
 

 

 

National Care Service (Scotland) Bill (Stage 2) – RCPsychiS response 

The Royal College Psychiatrists in Scotland (RCPsychiS) is the primary body 
representing the profession of psychiatry in Scotland. This response has been provided 
as a series of overarching comments on the amendments as set out in stage 2. 

As highlighted throughout our response to the Stage 1 consultation, which can be 
viewed here, the RCPsychiS believes that the NCS is a welcome opportunity to reduce 
the postcode lottery of variation which currently exists in relation to the access to, and 
provision of, mental health care across Scotland. However, we continue to have several 
serious concerns surrounding the potential implications of the inclusion of mental 
health services within a National Care Service and how this will affect patient safety, 
clinical needs, and care.  

As a primary comment, the impact of the proposal to include mental health services 
within the NCS is complex and far reaching and yet, it does not appear to have been 
given any further consideration or detailing since Stage 1. This insufficient detail hinders 
our ability to comment on the nuance of such a major systemic change. Our members 
remain concerned that there is still not enough evidence provided in the proposals to 
ensure that patient outcomes will be improved, and, further to this, have major 
concerns that a lack of coordinated and joined-up care may in fact result in worsened 
outcomes.  

NCS board and mental health service provision  

It is unclear how the proposed National Care Service Board will overlap with existing 
governance frameworks and terms and conditions within integrated boards. The 
proposal lacks detail, but reads as though this new National Care Service Board would 
set out the terms and conditions for everyone working within the NCS. If this is the case, 
this is a reversal to assurances provided at Stage 1. Clarity must be provided 
surrounding this issue, and whether any terms and conditions set out by the NCS board 
would supersede the terms and conditions as previously determined by the NHS.  

Consideration must be given to overlapping governance structures, particularly in the 
case of mental health services, which cover inpatient clinical care as well as 
community health services. ‘Community health’ is referenced throughout the proposal, 
and a clear definition of how this will apply to mental health in the NCS is required with 
urgency. Throughout the Bill, community services are referenced without 
acknowledgement of how multifaceted, complex and wide-reaching these services are 
(and without acknowledgement of just how difficult separating services into the NCS 
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would be). It is difficult for us to provide feedback on the proposals without a clear 
definition of community health services in the context of mental health. For example, in 
some locations, psychiatry wards are located in the middle of a general hospital and 
therefore come under the corresponding clinical governance structures, or the fact that 
many staff members of the community mental health team will also be working in other 
specialist clinical settings - for example, specialist inpatient eating disorder units.  

Serious consideration must be given to the challenges of separating these services from 
the NHS, and issues with overlapping governance and standards must be addressed. 
Clarity is required on governance structures with immediacy, and it must be 
acknowledged that mental health treatment exists as a continuum from community 
mental health services all the way through to tertiary level inpatient services – with 
clinicians working across the range of those services.  

It must also be clarified how standards will be applied to ensure safety and clinical 
governance. It is not clear if mental health services were to be moved to the 
responsibility of the NCS, whether clinical or social care standards would apply to these 
services. Clinical risk and risk management systems vary considerably between health 
and social care settings. This potentially poses significant patient safety concerns and 
must be clarified. There is a concern that, by moving health services to a governance 
framework which is predominantly focused on social care, there may be a dilution of 
patient safeguards and clinical governance frameworks.  

Mental health services span both inpatient and community care, and it must be made 
explicitly clear how this will be accounted for as the NCS develops. There is a risk that 
the focus on meeting the generalist population needs could lead to overlooking the 
specialist needs of those with severe mental illness. There is a vast difference between 
mental wellbeing services and services in the community which provide for those with 
mild mental health issues, and specialist secondary and tertiary mental health 
services. Framing all mental health services as ‘community health’ lacks recognition of 
the complex needs of service users, as well as recognition of the resourcing and 
expertise required for specialist mental health care.  

We are pleased to see the inclusion of amendments which highlight the importance of 
early intervention and prevention. However, we wanted to reiterate again that this must 
sit alongside a comprehensive emphasis on the provision of treatment and care for 
those with existing mental health issues. Any resources for prevention and early 
intervention should sit as part of a comprehensive package which includes treatment of 
existing conditions: focus on one should not detract from the other.  

Clarity is required on whether the National Care Service Board will take over 
accountability for meeting key targets such as mental health waiting times, funding 
targets (e.g 10% NHS spend commitment), as is the current case with health boards, or 



whether this responsibility will go directly to Scottish Ministers. Furthermore, how will 
spending targets be maintained and monitored when the funding stream is being 
moved? A clear line of accountability for these vital measurables must be in place.  

Mental and physical health 

We do not feel that our concerns from our response to the Scottish Government’s 
Mental Health Services in National Care Service Proposal have been addressed in the 
amendments at Stage 2, and so we reiterate our comments from our original response, 
as follows:  

Mental and physical health are fundamentally linked. Research has consistently shown 
that individuals with severe and enduring mental ill health die 10-20 years earlier than 
the general population. Furthermore, it is well recognised that physical health problems 
significantly increase the risk of developing mental 3 health problems. Nearly one in 
three people with a long-term physical health condition also has a mental health 
problem.  

As doctors, psychiatrists require access to clinical facilities (including diagnostics) and 
close communication with other medical colleagues to provide holistic care to patients. 
Moving mental health services away from the NHS structurally will sever vital links and 
create blocks in a system that should enable seamless communication between 
mental and physical health professionals. Doctors and other clinicians also operate 
within different professional codes, data, record keeping and legal obligations from 
social care, and these need to be recognised. Changes to shared record keeping would 
change the nature of medical confidentiality and this would need to be addressed 
legally under a new system.  

Mental health cannot and should not be seen in isolation from physical health but 
rather as one. Creating further barriers by separating the two within different systems 
would without doubt risk patients’ safety and best outcomes. People with severe and 
enduring mental illness in the community require access to dieticians, 
physiotherapists, smoking cessation, diabetes specialists and a range of other 
interventions accessible through primary or acute care which can make a real 
difference to a population who die young because of chronic physical disease. 
Disconnecting secondary care mental health care from physical health services will 
make access to such care harder and further entrench health inequalities for people 
with mental illnesses.  

Mental health care and treatment is delivered across a range of settings from specialist 
inpatient units sometimes located within general hospital settings to standalone 
specialist inpatient units and community mental health teams all the way to clinics 
delivered within local primary care settings. There is a danger that framing all mental 
health services as ‘community health’ impacts the recognition of and resourcing for 
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specialist mental health care and minimises the complex needs of people with mental 
illnesses.  

Additionally, mental illness has long struggled to be treated with parity of esteem to 
physical illness. The proposal to single out Mental Health Services, Services for People 
with Neurodiverse Conditions and Dementia for a move into the NCS feels like a 
retrograde step and deeply stigmatising to people who access these services and for 
the specialist mental health practitioners who work within them. There is a very real risk 
that this conveys a message that the needs of the people who access these services are 
not as deserving of the prioritisation afforded those with physical health conditions. 

Additionally, what message does this send to our workforce? Moving mental health 
services out of the main NHS system, governance and model may pose significant risks 
to career attractiveness, recruitment of staff, and retention of staff. We must also take 
the opportunity to emphasise once again the current unprecedented level of demand in 
psychiatry and mental health services – coupled with major workforce issues. It is vital 
to acknowledge that the current system is one working to its absolute limit, with a 
workforce who are demoralized and fatigued. Any large-scale system changes, such as 
those proposed in this Bill, must account for this current context (and look to minimize 
issues) at every stage of planning. 

Local boards and removal of IJBs 

Feedback from our members on their experience of integration so far has highlight 
major unease – with concerns around a loss of the coordination and regional planning 
which is required for the provision of mental health services (this is detailed in our 
response to the Stage 1 consultation). The removal of other integration models is 
viewed as an immense risk for mental health services. This is because almost all 
specialist mental health services require joint responsibilities which extend beyond a 
single IJB. For example, if an eating disorder service is to be delivered, each IJB cannot 
deliver its own service, but equally – you cannot have 5 IJBs delivering their own services 
without any coordination – and this is why the lead model is so important.  

Removal of other integration models and creation of local boards risks increased 
fragmentation with respect to mental health services. It also risks duplication of 
services, which directly increases risks to patient safety. The creation of local boards 
may also prevent closer integration and planning of services for people who have co-
occurring physical and mental health conditions and may affect patient outcomes. This 
is because physical health services are planned at a board level, which overlaps 
multiple IJB or local board boundaries - which are linked to specific hospital areas 
(which again overlap multiple areas). This would require far greater planning and 
coordination, which the move to specific local boards would not allow for. Therefore, 
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this proposed model is likely to affect the planning for physical healthcare needs of 
individuals with significant mental illnesses (and vice versa).  

Principles  

The RCPsych Scotland welcomes an emphasis on a person-centered approach to the 
NCS and the whole life experience approach. However, there is an explicit lack of 
reference within the principles to parity of esteem between mental and physical health. 
In order for the principles of the NCS to be truly person-centered, acknowledgement 
and consideration of both the mental and physical health needs of patients (and the 
coordination of these) is required. Therefore we cannot just look at the whole life 
experience, we must also focus on the individual's needs and a holistic approach to 
meeting these individual needs. 

Information sharing 

The proposals on information sharing are of major concern to our members, and will 
likely act as a barrier for individuals accessing mental health services – especially 
individuals with a history of trauma. We would urge these proposals to be rethought, so 
that patient confidentiality around mental health information is upheld to the same 
clinical standard, even in the case of a move of services to sit within social care.  

Children’s services 

College members feel that a single governance point for children’s care, linked to adult 
care, could be a positive development in addressing failures to establish a clear care 
pathway. It is critical that this is interlinked to CAMHS and other specialist health 
settings, and that its capacity to meet the needs of those with severe mental illness 
should be prioritised, addressing inequalities in accessing support and care in the 
community that they currently face. 

Members also recognised the concerns of other organisations that this could 
disconnect social care supports from education settings. Efforts to address these 
concerns will be necessary for the benefits we can foresee to be realised. 

Our members believe there is a risk in bringing community CAMHS services under this 
wider auspice. While recognising the need for an interconnected care pathway, there is 
a danger the barriers to specialist care and support for those with severe mental illness 
isn’t removed, but is simply moved to a different part of the system. This new system 
needs to therefore ensure it is interconnected with health board-operated services. 

Our members are concerned by the exponential rise in referrals to child and adolescent 
psychiatry in recent years - and the potential this has to result on the most unwell young 
people being overlooked. Our members feel that there are often misunderstandings 
about what constitutes a mental disorder and what constitutes a social care problem 
with unrealistic expectations of community and inpatient care can achieve. Our 



members reflected that having a degree of distance and different governance structures 
can be beneficial at times to protect against unnecessary and unhelpful hospital 
admissions.  

child and adolescent psychiatrists work closely with other medical colleagues - 
particularly in regard to those with neurodevelopmental disorders, intellectual 
disability, eating disorders and liaison psychiatry. Child and adolescent psychiatry is a 
branch of medicine and should sit alongside other medical specialities and be viewed 
equally. Within child and adolescent psychiatry, specialist dietetic, physiotherapy, 
diabetes specialists, epilepsy specialists and other areas aligned with the NHS are 
frequently required.  

Whilst the majority of child and adolescent psychiatric care is provided in the 
community, there are three regional inpatient units for under 18s and one national 
inpatient unit for under 12s which cater to the most unwell young people. It is unclear 
how these services would be managed under the NCS. 

Many services in child and adolescent psychiatry are managed under Woman and Child 
Health services. There are advantages to this model due to the overlap with community 
paediatrics, child protection structures and access to paediatric services. Locating 
child and adolescent psychiatry under the national care service would remove this 
close link with paediatrics.  

Our members also raised concerns around the overlap of different legal systems with 
different focus – and the need for clarity around legal authority to treat.  

 

 


