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Context 
 
In 2010, the Health and Sport Committee surveyed NHS boards about their 
budget plans for the financial year 2010-11.  This was a response to a long-
standing issue for the committee (and predecessor committees) regarding the 
degree of delegation of budget decisions within the overall NHS budget.  
While around 75% of the national allocation to health is made at a local level, 
the annual budget scrutiny process by the Scottish Parliament usually takes 
place before the allocation to these local decision-makers has even been 
finalised. 
 
In its report to the Finance Committee on scrutiny of the Strategic Spending 
Review and Draft Budget in November 2011, the Health and Sport Committee 
said: 
 
“A more general issue is a concern that the budget document continues to 
cover national spending on health in detail but does not give detail on how 
health boards will use over £8 billion. Professor David Bell, adviser to the 
Finance Committee, said- 
 
"It seems to me that much of this is about the failure to properly inform the 
Parliament and the people of Scotland about how £10 billion or £11 billion is 
really being spent."  
 
The Committee will seek to address this by holding evidence sessions with 
NHS boards when their plans are available, and by discussion with SGHD 
about supplementary information that will be required in scrutinising next 
year's budget. The Committee brings these matters to the Finance 
Committee's attention as part of its consideration of the format and content of 
the SSRDB document.” (paragraphs 100-101) 
 
The Committee decided to repeat the 2010 survey with some amendments to 
take account of their most recent discussions. 
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Method 
 
In January 2012, a survey form, consisting of 11 questions, was sent to NHS 
boards including: 
 

 the 14 boards responsible for planning and providing health care to 
Scotland‟s population within their geographical boundaries, referred to 
as the territorial boards; and 

 the 8 health boards with specific roles or functions, referred to as the 
special boards.  

 
All boards responded to the timescale requested.  It seems to have been 
helpful that the clerks initiated the process well in advance of the deadline and 
that boards had completed the survey before. 
 
Responses were collated, and replies to individual questions were copied and 
pasted into Excel files for analysis (available to members on request); key 
tables are provided in this report. 
 
The 2012-13 allocations to boards in the tables are those announced in 
February 2012  
(http://www.scotland.gov.uk/News/Releases/2012/02/NHSfunding10022012).  
Allocation figures for 2011-12 are as at February 2012, reflecting in-year 
allocations and are the baseline figures used by the Scottish Government 
when determining the 2012-13 allocations. 
 
Findings  
 
The questions are analysed in turn on the following pages.  The main analysis 
is of the responses from territorial boards as they control the majority of the 
budget and are responsible for frontline services.   
 
One important issue is that in order to keep the survey as concise as possible 
no additional guidance was provided on completing the questions; in 
retrospect, this could have been a false economy of time because it is 
possible some boards have used different interpretations in answering the 
questions.  Readers should bear in mind that when two boards give very 
different answers then the first thing to check is whether a different definition 
of a key term or concept was used. 
 
 
Question 1 
Earmarked funding 
 
Earmarked funding is allocated to boards to be used for a purpose specified 
by SGHD.  (The term „ring-fenced funding‟ is also used.)  The purpose of this 
question was to assess the degree of flexibility that boards have over the 
budget allocated to them: specifically, the Committee may wish to investigate 
any changes in the proportion of the boards‟ budgets that are earmarked. 
 

http://www.scotland.gov.uk/News/Releases/2012/02/NHSfunding10022012


HS/S4/12/13/12 

3 

 

 £m  %  

 
2011-
12 

2012-13 2011-12 2012-13 

Ayrshire and Arran 61.0 56.0 11% 10% 

Borders 19.2 18.6 11% 11% 

Dumfries and Galloway 26.4 23.6 11% 10% 

Fife 56.4 52.5 11% 10% 

Forth Valley 48.5 42.5 12% 10% 

Grampian 98.5 99.9 14% 14% 

Greater Glasgow and 
Clyde 

249.0 226.0 13% 12% 

Highland 71.2 66.8 15% 13% 

Lanarkshire 95.0 94.0 12% 11% 

Lothian 155.2 155.2 15% 14% 

Orkney 8.7 8.2 28% 25% 

Shetland 8.3 7.8 23% 21% 

Tayside 82.5 82.8 14% 14% 

Western Isles 11.4 10.5 20% 18% 

SCOTLAND 991.4 944.5 13% 12% 

 
In response to a later question, NHS Lanarkshire commented on the switch of 
earmarked funding to the main budget as follows: “The Access target funding 
has been mainstreamed in 2012/13 after Boards had demonstrated an ability 
to deliver. The ring-fenced access allocations only provided partial funding for 
the additional activity needed to deliver access targets and were always 
supplemented by funds from the Board‟s general allocation.  Incorporating 
them in the main allocation removes the artificial boundary. More importantly 
by giving the Board longer term certainty allows the Board to plan for 
sustainable and cost effective ways to deliver increased capacity. While ring-
fenced allocations issued in year gave more flexibility at a national level to 
target particular areas and respond to changed priorities at a Board level it 
inevitably meant more reliance on short term waiting list initiatives.” 
 
Comment 
The level of earmarked funding is substantial, representing 12% of the budget 
of territorial boards in 2012-13. 
 
Between 2011-12 and 2012-13, the absolute amount of earmarked funding 
declined (by slightly less than 5% of the 2011-12 total). Reasons given 
included the transfer of funding for waiting time reduction and health care for 
prisoners to the non-earmarked allocation. 
 
The survey was directed at NHS boards so it did not ask about the basis for 
the allocation between boards as this question would most appropriately be 
posed to SGHD.  It may be assumed the national resource allocation formula 
played a role. 
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Most territorial boards receive less earmarked funding in 2012-13 compared 
to 2011-12, the exceptions being Grampian and Tayside who receive more 
(and Lothian who receive the same amount). 
 
Territorial boards commented that the two main changes in 2012-13 were 
funds for waiting time (access) targets and health care in prisons switching 
from earmarked funding to the overall revenue budget allocation.  No board 
reported new sources of earmarked funding, although it could be argued that 
the Change Fund is an example. 
 
Non–recurring funding 
 
Non-recurring funding is a one-off allocation in a financial year, and there can 
be very good reasons for using this mechanism such as an unanticipated 
under-spend on another budget item.  However, Audit Scotland has noted the 
danger of a board with financial problems (spending exceeding allocation) 
using non-recurring funding to fill the gap without an adequate plan for 
addressing the underlying problem.  
 
Note that non-recurring funding can also be earmarked (ring-fenced). 
 

 £m £m % % 

 
2011-
12 

2012-13 2011-12 2012-13 

Ayrshire and Arran 15.7 10.5 3% 2% 

Borders 3.1 2.9 2% 2% 

Dumfries and Galloway 30.9 34.5 13% 14% 

Fife 45.1 29.0 9% 6% 

Forth Valley 26.1 10.5 6% 3% 

Grampian 13.0 3.4 2% 0% 

Greater Glasgow and 
Clyde 91.0 0.0 

5% 0% 

Highland 9.3 6.9 2% 1% 

Lanarkshire 64.0 66.0 8% 8% 

Lothian 27.4 12.7 3% 1% 

Orkney 4.2 1.1 13% 3% 

Shetland 0.9 0.7 3% 2% 

Tayside 13.3 10.0 2% 2% 

Western Isles 0.1 0.7 0% 1% 

SCOTLAND 344.1 188.9 5% 2% 

 
Comment 
In 2012-13, boards anticipate non-recurring funding of 2%, which is less than 
in 2011-12; it is possible boards will receive additional non-recurring funding 
during they year as a result of slippage in timetables for national programmes.  
The survey form did not ask for further details of the allocations given. 
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Some boards are receiving substantially more non-recurring funding than 
others: 
 

 In absolute terms, Lanarkshire receives the largest allocation and, in 
contrast with other boards, this level has actually increased from 2011-
12 to 2012-13. 

 In percentage terms, 14% of the allocation to Dumfries and Galloway is 
non-recurring. 

 Fife also receives a substantial non-recurring allocation, although this 
is declining. 

 
In comments made by boards, Fife explained their allocation was due to new 
building at the Victoria Hospital site (GHMS PPP, meaning General Hospital 
and Maternity Services Project Public Private Partnership). 
 
Orkney made a comment on their non-recurring allocation for 2011-12, which 
was part of their financial recovery plan.  Western Isles also referred to early 
repayment of brokerage; it was unclear whether this was to address financial 
problems. 
 
Question 2 
Planned spending on acute services versus primary care and 
community services 
 
There is cross-party consensus that, where appropriate, services should be 
shifted from a hospital setting to a primary care or community setting.  
Dramatic year-on-year changes are unlikely (and possibly undesirable) but 
changes over 5 years may be feasible. 
 
Boards were asked to report their planned spending using three categories 
(acute, primary & community, and „other‟).  Overall, 48% of planned spending 
is on acute services, 45% on primary & community services and 7% on 
„other‟.  There have been some changes from 2011-12 but these are small 
(0.3% or less) and could be explained by changes in classification of some 
spending. 
 
There is also reason to use some caution in interpreting the figures.  The 
interpretation of the three headings may have varied across boards, with the 
range of planned spending classed as „other‟ ranging from 1% to 30%.  The 
data reported by boards is not reported in table form pending clarification. 
 
Question 3 
Inflationary pressures 
 
A key concern for financial management is the size and source of cost 
pressures faced by the organisation.  The survey asked boards to consider 
four headings: pay, supplies, and prescribing divided into GP (primary care) 
prescribing and hospital prescribing.  The planning assumptions boards are 
using for 2012-13 are included in the following table (but see comments below 
the table for interpretation): 



HS/S4/12/13/12 

6 

 

 Pay Supplies GP prescribing Hospital 
prescribing 

   Pric
e 

Vol Price Vol All Price Vol All 

Territorial Boards % % % % % ..  % %  .. 

Ayrshire and Arran 0.5 2.6 0.4 2.0 8.0  .. 2.0 8.0  .. 

Borders 0.9 2.4 0.0 0.5 3.5  .. .. .. 12.8  

Dumfries & 
Galloway 

1.8 2.0 1.2 1.5 4.5  .. 1.5 4.7 ..  

Fife 0.4 1.8 1.2 1.0 3.0  .. 1.0 3.0  .. 

Forth Valley 0.3 2.0 0.0  .. .. 6.0  .. .. 6.0 

Grampian 0.9 0.9 .. 2.5 3.5  .. 3.8 .. ..  

G Glasgow & 
Clyde 

1.0 1.0 0.0 4.1 4.0  .. 3.8 9.1  .. 

Highland 1.4 2.1 .. 2.8 3.0  ..  .. .. 8.3 

Lanarkshire 1.3 2.7 .. 1.5 4.3  .. 9.0 5.1 ..  

Lothian 0.3 2.1 .. 2.9 4.2  ..  .. .. 10.2 

Orkney 1.0 2.0 .. 1.8 4.3  .. 1.8 5.0 ..  

Shetland 1.4 1.0 ..  .. .. 5.6  .. .. 5.6 

Tayside 1.2 1.5 0.0 0.5 3.5 ..  1.0 8.3  .. 

Western Isles 1.0 1.0 0.0  .. ..  6.0  ..  .. 6.0 

Special Health Boards         

National Waiting 
Times Centre 

0.3 4.0 n/a n/a n/a ..   ..  .. 6.0 

Scottish 
Ambulance 
Service 

0.5 3.0 1.0 n/a n/a .. n/a n/a .. 

National Services 
Scotland 

0.0 1.5 not 
given 

n/a n/a .. n/a n/a .. 

Healthcare 
Improvement 
Scotland 

n/a n/a n/a n/a n/a .. n/a n/a .. 

The State Hospital 1.9 2.7 n/a n/a n/a .. n/a n/a .. 

NHS 24 0 0.0 n/a n/a n/a .. n/a n/a .. 

NHS Education for 
Scotland 

0.2 2.0 n/a n/a n/a .. n/a n/a .. 

NHS Health 
Scotland 

0.5 0.0 n/a n/a n/a .. n/a n/a .. 

 
Comments 
One issue is the extent to which boards have used common definitions when 
estimating these figures.  For example, pay inflation does not consist simply of 
pay awards in 2012-13 and could include incremental change in staff grading 
with seniority.  Also, some boards did not estimate price and volume changes 
separately for prescribing so their estimates are less easy to compare.  The 
lesson is that while the table provides an interesting overview, there are 
issues in reading too much into any one number. 
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There is an interesting issue regarding which heading has the biggest impact 
on boards in absolute terms.  Clearly, the largest percentage increases are for 
hospital prescribing but are these also the biggest increases in cash terms?  
Out of £100m on NHS board spending, if we assumed £70m went on wages, 
£15m on prescribing and 15% on supplies, buildings and equipment, then a 
1% rise in wages is roughly the same amount as a 5% rise in prescribing.  
This suggests that the prescribing increases are the biggest cost pressure 
facing the NHS in 2012-13. 
 
Within prescribing, most boards believe that in percentage terms the increase 
will be greater in the hospital, although several have used the same 
assumption for hospital and primary care.  By the same argument as the 
comment above, the primary care prescribing budget is larger then the 
hospital budget so it may still be that in cash terms the increases in primary 
care are larger. 
 
Most boards believe the growth in the volume of prescribing will be the main 
driver of costs, rather than increases in costs.  Increases in volume could be 
the result of: 
 

 more cases of disease (possibly from an ageing population), 

 increases in use of medicines launched within the last few years as 
prescribers come to accept they are „tried and tested‟, and 

 starting the treatment of disease at an earlier stage or treating patients 
for longer (possibly from clinical guidelines). 

 
Question 4a 
Cost savings required in 2012-13 to maintain financial balance 
 
Boards were asked what level of savings they planned to make in 2012-13. 
  

Territorial Boards 
Allocation 
£m 

Planned 
savings 
£m  

Ayrshire and Arran 586.9 14.0 2.4% 

Borders 170.7 5.9 3.5% 

Dumfries and Galloway 246.4 7.5 3.0% 

Fife 520.8 17.5 3.4% 

Forth Valley 418.2 11.2 2.7% 

Grampian 713.1 12.0 1.7% 

Greater Glasgow and Clyde 1,937.9 58.0 3.0% 

Highland 496.0 23.8 4.8% 

Lanarkshire 837.9 19.2 2.3% 

Lothian 1,092.7 27.0 2.5% 

Orkney 32.8 1.4 4.3% 

Shetland 37.6 2.5 6.6% 

Tayside 611.2 24.5 4.0% 

Western Isles 59.1 2.2 3.7% 
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ALL TERRITORIAL 7,761.3 226.7 2.9% 

    

Special Health Boards    

National Waiting Times 
Centre 

39.4 
2.3 5.8% 

Scottish Ambulance Service 203.8 7.1 3.5% 

National Services Scotland 277.3 10.3 3.7% 

Healthcare Improvement 
Scotland 

16.6 
0.8 5.0% 

The State Hospital 33.2 1.4 4.2% 

NHS 24 60.1 1.7 2.9% 

NHS Education for Scotland 391.1 5.0 1.3% 

NHS Health Scotland 19.3 1.0 5.0% 

ALL SPECIAL 1,040.8 29.6 2.8% 

 
Comments 
The average level of planned savings for 2012-13 among the territorial boards 
is 2.9% and among the special boards 2.8%.  Savings targets of 2-3% have 
been the norm for boards in the recent past.  While boards have achieved 
savings of around this level in the past, it is not clear how sustainable this is. 
 
Generally special boards have higher savings targets but the largest special 
board, NHS Education for Scotland (NES), has the lowest level of planned 
savings as a percentage of allocation of any board in Scotland.  Excluding 
NES gives a savings target for special boards of 3.8%.   
 
Within the territorial boards there was a range in targets from a low of 1.7% in 
Grampian to a high of 6.6% in Shetland.  Generally boards covering urban 
areas appear to have lower savings targets than boards serving populations 
in remote and rural areas. 
 
Question 4b 
Three main areas for savings 
 
Boards were asked to state the three MAIN areas where savings would be 
made, including the contribution anticipated under each heading.  Two issues 
with interpretation of their replies are as follows: 
 

 There are several labels that can be applied to types of saving – 
redesign, clinical productivity and workforce efficiency may all mean 
the same thing, for example.  An attempt has been made to group the 
boards‟ responses under broad headings to address this. 

 The survey only asked boards for three examples so a „zero return‟ 
from a board does not mean nothing is being done, only that it was not 
in the top three items. 

 NHS Highland used a different approach and stated that it has three 
programmes, called Reducing Harm, Managing Clinical Variation and 
Eliminating Waste.  Between them these were anticipated to save 
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£21.8m in 2012-13.  This level of detail did not allow Highland‟s 
planned savings to be classified in the same way, but further detail can 
be sought if the Committee wishes to pursue this approach. 

 
With these caveats in mind, the following is an interpretation of the boards‟ 
responses: 
 

 Prescribing Redesign, 
clinical 
services 

Support 
services 

Money 
following 
patients 

 £m £m £m £m 

Ayrshire & Arran 4.4 1.7 2.9  

Borders   1.2 1.8 

Dumfries & Galloway 2.2 2.9 1.0  

Fife 3.0 9.0 2.8  

Forth Valley 3.0  3.1  

Grampian 2.6  2.0  

Greater Glasgow & 
Clyde 

17.4  15.1  

Highland     

Lanarkshire 4.8  5.9  

Lothian 6.5 6.2 3.6  

Orkney 0.2  0.1 0.15 

Shetland 0.4 0.2 0.3  

Tayside  9.0 10.0  

Western Isles 0.2 0.2 0.1  

 
The column headed „redesign, clinical services‟ included items on improving 
clinical productivity and redesign in a clinical service setting.  It is intended to 
show improved efficiency in „front-line‟ services. 
 
The next column shows improved efficiency in „support services‟ and it 
includes programmes to improve efficiency in procurement, workforce 
efficiency (could be frontline as well), reduce management costs and 
voluntary severance. 
 
The final column refers to the situation where a resident in one health board 
travels to a health care facility in another area; in this case the health board 
where the patient is a resident will be billed for the service.  If smaller boards 
can „repatriate‟ the care of their own residents they can save money, and if 
they can attract residents from other boards they generate income. 
 
Comment 
The table attempts to group similar types of savings together but clearly this 
has limitations: NHS Tayside plans £8m of savings from workforce efficiency 
but it is unclear what proportion of this is „frontline‟ and what proportion is 
support.  The survey also only sought the top 3 programmes: for example, it is 
unlikely that NHS Borders and NHS Tayside are not seeking any savings on 
prescribing, for example. 
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With this caveat in mind, the table suggests that of the planned efficiencies 
listed by boards around 40% will be from the prescribing budget, around 40% 
from support services and 20% from improved efficiency through redesign of 
„front-line-services‟; for some smaller boards movements of patients to other 
boards is also important. 
 
Question 5 
Potential service developments: what was funded and what was not 
 
The intention of this question was to assess what list of potential service 
developments boards were facing and how many of these could be funded in 
2012-13.  It may be interesting to the Committee to know how frontline boards 
would have spent an extra £1 million in 2012-13 if they had it available as this 
then forms a comparison with all the other uses of money the Committee 
hears about during the year – if another proposal put to the Committee also 
costs £1 million then the Committee can discuss the benefits compared to 
what the NHS boards would have spent the money on.  (Economists would 
call this the „marginal project‟, because it is on the very margin between not 
being funded and being funded.) 
 
The following is a list extracted from NHS boards‟ responses and these 
documents sometimes contain further details: 

NHS BOARD SERVICE FUNDED 

Ayrshire & Arran Oral Maxillofacial cancer = £240,000 
 Rheumatology Consultant = £128,000 
 Insulin pumps = £138,000 

Borders Major investment in orthopaedics. 
 Abdominal Aortic Aneurysm screening 
 Additional oncology sessions in Borders 

Dumfries & Galloway Maintenance budget investment - £350,000 
 Anaesthetics Rota investment - £343,000 
 Primary Care: GP Premises Capital investment - 

£258,000 
 General Surgery: additional consultant - £140,000 

Fife  AAA Screening - £130k 
 PET Scanning – £213k 
 Hepatitis C Protease Inhibitors - £240k 

Forth Valley  Anticipated new drugs £0.600m 
 Increase in use of biologic therapies £1.600m 
 Expansion of local renal service  £0.060m 

Grampian CT scanner in Emergency Care Centre £400,000 
 Regional secure unit (in partnership with other 

North of Scotland Boards) £1.9 million 
 Abdominal Aortic Aneurysm screening £200,000 

Greater Glasgow & 
Clyde 

Further implementation of our parenting 
programme 

 Development of the infant nutrition strategy – 
peer support and Healthy Start developments 

 Roll-out of Keep Well to the entire Board area 
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Highland  Primary care facilities in Mull & Iona and Oban 
 Regional Medium Secure Unit £544,000 

Lanarkshire Staffing within A & E departments. 
 Community Health Centre Developments: 
 Service pressures e.g. renal dialysis, home 

oxygen, spinal surgery, imaging (PET), insulin 
pumps. 

Lothian New infrastructure 
 New special home care paediatric packages 
 Bariatric surgery/phase 2 of emergency dept 

workforce plan 

Orkney On island cardiology services – physiologist input; 
 Central Decontamination Unit – additional staff 
 Transforming Clinical Services project – project 

managers and programme manager 
 Proposed implementation of Patient Management 

System and theatre system 
 Development of Lead Nurse; AHP and Midwife (in 

professional support roles) 

Shetland Regional Medium Secure Mental Health Service: 
£30k 

 CT scanning service at Gilbert Bain Hospital: 
£98k 

 Regional PET scanning service: £24k 

Tayside Regional Medium Secure Unit: Mentally 
Disordered Offenders  £4.0m and Mental Health 
£2.3m 

 Nuclear Medicine £0.4m 
 Anticoagulants & Hepatitis C Drugs £1.0m 

Western Isles Diabetes obligate network (network with GG&C) 
 Pilot for 2 orthopaedic surgeons 
 MS specialist nurse (partly funded by MS Society) 

 

 
Comment 
 
Once again, it is worth remembering that NHS boards were only asked to give 
three examples of service developments – the list is not exhaustive and 
because a service development is not mentioned does not necessarily mean 
that it has not received funding. 
 
As may be anticipated a wide variety of developments were funded.  The 
regional medium secure unit emerged as a major funding issue for NHS 
boards in the north and east of Scotland.  The national abdominal aortic 
aneurysm screening programme was also mentioned by several boards. 
 
However, it is also clear that the acute services and medicines continue to 
absorb a substantial amount of the money boards have for developments.   
Funding was given to acute hospital staffing and imaging as well as medicines 
such as those for hepatitis C and biological therapies for various illnesses 
were important. The only health promotion projects mentioned were by 
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Greater Glasgow and Clyde (screening for aneurysms is a form of prevention, 
of course). 
 
Service developments not funded 
 
The other part of the question in the survey asked boards which service 
developments they would consider priorities but were unable to fund in 2012-
13.  Some boards interpreted this as only relating to a development that had 
been labelled a priority locally and stated that all of these had been funded.  
Other boards listed service developments that they would have liked to fund 
but were unable to do so, or where a different approach or funding source 
was required: 
 

Territorial Boards Developments high on list but not funded 

Ayrshire and Arran 
Sleep disorders (including sleep apnoea) 
Bariatric surgery 
Immunology testing validation 

Borders Nil 

Dumfries and 
Galloway 

Nil 

Fife Nil 

Forth Valley 
Had to take a different approach to supporting community 
hospital changes 

Grampian Nil 

Greater Glasgow 
and Clyde 

Nil 

Highland 

Acute day surgery facility 
Capital equipment replacement programmes in medical, 
radiology and eHealth have all had to be constrained 
Estates maintenance 

Lanarkshire 

Expand strategy of providing supernumerary time for senior 
nurses particularly in the highest pressure areas to improve the 
patient experience and to ensure the most effective 
organisation of the ward activities to support best patient care. 
More resources to address issue of hospital food 

Lothian 

Abdominal aortic aneurysm screening 
UNPACs (unplanned activities e.g. refer patient to another 
board for care) 
Further special care packages (in addition to those funded) 

Orkney 

Increase in chaplain services to full time from existing part time 
arrangements 
Roll out of telehealth 
Extension of ultrasound services to 24*7 (currently „on call‟ out 
of hours) 

Shetland 

Investment in additional allied healthcare professionals for 
extending and improving the community rehabilitation services.  
Provision of extended GP opening hours in Lerwick Health 
Centre.  
Estate improvements 
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Tayside 
Unable to progress and sustain some initiatives focussed on 
the early years/early intervention agenda 

Western Isles 
Psychological services (but addressing this via Mental Health 
Review) 

 
Comment 
Boards reported a range of services that would ideally be funded but for which 
money was not available.  The areas were diverse and included health 
promotion, screening, services for mental health and for surgery, as well as 
infrastructure projects.  The list did not include any services in priority areas 
such as cancer care and funding for medicines did not feature.  However, it is 
worth repeating that boards were only asked to give three examples. 
 
Given the low rates of increase in spending over the last few years, plus cost 
inflation, it may be surprising that boards continue to be able to fund most of 
their priorities.  Five boards state there are no service developments they 
regard as priorities that they were unable to fund in 2012-13.   
 
Question 6 
Preventative programmes funded and potential for longer term savings 
 
This question built on the Committee‟s discussions during budget scrutiny in 
autumn 2011 regarding the evaluation of prevention programmes and whether 
they achieved their long-term claims of saving the NHS (and other public 
services) money.  The intention was to test the current planning assumptions 
from this spending on prevention. 
 
The question to boards was divided into two parts, one about what they were 
currently funding and one about the assessment they had made of longer-
term savings. 
 
The full table of spending on each programme by board is not presented here 
as it takes five pages and the main aim of the survey question was to 
determine whether the boards planned for savings.  In terms of current 
spending it is sufficient to say all boards are spending substantial amounts on 
a range of programmes that include interventions in early years, Keep Well, 
tackling drug & alcohol addiction, weight management, oral health, preventing 
the spread of blood borne viruses (hepatitis, HIV, etc), and so on. 
 
In terms of savings, all boards gave examples of how spending on services 
that could be described as preventative had the potential to reduce the future 
need for health care.   There was good agreement that spending now would 
free up future capacity. 
 
However, no board included estimates of cash-releasing savings in their 
financial plan.  The following reasons were given: 
 

 The anticipated savings will take many years but the financial plan has 
a shorter timescale. (Ayrshire and Arran, Forth Valley, Tayside).  While 
this may well be true for „early years‟ health promotion initiatives it is 
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less relevant when thinking about other aspects of preventative 
spending with a shorter term pay-off; for example, NHS Lothian said, 
“This work will be informed by the analysis provided by the IRF.  
However, it is expected that investment in primary and community 
services, through the change fund, should lead to bed rationalisation, 
with associated savings.” 

 Difficult to obtain evidence for cost savings because they are in the 
long-term, so can‟t identify longer term cash-releasing savings 
(Highland, Grampian) 

 Uncertain about the method for determining long-term savings. 
(Borders) 

 Prudence requires not including savings in the financial plan. (Fife) 
 
Even if cash-releasing savings could be identified as occurring in year X with 
some certainty then set in the context of on-going demand and cost inflation 
the savings would be „swamped‟.  NHS Lanarkshire articulated this view: 
“Although preventative programmes do often contain an evaluation of the 
wider and longer term savings our financial plans do not rely on any savings 
for these in the next few years. The demographic challenge, advance of 
technology and new expensive drugs are constantly pushing costs upwards. 
The impact of preventative spend is often gradual and much longer term.   An 
effective preventative spend could mean people who would otherwise have 
presented for treatment in years to come now will not but if this is against a 
backdrop of an increasing number of people expected to develop this and 
other conditions and if the treatment options have expanded and become 
more expensive there will be no ability to release cash from the system.  For 
example, secondary prevention measures for cardiovascular conditions have 
been very successful in reducing mortality rates. However there has been no 
release from our investment in cardiac surgery , in fact, investment has 
increased to support service improvements through the creation of a national 
cardiothoracic centre and the emergence of new high cost procedures such 
as TAVI which has a £25,000 cost per case. If the preventative spend had not 
taken place the costs could have risen even higher but there is no direct cash 
release.”  
 
Two boards suggested they would be in a position to estimate financial 
savings in the foreseeable future: 
 

 NHS Orkney: “Currently no financial consequences of preventative 
spend are built into our planning assumptions.  However as we develop 
our model for the new Kirkwall Hospital the impact of preventative 
spend will feature in the assessed future requirement for in-patient 
facilities and the location of those beds.” 

 NHS Shetland: “We are currently developing a ten year overarching 
Strategy for Public Health and Health Improvement that will incorporate 
ten year strategies for individual health improvement programmes. As 
part of this work we are modeling the outcomes (and resultant financial 
savings) that we could expect. This will be based on using our current 
preventative funding in different ways to accelerate achieving the 
outcomes.   
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Comment 
Several boards made reference to economic evaluation as a technique that 
had been used to estimate the costs and benefits of preventative spending.  If 
boards wished to examine the savings in more detail this would certainly be a 
good starting point, since the evaluation will often make projections over the 
lifetime of the people receiving the service and will capture all NHS costs, 
savings and health effects (and sometimes other societal impacts as well).   
 
However, there are several issues: 
 
An issue for any NHS board will be the local applicability of the findings.  The 
economic evaluation attaches a value to all resources freed for other uses, 
irrespective of whether these are cash-releasing or not.  Boards have to make 
a judgement about whether reductions in in-patient bed-day use can be 
converted to a cash-saving in future years. 
 
It is not clear what proportion of preventative services have an economic 
evaluation available. 
 
It is not clear that an economic evaluation would always be possible because 
some preventative spending programmes lack evidence of longer-term 
benefits. 
 
As boards point out the most conservative (“prudent”) assumption to make is 
that none of the impacts will convert into cash savings.  This may sound like a 
counsel of despair but set in the context of numerous sources of cost 
pressure it is easy to see how a board would feel that any unexpected change 
would mean the expected savings were lost.  Using NHS Lanarkshire‟s 
example, let us suppose a board were planning the closure of a cardiac 
surgery ward, with staffing reductions through natural wastage without 
replacing them.  But this takes a decade to achieve and in that time a new 
type of cardiac surgery becomes available and the anticipated „slack in the 
system‟ is taken up, or angioplasty proves to be less effective than was 
expected and some patients switch back to surgery.  The savings seem very 
fragile and uncertain, and it is understandable that a finance director does not 
wish to plan on the basis they will be realised. 
 
This last point is important because the points made by boards about why 
savings were not included in financial plans largely relates to preventative 
spending of the health promotion variety (e.g. interventions in childhood).  
However, other spending that could be described as preventative, such as 
through the Change Fund or health promotion interventions in people at 
imminent risk of ill-health, have much shorter  term „pay-backs‟.  The 
arguments about uncertainties over benefits or „outside the normal time 
horizon for financial planning‟ do not apply in these cases.  One interpretation 
is that the issues around savings being fragile and easily overwhelmed by 
unanticipated cost pressures may be the more plausible reason why financial 
planning does not appear to include any of these benefits. 
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When taking evidence from witnesses the Committee may wish to explore 
under what circumstances boards do feel able to consider cost savings in 
financial planning.  
 
Question 7 
Main risks in the financial plan for 2012-13 
 
Boards were asked to state their top three financial risks in 2012-13.  As with 
previous analyses in these reports, if a board does not mention a risk this only 
means it was not in the top three for that board, not that it is seen as 
unimportant. 
 
The factors mentioned by boards will come as no major surprise: 
 

 Almost all boards mentioned prescribing costs as a factor, most of 
them singling it out as the main cost pressure but a few putting it in the 
context of more general inflation pressures e.g. supplies, fuel costs. 

 

 Similarly, almost all boards stated that the achievement of their 
efficiency savings plan was a risk, either in terms of the size of the sum 
involved, the number of small schemes required, the risk attached to 
some of the schemes (NHS Dumfries and Galloway have rated 57% of 
the schemes as medium- or high-risk).  NHS Lanarkshire said a risk 
was that if the savings were not achieved there was no other reserve. 

 

 Issues with capital were mentioned by six boards; in three cases this 
was to do with threats to maintenance programmes, but other issues 
included securing funding from SGHD, and requiring to close a hospital 
to achieve change. 

 

 Three boards stated aspects of volatile demand or referral patterns as 
a risk, including referrals to other boards. 

 

 Other risks mentioned included maintaining a balance between short-
term savings and long-term planning, maintaining waiting time levels, 
integrating with social care, and locum costs if consultant posts were 
not filled. 

 
Comments 
It is likely that the financial risks that boards face are relatively stable from one 
year to the next – prescribing costs, the size and risk of the savings plan and 
volatile demand would very probably have been highly ranked by boards in 
2011 as well. 
 
It is notable that pay pressures are not a factor that boards place in the top 
three.   
 
In questioning, the Committee may wish to ask boards what steps they take to 
mitigate these risks. 
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Question 8 
Change funds: planned allocation, local government funding, transfers 
to third sector 
 
The Change Fund is a new concept in Scottish health policy and this question 
was designed to provide the Committee with more information about the 
allocation to each board, and the interaction with the local authority (LA) and 
with the third sector.  Although the question asked for details of both the 
Change Fund for older people and the Change Fund for early years, the 
majority of responses focused on the Change Fund for older people, with 
most commenting that early years allocations were not yet known.  The 
analysis below therefore relates only to the Change Fund for older people. 
 
The following table summarises the responses: 
 

  

2012-
3 
budge
t 

From SGHD 
LA contribution 
(additional) 

Transfer from 
Change Fund 
to third sector 

 
 
£m 

£m 

as % of 
allocatio
n £m 

as % 
of 
SGHD £m 

as % 
of 
Chan
ge 
Fund 

Ayrshire and 
Arran 

586.9 6.3 1.1% 1.9 30% 0.5 
8% 

Borders 170.7 2.0 1.2% 0.7 33% 0.1 6% 

Dumfries and 
Galloway 

246.4 
4.5 

1.8% 
Not 
agreed 

.. 
0.2 4% 

Fife 520.8 5.6 1.1% 1.1 20% 0.5 9% 

Forth Valley 418.2 
4.2 

1.0% 
in-kind 
help 

.. 
0.7 16% 

Grampian 713.1 13.7 1.9% 2.2 16% 
No 
detail
s .. 

Greater 
Glasgow and 
Clyde 

1,937.
9 

16.9 0.9% 0.0 0% 
Not 
agree
d .. 

Highland 496.0 5.9 1.2% 
n/a 

.. 
No 
detail
s .. 

Lanarkshire 837.9 9.0 1.1% 
No 
details 

.. 0.8 
9% 

Lothian 
1,092.
7 

11.1 
1.0% 

1.9 
17% 

Not 
agree
d .. 

Orkney 32.8 0.4 1.1% 0.0 0% 0.1 36% 

Shetland 37.6 0.4 1.0% 
No 
details 

.. 
0.1 17% 
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Tayside 611.2 9.2 1.5% 0.9 10% 1.4 15% 

Western Isles 59.1 0.6 1.0% 0.2 34% 0.1 18% 

SCOTLAND 
7,761.
3 

89.7 1.2% 8.9 .. 4.4 
.. 

 
Several boards provided a more detailed breakdown of how they planned to 
use their allocation; the following table shows the figures for those who 
provided information in a comparable format.  It therefore does not cover all 
Change Fund expenditure. 
 

Description Border
s 

D&G Grampia
n 

Lanark 
shire 

Taysid
e 

Total 

£k £k £k £k £k £k 

Preventative 
and Anticipatory 
care 

580 1,430 5,400 800 2,517 10,72
7 

Proactive Care 
and Support at 
Home 

344 714 1,900 1,100 2,255 6,313 

Effective Care at  
Time of 
Transition 

411 621 1,100 2,300 1,944 6,376 

Hospital and  
Care Homes 

364 640 1,100 600 1,282 3,986 

Enablers 277 699 2,600 600 1,238 5,414 

Improving  
long-term care 

  1,600   1,600 

To be decided  432  3,500  3,932 

Total 1,976 4,536 13,700 8,900 9,236 38,34
8 

Ayrshire and Arran provided a detailed breakdown but under different 
headings. 
 
No details were provided for Fife, Forth Valley, Glasgow, Highland, Lothian, 
Orkney, Shetland, or Western Isles 
 
Comment 
At just under £90m, the Change Fund for older people represents an addition 
of 1.2% to the funding available for boards. 
 
The share is fairly consistent across boards, although Grampian receives 
more as a percentage of its budget allocation and Greater Glasgow and Clyde 
receives less. 
 
There is considerable variation in the contribution by local authorities, ranging 
from 0% to 34% when expressed as a percentage of the allocation from 
SGHD. 
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The transfer to the third sector is equally varied, ranging from 4% of the 
Change Fund to 36%. 
 
When the Change Fund allocation across programmes was detailed for five 
NHS boards, the biggest share went to Preventative and Anticipatory Care 
with 31%.  The next largest share was 18% for Proactive Care and Support at 
Home and the same share for Effective Care at Time of Transition.  With the 
„Hospital and Care Homes‟ category only receiving 12% of the funding, this 
suggests funds have been mainly used outside of the hospital setting.  This 
makes an interesting contrast with the funding of service developments 
discussed in Question 5 above where it seemed that acute hospitals and 
medicines received the main share of the funding. 
 
Question 9 
Resource transfer to local authority and services funded 
This question was put to boards based on a comment in oral evidence that 
the Committee should look beyond the Change Fund alone for services that 
were being jointly funded by the NHS and local authorities. 
 
The following table shows the responses (note that in the case of NHS 
Highland the area that is co-terminous with Highland Council is now an 
integrated body and hence resource transfer is not relevant in the way the 
question assumes):  

  

2012-13 
Transfer to local 
authorities 

Initial 
allocation 

£m 

as % of 
initial 
allocation 

Territorial Boards      

Ayrshire and Arran 586.9 27.3 4.6% 

Borders 170.7 2.5 1.5% 

Dumfries and Galloway 246.4 10.5 4.3% 

Fife 520.8 18.0 3.5% 

Forth Valley 418.2 18.2 4.3% 

Grampian 713.1 31.6 4.4% 

Greater Glasgow and 
Clyde 

1,937.9 
121.0 6.2% 

Highland 496.0 
£4.4m for 
Argyle and 
Bute .. 

Lanarkshire 837.9 35.6 4.2% 

Lothian 1,092.7 34.4 3.1% 

Orkney 32.8 1.8 5.6% 

Shetland 37.6 1.3 3.4% 

Tayside 611.2 18.9 3.1% 

Western Isles 59.1 1.7 2.9% 

 SCOTLAND 7,761.3 322.9 4.2% 
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Boards were also asked about the services these were used to fund.  In 
response boards pointed out that these funds were originally for patients who 
had previously been hospitalised, so the money was „following the person‟ out 
of the NHS.  Boards gave the headings for services provided by this resource 
transfer: 
 

 Mental health 

 Learning disabilities 

 Dementia 

 Care for the elderly 

 Physical disability 
 
However, not all boards broke down the total spending to these levels and so 
no analysis is presented here.  Further detail will be sought from boards if 
required by the Committee.  
 
Comment 
For most boards the amount transferred is between 3% and 5% of their 
allocation. 
 
The resource transfer from Greater Glasgow and Clyde is much higher and 
the transfer from Borders is much lower.  This may reflect historical levels of 
resettlement of people out of long-stay hospitals into the community. 
 
The total amount of resource transfer exceeds the value of the change fund 
for older people (£323m versus £89m). 
 
Question 10 
Funding of ring-fenced services switched to mainstream 
 
Building on the Committee‟s discussions of the national budget document in 
autumn 2011, this question was intended to find out about the switch of 
projects that had previously been funded locally on a pilot basis to the 
„mainstream‟ of funding.   
 
In its report to the Finance Committee, the Health and Sport committee said: 
 
“The Committee's concern is that it is unclear how the transition to 
mainstream takes place. The Committee intends to pursue this issue with 
NHS boards when it returns to budget scrutiny in the first half of 2012.” 
(paragraph 49) 
 
Unfortunately the question in the survey caused several boards to believe 
they were being asked about switches of earmarked national funding to 
baseline budget allocations, and hence gave similar answers to question 1a.  
(The most frequent answers given referred to „Access funding‟ for waiting time 
reduction, MRSA screening and health care for prisoners.)  Only a few boards 
gave local examples in their responses, but other boards may have had 
examples had the intent of the question been clearer to them.   
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The replies from boards giving local examples of „mainstreaming‟ were as 
follows: 
  

Borders 

The Healthy Living Network (HLN) delivers community based health 
improvement programmes in five areas of relative deprivation.  This 
work includes, for example, „My Main Man‟ programmes, aiming to 
improve men‟s relationships with their children. Outcomes will be 
monitored through our new HLN database – this has capacity to 
benchmark all participants with a generic Likert health questionnaire 
which invites participants to scale a range of health questions.  A 
random sample will then be reviewed at 6 or 12 month intervals.  We 
will also use pre and post evaluation questionnaires to measure 
changes in behaviour specifically for food, health and physical activity 
work. 

Lothian 

Keep Well Programme – This was supported originally by an allocation 
of £1.4m (reduced to £1.2m in 12/13) and, having been evaluated, is 
now being mainstreamed across NHSiL. 

 
HPV vaccinations – this programme has also been mainstreamed 

Tayside 

Diabetes care, previously funded from ring fenced Scottish Enhanced 

Services Programme Funding of £0.54m now mainstreamed. 

Tayside Diabetes Education Programme which provides structured 

education and support for people newly diagnosed with Type 2 

diabetes, and 

Tayside Footstep Programme, which supports and empowers patients 
to take a self care approach to diabetic foot care. 

Western 
Isles 

Pregnancy and newborn screening service (Band 5 radiologist) 

MS Nurse (Band 6) 

 
Comment 
Despite the problem with the question, some boards provided examples of the 
sorts of services the Committee was interested in; however, the level of detail 
provided was limited.  Further detail can be sought if the Committee wishes to 
pursue this. 
 
The example from NHS Borders provides the most detail and it is clear that 
the initiative will not be “mainstreamed and forgotten”, which was the 
committee‟s main concern.  This example could be followed to assess the 
cost of monitoring and the added value of the information collected. 
 
Question 11 
Provision for equalities group and monitoring of outcomes 
 
This question aimed to obtain details of specific services provided for 
equalities groups and to gather information on how the intended outcomes 
from these services were being monitored.  The level of detail given in 
responses varied considerably. 
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Some Boards limited their response to identification of specific services aimed 
at equalities groups.  Eight boards mentioned the provision of translation 
services.  Other services that were mentioned by more than one board were: 
 

 Services to support blind people 

 Services targeted at the lesbian, gay, bisexual and transgender 
population 

 Firmbase, aimed at returning servicemen and women 

 Use of sign language 

 Support for those with mental health and/or learning difficulties 
 
The majority of territorial boards mentioned the use of equality impact 
assessments either across all services/policies, or when changes are 
proposed.  As with other questions, as the question did not specifically ask 
about equality impact assessments, it should not be assumed that those 
boards that fail to mention equality impact assessments are not making use of 
them.      
 
Two boards (Borders and Grampian) referred to the mainstreaming of equality 
and diversity issues, while one of the smaller boards (Shetland) referred to the 
challenges of running targeted services for specific groups within a small 
population, and potential stigmatisation of individuals within such 
communities. 
 
Nine of the 14 territorial boards made reference to monitoring of the outcomes 
of services aimed at equalities groups.  The answers given varied from a very 
general reference to routine monitoring of services, to specific details of 
individual services.  Grampian and Highland gave the most detailed 
responses in this respect, describing the various bodies with a bearing on 
equalities issues and the role of these bodies in respect of monitoring 
activities.  Grampian gave details of three Groups and one Committee with 
specific remits in relation to equality issues.  Both Grampian and Highland 
described the roles of the Senior Management Team, the Board, the Scottish 
Health Council and Healthcare Improvement Scotland.  Again, the fact that 
other boards did not mention these structures should not be taken to imply 
that they are not involved in equalities issues, but could just reflect different 
approaches to answering the question. 
 
 


