
Audit Scotland’s Limited Ability to Comment 

on  

the Scottish NHS 

 

‘A lack of national leadership and clear planning is preventing the wider change 

urgently needed if Scotland’s health and social care services are to adapt to 

increasing pressures.’ 

 

The tick in the logo is a bit of a give-away and a strange choice for a self-aware audit agency 

like Audit Scotland. To be fair, it’s not in a square box it’s in a circle or maybe it’s the end 

view of a tube, a tubular box? Audit Scotland’s ‘Changing models of health and social care’ 

released on the 10th March 2016, has strong words for the Scottish Government but has 

based them, rather unscientifically, on insufficient evidence. 

 

The Audit Scotland report has not been able to find or use any empirical evidence 

representative of Scotland as a whole, to justify its negative conclusions. It relies far too 

heavily on a small number of selected case studies and interviews which are then not 

reliable nor are they triangulated with broader empirical data. AS seem over-concerned with 

planning documents which authorities charged with the actual tasks often produce largely to 

satisfy auditors. Further, AS has not used its resources to assess what is actually happening 

on the ground, across the country. Too detailed planning documents can stifle 

improvements and result in ineffective, but satisfying for auditors of course, tick-box 

exercises. After nearly 40 years of school and university inspections or audits, I have seen 

the often obsessive and useless effects of such. AS seem almost indignant that authorities 

have not jumped to satisfy them first.  



Other than the above general criticisms, there are these more specific criticisms to be made. 

First on Page 3 of the main report, we find: 

‘The shift to new models of care is not happening fast enough to meet the growing need, and the 

new models of care that are in place are generally small-scale and are not widespread.’ 

No empirical evidence is offered for this strong assertion whatsoever. We are offered only a 

handful of case studies and interviews. Qualitative data of this type does not warrant national 

statements and might, of course, explain just why they have ‘found’ the shift to be small-scale and 

not, to their knowledge, ‘widespread.’ That’s exactly why you need to triangulate with broader 

empirical data. 

On Page 5, we find: 

‘We have reported previously that NHS boards and councils are finding it increasingly difficult to 

cope with pressures facing health and care services. Our recent progress report on health and 

social care integration found that significant risks need to be addressed if integration is to 

fundamentally change the way health and care services are delivered.’  

If a national audit agency, with access to government, asks professionals in education, in health-

care, in social work, in the police force or in many other professions, where performance is 

infinitely improvable, how they’re coping, why on earth would they say they’re coping fine.  Again 

this is not triangulated with empirical nationwide evidence and far too self-referential to be 

reliable. When you look at the references for the report, you find a very large number are AS 

publications presumably making the same errors in research methods. 

On page 9, we find: 

‘In the absence of published demand and activity data, a number of other indicators point to pressures 

building in general practice. These include patients’ declining satisfaction with access to general 

practice, increasing patient visits to general practice, recruitment and retention issues, and 

dissatisfaction among GPs (Exhibit  5). These all have implications for the quality of care patients 

receive and their health outcomes. The National Audit Office has found that similar issues also exist in 

England.15  The Scottish Government is in the process of negotiating a new contract for 2017 with GPs, 

partly to address some of these concerns.’ 



Note that the only reference in the above is to an English publication about the ENHS. More disturbing, 

however, is the unreferenced repetition of BMA-peddled rumours about GP’s and patients’ 

dissatisfaction when there is good evidence to the contrary. I searched long and hard in the 

supplementary documents to find ‘Exhibit 5’ thinking it might have actual data. Imagine my 

disappointment to discover the above paragraph was it!  The recent ‘Primary Care Physicians in Ten 

Countries Report Challenges Caring for Patients with Complex Health Needs’ by The 

Commonwealth Fund of New York in December 2016 has the following evidence. It reveals a 

very different picture of general practice in the UK and in a breakdown of the original data, 

for Scotland, from than suggested  above and often, by the BMA and by BBC News: 

Q2. Overall, how satisfied are you with practising/practicing medicine?  

Percentages for:      England London Scotland Wales N Ireland 

Sample size:      475 200 136 110 80  

Very Satisfied/Satisfied     65 65 80 67 71 

Very/Somewhat Dissatisfied     35 35 20 33 29 

 

In the responses to this all-embracing question the results are very positive for the Scottish 

NHS by contrast with the others. 

Q15A. When your patient has been seen by a consultant/doctors in specialist health care, 

how often do you receive a report back from the ____ with all relevant health information? 

Percentages for:      England London Scotland Wales N Ireland 

Sample size:      475 200 136 110 80  

Always       32 26 45 30 40 

Often       51 56 47 49 45 

Rarely       1 1 0 1 0 

Never       0 0 0 0 0 

 

I chose this example in the light of suggestions on of inadequacies of this kind in cases such 

as suicide by those with mental health conditions after transfer from hospital wards to care 

homes dependant on GP advice thereafter. The situation in Scotland, though by no means 

satisfactory, of course, seems far better than other areas in the UK. Other sub-questions of 

Q15 show the same pattern of apparent superiority in the Scottish NHS. 

 



Q37. Thinking about your medical practice, estimate how many hours a week you typically 

work. 

Percentages for:      England London Scotland Wales N Ireland 

Sample size:      475 200 136 110 80  

1-34       22 18 15 20 20 

35-44       29 29 34 33 34 

44-54       28 34 39 32 28 

55 and over      21 20 12 15 19  
 

This table is particularly interesting in the light the regular claims of massive workloads 

made by the BMA and RCGP and uncritically presented by STV and BBC Scotland. Based on 

these returns, made anonymously thus more reliable, Scottish GPs are less likely to feel 

overworked than GPs elsewhere in the UK.   

These data, scientifically, anonymously, gathered are far more reliable than anything AS 

may have garnered from non-randomly selected qualitative methods. 

As for patient dissatisfaction, in the 2014 to 15, British Social Attitudes Survey, the SNHS 

satisfaction score for Scotland was 75% as opposed to the ENHS score then of 65%. In 2015 

to 2016, the UK level had dropped to 60%. I can find no update on the Scottish breakdown. 

AS, seemingly, couldn’t find it either. With particular regard to dissatisfaction with access to 

GPs, again only ENHS evidence seems to exist.  

So, to conclude, this Audit Scotland report is seriously inadequate as a basis upon which to 

hang its conclusions and especially, its headline quotes. 

 

Dr (retired Professor) John Robertson, 11th March 2016 

 

Source: 

Audit Scotland (2016) ‘Changing models of health and social care’ at: http://www.audit-

scotland.gov.uk/report/changing-models-of-health-and-social-care-0 
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