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1.  EXECUTIVE SUMMARY 
 
1.1 The National Health Service (Pharmaceutical Services) (Scotland) 
Regulations 20091 (amended by SSI 2011/32) provide the legal framework for 
applications to open new community pharmacies (known as “control of entry”), 
while the National Health Service (General Medical Services Contracts) 
(Scotland) Regulations 2004 and the National Health Service (Primary 
Medical Services Section 17C Agreements) (Scotland) Regulations 2004 give 
Health Boards the power to require GP practices in some remote and rural 
areas (that is, where there is no local community pharmacy) to dispense 
medicines to their patients.   
 
1.2 In 2013 the Scottish Government’s Cabinet Secretary for Health and 
Wellbeing announced an immediate review of the existing regulations on the 
control of entry to ensure they are fit for current and future purpose.      
 
1.3 A consultation paper on the Control of Entry Arrangements and 
Dispensing GP Practices was published on 12 December 2013 and closed on 
20 February 2014.  The responses to the consultation will inform amendments 
to the associated regulations to be laid before the Scottish Parliament. 
 
1.4 85 responses to the consultation were submitted.  Individuals formed 
the largest category of respondent, accounting for 40% of responses.   
 
1.5 A summary of views contained in the consultation responses follows. 
 
PART ONE: CONTROL OF ENTRY (PHARMACY APPLICATIONS) AND 
DISPENSING GP PRACTICES 
 
Designating “controlled remote, rural and island localities” and 
introducing a “prejudice test” 
 
1.6 Two-thirds (66%) of the respondents who provided a view agreed with 
the proposals to introduce the designation of “controlled remote, rural and 
island localities” for the purposes of considering pharmacy applications, and 
introducing a “prejudice test” in addition to the test of “necessary or desirable”.   
 
1.7 The designation was seen by some as beneficial in reflecting the 
distinction between rural and urban circumstances and contributing to national 
consistency in approach.  Others, however, considered the designation too 
blunt to distinguish between the needs of different rural populations, with 
some calling for greater clarity of definition. 
 
1.8 A common view was that implementation of the proposed prejudice test 
would ensure that the overall health needs of the population within an area 
would be taken into consideration in decision-making, reducing the risk of 
losing local health services altogether.   

                                            
1
 http://www.legislation.gov.uk/ssi/2009/183/pdfs/ssi_20090183_en.pdf 
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1.9 A common argument against the introduction of the prejudice test was 
that it may result in the refusal of genuine applications to open a community 
pharmacy which could be of benefit to local communities.   
 
1.10 More information on the detail of the proposed prejudice test was called 
for with recommendations also made for providing accompanying guidance. 
 
Periodic review of the designation of an area as a “controlled remote, 
rural and island locality” 
 
1.11 Just over half (56%) of those providing a view agreed that the 
designation of an area as a “controlled remote, rural and island locality” 
should be reviewed at a minimum of every three years.  Many considered that 
regular review is important in order to identify and address any significant 
change in localities, and suggested that three years for review provides the 
right balance between keeping plans current, whilst avoiding unnecessary 
work.  
 
1.12 Some respondents recommended more frequent review, largely in 
order to align with the timing of the local Pharmaceutical Care Services Plan 
(PCSP), thereby facilitating, in their view, a proactive rather than reactive 
approach. 
 
1.13 Others considered that reviews held more frequently than every three 
years would create uncertainty and present barriers to long-term planning by 
GP practices.   
 
Supplementing GP dispensing with pharmaceutical care 
 
1.14 Just under three-quarters (72%) of those providing a view agreed that 
when  dispensing by a GP practice is necessary, it should be supplemented 
with pharmaceutical care provided by a qualified, clinical pharmacist sourced 
by the NHS Board.  In general, this was viewed as resulting in more equitable 
access to high standards of pharmaceutical care across Scotland.  
 
1.15 A few respondents felt that it would be more cost-effective for NHS 
Boards to contract with the existing network of community pharmacists rather 
than source a qualified NHS clinical pharmacist.   Queries were raised over 
who would fund the provision, with clarity requested on lines of accountability 
and governance.  
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PART TWO: WIDER PHARMACY APPLICATION PROCESSES 
 
Public consultation and the community voice 
 
1.16 The majority (61%) of those who provided a view agreed with the 
proposal to include a community representative among those who should be 
notified, as an “interested party or persons”, of any application to open a 
community pharmacy in the area.  This was perceived by supporters as a way 
to enable the voice of communities to be heard, promoting democracy, 
transparency and autonomy. 
 
1.17 Opponents of the proposal argued that there are already mechanisms 
for community voices to be heard within the existing regulations, and that 
community representatives are unlikely to have the knowledge and expertise 
required of those involved in application representations. 
 
1.18 Many respondents questioned how community views could be 
harnessed and then represented in a balanced fashion, considering the 
diversity of views within some communities.  There were differing views on 
who would be best to represent community views, with community councils 
and local elected members of local authorities suggested most often.  
 
Handling of NHS Board Pharmacy Practice Committee (PPC) hearings 
 
1.19 Almost three-quarters (72%) of those who provided a view agreed that 
future PPC hearings should be handled in such a way that no one person or 
organisation is able to dominate the entire hearing.   
 
1.20 Many respondents were cautious about limiting the time allocated to 
give oral representations, with some expressing concern that this could result 
in unfairness if a party is unable to present their full case, which in turn could 
lead to appeals.   A common view was that an effective Chair could negate 
the need for the imposition of time limits. 
 
1.21 Support from a range of categories was provided for the proposal that 
all PPC meetings in future follow a standard process in the management of 
PPC hearings.   
 
Assisting those making representations at oral hearings 
 
1.22 Around two-thirds (68%) of those who addressed the issue agreed that 
in the future, those assisting in oral representations by the applicant, the 
community and other interested parties in attendance, are able to speak on 
behalf of those they are assisting.  The main reasons given in support of this 
proposal were that this would address current barriers to effective 
communication; it would lead to more constructive, better quality debate which 
was in the interests of democracy; proceedings would be more streamlined; 
and the current flawed system needs to be replaced.   
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1.23 Common arguments in opposition to the proposal were that it would 
potentially slow down proceedings and risk “professionalising” the process. 
 
Public consultation and pre-application stage 
 
1.24 61% of those who provided a view agreed that those applying to open 
a pharmacy, for the purposes of providing NHS pharmaceutical services, 
should first enter into a pre-application stage with the NHS Board to determine 
whether there is an identified unmet need in the provision of NHS 
pharmaceutical services.  However, most NHS Board committees, NHS 
Boards, representative or professional bodies and pharmacy contractors 
opposed this proposal.   
 
1.25 Those in favour of the proposal considered that it would help to reduce 
frivolous applications.  However, those opposed cautioned that involving NHS 
Board staff at the pre-application stage could be perceived as introducing bias 
into proceedings, with applications proceeding past this stage viewed as 
having been endorsed by NHS Boards.  For the sake of fairness, some 
respondents argued that dispensing GPs should also be involved in the pre-
application stage.   
 
1.26 A recurring view was that the PCSP had potential to be used as a tool 
for assessing applications, but would need to be made more robust and open 
to scrutiny for this to happen.  
 
1.27 A common recommendation was that rather than NHS Boards and 
applicants undertaking separate consultations with communities, only one 
should be conducted, by NHS Boards, with the outcome shared with the 
applicant, who would also pay for it.  
 
1.28 The proposal that both applicant and NHS Boards advertise in 
newspapers and all circulating local news free-sheets and newsletters in a 
neighbourhood received a cautious welcome, although many respondents 
also identified practical challenges in ensuring comprehensive coverage.  
Calls were made for social media to be included as a vehicle for advertising 
applications. 
 
Specifying the extent to which community views have been taken into 
account 
 
1.29 Most (85%) of those who provided a view agreed that in future NHS 
Boards should have to specify the extent to which the views of the community 
have been taken into account in their published decisions on the outcome of a 
pharmacy application.  Overall, this was seen as promoting transparency and 
openness, being more accountable to communities, and promoting public 
understanding and confidence in the decision-making process.  A recurring 
view, however, was that the proposal should not result in additional weight 
given to community views over the views of other parties.  
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Securing NHS pharmaceutical services 
 
1.30 Just under three-quarters (72%) of those who addressed the issue 
agreed that NHS Boards should be able to take into account how NHS 
Pharmaceutical services would be delivered in practice in the long term after 
an application has been received.    
 
1.31 Amongst the supporters of the proposal were many respondents who 
considered that such consideration would help to protect the rights of patients 
to receive sustainable NHS pharmaceutical services.  Several suggested that 
a consideration of the potential viability of local businesses post contract 
should also be examined. 
 
1.32 The most common reasons given in opposition to the proposal were 
that NHS Boards do not have the expertise to assess financial viability of 
applicants; and that NHS Boards will not have the full financial information 
needed on which to base their decisions on viability.   
 
Timeframes for reaching decisions 
 
1.33 Most (89%) of those who provided a view agreed with the proposal that 
the regulatory framework should require NHS Board PPCs to make a decision 
within six weeks of the end of the public consultation process and the National 
Appeals Panel (NAP) to make a decision within three months upon receipt of 
an appeal (or appeals) being lodged.   
 
1.34 The proposal to introduce such timeframes was viewed as beneficial in 
helping to reduce uncertainty and providing an incentive to deal with 
applications promptly.  Some NHS Boards perceived the proposed six week 
timeframe to be challenging.  A dominant theme was that flexibility should be 
built in for unforeseen circumstances which could delay proceedings.  Clear 
definitions of “good cause” for delay, and “complex cases” were requested.   
 
Expert advice and support to PPCs during deliberations 
 
1.35 The majority (79%) of those who gave their view agreed with giving 
NHS Board PPCs access to independent legal assessors to provide them with 
advice and guidance on technical and legal aspects of the application process 
during PPC deliberations.   Overall, this was seen as leading to better 
decision-making in an area of increasing complexity.  Some felt that an added 
benefit would be a reduction in appeals. 
 
1.36  Many respondents expressed concern over how much the proposal 
would cost to operate and who would fund it.  Another key concern was 
whether legal assessors would be readily available to meet demand, without 
causing delay.   
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OVERVIEW 
 
1.37 The consultation attracted a modest number of responses, although a 
wide variety of respondent categories was represented.  Many of the 
individual respondents had direct current or previous experience of working 
within the medical or pharmaceutical professions.  Fewer community councils 
submitted responses than had been expected.  
 
1.38 Prevalent themes throughout responses were the desire to maintain 
consistency of medical and pharmaceutical services provision across 
Scotland, with flexibility to adapt to changes in local demography and needs 
over time.  There was a desire to ensure remote and rural communities 
benefit from genuine, sustainable services, with procedures in place to protect 
them from speculative, short-term ventures.   
 
1.39 There was no consensus overall about how this could be achieved, 
with tensions emerging between those supporting more of a strategic, pro-
active approach, underpinned by and building upon the PCSP, and those who 
saw the PCSP used as an assessment tool, against which to consider 
applications, driven largely by commercial interests.    
 
1.40 Overall, respondents supported establishing a meaningful role for local 
communities in decision-making regarding applications for new community 
pharmacies.  However, many acknowledged the difficulties in identifying 
appropriate community representatives, given the diversity of local 
communities and different needs within them.  Respondents provided ideas 
for streamlining consultation processes, reducing duplication of effort and 
promoting higher quality of input and higher response rates.  
 
1.41 One significant emerging theme which some respondents suggested 
may help to address a number of challenging practical and financial issues 
associated with local pharmaceutical service provision was to explore 
innovative approaches to delivering services using information technology and 
social media.        
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2.  INTRODUCTION 
 
2.1 The National Health Service (Pharmaceutical Services) (Scotland) 
Regulations 20092 (amended by SSI 2011/32) provide the legal framework for 
applications to open new community pharmacies (known as “control of entry”), 
while the National Health Service (General Medical Services Contracts) 
(Scotland) Regulations 2004 and the National Health Service (Primary 
Medical Services Section 17C Agreements) (Scotland) Regulations 2004 give 
Health Boards the power to require GP practices in some remote and rural 
areas (that is, where there is no local community pharmacy) to dispense 
medicines to their patients.   
 
2.2 Over 100 GP practices across Scotland currently receive remuneration 
for the delivery of primary medical services and also funding for the 
dispensing of medicines to their patients.  These are more commonly known 
as GP dispensing practices.  Over recent years, some had expressed concern 
that future successful pharmacy applications in their areas could destabilise 
local services provided by the GP practices concerned, and, ultimately, the 
long term sustainability of the practices themselves.  
 
2.3 The Scottish Government is committed to ensuring access to NHS 
pharmaceutical and primary medical services to all people of Scotland, whilst 
supporting the viability of remote and rural GP practices.  In 2013 the Scottish 
Government’s Cabinet Secretary for Health and Wellbeing announced an 
immediate review of the existing regulations on the control of entry to ensure 
they are fit for current and future purpose.      
 
2.4 A consultation paper on the Control of Entry Arrangements and 
Dispensing GP Practices was published on 12 December 2013 and closed on 
20 February 2014.  The document sought views on issues relating to control 
of entry, on dispensing GP practice processes and on wider pharmacy 
application procedures.  The responses to the consultation will inform 
amendments to the associated regulations to be laid before the Scottish 
Parliament.     
 
2.5 This report presents the analysis of views contained in the responses.  
These responses have been made publicly available on the Scottish 
Government website3 unless the respondent has specifically requested 
otherwise.   
   

                                            
2
 http://www.legislation.gov.uk/ssi/2009/183/pdfs/ssi_20090183_en.pdf 

3
  The consultation non-confidential responses can be viewed online at 

http://www.scotland.gov.uk/Publications/2014/03/3453/downloads 
 
 

http://www.legislation.gov.uk/ssi/2009/183/pdfs/ssi_20090183_en.pdf
http://www.scotland.gov.uk/Publications/2014/03/3453/downloads
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Consultation responses 
 
2.6 The Scottish Government received 85 responses to the consultation 
from organisations and individuals.  Table 2.1 overleaf shows the distribution 
of responses by category of respondent.  A full list of the organisations who 
responded is in Annex 1.   
 
2.7 Individuals formed the largest category of respondent, accounting for 
40% of responses.  Amongst the individuals were current and retired 
professionals associated with the NHS or pharmaceutical services.  
 
 
 Table 2.1: Distribution of responses by category of respondent 

Category No. % 

Individuals 34 40 

NHS Board committees 13 15 

NHS Boards 10 12 

Representative or professional bodies 8 9 

Pharmacy contractors 7 8 

GP practices 3 4 

MSP/MP  3 4 

Community Council 2 2 

NHS support organisations 2 2 

Other 3 4 

Total 85 100 

 
 
2.8 Responses were submitted by electronic means and in hard copy.  
Most used the response pro-forma provided, but a few submitted views in 
free- text format.  The views contained in all submissions were amalgamated 
into one electronic spreadsheet to aid analysis.  The consultation paper 
consisted of 11 questions.  Each question contained a closed element 
(Yes/No box) in addition to inviting commentary on the reasoning behind the 
Yes/No response.   
 
2.9 The consultation was remarkable in that each question attracted a 
response from at least 90% of respondents.  It was also unusual in the 
relatively high proportion of 14% of respondents (organisations and 
individuals) who do not wish their response to be made public.       
 
Report of findings 
 
2.10 The findings are presented two parts.  Part 1 reports respondents’ 
views on three proposals relating to control of entry (pharmacy applications) 
and dispensing GP practices.  Part 2 presents respondents’ views on aspects 
of the wider pharmacy application processes.     
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2.11 Respondent categories have been abbreviated in the report as follows: 
 
 Individuals       Ind 
 NHS Board committees     HBC 
 NHS Boards       HB 
 Representative or professional bodies   Rep/Prof 
 Pharmacy contractors     Pharm 
 GP practices       GP 
 MSP/MP       MSP/MP 
 Community councils       CC  
 NHS Support organisations    Support 
 Other        Oth 
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3. PART ONE: CONTROL OF ENTRY (PHARMACY 
APPLICATIONS) AND DISPENSING GP PRACTICES 
 
Background 
 
3.1 The Scottish Government recognises the vital role that dispensing GP 
practices play in the dispensing and supply of medicines to patients in remote, 
rural and island communities.  It is committed to ensuring that where patients 
have serious difficulty in obtaining (from a community pharmacy) any drugs, 
medicines or appliance required for their treatment, that the dispensing GP 
practice will continue to fulfil this vital role for patients on their list. 
 
3.2 There have been concerns, however, that sometimes the impact of 
opening a community pharmacy in some rural communities could potentially 
impact on other NHS provided services or destabilise the overall disposition of 
NHS primary medical and pharmaceutical services.  There are also concerns 
about the impact on the viability of the dispensing GP practice and the staff it 
employs.   
 
3.3 Based on existing powers under Section 27(4)(d) of the NHS 
(Scotland) Act 1978, the Scottish Government proposes amending legislation 
to introduce the designation of “controlled remote, rural and island localities” 
for the purposes of considering pharmacy applications.  These are areas that 
would be deemed by NHS Boards as rural in character taking account of the 
Scottish Government’s Urban/Rural Classifications such as “remote small 
towns”, “accessible rural”, “remote rural”, “very remote small towns” and “very 
remote rural”4.   
 
3.4 In a “controlled remote, rural and island locality” the NHS Board 
Pharmacy Practices Committee (the PPC), in addition to the existing test of 
“necessary or desirable” (the adequacy test), will need to consider whether 
the application to open a pharmacy in the locality would adversely impact on 
the provision of existing NHS services, particularly NHS primary medical and 
pharmaceutical services, in the locality.  This would be known as the 
“prejudice test”.  
 
3.5 The aim of introducing the prejudice test is to ensure that nothing must 
be done which would compromise the ability of people to access existing NHS 
pharmaceutical services, dispensing services or primary medical services.  
Prejudice arises where the pharmaceutical services or primary medical 
services that people can rightly expect to be provided by the NHS would, in 
some respect, cease or otherwise be curtailed or withdrawn without the 
replacement of those services potentially affected.   
 
3.6 It is proposed that if the NHS Board PPC concludes that the opening of 
a pharmacy would affect NHS provided or contracted services in this way, 
then the application would be rejected regardless of whether it would 

                                            
4
 www.scotland.gov.uk/topics/statistics/about/methodology/urbanruralclassification 

 

http://www.scotland.gov.uk/topics/statistics/about/methodology/urbanruralclassification
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otherwise be necessary or desirable in order to secure the adequate provision 
of pharmaceutical services in the locality.   
 
Introducing the designation “controlled remote, rural and island 
localities” and introducing the prejudice test 
 

Proposal 1 
The Scottish Government proposes amending legislation that will 
introduce the designation of “controlled remote, rural and island 
localities” for the purposes of considering pharmacy applications in 
these areas of Scotland and introducing a “prejudice test” in addition to 
the test of “necessary or desirable” (the adequacy test).    

 
3.7 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
3.8 80 respondents provided views on Proposal 1.  Table 3.1 provides their 
responses to the closed aspect of the question.  Two-thirds (66%) of those 
providing a view agreed with Proposal 1.  All seven of the pharmacy 
contractors who responded disagreed, as did five of the eight representative 
or professional bodies.    
 
Table 3.1  Level of agreement with Proposal 1 

Category Agree Disagree Total 

 No. of 
respondents 

% No. of 
respondents 

% No. of 
respondents 

Individuals 25 76 8 24 33 

NHS Board 
committees 

9 69 4 31 13 

NHS Boards 8 80 2 20 10 

Representative or 
professional 
bodies 

3 38 5 62 8 

Pharmacy 
contractors 

- - 7 100 7 

GP practices 3 100 - - 3 

MSP/MP 1 50 1 50 2 

Community 
Councils 

1 100 - - 1 

NHS support 
organisations 

1 100 - - 1 

Other 2 100 - - 2 

Total 53 66 27 34 80 
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Views on designation “controlled remote, rural and island localities” 
 
3.9 Amongst the six respondents who gave specific reasons for 
supporting the designation, the following benefits were documented: 

 Reflects the particular circumstances of rural locations, which are 
different to those of urban areas. 

 Provides for national consistency in approach. 

 Supports the concept of “rural proofing policy”.   
 
3.10 Seven respondents, from a range of categories, documented their 
reasons to oppose the designation.  The dominant view was that the 
designation was not sensitive enough to distinguish between rural localities.  
For example, not all rural populations are the same demographically, with 
some localities containing much higher elderly populations than others; some 
areas might have remotely dispersed populations who may gravitate regularly 
to a central location (e.g. a market town).  
 
3.11 One pharmacy contractor argued against the inclusion of “remote small 
towns” in the designation, as they considered that some remote small towns 
could support up to three viable community pharmacies.    
 
3.12 Six respondents from three different categories (HBC, Pharm, 
Rep/Prof) considered that overall the designation required greater clarity of 
definition before they could provide a full appraisal.   
 
3.13 Four respondents from NHS Board committees and NHS Boards 
argued that NHS Boards should be able to define their own “controlled 
localities” according to local circumstances such as population, geography 
and service access.  The recommendation was made to introduce the 
designation “controlled localities” rather than “controlled remote, rural and 
island localities”.   
 
3.14 One NHS Board committee sought clarity on whether the designation 
referred to remote or rural, or remote and rural.         
 

Views on introducing a prejudice test 
 
3.15 Many respondents envisaged benefits associated with the introduction 
of a prejudice test.  A common view across different categories was that 
implementation of the test would ensure that the overall health needs of the 
population within an area would be taken into consideration, thus reducing the 
risk of losing services altogether.  Six individual respondents and an NHS 
support organisation considered that the prejudice test would provide 
reassurance that the wider implications for, and wishes of the local population, 
were being taken into account. 
 
3.16 Others considered that the prejudice test would offer more stability in 
service provision; would increase fairness and transparency in the process of 
assessing applications; and may be beneficial in reducing the number of 
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applications in areas where services provided by dispensing GP practices 
would be negatively affected.  
 
3.17 Amongst opponents to the proposal to introduce a prejudice test, the 
most common argument was that the test may result in the refusal of genuine 
applications which could be of benefit to local communities.  Indeed, a few 
NHS Board committees and one NHS Board advocated maintaining a 2-stage 
assessment process rather than filtering applications at the prejudice test 
stage, which they felt could debar a large majority of applications without 
considering the wider benefits to patients from greater availability of 
pharmaceutical care services.      
 
3.18 Other arguments against the test were: 

 Not needed.  The adequacy test is sufficient. 

 Could be deemed anti-competitive and illegal. 

 Could result in innovation being stifled. 

 Creates confusion. 
 
3.19 More information on the detail of the prejudice test was called for by 
respondents from NHS Board committees, NHS Boards, representative or 
professional bodies and pharmacy contractors.  Questions were asked about 
whether GP practice income would be taken into account with or without the 
dispensing element; would the test be based on business or patient care 
considerations; would the services to be taken into consideration be those 
generally expected or those actually in existence at the point of consideration 
the application?  
 
3.20 Six respondents (all NHS Board committees and NHS Boards) 
recommended that robust guidance on implementation should accompany 
any introduction of the prejudice test.  
 
3.21 One MSP/MP recommended learning lessons from other jurisdictions, 
such as the system of “controlled localities” operating in England and Wales, 
to inform the Scottish legislation.  
 
3.22 Seven respondents from a range of categories argued that 
communities should have access to an appeals system in order for them to 
take action should they disagree with the use of the prejudice test in their 
area.      
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Periodic review of the designation of an area as a “controlled remote, 
rural and island locality” 
 

Proposal 2 
The Scottish Government proposes that the designation of an area as 
a “controlled remote, rural and island locality” should be reviewed 
periodically by NHS Boards so that NHS provided or contracted 
services are responsive to population changes, and changing 
healthcare needs and priorities both locally and nationally.  It is 
proposed that the review should be carried out at a minimum of every 
three years.    

 
3.23 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
3.24 78 respondents provided views on Proposal 2.  Table 3.2 provides their 
responses to the closed aspect of the question.  Just over half (56%) of those 
providing a view agreed with Proposal 2.  Amongst those most likely to agree 
were NHS Boards.  Representative or professional bodies, pharmacy 
contractors and GP practices were most likely to disagree.  
 
Table 3.2  Level of agreement with Proposal 2 

Category Agree Disagree Total 

 No. of 
respondents 

% No. of 
respondents 

% No. of 
respondents 

Individuals 21 64 12 36 33 

NHS Board 
committees 

7 54 6 46 13 

NHS Boards 7 70 3 30 10 

Representative or 
professional bodies 

2 25 6 75 8 

Pharmacy 
contractors 

2 29 5 71 7 

GP practices 1 33 2 67 3 

MSP/MP - - - - - 

Community 
Councils 

1 100 - - 1 

NHS support 
organisations 

1 100 - - 1 

Other 2 100 - - 2 

Total 44 56 34 44 78 

 
3.25 11 respondents, including seven individuals, simply provided general 
support to the proposal to review periodically.  Regular review was seen as 
important in order to identify and address any significant change, such as a 
new housing development, and to promote consistency across NHS Boards.   
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Views in favour of more frequent review 
 

3.26 11 further respondents from a range of categories recommended 
periodic review more frequently than every three years.  Their main 
arguments were: 

 This will align with the PCSP which at present is prepared annually. 

 More frequent review will promote a pro-active rather than reactive 
approach. 

 Some changes can happen quickly and a more frequent review will 
help to protect against gaps in service in such circumstances.  

 
Views of those agreeing with review at a minimum of every three years 

 
3.27 16 respondents from a range of categories provided reasons as to why 
they agreed with the proposed minimum of three years for periodic review.  
The main rationale was that this achieves the balance between keeping plans 
current, whilst avoiding unnecessary work.   Some respondents advocated 
maintaining the flexibility to undertake a review on an ad hoc basis should it 
be deemed necessary (e.g. if a significant change in population occurs).  
 

Views of those recommending periodic review less frequently than 
every three years 

 
3.28 17 respondents, again representing a range of categories, 
recommended reviewing the designation of an area less frequently than every 
three years.  Review periods of five, between three and five, and five to ten 
years were suggested.  Recurring reasons to support this view were: 

 Shorter review periods create problems for long-term planning for 
GP practices by introducing uncertainty. 

 Uncertainty impacts negatively on recruitment and retention.   

 More frequent review is inefficient and wastes resources. 

 In reality, there is usually very little change over three years in 
remote rural and island areas which will affect the designation.   

 
Views of those opposing regular, periodic review 

 
3.29  A recurring comment across NHS Board committees, NHS Boards, 
pharmacy contractors and representative or professional bodies was that the 
review of the designation should be encompassed within the PCSP and 
should therefore be undertaken at the same frequency.  Respondents 
cautioned about duplication of effort, and considered that undertaking the 
review as part of the plan would enable a more strategic approach.  
 
3.30 Two individual respondents opposed any review of the designation on 
grounds that a review would create uncertainty. 
 
3.31 Questions were asked about whether patients and dispensing GPs 
would have a say in the review.  
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Other comments 
 

3.32 Two individual respondents suggested that any review should be 
“event driven” and in response to key triggers such as population change.  
One recommended a patient survey be conducted when required to inform the 
review.  
 
3.33 Two respondents (HB, HBC) suggested that the opportunity be taken at 
review time to examine other related issues such as GP lists of patients to 
whom they can dispense, to ensure these are kept up-to-date and patients 
removed who are no longer entitled to receive this service.    
 
 Supplementing GP dispensing with pharmaceutical care 
 

Proposal 3 
The Scottish Government is of the view that people living in remote, 
rural and island areas should have access to NHS pharmaceutical 
services and NHS primary medical services that are not less adequate 
than would be the case in other parts of Scotland.   
 
When the dispensing by a GP practice is necessary, it should be 
supplemented with pharmaceutical care provided by a qualified clinical 
pharmacist sourced by the NHS Board to ensure the person-centred, 
safe and effective use of the medicines.  NHS Boards would be 
required to develop local plans sensitive to local circumstances to 
achieve this. 

 
 
3.34 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
3.35 79 respondents provided views on Proposal 3.  Table 3.3 provides their 
responses to the closed aspect of the question.  Almost three-quarters (72%) 
of those providing a view agreed with Proposal 3.  Five of the seven pharmacy 
contractors who addressed this issue disagreed with the proposal.   
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Table 3.3  Level of agreement with Proposal 3 

Category Agree Disagree Total 

 No. of 
respondents 

% No. of 
respondents 

% No. of 
respondents 

Individuals 21 64 12 36 33 

NHS Board 
committees 

12 86 2 14 14 

NHS Boards 10 100 - - 10 

Representative or 
professional bodies 

4 67 2 33 6 

Pharmacy 
contractors 

2 29 5 71 7 

GP practices 2 67 1 33 3 

MSP/MP 1 100 - - 1 

Community 
Councils 

1 100 - - 1 

NHS support 
organisations 

1 100 - - 1 

Other 3 100 - - 3 

Total 57 72 22 28 79 

 
Views in support of the proposal 

 
3.36 Supporters in general felt that the proposal would result in more 
equitable access to high standards of pharmaceutical care across Scotland.  
Eight respondents from a range of categories considered that the 
arrangement would result in increased safety in patient care.  One 
commented: 

“....pharmacists provide an extra clinical check, improving patient 
safety.  Pharmacists will bring additional skills and expertise to the 
service that will benefit patients” (Pharm). 

 
3.37 Other advantages of the proposal which were identified by only a few 
respondents were: 

 Promotes collaborative working between GPs and pharmacists. 

 Efficiencies will be gained by sharing the same premises. 

 Reduces the risk of losing primary medical services altogether. 

 This challenges the view held by some that only community 
pharmacies can supply pharmaceutical services. 

 Removes the conflict of interest currently existing when dispensing 
GPs both prescribe and dispense medication. 

 The pharmaceutical care and supply of medicines should not be 
separated.  
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Views opposing the proposal 
 
3.38 Seven respondents (four of them pharmacy contractors) provided their 
view that it would be more cost-effective to contract with the existing network 
of community pharmacies than for NHS Boards to source qualified NHS 
clinical pharmacists. 
 
3.39 Six individual respondents remarked that the proposal represented 
duplication of effort, as in their view GP dispensing staff could provide 
pharmaceutical care, using their in-depth knowledge of their patients.  One 
stated: 

“Whilst a pharmacist working with a GP is helpful if funded by 
Health Boards it is not essential and never has been. NHS 
funding can be better spent on other services. If patients in rural 
areas had wanted the NHS services described above they would 
have asked for them. They have not done so. The proposal 
regarding employment of a qualified pharmacist is ridiculous. It 
seeks to maintain the myth that only a pharmacist can provide a 
safe and effective use of medicines”  (Individual). 

 
Queries about the proposal 

 
3.40  Many respondents raised queries about what was being proposed.  
Most of their queries related to the financing of the proposal, with recurring 
comments being that “sourced by the NHS Board” does not necessarily mean 
“funded by”.  Some commented that if NHS Boards are footing the bill for the 
proposal, then they will require significant additional funds to do this.  If GPs 
are asked to contribute funding, this raised questions for a few respondents 
over GP impartiality and also the potential for GPs to re- deploy the 
pharmacist to other tasks.   
 
3.41 Questions were asked about governance, lines of accountability and 
liability.  Clear governance arrangements, defined standards and performance 
management structures were called for.  One respondent (Pharm) wondered 
whether the proposal would impact on the confidentiality of patient records.  
 
3.42  A few respondents asked whether GPs would have a say in the 
appointments, what qualifications the pharmacist will require, and what hours 
they will work.  
 

Other comments 
 
3.43 Two respondents (Pharm, Rep/Prof) recommended that an inspection 
regime will be required on par with that already in place for community 
pharmacies.  
 
3.44 Six respondents (three NHS Boards and three NHS Board committees) 
argued for flexibility in the arrangements, so that pharmacists could be 
sourced either from the NHS or from the existing network of community 
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pharmacies.   One NHS Board recommended that the proposal should not be 
compulsory. 
 
3.45 13 respondents suggested that innovative ways of providing 
supplementary pharmaceutical care could be explored in order to promote 
cost effectiveness.  Video-linking, telehealth, Skype, Face Time and home 
visiting were all identified as worth further consideration.  
 
OVERVIEW 
 
3.46 Prevalent themes throughout responses were the desire to maintain 
consistency of medical and pharmaceutical services provision across 
Scotland, with flexibility to adapt to changes in local demography and needs 
over time.  There was a desire to ensure remote and rural communities 
benefit from genuine, sustainable services, with procedures in place to protect 
them from speculative, short-term ventures.  
 
3.47 The proposed designation of “controlled remote, rural and island 
localities” for the purposes of considering pharmacy applications was well 
supported as was the proposal to introduce a “prejudice test” as an addition to 
the test of “necessary or desirable”. It was generally felt that implementation of 
the prejudice test would ensure that the overall health needs of the population 
within an area would be taken into consideration when assessing applications, 
thereby reducing the risk of losing services altogether.  
 
3.48 Most of those who provided a view considered that the designation of 
an area as a “controlled remote, rural and island locality” should be kept under 
regular review.  
 
3.49 The supplementation of dispensing GP practices with pharmaceutical 
care provided by a qualified, clinical pharmacist sourced by the NHS Board 
was viewed as a way of promoting more equitable access to high standards of 
pharmaceutical care across Scotland.  An emerging theme was that 
innovative ways of providing supplementary care, for example using 
telehealth, could be explored in order to promote cost effectiveness.   
 
 
 
 
     
 
 



 

20 
 

4.   PART TWO: WIDER PHARMACY APPLICATION 
PROCESSES 
 
Background 
 
4.1 The proposals covered in Part Two of the consultation relate to all 
applications to open a community pharmacy, whether in remote, rural or 
island areas, or in other parts of Scotland.  
 
Public consultation and the community voice 
 
4.2 At present the NHS Board must notify the Area Pharmaceutical 
Committee (APC), the Area Medical Committee (AMC), any person named on 
the pharmaceutical or provisional pharmaceutical lists whose interests the 
Board considers the granting of that application may significantly affect, and 
any Board within a 2km boundary of the proposed premises.  These are 
known as “interested parties”.   
 
4.3 Concern has been expressed that the application process is not 
transparent or robust enough, and does not give sufficient weight to views of 
the community in the evidence-gathering and decision-making process.   
 
4.4 Proposal 4 is intended to address this concern. 
 

Proposal 4 
The Scottish Government proposes that the regulatory framework going 
forward will look to include a community representative among those who 
should be notified, as an “interested party or persons”, of any application to 
open a community pharmacy in the locality.  The community would therefore 
be considered in statute as a body or party whose interests may be 
significantly affected by the pharmacy application.   
 

This would be a nominated representative from, for example, the local 
community council or the local Residents’ Association or another appropriate 
local community representative body recognised by the NHS Board. 
 

As an “interested party” the community representative would be entitled to 
make written representations about the application to the Board to which the 
application is made within 30 days of receipt of the Board’s notification of the 
application. 
 

In addition, where the NHS Board PPC decides to hear oral representations, 
the community representative will be entitled to take part, together with the 
applicant and the other interested parties, and would be given reasonable 
notice of the meeting where those oral representations are to be heard.  Once 
each interested party, including the community representative, has presented 
their evidence in turn they would then leave the hearing leaving the PPC to 
consider all the evidence presented. 
 

As an interested party, the community representative will also have a right of 
appeal against the decision of the NHS Board PPC to represent the views of 
the local community.     
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4.5 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
4.6 80 respondents provided views on Proposal 4.  Table 4.1 provides their 
responses to the closed aspect of the question.  A majority (61%) of those 
who provided a view agreed with Proposal 4, with a significant minority (39%) 
disagreeing. 
 
Table 4.1  Level of agreement with Proposal 4 

Category Agree Disagree Total 

 No. of 
respondents 

% No. of 
respondents 

% No. of 
respondents 

Individuals 22 65 12 35 34 

NHS Board 
committees 

7 58 5 42 12 

NHS Boards 6 60 4 40 10 

Representative or 
professional 
bodies 

4 57 3 43 7 

Pharmacy 
contractors 

- - 7 100 7 

GP practices 3 100 - - 3 

MSP/MP 1 100 - - 1 

Community 
Councils 

2 100 - - 2 

NHS support 
organisations 

2 100 - - 2 

Other 2 100 - - 2 

Total 49 61 31 39 80 

 
Views in support of the proposal 

 
4.7 A few broad reasons were provided, largely by individuals, in favour of 
the proposal.  It was seen as enabling the voice of communities to be heard, 
promoting democracy, transparency and autonomy, and appeared to be 
reasonable, fair and logical.  One respondent (MSP/MP) remarked that the 
proposal offered a way to counteract a current weakness in that at present the 
community has no means to make further representation after the public 
consultation closes.   
 

View opposing the proposal 
 
4.8 A common view amongst those opposing the proposal was that there is 
no need to include a community representative among those who should be 
notified as an “interested party”.  They argued that under existing regulations 
there are already many ways for communities to provide their views.  For 
example, one individual respondent remarked: 

“It is unnecessary because the existing regulations were 
developed with Public Consultation in mind and contain a raft of 
processes that ensure that any application for a new pharmacy 
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will have been given ample opportunity to gather in a broad and 
balanced representation of the views of the local community in the 
form of letters, surveys, public meetings, communities groups 
viewpoints etc. These representations are drawn together and 
presented to the decision-making body to enable them to take a 
broad and balanced view of the wishes of the community” 
(Individual). 

 
4.9 Another recurring view from respondents across a wide range of 
respondent categories was that a representative of the community is likely to 
lack the knowledge and expertise necessary for those involved in 
representations relating to applications.  In particular, the intricacies 
associated with the “legal test” were considered to be potentially challenging.  
It was considered that any lack of understanding could contribute to a lack of 
balance in representation which could undermine the hearing process.  One 
respondent commented: 

“Pharmaceutical applications processes are complex and if the 
community representative is unaware of the procedures then 
there may be significant disruption at hearings” (Pharm). 

 
4.10 Several respondents recommended that community representatives 
who are notified as “interested parties” will require comprehensive briefing on 
all aspects of the application. 
 
4.11 Four respondents from three different categories raised concerns over 
how the involvement of a community representative would impact on other 
members of the panel, particularly other lay people.  It was predicted that 
community representatives, rather than providing a “balanced” view, would be 
largely in favour of the applicant, which may put undue pressure on other 
panel members.  
 
4.12 Six respondents across four categories considered that the proposal 
did not make clear precisely how representations from  community 
representatives would be taken into account, for example, what weight would 
be attached to them in relation to other representations?   
 
4.13 Two respondents argued that the “lay man” should not be able to 
influence healthcare decisions (Pharm) or commercial decisions (Ind).  
 
4.14 Two respondents (Pharm, HB) cautioned that the community 
representative could potentially be subject to lobbying from other “interested 
parties”.  
 
4.15 Two individual respondents urged that hearings are made accessible to 
community representatives, keeping inconvenience to them to a minimum.  
 

Views on representing the local community 
 

4.16 Many respondents questioned how community views could firstly be 
harnessed, then subsequently represented in a balanced fashion.  There was 
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general agreement from across a wide range of categories that community 
representatives should be impartial, and present views of the wider 
community, based on evidence rather than emotion.   
 
4.17 The main problem envisaged by respondents across a wide range of 
categories was putting this ideal into practice where communities are diverse, 
with different factions and representative bodies holding their own, possibly 
conflicting views.  Some respondents commented that there may be diverging 
views even within different groups.  
 
4.18 Five respondents, including three NHS Boards, recommended that a 
system be established for systematic identification of an appropriate person to 
represent the community.  Two NHS Board committees argued that NHS 
Boards should not be permitted to nominate a person, in order to avoid any 
perception of bias in their choice.   
 
4.19 Seven respondents considered that community councils were obvious 
choices as representatives of communities.  In contrast, one NHS Board 
cautioned that neighbourhoods may have more than one community council 
and therefore they would not make good representatives.  Seven further 
respondents argued for local elected members of local authorities to be 
selected as community representatives.  The view of three  respondents 
(two NHS Boards and one NHS support organisation) was for representatives 
to be drawn from Public Partnership Forums.  
 
4.20 One individual respondent questioned the meaning of a “balanced” 
viewpoint, and how this would be judged.  
 
4.21 A common view (ten respondents across a range of categories) was 
that although the proposal implies that a community representative will have 
themselves undertaken consultation across the local community in order to 
represent its views, it does not specify how this should be done. Some called 
for an appropriate mechanism to be articulated or guidance provided, and 
supported with funding.  
 

Views on the proposal for a right of appeal for the community 
representative  

 
4.22  Whilst two respondents (GP, HB) welcomed this proposal, six others 
disagreed.  The most common view was that in virtually all cases the right of 
appeal is restricted to errors in the legal process, which opponents perceived 
to be outwith the scope of community consideration.  One respondent 
(Rep/Prof) remarked that should a decision be appealed by a community 
representative, the legality of their appealing a decision in which they played a 
part as an interested party originally, could be questioned.   
 
Handling of NHS Board PPC hearings 
 
4.23  In the interests of fairness during meetings where the NHS Board PPC 
decides to take oral representations, in order to achieve a greater balance of 
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those permitted to make representations, the Scottish Government is 
considering the case that no one single party or person (the applicant or those 
affected by the application) is able to dominate the entire hearing.             
  
4.24 Proposal 5 is intended to address this concern. 
 

Proposal 5 
The Scottish Government is of the view that in the future PPC hearings 
should be handled in such a way so that no one person or organisation 
is able to dominate the entire hearing.  This might include options such 
as limiting the time allocated to give oral representations or the issuing 
of guidance to PPCs.  The Scottish Government thinks that all PPC 
meetings in future should follow a standard process in the management 
of PPC hearings.  

 
4.25 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
4.26 81 respondents provided views on Proposal 5.  Table 4.2 overleaf 
provides their responses to the closed aspect of the question.  Almost three-
quarters (72%) of those who provided a view agreed with Proposal 5, with just 
over one-quarter (26%) disagreeing.  Two respondents agreed with aspects of 
the proposal and disagreed with others.  
 
4.27 Broad reasons for supporting the proposal were provided by 19 
respondents, largely individuals.  It was perceived to promote fairness and 
good practice, ensuring that the voices of powerful national companies and/or 
vocal individuals are able to be balanced by others.   
 
 



 

25 
 

Table 4.2  Level of agreement with Proposal 5 

Category Agree Disagree Partially agree Total 
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Individuals 28 82 5 15 1 3 34 

NHS Board 
committees 

9 69 4 31 - - 13 

NHS Boards 7 70 3 30 - - 10 

Representative 
or professional 
bodies 

3 38 4 50 1 12 8 

Pharmacy 
contractors 

2 29 5 71 - - 7 

GP practices 3 100 - - - - 3 

MSP/MP 1 100 - - - - 1 

Community 
Councils 

2 100 - - - - 2 

NHS support 
organisations 

1 100 - - - - 1 

Other 2 100 - - - - 2 

Total 58 72 21 26 2 2 81 

 
Views on limiting the time allowed to give oral representations 

 
4.28 This aspect of the proposal received the most attention from 
respondents.  Whilst four respondents, all from different categories, gave the 
proposal broad support, for the sake of expediency, others were more 
cautious.  
 
4.29  A dominant theme across many different categories was concern that 
restricting time for contributions could result in unfairness if a party is unable 
to present their full case, which in turn could lead to appeals.  Typical 
comments included: 
     

“Past decisions have been appealed on the basis of a party not 
receiving a full and fair hearing, for example where they have 
been limited in time” (HB). 
 
“In many cases the interested parties provide a wealth of 
information to the PPC in order to ensure they have all the 
relevant facts to make a fair a correct decision. Limiting time could 
create a situation where vital information is not presented.  The 
presentations at each hearing will vary widely, this is in part due 
to the fact that the evidence for each application will also, to a 
great extent, be varied. Therefore if a time limitation were to be 
imposed, this could in turn impinge on a true representation of the 
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evidence.  I understand that there may be cases where one 
interested party takes more time than others at a hearing. 
However this is often the nature of deliberations with two 
opposing viewpoints and it can be the case that the dominant 
viewpoint inherently has more evidence to present/discuss. 
 
This process has a significant impact on the livelihoods of those 
involved and as such should be taken seriously and given as 
much time as is required. I believe it is the responsibility of each 
interested party to present as much information as possible to 
ensure their view is fairly considered. Any time limit imposed 
could result in a misrepresentation and ultimately an unjust 
decision” (Individual). 

 
4.30 Others considered the imposition of time limits to be “artificial” and not 
a mechanism used in other fields.   
 
4.31 26 respondents from a wide range of categories argued that an 
effective Chair could negate the need for the imposition of time limits.  
Comments included:  

“We believe, rather than needing to be prescriptive with process, 
a strong Chair should be able to run the hearing as they see fit 
and avoid inappropriate amounts of time being taken by any 
party” (Rep/Prof).  

 
“Any experienced and competent PPC chair should be able to 
ensure that all sides have a fair and proportionate time to present 
their arguments and that time is not wasted on unnecessary 
discussions” (Pharm).  

 
4.32 Several respondents recommended that structured, national training be 
provided for Chairs.   
 
4.33 Three respondents (HB, HBC, Pharm) advocated applicants being 
allocated relatively more time than others to speak at hearings, in order to 
establish the merits of the application and also have time to rebut arguments 
against this.  One individual respondent recommended that each party be 
given equal time. 
 
4.34 One individual suggested that only one interested party be nominated 
to speak against the applicant, with the others permitted to provide written 
evidence only. 
 
4.35 Four respondents (two NHS Boards and two pharmacy contractors) 
considered that time could be saved at hearings by better pre-planning and 
time management.  For example, written statements could be requested 
several weeks before the hearing and circulated to all relevant parties for 
briefing prior to meeting.   
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Views on issuing guidance 
 
4.36 The proposal to issue guidance to PPCs was generally welcomed 
although a few respondents urged that this should avoid being overly 
prescriptive.  Six respondents from five different respondent categories 
recommended that guidance is drawn up in conjunction with interested 
parties: British Medical Association; Dispensing Doctors’ Association; 
Community Pharmacy Scotland and patients’ associations.  
 
4.37 Eight respondents commented that guidelines already exist.  
 

Views on standardising processes 
 
4.38 15 respondents from a range of categories provided explicit support for 
the proposal that all PPC meetings in future follow a standard process in the 
management of PPC hearings. 
 
4.39 Advantages of a standard process were identified as enabling all to 
know what to expect, achieving consistency, and reducing the risk of judicial 
reviews.  One individual respondent stated that they could not comment as 
they were unaware of what formats were currently in operation.  
 
4.40 One NHS Board suggested that the Scottish Government consider 
developing standardised information packs to support all those attending 
PPCs.   
 

Other comments 
 
4.41 Three respondents (two individuals and one representative or 
professional body) called for GP practices to be able to represent themselves 
at PPCs. 
 
4.42 Two individuals criticised PPC hearings for being held behind closed 
doors. 
 
Assisting those making representations at oral hearings 
 
4.43 The 2009 Regulations set out that the applicant and “interested parties” 
making oral representations can be assisted in making representations at the 
meetings by another person.  However, a person who assists cannot appear 
in a capacity of counsel, solicitor or paid advocate nor can they speak on 
behalf of the person they are assisting.  
 
4.44 The Scottish Government is considering the case for changing this rule 
so that those assisting can speak on behalf of those they are assisting.  This 
case is strongest for those assisting oral representations on behalf of the 
community. 
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Proposal 6 
The Scottish Government proposes that going forward those assisting 
in oral representations by the applicant, the community and other 
interested parties in attendance are able to speak on behalf of those 
they are assisting.   

 
4.45 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
4.46 79 respondents provided views on Proposal 6.  Table 4.3 provides their 
responses to the closed aspect of the question.  Around two-thirds (68%) of 
those who provided a view agreed with Proposal 6, with around one-third 
(32%) disagreeing.  Pharmacy contractors were those most likely to disagree 
with the proposal, with five of the seven who provided a view opposing it. 
 
Table 4.3:  Level of agreement with Proposal 6 

Category Agree Disagree Total 

 No. of 
respondents 

% No. of 
respondents 

% No. of 
respondents 

Individuals 27 82 6 18 33 

NHS Board 
committees 

9 69 4 31 13 

NHS Boards 7 70 3 30 10 

Representative or 
professional 
bodies 

3 43 4 57 7 

Pharmacy 
contractors 

2 29 5 71 7 

GP practices 3 100 - - 3 

MSP/MP 1 100 - - 1 

Community 
Councils 

1 50 1 50 2 

NHS support 
organisations 

- - 1 100 1 

Other 1 50 1 50 2 

Total 54 68 25 32 79 

 
Views in support of the proposal 

 
4.47 Four main reasons to support the proposal emerged.  Most frequently 
mentioned (by 12 respondents from a range of categories) was that the 
current system creates a barrier to effective communication, and the proposal 
would enable views to be presented more knowledgably and directly, rather 
than through a third person.  Linked to this was the argument (put forward by 
eight respondents from five different categories) that the proposal would lead 
to more constructive, better quality debate which was in the interests of 
democracy.  A further eight respondents from five categories considered that 
proceedings would be smoother and would speed up if the proposal was 
implemented.  Finally, five respondents from three categories provided their 
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view that the current system is flawed and at times farcical and embarrassing, 
and needs to be replaced. 
 
4.48 A view from  one respondent (MSP/MP) was that the proposal would 
enable wider participation in the hearing process.   A pharmacy contractor 
commented that this would bring Scottish legislation in line with that operating 
elsewhere in Britain. 
 
4.49 Despite supporting the proposal, many respondents qualified their 
view: 

 The assistant who speaks should be limited to answering questions, 
rather than assisting in the presentation of the case. 

 There needs to be a framework which defines the new process 
clearly, and outlines clearly the respective roles of principal and 
assisting representative. 

 Only one nominated representative should be permitted to speak.  

 The speaker should conform to normal standards of meeting 
etiquette.     

 
Views against the proposal 
 

4.50 The most frequent argument put forward against the proposal was that 
it would result in the proceedings slowing down.  Seven respondents from a 
range of categories shared this view, with one remarking: 

“This will elongate what can already be a lengthy and drawn out 
process. Two points of view for each interested party will dilute 
oral representations” (Ind). 

 
4.51 One respondent argued that allowing more than one person to speak 
would complicate matters (Pharm).   
 
4.52 Another dominant view (six respondents from a range of categories) 
was that the proposal would risk “professionalising” the process by involving 
legal representatives.  One commented: 

“.....professionalisation of PPC proceedings may be at odds with a 
commitment to hearing the community voice. There is the 
potential for a local community council to be speaking on behalf of 
their community against a professional legal or pharmaceutically 
trained advisor to an applicant.  This approach takes the PPC 
proceedings further down the quasi legal road rather than placing 
it within NHS Board planning arrangements as it should be” (NHS 
Board). 
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4.53 Two respondents (CC, HBC) argued that the proposal could create 
bias by adding extra weight to particular arguments over others.  Another 
(Support) agreed that disadvantage could be introduced if one party did not 
have this assistance and another did.  
 
4.54 One view (HBC) was that it is important that an applicant presents their 
own case, from their own perspective, and not through someone else.  
 
4.55 Three respondents (two individuals and one representative or 
professional body) considered that the current system works and there is no 
need to change it. 
 

Views on legal representation 
 
4.56 Whilst two individual respondents emphasised their view that it is 
essential for local communities to have legal representation at PPC hearings, 
in order to stand up to experienced professional parties, 12 respondents (six 
being NHS Boards) presented the opposite case. Their view was that no party 
should have the advantage which legal representation will offer.  
 
Public consultation and pre-application stage 
 
4.57 The Scottish Government wishes to look again at the public 
consultation aspects of the pharmacy application process.  It is aware of 
concerns in some communities that the application process is not transparent 
or robust enough, with decisions taken behind closed doors, and that their 
views provided during the consultation process are not given sufficient weight 
in the decision-making process.   
 

Proposal 7 
The Scottish Government proposes that going forward those applying to open 
a pharmacy, for the purposes of providing NHS pharmaceutical services, 
should first enter into a pre-application stage with the NHS Board to 
determine whether there is an identified unmet need in the provision of NHS 
pharmaceutical services.  This would assist NHS Boards in determining the 
urgency of the demand for NHS pharmaceutical services identified by the 
applicant.  NHS Boards Pharmaceutical Care Services Plans would need to 
reflect an assessment of service gaps and where need is most urgent. 
 

Where an application proceeds, the applicant must be able to provide 
evidence to the NHS Board and the affected communities that every effort 
has been made to publicise the intention to open a community pharmacy and 
to consult and obtain responses from residents in the associated 
neighbourhood.  Also, the notice must be advertised in a newspaper and all 
circulating local news free-sheets and newsletters in the neighbourhood in 
order to reach the vast majority of residents. 
 

NHS Boards will also be required to do the same level of advertising in 
relation to its consultation activities.   

 
4.58 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
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4.59 82 respondents provided views on Proposal 7.  Table 4.4 provides their 
responses to the closed aspect of the question.  A majority (61%) of 
respondents who provided a view supported the proposal, with a significant 
minority (39%) against.  Individual respondents were amongst those most 
likely to favour the proposal.  Most NHS Board committees, NHS Boards, 
representative or professional bodies and pharmacy contractors opposed it. 
 
Table 4.4:  Level of agreement with Proposal 7 

Category Agree Disagree Total 

 No. of 
respondents 

% No. of 
respondents 

% No. of 
respondents 

Individuals 27 79 7 21 34 

NHS Board 
committees 

4 33 8 67 12 

NHS Boards 4 40 6 60 10 

Representative or 
professional bodies 

3 38 5 62 8 

Pharmacy 
contractors 

1 14 6 86 7 

GP practices 3 100 - - 3 

MSP/MP 2 100 - - 2 

Community 
Councils 

2 100 - - 2 

NHS support 
organisations 

2 100 - - 2 

Other 2 100 - - 2 

Total 50 61 32 39 82 

 
4.60 A few of those in favour of the proposal commented broadly that the 
proposal would help to reduce unnecessary and frivolous applications in their 
area; would provide a more cohesive approach than at present; and would be 
more transparent in process.  
 

Pre-application stage 
 
4.61 Many respondents criticised the proposal to introduce a pre-application 
stage.  NHS Boards and NHS Board committees in particular expressed much 
concern that involving NHS Board staff in this stage could be perceived as 
introducing bias into proceedings, with applications proceeding past this stage 
viewed as having been endorsed by NHS Boards.   
 
4.62 A recurring view amongst respondents from different categories was 
that considering applications should be the prerogative of PPCs only, with 
access to full information from all interested parties.  Involvement of NHS 
Boards at a pre-application stage was seen as potentially undermining the 
independence of the PPC.   
 
4.63 Three individuals expressed concern that NHS Boards may not have a 
detailed understanding of local, neighbourhood need.  Two respondents (HB, 
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Ind) recommended that the role of NHS Boards at pre-application stage be 
very clearly defined in order to prevent overreach.  
 
4.64 Nine respondents from a range of categories argued that dispensing 
GPs should also be involved in the pre-application stage.  Two respondents 
(Support, Ind) called for the involvement of the community in the pre-
 application deliberations.  One NHS Board committee considered that 
the APC should be party to the process.  Three NHS Board committees 
commented that in the interests of fairness, all interested parties should have 
the same opportunity as applicants, but clearly this would be unworkable.  
 
4.65 Three respondents perceived the proposal to introduce a pre-
application stage as simply adding another layer of bureaucracy and possibly 
confusion.   
 
4.66 Eight respondents from a range of categories suggested that there is 
no need for the applicant to enter into pre-application discussions, if they are 
given access to the PCSP. 
 
4.67 Six respondents sought clarification over whether NHS Boards could 
act as gatekeepers at the pre-application stage, and block an application from 
going further.  This was not supported, with one pharmacy contractor 
suggesting this could be viewed as anti-competitive.  
 
4.68 A few respondents envisaged this stage to be informal and potentially 
very useful.  One NHS Board in particular commented that they already 
entered into such pre-application discussions and provided un-biased support 
for applicants.   
 

Views on the role of the PCSP 
 
4.69 Many respondents commented on the proposed use of the PCSP by 
NHS Boards when determining the urgency of the demand for NHS 
pharmaceutical services identified by the applicant and whether there are 
service gaps.  
 
4.70 Overall, many of those who commented, from a range of categories, 
foresaw potential benefits of using the PCSP as a tool for assessment of 
applications, but not in its current form.  A recurring view was that plans would 
need to be more robust, open to scrutiny and fit for purpose, before being 
deployed by those considering applications.  One individual respondent 
remarked: 

“The pharmaceutical care plans that have been developed by the 
Boards to date have been woefully inadequate and could in no 
way help to determine if an application should go ahead.  
Furthermore, this represents a way for Boards to slow down 
applications and reject them out of hand without taking a robust 
and transparent approach to them” (Individual).   
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4.71 One NHS Board committee queried how PCSPs could be used in this 
way, perceiving the focus of the plan to be geographically wide and strategic, 
contrasting with the local neighbourhood focus of applications.   
 
4.72 Four NHS Boards welcomed the use of PCSPs at the pre-application 
stage, perceiving these to be part of a shift in culture from reacting to 
applications  to proactively planning services.   A recurring comment, 
however, was that introducing a greater role for PCSPs, is not compatible with 
the current control of entry process.   
 

Views on the proposals for consulting with communities 
 

4.73 A dominant view to emerge across several respondent categories was 
that rather than both NHS Boards and applicants undertaking separate 
consultations with communities, only one should be conducted, by NHS 
Boards, with the outcome shared with the applicant and paid for by the 
applicant.  This was seen as streamlining the consultation process, promoting 
greater community response, and ensuring transparency and quality of 
process.  A few respondents suggested that should the application be 
successful, the consultation costs would be refunded to the applicant. 
 
4.74 One key concern over the proposals regarding consultations 
undertaken by applicants is that they will need to define “neighbourhood” prior 
to the PPC’s designation of this area.  Three respondents emphasised their 
view that NHS Board consultations should be confined to those residing within 
the “neighbourhood”.   
 
4.75 Three NHS Boards argued that the proposal brought no added benefit 
as consultations are already conducted and that normal processes of 
consultation should continue. 
 

Views on the proposal for advertising the application 
 
4.76 The proposal that both applicants and NHS Boards advertise in a 
newspaper and all circulating local news free-sheets and newsletters in the 
neighbourhood received a cautious welcome with many respondents 
identifying a number of practical challenges to overcome. 
 
4.77 In general, those who provided a view recommended that flexibility is 
permitted for advertising in media tailored to local contexts.  For example, on 
some Scottish islands, local radio is widely listened to, and local newspapers 
an important way of providing information.  Two NHS Board committees 
commented that in the absence of central registers of all free- sheets and 
newsletters in an area, it would be difficult to ascertain if adverts had been 
placed in all of them.  Three respondents (Rep/Prof, HBC, Pharm) agreed that 
if regulations on advertising are too prescriptive this risked appeals on the 
grounds that comprehensive advertising had not been achieved. 
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4.78 Six respondents recommended that social media such as Facebook 
and Twitter, and other ways of advertising be considered.  
 
4.79 Several respondents expressed concern over the potential costs of 
widescale advertising for both NHS Boards and the applicant.  Three 
respondents (HB, HBC, Pharm) warned that such costs may discourage 
small, independent pharmacies from applying.  One pharmacy contractor 
suggested that all advertising is undertaken by NHS Boards, with the 
applicant funding this.  Another remarked that running two separate sets of 
adverts risked communities responding to one and not the other.  
 
Specifying the extent to which community views have been taken into 
account 
 
4.80 With regard to the public consultation undertaken by the NHS Board, 
communities have expressed concerns that it is not always clear how, or if, 
their views have been taken into account and what part they have played in 
the NHS Board PPC decision. 
 
4.81 The Pharmaceutical Services Regulations direct PPCs to have regard 
to any consultation responses when considering whether the application 
meets the tests of necessity or desirability.  They are also required to publish 
decisions about applications on their websites alongside the reasons for the 
decisions. 
 

Proposal 8 
The Scottish Government proposes that going forward NHS Boards 
specify to what extent the views of the community have or have not 
been taken into account in their published decisions on the outcomes 
of a pharmacy application. 

 
4.82 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
4.83 78 respondents provided views on Proposal 8.  Table 4.5 overleaf 
provides their responses to the closed aspect of the question.  A majority 
(85%) of those providing a view stated that they agreed with the proposal.  
Amongst the different respondent categories, pharmacy contractors were 
more divided than others in opinion, with four agreeing and three disagreeing 
with the proposal.  
 
4.84 It emerged from responses that some individual respondents agreed to 
the proposal as they perceived it to mean that more account would be taken 
of community views than at present, rather than NHS Boards specifying to 
what extent the views had been taken into account. 
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Table 4.5:  Level of agreement with Proposal 8 

Category Agree Disagree Neither agree 
nor disagree 

Total 
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Individuals 28 90 3 10 - - 31 

NHS Board 
committees 

11 85 2 15 - - 13 

NHS Boards 7 70 2 20 1 10 10 

Representative 
or professional 
bodies 

5 83 1 17 - - 6 

Pharmacy 
contractors 

4 57 3 43 - - 7 

GP practices 3 100 - - - - 3 

MSP/MP 2 100 - - - - 2 

Community 
Councils 

2 100 - - - - 2 

NHS support 
organisations 

2 100 - - - - 2 

Other 2 100 - - - - 2 

Total 66 85 11 14 1 1 78 

 
4.85 Ten respondents (largely NHS Boards and individuals) remarked that 
the extent to which community views have or have not been taken into 
account is already published, for example, in the minutes of PPC meetings.  
Five respondents from four different categories recommended national 
guidelines providing clear criteria for assessing public response and the 
weight to be applied to it, in order to ensure consistency of reporting across 
Scotland.  One respondent (Rep/Prof) advocated training for the Chair and 
PPC committee in how to incorporate public consultation results into their 
decision-making.  
 
4.86 Three reasons to support the proposal were put forward repeatedly: 

 promotes transparency and openness (21 mentions) 

 is more accountable to communities, particularly where the decision 
goes against the view expressed by the community (5 mentions) 

 promotes public understanding and confidence in the decision-
making process (5 mentions).  One respondent commented: 
“At present it is felt that the PPC minutes give a true, honest and fair 
reflection of the proceedings. If by providing more information to the 
public is helpful to them understanding the decision made by the 
PPC we would fully support this. This should be applicable to 
evidence presented by both the applicant and interested parties” 
(HBC).   
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4.87 Ten respondents from a range of categories highlighted what they 
perceived to be the importance of establishing a right of appeal for 
communities, if information on the extent to which their views have been taken 
into account is published.  
 
4.88  A recurring view amongst 11 respondents (six of them NHS Boards or 
NHS Board committees) was that the proposal should not result in additional 
weight given to community views over those of any other party, or affect the 
primacy of the legal test in assessing applications.  Comments included: 

“It is vital however that the measure by which the application is 
judged is the legal test of adequacy, and whether it is necessary 
or desirable to grant the application to gain an adequate service.  
Members of the general public should be made aware that 
although the PPC must recognise the views of the public the legal 
test is the critical factor in assessing pharmacy applications” 
(Rep/Prof). 

 
“It is important that the views of the community are considered in 
PPC discussions. However, views of the community are not part 
of the adequacy or prejudice test to a greater or lesser extent than 
any other interested party. So while supportive of published 
decisions include narrative explaining the outcome of a pharmacy 
application, and in particular to respond to the views put forward 
of all interested parties not just the community, ..........(we) do not 
support a requirement where the community view is held above 
all other views, either in decision making or in recording 
deliberations” (HB). 
 

4.89 Three individual respondents and one pharmacy contractor considered 
that the proposal added no value.  Assessing the extent to which views are 
taken into account was seen as difficult to quantify and a “grey area”.   
 
Securing NHS pharmaceutical services 
 
4.90 The Scottish Government is committed to protecting the rights of 
patients to receive reliable and sustainable NHS pharmaceutical services.  
The financial viability of the proposed pharmacy is a key factor in securing 
those services for the local community concerned. 
 

Proposal 9 
The Scottish Government considers that NHS Boards should be able to take 
into account how NHS pharmaceutical services would be delivered in practice 
in the long term after an application has been received.  This includes taking 
into account the financial viability of the pharmacy business proposed.  This is 
an important factor in securing these services in the long term. 

 
4.91 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
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4.92 78 respondents provided views on Proposal 9.  Table 4.6 provides their 
responses to the closed aspect of the question.  Around three-quarters (72%) 
of those responding agreed with the proposal.  However, most NHS Board 
committees, representative or professional bodies and pharmacy contractors 
disagreed with the proposal.   
 
Table 4.6:  Level of agreement with Proposal 9 

Category Agree Disagree Total 

 No. of 
respondents 

% No. of 
respondents 

% No. of 
respondents 

Individuals 28 88 4 12 32 

NHS Board 
committees 

6 46 7 54 13 

NHS Boards 8 80 2 20 10 

Representative or 
professional 
bodies 

3 43 4 57 7 

Pharmacy 
contractors 

2 29 5 71 7 

GP practices 3 100 - - 3 

MSP/MP 1 100 - - 1 

Community 
Councils 

2 100 - - 2 

NHS support 
organisations 

1 100 - - 1 

Other 2 100 - - 2 

Total 56 72 22 28 78 

 
 

Views in favour of the proposal 
 

4.93 Amongst the supporters of the proposal were many respondents from a 
range of categories (although largely individuals) who considered that such 
consideration would help to protect the rights of patients to receive 
sustainable NHS pharmaceutical services.  One NHS Board committee 
suggested that knowing that their financial viability will be examined will put off 
potential speculative applicants. 
 
4.94 Many respondents recommended that in addition to examining the 
financial viability of the pharmacy business proposed, NHS Boards should 
also take into consideration their likely impact on the viability of local 
businesses.  
 

Concerns about the proposal   
 

4.95 Many concerns were raised over the legitimacy, usefulness and 
efficacy of the proposal.  These are listed below in order of number of times 
the concern was raised by respondents: 

 NHS Boards do not have the expertise to assess financial viability 
of applicants.  This is an extremely complex area (22 mentions).  
One pharmacy contractor commented: 
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“We question what capacity there is at Health Boards to be able to 
undertake an assessment of financial viability. Many NHS 
employees will be unaware of the complexities of financing and 
running a commercial business and therefore we do not believe that 
the Health Board will be properly resourced to undertake this 
activity” (Pharm). 

 NHS Boards will not have the full financial information needed on 
which to base decisions on viability. For example, they would not 
have information on non-NHS contract business, nor the applicant’s 
business plan (although two respondents (HB, Ind) recommended 
that applicants are required to submit this) (12 mentions). 

 No other primary care contractor’s business is subject to such 
scrutiny and if the proposal is implemented, the financial viability of 
existing providers should also be assessed (8 mentions). 

 There are no criteria on which to base a financial viability 
assessment.  What would this involve?  How would “long term” be 
assessed? Would this be based on the wider business chain 
viability or the individual contractor finances? It was noted that large 
chains may choose to open speculatively even if the individual 
pharmacy is unlikely to be profitable initially (8 mentions). 

 The proposal is redundant as viability is already encompassed by 
the requirement that services are “secured” (8 mentions).  A few 
respondents, however, considered that it may be useful to make 
clear in regulations precisely what this entailed. 

 A company’s financial information is commercially sensitive and 
they may not wish to hand it over (5 mentions). 

 Any financial risk is assessed by the business prior to application 
and is a business matter, not one for the NHS Board (4 mentions). 

 Rather than focusing on potential viability, a more effective way of 
protecting services is to enforce the contractual obligations, such as 
agreed opening hours, post contract, (4 mentions). 

 If the proposal is implemented, and a contract awarded to a 
pharmacy which then fails, this will undermine NHS Board decisions 
(3 mentions). 

 It is not possible to see into the future as many factors can affect 
viability over short time periods (3 mentions). 

 Introducing a financial viability assessment will provide new grounds 
for appeals (2 mentions).  

 
Timeframes for reaching decisions 
 
4.96 Applicants, NHS Boards and interested parties alike have expressed 
concerns about the sometimes excessive time and resource involved in the 
application process. The length of the overall process can sometimes be a 
source of great anxiety for the community and the applicant, as well as costly 
in terms of the resource invested to see the application through to fruition. 
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Proposal 10 
The Scottish Government proposes that going forward the regulatory 
framework would require NHS Board PPCs to make a decision within 
six weeks of the end of the public consultation process and the NAP to 
make a decision within three months upon receipt of an appeal (or 
appeals) being lodged.   
 
In more complex cases the timeframe would be made extendable 
where there is a good cause for delay. 

 
4.97 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
4.98  81 respondents provided views on Proposal 10.  Table 4.7 overleaf 
provides their responses to the closed aspect of the question.  A majority 
(89%) of respondents agreed with the proposal.  The only significant 
opposition came from individuals, five of whom disagreed, and one of whom 
provided only partial agreement.  
 
4.99 The concept of introducing timeframes was generally welcomed as 
being sensible, helping to reduce uncertainty, providing an incentive to NHS 
Boards to deal with applications promptly, and contributing to fairness.  One 
individual respondent remarked: 

“Timely decisions are as important as transparent ones.” 
 
4.100 Six respondents recommended that a further time limit is imposed for 
reconsidering applications which have been returned to PPCs from the NAP. 
 
4.101 NHS Boards expressed more caution than others over the timeframe 
for the PPC decision, some describing the proposed six week period as 
“challenging”.  One individual recommended that the PPC decision timeframe 
be extended to eight weeks.  One NHS Board suggested that on islands, 
where there are logistical problems to contend with to bring PPC members 
together, the timeframe should be longer than on mainland areas.   A few 
NHS Boards felt that further trained PPC members would be required in order 
to enable them to adhere to this timescale.  One respondent (Rep/Prof) 
recommended reviewing timescales once the system has been embedded.  
Two respondents (Pharm, Ind) emphasised that the introduction of timescales 
should not compromise the quality of hearings.   
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Table 4.7:  Level of agreement with Proposal 10 

Category Agree Disagree Partially agree Total 

 

N
o

. 
o

f 

re
s

p
o

n
d

e
n

ts
  
  
  
  

% 

N
o

. 
o

f 

re
s

p
o

n
d

e
n

ts
 % 

N
o

. 
o

f 

re
s

p
o

n
d

e
n

ts
 % 

 
N

o
. 

o
f 

re
s

p
o

n
d

e
n

ts
  
  
  
  
  
  

    

Individuals 29 83 5 14 1 3 35 

NHS Board 
committees 

12 92 1 8 - - 13 

NHS Boards 9 90 1 10 - - 10 

Representative 
or professional 
bodies 

8 100 - - - - 8 

Pharmacy 
contractors 

6 86 1 14 - - 7 

GP practices 3 100 - - - - 3 

MSP/MP 1 100 - - - - 1 

Community 
Councils 

1 100 - - - - 1 

NHS support 
organisations 

1 100 - - - - 1 

Other 2 100 - - - - 2 

Total 72 89 8 10 1 1 81 

     
4.102 Three respondents (two individuals and one GP) perceived the 
proposed timeframe to be too long.  Five respondents from three different 
categories argued that the timeframe for the NAP decision is too long.  They 
envisaged this being restricted to between one month and six weeks, in order 
to be compatible with the timeframe for the PPC decision.  
 
4.103 A dominant theme was that flexibility should be built in for unforeseen 
circumstances which could impact on timings.  However, one individual 
respondent recommended that no exceptions are made; another advocated 
timings being decided on a case-by-case basis. 
 
4.104 Requests were made by respondents from many different categories, 
for clear definitions of “good cause” for delay; and “complex cases”.  Several 
emphasised that cases may not be “complex” but may still demand longer 
timeframes for example: those taking place over summer/holiday periods 
when PPC members may not be readily available; extremely adverse weather 
may result in hearings being cancelled; PPCs may receive multiple 
applications at one time and require more time in order not to compromise 
due consideration.  
 
4.105 One pharmacy contractor sought clarity on the length of permitted 
extensions.  Three respondents recommended that any extensions to 
timeframes be notified to all interested parties promptly. 
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Expert advice and support to PPCs during deliberations 
 
4.106 The constitution of the PPC largely consists of lay members and 
members who are generally not expert in the legal framework governing 
pharmacy applications and associated legal tests. 
 

Proposal 11 
The Scottish Government proposes that going forward the regulatory 
framework would make provisions for the appropriate role of an 
independent legal assessor acting in a supporting and advisory 
capacity, including providing advice and guidance on technical and 
legal aspects of the application process during PPC deliberations. 

 
4.107 The consultation asked respondents whether or not they agreed with 
this proposal and to give their reasons.   
 
4.108 77 respondents provided views on Proposal 11.  Table 4.8 overleaf 
provides their responses to the closed aspect of the question.  A majority 
(79%) of respondents agreed with giving NHS Board PPCs access to an 
independent legal assessor as set out in the proposal.  NHS Boards and NHS 
Board committees were more divided in view than other categories of 
respondent. 
 
4.109 It was generally agreed amongst those supporting the proposal that 
involving an independent legal assessor in a supporting and advisory capacity 
would lead to better decision-making in an area of increasingly complex law.  
A few respondents remarked that this would improve consistency between 
different NHS Boards.   
 
4.110 12 respondents from a range of categories envisaged that such expert 
help in PPCs would result in a reduction in appeals.  Others considered that 
processes would be speeded up due to fewer adjournments and the removal 
of the need to contact NHS Central Legal Office (CLO).  One indirect benefit 
was identified as aiding the training of PPC members (HB).   
 
4.111 19 respondents (largely NHS Boards and NHS Board committees) 
expressed concern over how much the proposal would cost to operate and 
who would fund it.  
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Table 4.8:  Level of agreement with Proposal 11 

Category Agree Disagree Total 

 No. of 
respondents 

% No. of 
respondents 

% No. of 
respondents 

Individuals 27 82 6 18 33 

NHS Board 
committees 

7 64 4 36 11 

NHS Boards 6 60 4 40 10 

Representative 
or professional 
bodies 

7 88 1 12 8 

Pharmacy 
contractors 

7 100 - - 7 

GP practices 3 100 - - 3 

MSP/MP 1 100 - - 1 

Community 
Councils 

- - 1 100 1 

NHS support 
organisations 

1 100 - - 1 

Other 2 100 - - 2 

Total 61 79 16 21 77 

 
4.112 Another recurring concern was over the ready availability of such 
assessors.  Six respondents (four of them NHS Boards) considered that a 
sufficient pool of assessors would be required to accommodate demands of 
different NHS Boards without causing delays in setting hearings.  The 
challenges which the proposal may create for islands was raised (HB).   
  
4.113 One NHS Board committee raised the possibility of CLO advice 
conflicting with that provided by the independent legal assessor.    
 
4.114 Calls were made for the role and responsibilities of the assessor to be 
clearly defined, perhaps in national guidance (HBC, HB).  Three respondents 
(CC, Oth, Ind) suggested that the person take on the role of Chair of the PPC.  
 
4.115 It was considered that the proposal be further enhanced by the 
provision of central administrative support for taking minutes, given the 
importance of the decisions being documented (HBC, Ind).   
 
4.116 One respondent (Pharm) requested that a quality assurance review 
date be set to assess whether the proposal is providing value for money.  
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Suggestions for alternative arrangements 
 
4.117 Six respondents considered there to be a role for NHS Board members 
to attend PPC hearings (either with the independent legal assessor or instead 
of).  One remarked: 

“Board officials have successfully undertaken this function for 
many years and provided that they are not present during the 
private deliberations of the PPC then we would propose that this 
continues. These officials have built up knowledge and 
experience over a number of years and the independent legal 
assessor would not necessarily have a better understanding of 
the Regulations” (HBC).   

 
4.118 Five respondents (including three representative or professional 
bodies) argued for regular, national training to improve the expertise of PPC 
members.   
 
4.119  Other suggestions for alternatives to the proposal were: 

 Simply have a legally qualified person as Chair (Ind). 

 Deploy NHS Board officials from other NHS Boards to remove any 
perception of bias (HB). 

 Continue to refer to CLO when advice is required (HBC). 

 Make the legislation less complex so that there is no need for 
additional legal advice (several respondents alluded to this in their 
responses). 

 Move from this reactive model to a proactive approach based on the 
PCSP, which would remove the need for the entire Control of Entry 
process (HB).    

 
OVERVIEW 
 
4.120 Overall, respondents supported establishing a meaningful role for local 
communities in decision-making regarding applications for new community 
pharmacies.  However, many acknowledged the difficulties in identifying 
appropriate community representatives, given the diversity of local 
communities and different needs within them.  Respondents provided ideas 
for streamlining consultation processes, reducing duplication of effort and 
promoting higher quality of input and higher response rates. 
 
4.121 Mixed views emerged on another proposal aimed at facilitating more 
efficient application processes.  Whilst a slight majority of the respondents 
who provided a view favoured the introduction of a pre-application stage in 
which those applying to open a pharmacy could enter into discussions with 
the NHS Board over the need for NHS pharmaceutical services in the area, 
others expressed concern that this could be viewed as introducing bias into 
proceedings, with applications proceeding past this stage perhaps seen as 
having NHS Board endorsement. 
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4.122 Although there was much support for NHS Boards being able to take 
account of the financial viability of proposed pharmacies prior to securing their 
services, a significant proportion of respondents questioned whether NHS 
Boards actually had the expertise or the available information to undertake 
this.   
 
4.123 There was also much support for the introduction of timeframes into the 
regulatory framework for NHS Board PPC and NAP decisions.  This was seen 
as a way of reducing uncertainty, although it was acknowledged that in some 
cases a degree of flexibility over timings would be necessary.   
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ANNEX 1:  LIST OF RESPONDENTS  
 
NHS Board committees 
Aberdeen Community Health Partnership 
NHS Ayrshire and Arran Local Medical Committee 
NHS Fife Area Pharmaceutical Committee 
NHS Fife Pharmacy Practices Committee 
NHS Forth Valley Area Pharmaceutical Committee  
NHS Forth Valley Local Medical Committee 
NHS Greater Glasgow and Clyde Community Pharmacy Development Team 
and Pharmacy Practices Committee 
NHS Greater Glasgow and Clyde Community Pharmacy Sub-Committee 
NHS Highland Local Medical Committee 
NHS Highland Pharmaceutical Committee 
NHS Lothian Area Pharmaceutical Committee 
NHS Scotland Directors of Pharmacy Group 
NHS Scotland Pharmacy Administration Leads Group 
 
NHS Boards 
NHS Ayrshire and Arran 
NHS Borders 
NHS Dumfries and Galloway 
NHS Forth Valley 
NHS Grampian 
NHS Highland 
NHS Lanarkshire 
NHS Orkney/NHS Shetland 
NHS Tayside 
NHS Western Isles 
 
Representative or professional bodies 
Boots Pharmacists’ Association 
British Medical Association 
Community Pharmacy Scotland 
Dispensing Doctors’ Association 
National Pharmacy Association Limited 
Royal College of General Practitioners 
Royal Pharmaceutical Society in Scotland 
The Company Chemist Association 
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Pharmacy contractors 
ASDA 
Boots UK Limited 
Celesio UK 
Davidsons Chemist 
Deans Pharmacy 
Rowlands Pharmacy 
The Co-operative Pharmacy 
 
GP practices 
Benbecula Medical Practice 
Eyemouth Medical Practice 
Glencairn Medical Practice 
 
MSP/MP 
Alison McInnes MSP & Rt Hon Sir Malcolm Bruce MP 
Bruce Crawford MSP 
Angus MacNeil MP 
 
Community councils 
Newtonhill, Muchalls & Cammachmore Community Council 
Tarves Community Council 
 
NHS Support organisations 
NHS National Services Scotland 
Scottish Health Council 
 
Other 
B999 Health Trust 
General Pharmaceutical Council 
National Appeal Panel 
 
Individuals 
34 individual respondents  
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