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Primary care improvement plans: implementation progress summary - March
2026

Summary of the current progress towards implementation of the Memorandum of
Understanding (MoU) between the Scottish Government, the SGPC, Integration
Authorities and NHS Boards.

Summary of implementation progress at March 2026

Introduction

This management information publication provides a national summary of the
progress towards implementation of the Memorandum of Understanding (“MoU”: see
‘Background’ for more information). It covers the period up to the end of March 2026
and is based on data provided by Integration Authorities (IAs) in May 2026. It
updates the information published in June 2025. The data at IA/NHS Board level is
available in the spreadsheets accompanying this publication.

This publication includes financial reporting on how the Primary Care Improvement
Fund (PCIF) was used. However, |IAs can also use other funding sources to support
the implementation of the MoU. This year, information on both PCIF spend and non-
PCIF spend was collected for the first time and is included in the publication.

Data quality

The data included in this report is provided by IAs. Workforce numbers come from
local systems. These systems are dynamic and primarily used for operational
purposes. As the data can change over time, the figures presented here are the best
available estimates. The Scottish Government (SG) is working with 1As to improve
data quality. Therefore, previously published 2025 information is revised in this
publication to reflect these refinements.

The publication contains data on three broad areas: workforce numbers, access to
NHS Board provided services, and financial reporting.

Data was collected on the number of whole time equivalent (WTE) of staff working to
deliver each MoU service, including whether they are funded by the PCIF or from
other non-PCIF sources. This is consistent with the approach taken in previous years
and therefore improves our understanding of how the size and composition of the
workforce providing multidisciplinary team services is evolving.

This year, the category of ‘Pharmacotherapy: Assistant / Other’ was split into
‘Pharmacotherapy: Assistant’ and ‘Pharmacotherapy: Other’ and the categories
‘Community Link Workers: Other’ and ‘Other staff providing overall PCIP support’
were added. This meant that all services had an ‘other staff’ option — to be used for
admin or support staff — in order to better clarify the roles being fulfilled. 2025 data
was revised to recode staff where appropriate and, therefore, workforce totals
remain comparable across years.

The data collected also includes staff funded through the Primary Care Phased
Investment Programme (PCPIP). The programme ran from April 2024 to March
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2026, with four sites participating (see 'Primary Care Phased Investment
Programme' below for further information).

As with the last three publications, we have asked only if practices have access to
health board provided services. As a result, these figures encompass different levels
of access from low to full access. Any interpretation of these figures should,
therefore, take account of this. SG continues to work with |IAs and other partners to
explore how we can improve the evidence base for multidisciplinary team (MDT)
services, including on access to services.

Background

The 2018 GMS Contract Offer (“the Contract Offer”) and its

associated Memorandum of Understanding (“MoU”) between SG, the Scottish
General Practitioners Committee of the British Medical Association (SGPC), IAs and
NHS Boards was a landmark in the reform of primary care in Scotland.

Its key aims are to refocus the role of the General Practitioner (GP) as expert
medical generalists, enabling GPs to do the job they trained to do and deliver better
care. In tandem, the contract aims to establish MDTs of different healthcare
professionals who come together to provide a range of services in communities for
those people in need of care.

The contract recognises the statutory role of IAs in commissioning primary care
services and service redesign to support the role of the GP as an expert medical
generalist. It also recognises the role of NHS Boards in service delivery and as NHS
staff employers, and parties to the General Medical Services (GMS) contract.

The MoU set out the six priority service areas where IAs, in partnership with Health
Boards and GPs, would focus for service redesign and expansion of MDTs:

Vaccination Transformation Programme (VTP)
Pharmacotherapy

Community Treatment and Care Services (CTAC)
Urgent Care

Additional Professional Roles

Community Link Workers (CLW)

The revised Memorandum of Understanding for the period 2021-23 (MoU2) between
SG, the SGPC, IAs and NHS Boards refreshed the previous MoU between these
parties.

MoU2 reaffirmed the commitment to expanding and enhancing the MDT and placed
a focus on three service areas — VTP, Pharmacotherapy and CTAC. Regulations
were amended to place a legal responsibility on Health Boards to provide
Pharmacotherapy and CTAC services to General Practices and their patients,
alongside their responsibility for the provision of Vaccination services.

Funding to support the implementation of the MoU has been allocated to 1As through
the PCIF. Locally agreed Primary Care Improvement Plans (PCIPs) covering all 31
IAs in Scotland have been developed and implemented since July 2018. The PCIPs
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set out in more detail how implementation of the six priority service areas will be
achieved. IAs are required to provide annual updates on their PCIPs. These updates
are supplied via an agreed standard tracker template, with a focus on workforce,
access, and finance data. It is this data collected through the trackers that is
presented in this publication.

The delivery of primary care transformation is occurring within a complex local
landscape. |1As must work closely with local communities and stakeholders to ensure
that PCIPs address specific local challenges and population need. They must also
agree where the local priorities lie for the services being reformed. As a result of this,
there is geographical variation in service design and delivery models.

Primary Care Phased Investment Programme (PCPIP)

SG established the PCPIP to understand how additional investment - combined with
structured quality improvement support - could improve the implementation of MDT
services and to provide evidence to guide future policy and funding decisions. It

had a particular focus on CTAC and Pharmacotherapy services. The programme ran
from April 2024 to March 2026.

Workforce numbers
Table 1 shows the number of WTE staff working to support implementation of the six
MoU agreed priority services.

The data shows 5,455.3 WTE staff working in the MoU services in March 2026. Of
these, 3579.4 were funded by PCIF, 1,819.4 were funded through other sources,
and 56.4 were funded through the PCPIP.

There was an overall increase of 54.3 WTE staff between March 2025 and March
2026. This represents an increase of 50 funded through the PCIF, a rise of 68
funded through other sources, as well as a decrease of 63 staff funded through the
PCPIP. The PCPIP concluded in March 2026, and the additional workforce
supporting the programme were redeployed onto other activities in the latter half of
financial year 2025/26 following core delivery of the programme concluding in
September 2025.

Increases in workforce may represent progress towards delivery of the MoU.
However, there is no agreed target for specific service or total workforce levels
required across Scotland.

It should also be recognised that there may be variation in appropriate staffing
numbers depending on the clinical model developed, the skill mix of the workforce
and local population needs.

SG and IAs work to continuously improve data quality. Therefore, previously
published information is revised in this publication to reflect these refinements. As a
result, the number of WTE staff working to support the implementation of the PCIP in
2025 has been revised from 5019.5 in the June 2025 publication to 5401.0 in this
publication.
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Table 1: Number of Staff: Scotland - WTE at 31 March 2026

PCIF Other PCPIP Total PCIF Other PCPIP Total
funded funded funded funded funded funded
Mar-25 Mar-25 Mar-25 Mar-25 Mar-26 Mar-26 Mar-26 Mar-26
Pharmacotherapy | Pharmacist 552.3 142.6 14.6 709.6 583.2 156.7 48 7447
e ik S 2 .'Fharm.a‘.’y 4279 495 9.0 4864 4410 652 50 511.2
echnician
Pharmacotherapy | Assistant 168.2 12.0 20.5 200.7 169.7 11.8 5.0 186.5
Pharmacotherapy | Other 1.0 2.3 0.0 3.3 12.7 11.2 0.0 23.9
VTP Nursing 235.1 436.9 NA 671.9 219.5 430.7 NA 650.2
L Healthcare 597 1777 NA 237.4 556 1734 NA  229.0
Assistants
VTP Other 44.9 79.9 NA 124.8 46.2 79.2 NA 125.4
CTAC Nursing 424.2 131.3 32.0 587.5 437.3 137.3 16.2 590.8
CUAE Kea!thca’e 472.9 62.1 437 578.6 4956 77.4 255  598.5
ssistants
CTAC Other 101.3 4.1 0.0 105.4 98.4 5.3 0.0 103.7
Urgent Care Advanced
Nurse
o 197.3 18.9 NA 216.2 198.8 31.5 NA 230.3
Practitioner
s
R EETE Advanced 16.4 13 NA 177 140 1.1 NA  15.1
Paramedics
Urgent Care Other 32.0 46.6 NA 78.6 31.7 50.9 NA 82.6
Additional Mental
Professional Health 179.8 212.4 NA 392.3 172.0 195.8 NA 367.8
Roles workers
Additional MSK
Professional Phvsi 252.0 191.3 NA 443.2 238.3 207.7 NA 446.0
Roles ysios
Additional Occupation
Professional al 36.5 23.4 NA 59.9 36.1 18.4 NA 54.5
Roles Therapists
Additional
Professional Other 22.7 41.0 NA 63.7 17.0 47.5 NA 64.5
Roles
Community Link Community 94.7
Workers Link 269.1 94.5 NA 363.5 254.6 NA 349.2
Workers
€V°mm”“'ty Link | other 1.0 48 NA 5.8 16 4.0 NA 5.6
orkers
Other Supporting Staff 35.0 19.3 NA 54.3 56.2 19.7 NA 75.9
Total 3529.3 1751.9 119.8 5401.0 3579.4 1819.4 56.4 5455.3

NHS Board provided services
NHS Boards are placing the additional primary care staff described in ‘Workforce
numbers’ in general practices and the community. Here they can work alongside
GPs and practice teams to deliver an increased range of services, in accordance
with the MoU. In doing so, they can support the expert medical generalist model and
improve patient care. While some of these services and sub-services represent new
areas of activity, in most cases, these had historically been provided by individual



general practices. Chart 1 illustrates the percentage of general practices whose
patients can now access, in some capacity, these services directly from their NHS
Board. These figures encompass different levels of access from low to full access.
Any interpretation of these figures should take account of this. The data relating to
this chart can be found in the spreadsheet which accompanies this publication.

It is not expected that all general practices in Scotland will take up these NHS Board
provided services. Since service delivery models are designed specifically according
to local population needs, there are variations in approach across the country. For
example, there may be some general practices where there is no defined need for a
particular professional role. These services may therefore never reach 100 percent
coverage. There may also be instances in which it has been agreed that — due to
specific local circumstances - it is necessary for one or more general practices to
continue delivering a service that had been intended to transfer to delivery by a
Health Board-employed MDT under the MoU.

Between 84 and 98 percent of practices have access to different level 1
pharmacotherapy subservices as at March 2026. Between 75 and 95 percent of
practices have access to level 2 pharmacotherapy subservices, and between 56 and
84 percent of practices have access to level 3 pharmacotherapy subservices.

For CTAC services as at March 2026, 88 percent of practices have access to
Phlebotomy, 63 percent of practices have access to Chronic Disease Monitoring,
and 89 percent of practices had access to Other CTAC services.

The roll out of the Vaccination Transformation Programme is well advanced. Ninety-
nine percent of practices have access to pre-school, out of schedule, adult
immunisations and adult flu vaccinations. Travel vaccinations are accessed by 98
percent of practices and school age and pregnancy vaccinations are accessed by 97
percent of practices.

Of NHS Board-provided urgent care services, 22 percent of practices have access to
services delivered in-practice and 43 percent of practices have access to external
services.

Eighty-one percent of practices have access to a CLW. However, CLW services are
not intended to be universal but should, primarily, be targeted where there is greatest
need, in line with deprivation and health inequalities.

Additional professional services include physiotherapists, mental health workers, and
occupational therapists. Seventy-four percent of practices have access to a
physiotherapist, 83 percent of practices have access to a mental health worker, and
14 percent of practices have access to an occupational therapist.



Chart 1: Access to Health Board provided
services as at March 2026, Scotland
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Finance

Table 2 shows that IAs reported spending £291.5m on the delivery of MoU services
in 2025-26. This figure includes the £190.8m invested in the Primary Care
Improvement Fund (PCIF), as well as pay uplifts and Health Board discretionary
spend.



Ninety-four percent (£274.2m) of spend was on staff costs, and six percent (£17.3m)
was on non-staff costs. Non-staff costs can include, for example, spend on premises,
medical supplies, IT equipment, and the provision of training.

Pharmacotherapy had the highest overall spend (£84.4m), and highest total staff
spend (£82.8m). CTAC had the highest proportion of non-staff spend compared to
their overall spend at 11.5 percent.

Table 2: Total spend on staff and non-staff costs rounded to millions: Scotland
—2025-26

PCIF PCIF Non-PCIF Non-PCIF Total
Staff Non-Staff Staff Non-Staff Spend
Spend Spend Spend Spend
Pharmacotherapy £67.9 £0.8 £14.9 £0.8 £84.4
VTP £18.5 £1.6 £24.8 £2.1 £46.9
CTAC £45.5 £5.6 £7.8 £1.3 £60.2
Urgent Care £17.3 £0.3 £4.8 £0.1 £22.5
Additional £31.5 £0.7 £21.3 £0.5 £54.1
Professional
Roles
Community Link £11.5 £0.7 £3.1 £0.2 £15.4
Workers
Overall PCIP £4.6 £0.7 £0.7 £0.0 £6.0
Support
Other £0.1 £1.9 £0.0 £0.0 £2.0
Total £196.9 £12.3 £77.3 £5.0 £291.5

In addition to funding available through the PCIF, Scottish Government allocated
£10.7 million to the PCPIP over the 2 years, providing funding to four demonstrator
sites (NHS Ayrshire & Arran; NHS Scottish Borders; Edinburgh City HSCP; NHS
Shetland) and Healthcare Improvement Scotland. This funding was to recruit
additional workforce to support participation in the PCPIP. Expenditure on
demonstrator site staff and non-staff costs from the PCPIP in 2025-26 can be seen
in Table 3 below.

Table 3: Total PCPIP spend on staff and non-staff costs rounded to millions:
Scotland — 2025-26

PCPIP staff costs total PCPIP non-staff costs total Total
spend spend
Pharmacotherapy£1.7 £0.1 £1.8
CTAC £3.3 £0.3 £3.5
PCPIP support £0.7 £0.1 £0.8

TOTAL £5.7 £0.4 £6.1



Background notes: Definitions

There may be geographical and other limitations to the extent of any service
redesign and local needs which need to be determined as part of the PCIP. The
services included in the MoU are defined as follows:

Vaccination Transformation Programme (VTP) - VTP was announced in March
2017. It reviewed and transformed vaccine delivery in light of the increasing
complexity of vaccination programmes in recent years. It also reflected the changing
roles of those historically tasked with delivering vaccinations. The financial and
workforce contribution of the VTP element of PCIP represents a portion of overall
spend on vaccinations in Scotland. It does not represent the full costs of
immunisation programmes in Scotland.

IAs have delivered phased service change based on locally agreed plans as part of
the PCIP. These meet a number of nationally determined outcomes including
redistributing work from GPs to other appropriate professionals. In October 2021,
regulation change removed vaccinations from the GMS contract. This was
supplemented by legal directions which were issued in August 2022. These provided
a framework to conclude the role of most general practices in providing
vaccinations. The Vaccination Transformation Programme provides the current
position on the programme.

Pharmacotherapy — There are three levels of service provision covering core and
additional activities.

The level one (core) pharmacotherapy service includes activities at a general level of
pharmacy practice including actioning acute and repeat prescribing requests and
medicines reconciliation activities.

Level two (advanced) and three (specialist) are additional services. They describe a
progressively advanced specialist clinical pharmacist role with a focus on high-risk
medicines and working with patients to undertake medication and polypharmacy
reviews.

The MoU2 recognised the interdependencies between all three levels of
pharmacotherapy and the need to focus on the delivery of the pharmacotherapy
service, as a whole.

Regulations were amended in 2022 so that NHS Boards are responsible for
providing a pharmacotherapy service to patients and practices.

Community Treatment and Care (CTAC) Services - These services include, but
are not limited to, basic disease data collection and biometrics (such as blood
pressure), chronic disease monitoring, the management of minor injuries and
dressings, phlebotomy, ear care, suture removal, and some types of minor surgery
as locally determined as being appropriate.

Regulations for the delivery of CTAC Services were amended in 2022 so that NHS
Boards are responsible for providing a CTAC service. These services are designed
locally, taking into account local population health needs, existing community
services, and optimising benefit to practices and patients.

Urgent Care - These services provide support for urgent unscheduled care within
daytime primary care. For example, providing advance nurse or paramedic
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practitioner resource for general practice clusters and practices to respond to a
range of ill health need which requires senior clinical decision making capacity.
Activities range from house calls, demand from care homes, or on the day urgent
care response in practice. This creates capacity to enable GPs to better manage
their time for more complex cases.

Additional Professional Roles - Additional professional roles provide services for
groups of patients with specific needs that can be delivered by other professionals as
first point of contact in the practice and/or community setting (as part of the wider
MDT or in an advance practitioner capacity). These roles could include, but are not
limited to:

» Musculoskeletal focused physiotherapy services

« Community clinical mental health professionals (e.g. nurses, occupational
therapists) based in general practice.

Specialist professionals work within the local MDT to see patients at the first point of
contact. They assess, diagnose and deliver treatment, as agreed with GPs and
within an agreed model or system of care. Service configuration may vary dependent
upon local geography, demographics and demand.

MoU Parties consider how best to develop the additional professional roles element
of the MoU.

SG continues to work with local areas on how we best align funding and reporting
arrangements across different mental health funding streams. This aims to ensure
better co-ordination and integration across the wider system.

Occupational therapists are dual trained in providing assessment, self-management
advice and therapy to people with both physical and mental health conditions. They
support people with environmental adaptation and rehabilitation, to access or return
to work, education and social activities. Variation in the development of services
comprising additional professional roles reflects a number of factors including local
needs and existing community services.

Community Link Worker (CLW) - Non-clinical, generalist practitioner, based in or
aligned to a general practice or cluster, often in more deprived communities. They
work directly with patients to help them deal with socio-economic challenges
associated with poor health which cannot be addressed clinically. CLWs help people
navigate and engage with a wide range of health and social statutory and voluntary
services. They may also work with patients who need support because of the
complexity of their care and support needs, rurality, or a specific status (e.g. asylum
seeker/refugee or homeless). CLW services should be targeted to local need and
provide connection between general practice and wider community resources.

Access data - Reflects how many general practices have access to a given service

or sub-service. There is no additional data provided on levels of access. The access

data therefore represents a range of access levels from low to full access and should
be interpreted as such.

Contact
For more information or queries on the information presented here please contact
the Primary Care Policy Team at PCimplementation@gov.scot.



