender and socio-economic status.

National Wellbeing Hub — collaboration in action
The experience of health and care staff over the last two years, and the need to support their physical
and psychological wellbeing, have highlighted the requirement for the ongoing development of new
national resources.
The National Wellbeing Hub has evolved since May 2020. It is a partnership between the Rivers Centre
For Traumatic Stress and Scottish Government Health and Social Care, set up with the support and
engagement of key partners – NHS Boards, Health and Social Care Partnerships, Professional Bodies
and Associations, Coalitions and Trade Unions.
The mission is to develop the National Wellbeing Hub as an evidence-led resource to promote, enhance
and support the psychosocial wellbeing and recovery of everyone in Scotland working in health and
social care, including unpaid carers. The Hub team aim to continuously improve and promote the Hub
as a single point of contact for health and social care practitioners and unpaid carers to obtain advice,
information and support in relation to the delivery of evidence-based and best-practice psychological
interventions, and to signpost them to other resources or sources of help.
Smartphone apps and computer-based programmes are increasingly recommended and used to support
various aspects of mental wellbeing. The National Wellbeing Hub offer access to a such programmes.
Also included are a series of resources developed to assist individuals, and their managers, if they have
been affected by a long COVID syndrome. The platform features interviews with health and care workers
affected by long COVID, sharing first-hand experiences of how a supportive and successful return to
work can be facilitated.
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Workforce Specialist Service
The Workforce Specialist Service (WSS) offers confidential mental health assessment and treatment
for regulated health and social care professionals in Scotland. Mental ill health is more prevalent in
these groups and they often have complex barriers that delay or prevent them accessing treatment so
delivering an accessible, confidential and specialist service is an opportunity to protect and retain a vital
workforce. This is especially important in the recovery period following the pandemic, when many will be
affected by their experiences during that time.
The WSS is delivered by experts with experience of supporting the management of issues such as
depression, anxiety, burnout or addiction, in the health care workforce, balancing the issues of patient
safety, the needs of the individual and the impact of their regulatory and working environment.
The service supports anyone who belongs to one of the regulated professions within health and social
care and when fully established in Scotland, will be the most comprehensive service of its kind in the UK.
To date, over 445 health and social care professionals have registered for the service.

Conclusion
The last two years have been extremely demanding for those working in our NHS, but the signs of
increasing challenge for staff were present even before this. The pandemic has, however, affected
our physical and mental health in an even greater form and further support methods are needed.
I am deeply affected by the experience of our workforce. I celebrate the many successes and plaudits
you deservedly receive, but too often now I hear of the circumstances that make your career less
fulfilling or less sustainable. I am committed to listening to your experience and advocating on your
behalf when this is appropriate and necessary. At the NHS Scotland event last year I spoke of my role
as an independent professional adviser being a two-way conversation; to represent the government
to the profession but also to represent our profession to the government.
I will continue to advocate that every member of staff in Scotland has access to the basic things they
need to do their job to the best of their ability. As a complex but compassionate system we must ensure
staff are valued, feel valued and have access to the supports that fulfil them and sustain their careers.

Considerations
■ What support do you need to carry out your role to the best of your ability?
■ How can the new national leadership strategy support those who wish to be leaders to grow
and develop?
■ How do we tackle the variation in wellbeing services currently available to NHS Staff?
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Appendix 1:
The Health of our Nation
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Appendix 1: The health of our nation
Our health is central to our lives individually and as a population, and health is recognised as a human
right.34 A healthier population is essential if we are to realise our ambitions of providing opportunities
for all, creating sustainable and inclusive growth and ultimately a more successful country. This
chapter provides a summary of the current data and evidence, and use this to describe issues affecting
Scotland’s population health. Many of those communities that have experienced the worst effects
of COVID-19 are those who were already disadvantaged by inequalities in the wider determinants
of health; including income, housing, employment opportunity and wider access to services.
COVID-19 continues to have a substantial impact on the health of our nation, including many tragic
deaths due to the virus, and the stresses that necessary lockdowns and restrictions have placed
on our health. We also continue to see marked inequalities in health, and there has been a stalling of
overall improvements in health, as measured by life expectancy, since around 2012. A full understanding
of how Scotland’s health has been affected by the pandemic will take time. Some effects could be
delayed or may only be detected later. In addition, many of the tools we usually use to understand
and measure health have been paused or changed due the pandemic, including surveys and how
people use of health care.35

Life expectancy and excess mortality
Scotland’s life expectancy data allows us to summarise the health of our population measured by rates
of death and allows comparisons to be made over time.
Around 2012 there was a shift in life expectancy in Scotland.36 Steady improvements – which had been
observed for more than 50 years – stopped, and only very small increases in life expectancy occurred
between 2012 and 2019 (see figure 6). These adverse changes in mortality trends reflect people dying
younger than they should.37 The impact was not equal across all groups, mortality rates among people
living in our more socioeconomically deprived areas actually increased during this period.38

Figure 6: trend in life expectancy over time, Scotland, 2000-2002 to 2018-2020.
Source: Life Expectancy in Scotland
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In 2020, 6,048 people died with COVID-19 as the underlying cause in Scotland, and a further 4,830
people died in 2021.39 Also, more deaths occurred from other causes in both years than would be
expected in comparison to the five years prior to the pandemic. This measure of the number of deaths,
compared to the number expected, is known as “excess mortality”. It is not fully accounted for by
deaths where COVID-19 was the underlying cause. There are several contributing factors, including the
economic and social effects , and changes in health, social care and other services in the context of the
pandemic.
The full effect of this may not be known for some years, however, information for the period 20182020 still shows a marked reduction in life expectancy in Scotland (see figure 6). Deaths from COVID-19
had the most substantial negative effect on life expectancy, but changes in drug-related deaths, and
those due to external causes (such as accidents, poisoning and assaults) also had an adverse effect
(see figure 7).40

Figure 7: contribution of grouped causes of death to the change in male life expectancy in Scotland between
2017-19 and 2018-2020. Data source: Healthy Life Expectancy in Scotland
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Measures of health and illness
Beyond mortality, healthy life expectancy (HLE) is a measure which provides an indication of the
length of time that people consider themselves to be in “good” or “very good” health. In 2018-20
healthy life expectancy was 61.8 years for females and 60.9 years for males. It also demonstrates
marked socioeconomic inequalities; females living in the most deprived tenth of areas can expect
to live fewer than 50 years in good health, whilst for those in the least deprived areas the figure
is more than 70 years (2018-2020) (see figure 8). 41, 42

Figure 8: healthy life expectancy in Scotland, females, 2018-2020, by SIMD decile.
Source: Healthy life expectancy in Scotland
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Disability-adjusted life years (DALYs) is a way to quantify the “healthy years of life lost” to ill health and
early death.43 This allows us to understand which health conditions are preventing people in Scotland
from living longer lives in better health. The most recent overall data available, from 2019, shows that
the number of “healthy years lost” increases with age, peaking at 70-74 years. The most substantial
causes of healthy years lost are cancers and cardiovascular disease, with mental health conditions,
injuries, substance misuse and musculoskeletal conditions also important in younger adult age groups
(see figure 9).

Figure 9: healthy years lost to grouped health conditions, by age group, Scotland, 2019.
Source: Scottish Burden of Disease (SBoD) study, 2019.7

Recent changes in health and determinants of health
The past two years has been a period of huge change in our social interactions, education, work, travel,
our economic circumstances, and the provision of health and social care.44 Some of these changes were
sudden and brief, others are more sustained and still evolving. These factors are known to be important
building blocks of a healthy society, and it has been predicted that such changes will impact on the
health of the population.45, 46
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Positive changes
There are a number of areas in which the changes during the pandemic appear to have had a positive
influence on our health. Car traffic fell markedly during the first and second lockdowns, there was less
HGV traffic during the first lockdown, and the total vehicle distance driven was 20% lower in 2020
than the previous five years’ average.47 The lower traffic volume is likely to have contributed to the fall
in deaths in transport accidents, which were 20% lower than average over the previous five years.48, 49
Monitoring showed that air quality was markedly better in 2020 than in previous years, and this has
also been attributed to traffic changes.50, 51
The measures taken to restrict the spread of COVID-19 also influenced the transmission of other
infectious diseases. Levels of influenza infections were exceptionally low over winter 2020/21
and 2021/22.52

Mental health and wellbeing
Information from a survey carried out by the Office for National Statistics (ONS) show that, in February
2022, 1 in 20 respondents in Scotland felt lonely often or always, and one third reported high levels of
anxiety. Nearly one third also reported that their wellbeing is being affected by the COVID-19 pandemic.53
Data from the Scottish COVID Mental Health Tracker Study show that young adults aged 18-29 years
reported the highest rates of symptoms of poor mental health, and lower mental wellbeing.54
Young women were particularly affected, as were those with caring responsibilities, and those
with pre-existing physical or mental health conditions.

Determinants of health
Information from a number of sources indicates that the material circumstances of some groups, in
particular the self-employed and minority ethnic communities, have been adversely affected by changes
in employment and the cost of living.55, 56 While the furlough scheme and uplift in Universal Credit
helped mitigate the effect on household incomes in the short term, evidence suggests that many
people are now struggling to make ends meet.57 In survey responses 1 in 4 people reported that their
employment had been affected by the pandemic, and household finances for around 1 in 7.58
Education is a key way in which all children and young people can be provided with the socialisation
and skills that positively influence health.59 The impact of the pandemic period on education has been
considerable, with children in Scotland estimated to have had, on average, 119 fewer days in school, from
March 2020 to April 2021, compared with pre-pandemic levels.60 Children of Primary 3 age are only now
experiencing their first full year of school without nationwide closures.
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Access to and use of health care
In February, 1 in 2 respondents to the ONS Opinions and Lifestyle survey in Scotland reported that
access to healthcare and treatment for non-COVID-19 issues was being affected by the pandemic.61
Emergency admissions to hospital were around a third lower in March and April 2020 than in the same
period in 2018-19 and remained about 10% lower in February 2022.62 Planned admissions remain
around 25% lower in February 2022 than in the same period in 2018-19.63
There are several factors contributing to these differences, including changes in how services are
delivered, reluctance among some people to seek care due to fear of COVID-19 infection, not wishing
to burden healthcare services and constraints within services due to the COVID-19 response.
It is possible to identify some concerning patterns that are important. It’s estimated there were nearly
5,000 fewer diagnoses of cancer made in 2020 than would be expected.64
Across all hospital specialties and illnesses, there were nearly 120,000 people waiting for inpatient or
day-case treatment at the end of December 2021, compared with nearly 80,000 in December 2019.65
Over the same period, the number of people waiting to be seen for a new outpatient appointment has
increased by nearly 50%.66
In addition, illness associated with COVID-19 has also had a substantial impact both acutely, and the
emerging effects of long COVID, about which our understanding of the impact, causes and extent
is still growing.67

Impact on population groups
All the measures of health described thus far have in common stark inequalities between groups of
people living in Scotland. These inequalities reflect the unequal access to the building blocks of good
health that existed pre-pandemic.
Socioeconomic position and occupation are also associated with the rate of death from COVID-19, with
this being up to 2.5 times higher in our most deprived communities compared with the least deprived
(see figure 10).68, 69, 70
Figure 10: deaths involving COVID-19
(age-standardised mortality rate) by
Level of deprivation (SIMD), Scotland, 1
March 2020 to 31 March 2022.
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These inequalities in death from COVID-19 are significant and have widened as the pandemic has
progressed.71
People have been constrained by circumstances, such as whether they are able to work from home,
or the amount of space available in their home to isolate if someone is unwell.
There have also been marked inequalities in COVID-19 outcomes between ethnic groups, with those
identifying as Pakistani having around a four-fold higher rate of hospitalisation or death due to
COVID-19 than people in the White Scottish group.72
Research has found that the pandemic has worsened the inequalities for those living with a disability
or long-term condition. Factors include disruption to services, isolation and a feeling of being invisible.73
Those with a disability have consistently reported higher levels of loneliness and poorer wellbeing than
non-disabled people, as well as a higher impact on household finances and on access to healthcare.74
This includes the parents of children with a long-term condition.75
Many children and young people, although less likely to have severe COVID-19 illness,76 have experienced
substantial effects on their health and wellbeing.77 Delivery of routine childhood immunisations has
been well maintained, and timely uptake of these improved over the pandemic.78 In other areas of health
and health services for children there are concerning signs. The proportion of children at two and a half
years of age for whom there is a concern about their development was higher in 2021 than in the
pre-pandemic period.79 There has been an increase in the percentage of children who are at risk of being
overweight or obese at the age of 5 years. Fewer children have seen a dentist, with under two-thirds
(64%) having been seen in the past two years in September 2021, compared with 97% in 2019,
accompanied by a marked widening in the socioeconomic inequalities in dental care (see figure 11).

Figure 11: percentage of children registered with an NHS dentist who have been seen by their dentist in the
previous 2 years, Scotland, 2017 to 2021, by deprivation (SIMD)80

Unfortunately, the challenges of the past two years have compounded the faltering progress on
improving population life expectancy observed in the years since 2012. The impact of this period
on our health and wellbeing may continue to be felt for years to come.
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