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A report of discussion by the event hosts:  
The Royal College of Nursing, Scotland. 
 
The conference 
 
On the 28th April 2015, just as the Scottish integration reforms went live, the 
RCN hosted a major inter-professional conference in central Glasgow to 
explore the key issues that the regulated professions face and to find shared 
solutions.  This was part of a Scottish Government grant to the RCN to 
support leadership in integration over 2014-15. The event was also supported 
by the following professional organisations: RCGP Scotland; Scottish 
Executive Nurse Directors; Social Work Scotland; AHP Federation Scotland; 
Royal Pharmaceutical Society Scotland, and the Academy of Medical Royal 
Colleges and Faculties in Scotland.  Rt Hon Henry McLeish chaired the day. 
 
Over 110 delegates from across Scotland spent the morning in detailed 
discussions on hot topics set by leaders from each of the professional bodies.  
During the afternoon Health Scotland and Inclusion Scotland set out thoughts 
on how the principles for integration in the Public Bodies Act might change 
services and professional practice in the future.  Professional leads from 
Scottish Government led themed discussions ranging from the future of OOH 
services to integrated assessment and decision making. Lively debate 
featured across the entire day. 
 
The conference was intended to support a culture of understanding and 
respect between the professions, within a relatively safe space, with a specific 
focus on the needs of those staff who work within the context of individual 
professional regulation.  This led to some concerns on the day that partners in 
the third and independent sectors, as well as people using services 
themselves, were absent.  This was intentional, but the criticisms were clear 
and perhaps, should the Scottish Government wish to follow up on calls for a 
repeat event next year, this could be addressed. 
 
This report is intended to highlight the key issues that were raised through 
discussions on the day.  They do not necessarily represent the individual 
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Finally, we note that most of the detail of the discussions noted below will not 
come as a great surprise to anyone who has been involved in the 
development of the integration project over the last few years in Scotland.  
That in itself is noteworthy. Those working on the frontline – and committed 
enough to these reforms to attend this conference – still feel the need to bring 
the same issues we have heard many times to the fore, with just a year to go 
to complete the transition.  The Scottish Government and IJBs cannot afford 
to lose the enthusiasm and commitment of this workforce by failing to act on 
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consider doing this in tandem to avoid perceptions of a “take over”, 
simply because one partner has moved to define and appoint posts 
more quickly and management roles are therefore weighted to either 
health or social care.  Management should be balanced across the 
sectors. 

 
2. Changing services 
 

2.1. Services must be based on assessed local need and embed 
outcomes as the focus for bringing professions together.   
 

2.2. The focus on professional input must avoid medicalising normal life 
– we should be focusing on establishing the building blocks of a 
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2.12. Changes are needed to the availability of services for people who 
require them.  Once there is a clear understanding of which 
services should be provided on a 24/7 basis, all professions need 
to be resourced to operate to make these work in an integrated 
way.   

 
2.13. There needs to be clear discussion on what out of hours services 

are there to provide and what it is reasonable for people to be able 
to access in unsocial hours.  Once this is decided, 
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2.24. The recently announced national clinical strategy could have a 

significant impact and this is an important time for the regulated 
professions to influence it. 

 
3. Professional identity  
 

3.1. Integration is not about creating a single professional role; it is 
about bringing professionals together to better meet the needs of 
an individual.  This does not need to mean a loss of identity, 
though some participants were concerned that it might. 

 
3.2. We must value expertise – whether that expertise is provided in 

specialist or generalist roles.  We may need to re-consider how, in 
the NHS, Agenda for Change is used to recognise the value of 
generalist roles.  We also need to challenge professional and 
public perceptions that only specialists, and not generalists, can 
help. 

 
3.3. We need to better explain the value our professions can bring to 

integration.  Each profession needs to explore and understand 
this for itself and not lose what is good.  But we also need to ask 
what others can do too and listen to that.  Mutual respect comes 
from mutual understanding. 

 
3.4. We need to avoid duplication of effort.  This will require 

professions to work together to discuss how, where the edges of 
roles do blur, activities and accountabilities are clear. 

 
3.5. Which professional is relevant in any one situation should be 

determined solely by the needs of the individual requiring care 
and support. 

 
3.6. Professionals do need support in the “how” of bringing together 

different models and cultures.  This is new for everyone. 
 
3.7. Support staff across health and social care must be valued.  They 

need both a robust career structure and pay that recognises their 
contribution. We shouldn’t be losing support staff to supermarkets 
because they can be better paid stacking shelves. 

 
3.8. We still need to address the disparity in regulation for support 

staff in health, who are not regulated, and in social care, who are.   
 
4. Accountability and leadership 

 
4.1. Good governance is essential to the safety and standards of 

integrated care. 
 
4.2. Each profession needs a ‘professional golden thread’ from the 

frontline to the very top of the governance structure to provide 
assurance, accountability and support for their work.  This is 
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separate from general management structures, which can be 
multi-disciplinary in nature. 

 
4.3. Integrating partners and their staff need to explore and 

understand the differences in regulatory requirements between 
professionals and ensure that staff members are clear about the 
levels and scopes of practice across the integrated team.  This 
would, for example, make clearer the points of referral between 
professions for a person using the service. 

 
4.4. Robust clinical and care governance is a risk enabler – which is 

essential given the changes required. 
 
4.5. Changing ways of working and extending / advancing practice will 

require new approaches to risk and responsibility from all 
involved, particularly as more risk may be held by those using 
services who are taking more active decisions in their care and 
self-managing conditions.  Different professions – and even 
different parts of one profession – are at different places in their 
assessments of shared risk. Change here is very much linked to 
other comments on the lack of shared language causing barriers. 
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4.14. There are clear anxieties among professionals about the fragility 
of integrated care and clinical governance arrangements for 
integration.  A clear focus on 
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Delegates understanding of the issues facing each profession. 
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Appendix 2: Programme 
 

 
 
 

 


