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NHS Ayrshire and Arran 

A: Budget setting process   

Performance budgeting 

1. Which of the following performance frameworks has the most influence 
on your budget decisions: 

 National Performance Framework 

 Quality Measurement Framework (including HEAT targets) 

 Other (please specify) 

The HEAT targets influences spend on acute hospital capacity to 
achieve of access targets. 

National Outcome indicators for integration influence spend of the 
Integrated Care Fund. 

2. Please describe how information on performance influences your 
budget decisions: 

Main investment by NHS Ayrshire and Arran in 2013/14 was £1.9 
million in orthopaedics, because additional capacity required in that 
specialty to meet Treatment Time Guarantee. 

In 2014/15 NHS Ayrshire and Arran invested £2.1 revenue in Local 
Unscheduled Care Action Plan and commenced build of combined 
assessment units at University Hospitals Ayr and Crosshouse. The 
investments recognise that NHS Ayrshire and Arran have a high 
number of emergency admissions to hospital and an increasingly 
elderly population will place greater strain on A&E and emergency beds 
unless can avoid admissions. For 2015/16 budget, we have little ability 
to invest in discretionary areas since new hepatitis C drugs will cost 
over £4 million and the superannuation increase is a £3.5 million cost 
pressure. 

3. Do you consider the performance framework(s) to reflect priorities in 
your area? 

Yes. 

4. Where allocations are made in relation to specific targets, are you able 
to spend this effectively in the required areas? (please provide 
examples where relevant) 

Earmarked allocation for hepatitis C prevention of £971,000 invested in 
an extra consultant, however cannot use hepatitis C allocation for 
increased cost of hepatitis C drugs (£4 million +) which this consultant 
prescribes. 
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Access / performance money is non-recurring therefore spent on 
waiting list initiatives at three times normal consultant rate. 

Integration of health and social care 

5. Please set out, as per your integration plans/schemes with each of your 
partner local authorities, the method under which funding for the joint 
boards will be determined?  

 

This section sets out the arrangements in relation to the determination of the amounts 
to be paid, or Set Aside, and their variation, to the Integration Joint Board by the 
Parties; 

(a) amounts to be paid by the Parties to the Integration Joint Board in respect of all 
of the functions delegated by them to the Integration Joint Board (other than 
those to which sub-paragraph (b) applies). 

  

(i)  Payment in the first year to the Integration Joint Board for delegated 
functions 

 Delegated baseline budgets for 2015/16 will be subject to due diligence 
and comparison to actual expenditure in previous years together with any 
planned changes to ensure they are realistic, with an opportunity in the 
second year of operation to correct any base line errors. 
 

(ii)  Payment in subsequent years to the Integration Joint Board for delegated 
functions   

 In subsequent years, the Chief Officer and the Chief Finance Officer 
should develop the funding requirements for the Integrated Budget based 
on the Strategic Plan and present it to the Parties for consideration as part 
of the annual budget setting process. The draft budget should be evidence 
based with full transparency on its assumptions. The following principles 
apply;  
 

 Individual Party responsibility including: 

o Pay awards 
o Contractual uplift 
o Prescribing 
o Resource transfer 
o Ring fenced funds 

 In the case of demographic shifts and volume each Party will have a 
shared responsibility for funding. In these circumstances an agreed 
percentage contribution, based on net budget of each Party, by 
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individual client group excluding ring fenced funds e.g. Family Health 
Services, General Medical Services, Alcohol and Drug funding etc., 
will apply. 

 The prescribing budget will be delegated to the Integration Joint 
Board. It is proposed that prescribing will be managed by Health 
across the three Health and Social Care Partnerships with an agreed 
Incentive Scheme which requires to be approved by all Parties across 
the three Integration Joint Boards. 

 Efficiency targets will be set by each Party. 

Following determination of the payment, the amounts to be made by each Party, the 
Integration Joint Board will refine the Strategic Plan to take account of the totality of 
resources available. 

6. What functions will be delegated via the integration plan/scheme? 
Please explain the rationale for these decisions 

Services currently provided by the Health Board which are to be 
integrated  

   

 Accident and Emergency 

 General Medicine 

 Geriatric Medicine 

 Rehabilitation Medicine 

 Respiratory Medicine 

 Palliative Care 

 All Community Hospitals (Arran, Lady Margaret, Biggart, Girvan, 
Kirklandside, East Ayrshire Community Hospital, Continuing Care 
wards at Ayrshire Central Hospital) 

 All Mental Health Inpatients Services (including Addictions), 
Psychiatric Medical Services, Eating Disorders, Forensic, Crisis 
Resolution and Home Treatment Team, Liaison (Adult, Elderly 
Learning Disabilities and Alcohol, Advanced Nurse Practitioner 
Services) 

 Community Nursing (District Nursing) 

 Community Mental Health, Addictions and Learning Disabilities 
(Community Mental Health Teams, Primary Care Mental Health 
Teams, Elderly, Community Learning Disability Teams, Addictions 
Community Teams) 

 Allied Health Professionals  

 Public Dental Services 

 Primary Care (General Medical Services; General Dental 
Services, General Ophthalmic Services, Community Pharmacy)  

 NHS Ayrshire Doctors on Call (ADOC) 

 Older People 

 Palliative Care provided outwith a hospital 
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 Learning Disabilities Assessment and Treatment Services  

 Psychology Services  

 Community Continence Team 

 Kidney Dialysis Service provided outwith a hospital  

 Services provided by health professional which aim to promote 
public health  

 Community Children’s Services (School Nursing, Health Visiting, 
Looked after Children’s Service) [non medical] 

 Community Infant Feeding Service 

 Child and Adolescent Mental Health Services 

 Child Health Administration Team 

 Area Wide Evening Service (Nursing) 

 Prison Service and Police Custody services 

 Family Nurse Partnership 

 Immunisation Service 

 Telehealth and United for Health and Smartcare European 
Programme and workstreams 

7. How much is being allocated to the Integration Joint Board for 
2015-16? 

a. by the health board - £329.9 million. 
b. by local authority partners - £233.8 million. 

8. Please provide any further comments on budgetary issues associated 
with integration: 

Due diligence process has allowed challenge of partner budget 
decisions. £7.5 million for Integrated Care Fund prioritised by 
Integrated Joint Boards. In addition £73.5 million of Integrated Care 
Fund held by Scottish Government. 

Specific challenges 

9. Please provide details of any specific challenges facing your board in 
2015-16 in respect of your budget: 

The level of cash releasing efficiency savings (CRES) required in 
2015/16 is higher than in recent years. In past years the efficiency 
target has been achieved partly through productivity savings (doing 
more activity with the same money) and CRES, however due to 
required investment in new drugs, superannuation etc, there is a 
requirement for 2 significant CRES on top of coping with increasing 
demands. The level of drugs cost pressure in 2015/16 exceeds the 
general allocation uplift for the year (although some additional funding 
will be received through the New Medicines Fund). 
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B: Increase the proportion of babies with a healthy birth weight  

Indicator measure: The proportion of new born babies with a weight 
appropriate for gestational age 

1. How does performance in your area compare with the national 
performance? 

 
% of new born babies with a weight appropriate for gestational 

age 

Board Scotland 

2009 89.5% 89.6% 

2010 90.3% 90.0% 

2011 89.7% 90.1% 

2012 89.4% 89.9% 

2013 89.6% 90.1% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/i
ndicator/birthweight 

2. What factors can help to explain any observed differences in 
performance? 

There is no clear change either nationally or locally. The indicator is 
likely to change over a longer period of time than simply annually, 
being driven first and foremost by levels of poverty. Health behaviours 
contribute to babies who are small for gestational age, in particular 
driven by smoking and drinking in pregnancy as well as by maternal 
nutrition. 

3. How does performance against this indicator influence budget 
decisions? 

NHS Ayrshire and Arran is committed to preventative spend. Annual 
funding earmarked for:  

 Smoking cessation and prevention - £838,000; 

 Alcohol and drug prevention - £2,680,000 

 Maternal and infant nutrition - £300,744 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 

Gestational adjusted birth weight is a useful indicator, but it isn’t 
particularly responsive. In addition, it fails to take into account the 
separate impact of poverty on rates of prematurity. 

 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
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5. What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below. 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 
expenditure 

2015-16 
£000 

A mother’s own birth weight, her pre-
pregnancy weight and weight gained 
during pregnancy all influence the birth 
weight of her baby. Healthy Bump 
Health Baby – is a one-off intervention 
offered to obese pregnant women 
(defined as a Body Mass Index of > 30). 
Women are identified at their first 
contact with a community midwife and 
referred to the multidisciplinary service 
which includes input from a midwife, 
physiotherapist and community food 
worker. Evaluation of the results for 
those who have attended has been 
positive, however, uptake is low. Work 
is underway to address some of the 
barriers to attendance reported by 
women. 

8 

(funded from 
the Maternal & 
Infant Nutrition 

allocation) 

8 

 

Family Nurse partnership (targeted as 
most deprived including those who may 
use alcohol in pregnancy) 

472 472 

Ante-natal classes 
Part of 

midwifery 
service 

 

 

6. What statutory partners or other partners (if any) contribute towards 
performance in this area? 

Area Drug and Alcohol partnerships part fund a specialist midwife post. 

7. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 



NHS Ayrshire and Arran HS/S4/15/19/1 

7 

C: Improve end of life care  

Indicator measure: Percentage of the last 6 months of life which are spent at 
home or in a community setting 

1. How does performance in your area compare with the national 
performance? 

 

% of last 6 months of life which are spent at 
home or in a community setting 

Board Scotland 

2008-09 90.0 90.4% 

2009-10 90.4 90.5% 

2010-11 90.8 90.7% 

2011-12 91.0 91.1% 

2012-13 91.1 91.2% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/i
ndicator/endoflifecare 

2. What factors can help to explain any observed differences in 
performance? 

Ayrshire performance is very similar to the Scottish average.  

3. How does performance against this indicator influence budget 
decisions? 

Cost pressure for community equipment as we currently have 900 
hospital beds in people’s own home. 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 

Yes. 

5. What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below. 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 
expenditure 

2015-16 
£000 

Older people spend by Councils 
on care homes or care at home  

104,429 105,291 

Resource transfer for older 
people 

8,084 8,229 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
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Programme/service area 
Expenditure 

2014-15 
£000 

Planned 
expenditure 

2015-16 
£000 

Area wide evening nursing 
service 

963 982 

 

6. What statutory partners or other partners (if any) contribute towards 
performance in this area? 

Ayrshire Hospice has a community based service. 
MacMillan Cancer Support. 
Marie Curriel. 

7. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 

Palliative care and hospice funding 

8. Please provide an estimate of spending on palliative care services (as 
defined by the Scottish Partnership for Palliative Care, here) 

 
Expenditure 

2014-15 
£000 

Planned 
expenditure 

2015-16 
£000 

Specialist palliative care services 0 0 

General palliative care services 117 143 

 

In May 2012, the Scottish Government published new guidance for 
NHS Boards and independent adult hospices on establishing long-term 
commissioning arrangements. It stated that funding of agreed specialist 
palliative and end-of-life care (PELC) should be reached by NHS 
Boards and independent adult hospices on a 50% calculation of agreed 
costs. Funding should be agreed for a 3 year period, though this could 
be longer if appropriate. In addition it indicated intent for NHS Boards 
and local authorities to jointly meet 25% of the running costs of the 
independent children’s hospices which provide specialist palliative care 
and respite services for children with life-limiting conditions. 

http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
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9. Please provide details of funding agreed by your Board for hospices: 

 
2014-15 

2015-16 

Agreed funding for hospice running costs for specialist PELC (£’000) 

 £000 2,661 2,741 

 As % of total hospice funding 50 50 

Agreed funding for running costs of independent children’s hospices 
(including local authority funding where relevant) 

 £000 50 51 

 As % of total independent 
children’s hospice running costs 

9.5 9.5 

10. Please provide any further comments on palliative care / hospice 
funding that you consider to be relevant: 

NHS Tayside submission includes information on contributions by all 
NHS Boards in Scotland towards the Children’s Hospice Association 
Scotland. 

D: Reduce emergency admissions  

Indicator measure: Emergency admissions rate (per 100,000 population) 

1. How does performance in your area compare with the national 
performance? 

 
Emergency admissions rate (per 100,000 population) 

Board Scotland 

2009-10 11,868 9,849 

2010-11 12,223 9,874 

2011-12 12,765 10,090 

2012-13 13,163 10,130 

2013-14 (p) 13,190 10,188 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/i
ndicator/admissions 

2. What factors can help to explain any observed differences in 
performance? 

All emergency admissions come through the Emergency 
Departments(ED) in Ayrshire. We do not have Combined Assessment 
Units (CAU’s) where pre assessed GP admission patients would attend 
for assessment so all patients are counted as Emergency admissions. 

Since December 2013 however, we have created 12 temporary GP 
assessment beds across Ayr and Crosshouse Hospitals but patients 
still require to be streamed through ED until the CAU’s open. A high 
percentage of patients are admitted to an acute receiving ward on an 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
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‘admit to decide’ basis to allow diagnostic tests to be carried out and a 
senior clinical decision-maker to examine the patient. CAU’s are 
currently being constructed on both Acute Hospital Sites which will 
reduce the percentage of A&E attendees who are admitted.  

3. How does performance against this indicator influence budget 
decisions? 

A range of new services have been developed to manage high 
emergency admission rates. GP assessment beds(as above), Clinical 
Decisions Units(12 beds)with also ambulatory care bays, Frail Older 
Peoples pathway with Medical Consultant for Frail Older People 
working in ED Dept, additional Pharmacy support (including ED’s), 
additional Acute Physicians and ED Consultants and a range of other 
services which are set out in our Local Unscheduled Care Action Plan 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 

Yes 

What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below 

Programme/service area 
New Investments 

Expenditure 
2014-15 

£000 

Planned 
expenditure 

2015-16 
£000 

2016/17 
£000 

Local Unscheduled Care 
Action Plans 

1,654 50 550 

Building for Better Care – 
Combined Assessment units 
at Ayr and Crosshouse. 
Clinical £1 million investment. 

0 630 1,470 

Frail elderly pathway (non-
recurring) 

100 0 0 

 

5. What statutory partners or other partners (if any) contribute towards 
performance in this area?  

 Health and Social Care Partnerships(x3);  

 Voluntary Organisations-Red Cross; 

 Scottish Ambulance Service. 

6. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance
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NHS Dumfries and Galloway 

A: Budget setting process   

Performance budgeting 

1. Which of the following performance frameworks has the most influence 
on your budget decisions: 

 National Performance Framework 

 Quality Measurement Framework (including HEAT targets) 

 Other (please specify) 
The National Performance Framework has the most influence on 
budget decisions in that it is broader than the more narrowly focused 
HEAT targets within the Quality Measurement Framework. 

2. Please describe how information on performance influences your 
budget decisions: 
Performance influences budget decisions acutely, with changes in 
resources required to deliver the necessary targets and performance 
standards feeding into service redesign and identification of cost 
pressures. This then forms an integral part in the budget setting 
process throughout the year, as well as within the annual budget 
setting cycle as clinicians and managers refine requirements around 
capacity and service changes. 
A prioritisation protocol is adhered to whereby the senior management 
team agree the priorities for the forthcoming year, or agree in-year 
funding for necessary developments across the service. 
This involves development of a Business Case to ensure a complete 
impact assessment of the proposed changes is carried out to that the 
full cost of service redesign or change can be identified. 

3. Do you consider the performance framework(s) to reflect priorities in 
your area? 
Yes, however there are additional legislative requirements, Scottish 
Government directives, local priorities and internal targets which go 
beyond the performance frameworks which we consider important to 
the provision of health services in the board area. 

4. Where allocations are made in relation to specific targets, are you able 
to spend this effectively in the required areas? (please provide 
examples where relevant) 
A range of initiatives have been introduced via a combination of 
Reshaping Care for Older People and Local Unscheduled Care Action 
Plan such as: 

 Development of ambulatory approaches as an alternative to 
admissions reduces small numbers of admissions per week:  

 provision of rapid access chest pain clinics for patients attending 
the emergency department who are stable but require a follow 
up within the next few days and who would otherwise be 
admitted 

 introduction of ambulatory care clinic within the AMU 
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 ‘Meet ED’ campaign outlining appropriate use of the emergency 
department but also sign posting towards appropriate use of 
emergency services 

 Reducing Delayed Discharges 

Falls 

 Partnership working with Scottish Ambulance Services around 
See and Treat approach for non injured fallers, includes follow 
up by Fire Service to undertake fire safety check and evacuation 
planning 

 Partnership working with Care Homes around provision of 
education on falls prevention and provision of bed, chair and 
wrist sensors to reduce falls which cause injury and lead to 
admission 

 Partnership working with care homes regarding improving 
hydration and nutrition for residents to reduce falls 

Respiratory Patients 

 Testing of Community Respiratory Early Warning Scores for 
patients with respiratory disease to reduce exacerbations. 

 1 year pilot of telecare in Annan for COPD patients to support 
patient self management. 

Anticipatory Care Planning 

 GP QOF increasing the number of Key Information Summaries 
for patients with a SPARRA risk of 40-60% 

Integration of health and social care 

5. Please set out, as per your integration plans/schemes with each of your 
partner local authorities, the method under which funding for the joint 
boards will be determined?  
The Board and Local Authority within Dumfries and Galloway (whose 
boundaries are co-terminus) are in the process of establishing an 
Integrated Joint Board under the Body Corporate model for integration 
of Health and Social Care. 
The method under which funding for the joint boards will be determined 
forms an integral part of our recently consulted on and submitted 
integration scheme. This is detailed in the section below. 
We have agreed to treat the first year of operation as an Integrated 
Joint Board (IJB) as a shadow year, reflecting the baseline established 
from a review of 2014/15 financial year and this will reflect agreed 
changes through the 2015/16 budget setting process, to provide the 
Local Authority and Health Board (The Parties) and the IJB with 
assurance that the delegated resources are sufficient to deliver the 
agreed delegated functions and level of service to be provided. These 
amounts will recognise existing plans for the Parties for the functions 
which are to be delegated, adjusted for material items in the shadow 
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period. These figures will be agreed as part of a due diligence 
procedure as agreed between the Parties. The payment will be linked 
through to patient activity information and the latest Integrated 
Resources Framework (IRF) will be referred to when deriving the 
allocation to localities. 

In subsequent years the Chief Officer and the IJB Chief Finance Officer 
will develop a case for the Integrated Budget based on the Strategic 
Plan. The Parties will review this as part of the required budget 
process. The case should be evidenced, with full transparency 
demonstrating the following assumptions: 

o Activity Changes 
o Cost inflation 
o Required Efficiency Savings 
o Performance against outcomes 
o Legal and statutory requirements 
o Transfers to/from the notional budget for hospital services 
o Adjustments to address equity of resource allocation 

The parties will evaluate the case for the Integrated Budget and agree 
their respective contributions accordingly.  

If the Strategic Plan sets out a change in hospital and community 
capacity, the resource consequences will be determined through a 
bottom up process based on: 

o Planned changes in activity and case mix due to interventions in 
the Strategic Plan 

o Projected activity and case mix changes due to changes in 
demography 

o Analysis of the impact on the affected hospital and community 
care budgets, taking into account cost behaviour (i.e. fixed, semi 
fixed, and variable costs) and timing differences (i.e. the lag 
between reduction in capacity and the release of resources) 

However, NHS Dumfries & Galloway has included the entirety of acute 
hospital services within the scope of functions delegated to the IJB. 
The Parties will consider the following when reviewing the Strategic 
Plan: 

o The Local Government Financial Settlement 
o The uplift applied to NHS Board funding from Scottish 

Government 
o Efficiencies to be achieved 
o Specific funding provided to either Party or the IJB to support 

delegated functions or integration 

The allocations will be based on priority and need and further due 
diligence will be undertaken during the 2015/16 financial year to assess 
the adequacy of the initially determined payments to the IJB to help 
inform payment levels from the 2016/17 financial year. 
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6. What functions will be delegated via the integration plan/scheme? 
Please explain the rationale for these decisions 
The Regulations supporting the Act are clear on what is to be included 
within Integration and this is the main driver in agreeing the clinical and 
social work services to be contained within Integration for the IJB. 
In addition Dumfries and Galloway have agreed to include the entirety 
of acute hospital services within the scope of functions delegated to the 
IJB which currently report to the Chief Operating Officer of the NHS 
Board. 
The reason for this is based upon the fact that as these services are so 
integrated across the patient pathway, splitting them up would lead to a 
detrimental impact for Integration. As such, the current proposed model 
includes the entirety of Hospital Services, which are included in the 
payment to the IJB. 

7. How much is being allocated to the Integration Joint Board for 
2015-16? 

a. by the health board - proposed figure of £224m 
b. by local authority partners - proposed figure of £52m 

8. Please provide any further comments on budgetary issues associated 
with integration: 

By delegating responsibility for health and social care functions to the 
Integration Authority, the objective is to create a single system for local 
provision of health and social care services, which is built around the 
needs of patients and service users, and which supports whole system 
redesign in favour of preventative and anticipatory care in communities. 

The principles of the model adopted within Dumfries and Galloway is 
an integrated General Manager model at Locality level to support local 
decision making. 

In preparation for delegating the budgets to be devolved to the IJB, a 
joint report has been commissioned by PwC (as external auditors to 
both the Health Board and Local Authority) as part of the due diligence 
work to be undertaken as a partnership. As part of this process an 
agreed ‘Shadow Year’ will operate during the financial year 2015/16 to 
review and assess the budget resources delegated to the IJB are 
appropriate. 

 

Specific challenges  

9. Please provide details of any specific challenges facing your board in 
2015-16 in respect of your budget: 
The first year of the Integrated Budget will operate in shadow form, 
allowing for the development of systems and processes to ensure the 
appropriate level of governance is provided. 
During the shadow year there will be regular review and monitoring of the 
use of resources by the IJB, supported by both finance teams across the 
Council and the NHS Board. 
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Work continues to identify additional resources and support necessary to 
provide appropriate resource to the IJB through the Chief Finance Officer 
once they are appointed. 
There are a number of Social Care services which need to be reviewed in 
greater detail in order to agree an appropriate disaggregation to reflect the 
proposed revised responsibilities. In particular, a number of the services 
which are currently accessed by young people between the ages of 18 and 
25. 
There are a number of historic contractual and financial arrangements 
currently in place between the Council and Health partners, including the 
Resource Transfer payment calculation and all sub-contracts.The 
integration of Health and Social Care presents an opportunity to review all 
of these in the final determination of the appropriate level of budget that is 
to be delegated. 
At this stage, allowances for price and demographic uplifts recognised 
through the corporate budget setting process have been treated as being 
retained by the Council pending further review. The allocation of amounts 
from within these allowances will be determined as increased price levels, 
including pay awards and contract uplifts, and the extent of demographic 
increases are clarified. 
The following risks are inherent within the budgets being proposed for 
integration: 

 Demographic and price growth being greater than that allowed for 

 Care supply market contracting and/or failing to expand as required to 
create sufficient and affordable provision that matches demand 

Clients’/Patients’ needs becoming more complex and the inability of the 
service to manage this within financial resources available. 
The Board’s draft financial plan has been submitted to the Scottish 
Government for consideration, which summarises the NHS Board’s five 
year financial plan from 2015/160 through to 2019/20, highlighting the 
significant level of efficiencies required to deliver financial breakeven. This 
is imbedded within the budgets delegated within Integration. 
The key financial risks and challenges for the NHS Board for 2015/16 
onwards, as we move towards integration, include the following; 

 Continued delivery of a breakeven position; 

 Continued delivery of 3% CRES (£7.960m); 

 Management of on-going cost pressures most notably medical locum 
costs (£4.8m) and Primary Care Prescribing costs; 

 Planning for the financial implications of the new hospital and the 
associated clinical change requirements 

It has also been notified that a £100m over three years will be issued to 
partnerships to support delayed discharges. This funding will be used to 
support Health Board and Local Authorities to deliver good quality care 
and support for people at home or in a homely setting and to prevent 
delays in discharge and also preventing admissions to hospital. 
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B: Increase the proportion of babies with a healthy birth weight  

Indicator measure: The proportion of new born babies with a weight 
appropriate for gestational age 

1. How does performance in your area compare with the national 
performance? 

 

% of new born babies with a weight 

appropriate for gestational age 

Board Scotland 

2009 89.7% 89.6% 

2010 90.0% 90.0% 

2011 89.2% 90.1% 

2012 90.4% 89.9% 

2013 89.9% 90.1% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/i
ndicator/birthweight 

2. What factors can help to explain any observed differences in 
performance? 
There are no significant differences in performance  

3. How does performance against this indicator influence budget 
decisions? 
As detailed above, changes in resources required to deliver the 
necessary targets and performance standards will feed into service 
redesign and identification of cost pressures. This then forms an 
integral part in the budget setting process throughout the year, as well 
as within the annual budget setting cycle as clinicians and managers 
refine requirements around capacity and service changes. 
Any necessary changes to the resources required to achieve the 
proportion of babies with a healthy weight and the impact this may 
have on other services will be considered when budgets are being set 
and refined both annually and within year. 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
Yes, however whilst it is a useful indicator, at the same time it is very 
broad with a wide range of factors that can influence this such as 
smoking, alcohol, drugs, obesity etc. 

5. What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below. 
This is not an area that we currently contribute cost to under our 
current costing methodology. With midwifery time, it has not been 
possible to determine the percentage of time which could be attributed 
to this target due to the complexities of the service delivery. One 
specific programme has been identified below that impacts directly in 
this area. 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
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Programme/service area 
Expenditure 

2014-15 
£000 

Planned 

expenditure 

2015-16 
£000 

Smoking cessation services 
targeted at this area. 

£24k £24k 

 
6. What statutory partners or other partners (if any) contribute towards 

performance in this area? 
This area is impacted by a range of services provided by health, local 
authority and third sector, including: 

o General practitioners 
o Public Health   
o Smoking cessation 
o Health Improvement 
o Addiction services 
o Social work  
o Housing  

7. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 
Maternity and Children Quality Improvement Collaborative. 
NHS Dumfries and Galloway Maternity Services is participating in the 
Maternity Care Programme Strand 

The overall aim of the Collaborative is: 

“To improve outcomes and reduce inequalities in outcomes, by   
providing a safe, high quality care experience for all women, babies   
and families” 

There are a number of key measures that have been identified that 
contribute to healthy birth weight e.g. three of the key measures relate 
to the detection and management of smoking in pregnancy. Recent 
focus has been on providing pregnant women who continue to smoke 
with a tailored package of antenatal care.  

Growth Assessment Programme 

The Perinatal Institute, Growth Assessment Programme (GAP) is being 
implemented throughout Scotland supported by funding from the 
Scottish Government in order to detect fetal growth restriction and 
avoid stillbirth.  

In NHS Dumfries and Galloway, following attendance by 5 staff 
including a consultant obstetrician, obstetric ultra-sonographer, 
outpatient services manager and two senior charge midwives at a 
national train the trainers course we have implemented the following;- 
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 Fundal height measurement. All midwives and obstetricians will 
be trained to consistently and accurately measure symphyseal-
fundal height.  

 Use of gestation related optimal weight (GROW) customised 
growth charts. These are generated electronically by the 
sonographer helpers at the combined ultrasound and biochemical 
screening appointment and customised for each individual woman. 
The midwives and medical staff have been trained in the use of 
these charts. 

 Referral for ultrasound scanning-protocols have been developed 
and implemented.  

Early Years Collaborative 
The ambition of the Early Years Collaborative is to make Scotland the 
best place in the world to grow up by improving outcomes and reducing 
inequalities for all babies, children, mothers, fathers and families across 
Scotland to ensure that all children have the best start in life and are 
ready to succeed.  
The stretch aim of Workstream 1 (conception to 1 year) is to reduce 
infant mortality and stillbirth as seen in the Driver Diagram at the end of 
the response.  
Improvement work has been ongoing in relation to access to services, 
breast feeding, alcohol and drug misuse, gender based violence, 
preconception care, support for the most vulnerable pregnant women 
and parenting. 

Obesity in pregnancy  

“optiMUM care for women with BMI of 40 or over during 
pregnancy, labour and the post natal period” 

A joint project between maternity services, public health, dietetics and 
the Psychology department is underway in Dumfries and Galloway to 
improve pregnancy outcomes and experiences for women with a BMI 
of 40 or over and their babies.  

Multidisciplinary and multiagency working 

Teams within and across agencies work together to provide antenatal, 
intrapartum and postnatal care for pregnant women who have obstetric, 
medical or risk factors identified e.g. women with diabetes or who develop 
diabetes, women who have substance misuse problems 
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C: Improve end of life care  

Indicator measure: Percentage of the last 6 months of life which are spent at 
home or in a community setting 

1. How does performance in your area compare with the national 
performance? 

 

% of last 6 months of life which are spent at 

home or in a community setting 

Board Scotland 

2008-09 93.5% 90.4% 

2009-10 92.7% 90.5% 

2010-11 92.6% 90.7% 

2011-12 93.4% 91.1% 

2012-13 93.3% 91.2% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/i
ndicator/endoflifecare 
 

2. What factors can help to explain any observed differences in 
performance? 

We are likely to have a higher percentage of time in the last 6 months 
being spent at home than the Scottish average because of the rural 
nature of NHS D&G. We have rural practices that are well used to 
looking after the dying patient, and an excellent degree of support from 
district nurses and MacMillan nurses. The ability to get in Marie Curie 
nurses for overnight stays is rather limited compared to the demand at 
times, but they provide very impressive support to enable as many 
patients as possible to stay at home. 

For many patients home will in fact be a care home, and the Board has 
provided training for Care Home and Nursing Home staff to support 
them in looking after the dying patient in their normal setting. This is 
usually reflective of patient choice. It is supported by GPs, and district 
nursing input. 

3. How does performance against this indicator influence budget 
decisions? 
NHS Dumfries & Galloway has been strongly committed to shifting the 
balance of care away from more institutional settings for a long time 
and budget decisions have sought to ensure that this is maintained, 
particularly in relation to facilitating discharge from hospital. 
Changes in resources required to deliver the necessary targets and 
performance standards feed into service redesign and identification of 
cost pressures. This then forms an integral part in the budget setting 
process throughout the year, as well as within the annual budget 
setting cycle as clinicians and managers refine requirements around 
capacity and service changes. 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
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The Board has tested a number of areas of service change through the 
Putting You First programme supported by the change fund to 
understand the potential areas where resource could be targeted within 
the community setting. The main areas of impact are: 

 Developing Communities / Community Resilience 

 Integrated Ways of Working 

 Preventative / Anticipatory Approaches 

 Optimising the deployment of technology enabled care. 
This will inform our ongoing discussions for the strategic plan as we 
move into Health and Social Care Integration. 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 

It is a useful indicator of the sensitivity of those who are caring for 
patients who have reached a stage in their illness when palliative 
approaches to excellent symptom control should be discussed. In that 
respect, it is possibly slightly crude, but important – proxy measure of 
person centred care. 

5. What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below. 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 

expenditure 

2015-16 
£000 

Marie Curie service 103 139 

District Nursing 1,102 1,154 

Community Hospitals 579 596 

 
6. What statutory partners or other partners (if any) contribute towards 

performance in this area? 

Health Services, Social Work Services, social care providers and 
charities like Macmillan Cancer support and Marie Curie Nursing are 
important partners 

7. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 

Covered above 
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Palliative care and hospice funding 

8. Please provide an estimate of spending on palliative care services (as 
defined by the Scottish Partnership for Palliative Care, here) 

 
Expenditure 

2014-15 
£000 

Planned 

expenditure 

2015-16 
£000 

Specialist palliative care services – 
Macmillan Nurses within the DGRI 
Medical Palliative Care 
Renal Palliative Care Nurse 

 

251 

228 

21 

 

254 

230 

21 

General palliative care services –  
DGRI Alexandra Unit 
Endowment Funding  

 

682 

122 

 

689 

124 

Total 1303 1318 

In May 2012, the Scottish Government published new guidance for 
NHS Boards and independent adult hospices on establishing long-term 
commissioning arrangements. It stated that funding of agreed specialist 
palliative and end-of-life care (PELC) should be reached by NHS 
Boards and independent adult hospices on a 50% calculation of agreed 
costs. Funding should be agreed for a 3 year period, though this could 
be longer if appropriate. In addition it indicated intent for NHS Boards 
and local authorities to jointly meet 25% of the running costs of the 
independent children’s hospices which provide specialist palliative care 
and respite services for children with life-limiting conditions. 

9. Please provide details of funding agreed by your Board for hospices: 
NHS D&G do not utilise hospices as they provide care through a 
variety of locally provided services as indicated above. 

 
2014-15 

2015-16 

Agreed funding for hospice running costs for specialist PELC (£000) 

 £000 – n/a as hospice provision is within NHS beds as per question 8. 

 As % of total hospice funding   

Agreed funding for running costs of independent children’s hospices 
(including local authority funding where relevant) 

 £000 21 22 

 As % of total independent 
children’s hospice running costs 

3.14% share 3.14% share 

 
10. Please provide any further comments on palliative care / hospice 

funding that you consider to be relevant: 

http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
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All palliative care services are provided by NHS Dumfries and Galloway 
except the independent childrens’ service which is a risk share agreement 
with other NHS Boards in Scotland, Operated from facilities known as Robin’s 
House and Rachael’s House. 

D: Reduce emergency admissions  

Indicator measure: Emergency admissions rate (per 100,000 population) 

1. How does performance in your area compare with the national 
performance? 

 

Emergency admissions rate (per 100,000 

population) 

Board Scotland 

2009-10 9,467 9,849 

2010-11 9,408 9,874 

2011-12 9,389 10,090 

2012-13 9,761 10,130 

2013-14 (p) 10,017 10,188 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/i
ndicator/admissions 
Dumfries and Galloway performance compares favourably to national 
performance across all age groups 35 -74+ 

2. What factors can help to explain any observed differences in 
performance? 
Dumfries and Galloway has a high percentage of GPs who are 
supportive of managing the patient within their home/ homely 
environment and a very supportive social work service team who 
provide timely interventions wherever possible which is a contributory 
factor to our favourable performance relative to Scotland as whole. 
This is set however against a backdrop of increasing recruitment 
difficulties within both GPs and care providers. 

3. How does performance against this indicator influence budget 
decisions? 
Changes in resources required to deliver the necessary targets and 
performance standards will feed into service redesign and identification 
of cost pressures. This then forms an integral part in the budget setting 
process throughout the year, as well as within the annual budget 
setting cycle as clinicians and managers refine requirements around 
capacity and service changes. 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
This is not a performance measure used routinely, with the exception of 
the winter period, when we do report on this measure as part of our 
winter management process. 

5. What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
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This is a hugely complex area when looking at which services 
contribute to reducing emergency admissions. This is because of the 
many inter-relationships between and across different services in the 
Acute setting as well as across Community services (and indeed with 
partnership with social services). 
For instance a proportion of care that GPs provide to their patient list 
will often mean admissions are avoided, due to more appropriate 
options being made available to the patient in the community, closer to 
their home. This will often mean respite care is provided within the 
community hospitals are liaison with the community nursing services or 
social care services to provide care at home. 
Specific funding that has been identified towards reducing emergency 
admissions has been received through the LUCAP allocation, which 
includes a variety of projects such as; 

o Improved management of people who attend frequently or 
inappropriately to ED 

o Improved management of frequent attendees by GPs 
o Telecare for COPD patients 
o Testing of Community Early Warning Scores for respiratory 

patients 
The OPAT Ambulatory service is another good example of ways in 
which emergency admissions can be reduced or avoided, by providing 
anti-biotic infusions as daycases/ outpatients rather than through 
admission to a bed during the course of the patients’ treatment. 
The Joint Health and Well being project also looks at ways of reducing 
unnecessary emergency admissions, including; 

o Smoking education 
o Drug and alcohol education 
o Obesity 

There are also chronic conditions management including; 
o COPD 
o Diabetes (insulin pump therapy) 
o Epilepsy management 
o Asthma clinics 

Many of these services have been funded through specific projects via 
‘Putting You First’ funding and include projects such as; 

 Carer Health and Well being - Creating proactive approaches to 
reducing the need to 'react to crisis', enabling people to self 
manage and make decisions about their own care 

 Remote monitoring - Delivering a service as close to home as 
possible. Supporting people to retain or regain their maximum 
level of independence. Reducing avoidable emergency 
admissions to acute care or reducing delayed discharges 

 (CREWS) Enhanced Self-Management of Chronic Obstructive 
Pulmonary Disease – Reduced admissions for COPD patients. 
Improved confidence for patients. Appropriate model for 
supported remote monitoring 

 Flexible Preventative Approaches to Care (Forward Looking 
Care Plans) - People who have FLC plans (and their Carers) 
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have improved quality of life and have the information they need 
to live and keep well and feel in control of their health condition. 

 Dumfries Hub Promoting Independence and well-being towards 
a whole system response - Act as an Occupational Therapist 
working between both the Council and NHS providing a more 
seamless and integrated approach to care. 

There is no straight forward way of itemising the cost of these services 
as they link in across all services and it is more to do with changing the 
way people work and access services, rather than setting up specific 
new funding streams. 
This also feeds into the NHS Board’s Efficiency agenda, transforming 
how current services are delivered and looking at different ways of 
providing these within the existing overall funding available. 
Whilst specific funding streams could be identified that were earmarked 
towards preventing admission, it would be meaningless to present 
these as the total funding available is so much more complex and 
difficult to specify what proportion relates to avoiding emergency 
admission and which is part of the overall service provided. 
It is due to this very reason that NHS D&G have decided to include all 
of the Hospital Services within the Integration funding so that the 
benefits of a truly joined-up service are not fragmented and duplicated, 
thus diminishing their efficiency and effectiveness of reducing 
emergency admissions across the entire region. 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 

expenditure 

2015-16 
£000 

LUCAP 243 250 

Insulin Pumps 250 TBC 

Putting You First Programmes 
(specifically focussed on 
avoiding/reducing emergency 
admissions) 

352 TBC 

 
6. What statutory partners or other partners (if any) contribute towards 

performance in this area? 
We are working very closely with the following key partners 

 Partnership working with Scottish Ambulance Services around 
See and Treat approach for non injured fallers, includes follow 
up by Fire Service to undertake fire safety check and evacuation 
planning 

 Partnership working with Care Homes around provision of 
education on falls prevention and provision of bed, chair and 
wrist sensors to reduce falls which cause injury and lead to 
admission 
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 Partnership working with care homes regarding improving 
hydration and nutrition for residents to reduce falls 

 Partnership working with GPs around Key information 
summaries and management of frequent attendees 

 Partnership working with Council around our Short Term 
Assessment and Reablement Service and the Council Care and 
Support Services to provide step up care in a timely manner. 

7. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 

Covered above. 
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NHS Greater Glasgow and Clyde 

A: Budget setting process   

Performance budgeting 

10. Which of the following performance frameworks has the most influence 
on your budget decisions: 

 National Performance Framework 

 Quality Measurement Framework (including HEAT targets) 

 Other (please specify) 
All of the above are translated into our local planning and policy 
frameworks which are used to develop local development plans 
which impact on budgets. 

11. Please describe how information on performance influences your 
budget decisions: 
Where performance improvement to meet key targets requires 
additional investment then in setting the Board’s financial plan 
resources will be allocated where required. 

12. Do you consider the performance framework(s) to reflect priorities in 
your area? 
Yes 

13. Where allocations are made in relation to specific targets, are you able 
to spend this effectively in the required areas? (please provide 
examples where relevant) 
In the main yes. Recently funding has been bundled (ie for dental 
services) where small allocations for specifics has been 
amalgamated into a larger allocation which reduces bureaucracy 
and provides greater flexibility. 

Integration of health and social care 

14. Please set out, as per your integration plans/schemes with each of your 
partner local authorities, the method under which funding for the joint 
boards will be determined?  
Existing CHP/CHCP budgets for directly managed in scope 
services will be rolled over into the integrated budget. 

15. What functions will be delegated via the integration plan/scheme? 
Please explain the rationale for these decisions 
Within NHSGGC all in scope services set out in the legislation will 
be delegated to the IJBs.  

16. How much is being allocated to the Integration Joint Board for 
2015-16? 

a. by the health board  
b. by local authority partners? 

Final budgets have not yet been determined. 
17. Please provide any further comments on budgetary issues associated 

with integration: 

Specific challenges 
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18. Please provide details of any specific challenges facing your board in 
2015-16 in respect of your budget: 

B: Increase the proportion of babies with a healthy birth weight  

Indicator measure: The proportion of new born babies with a weight 
appropriate for gestational age 

8. How does performance in your area compare with the national 
performance? 

 

% of new born babies with a weight appropriate for 
gestational age 

Board Scotland 

2009 90.2% 89.6% 

2010 89.8% 90.0% 

2011 90.2% 90.1% 

2012 90.0% 89.9% 

2013 Validated Data Not Available 90.1% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicato
r/birthweight 

9. What factors can help to explain any observed differences in 
performance? 
The differences in performance are marginal. 

10. How does performance against this indicator influence budget 
decisions? 
It does not have any material impact. 

11. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
It is a helpful indicator but would be more meaningful if measured 
by SIMD. The overall performance is likely to mask the variation 
between different SIMD groupings. 

12. What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below. 
It is not really possible to determine the relevant expenditure with 
any accuracy. 

13. What statutory partners or other partners (if any) contribute towards 
performance in this area? 
This is likely to be a key measure for each of the 6 Community 
Planning Partnership areas across NHSGGC. 

14. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance. 
Other areas of activity likely to contribute to performance include 
public health contributions and social marketing campaigns 
linked to improving healthy birth weights. Also through GPs and 
Health Visitors in the community as often the first contact a 
pregnant women has with health is via the local GP. 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
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C: Improve end of life care  

Indicator measure: Percentage of the last 6 months of life which are spent at 
home or in a community setting 

11. How does performance in your area compare with the national 
performance? 

 

% of last 6 months of life which are spent at home or in a 

community setting 

Board Scotland 

2008-09 88.4% 90.4% 

2009-10 88.2% 90.5% 

2010-11 88.1% 90.7% 

2011-12 88.5% 91.1% 

2012-13 Validated Data Not Available 91.2% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/i
ndicator/endoflifecare 

12. What factors can help to explain any observed differences in 
performance? 
Overall, the Boards performance to date has been slightly and 
consistently below the national position. Not exactly clear on the 
reasons why but would hazard a guess that it is related to the 
absence of resources in the community to support the delivery of 
this measure. 

13. How does performance against this indicator influence budget 
decisions? 
There is no direct link to budget decisions at Board level. 

14. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
A useful indicator in relation to the Shifting The Balance of Care 
agenda but clearly would need to be supported with a shift in 
resources to a community or homely setting. 

15. What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below. 
It is not really possible to determine all of the relevant expenditure 
with any accuracy. 

16. What statutory partners or other partners (if any) contribute towards 
performance in this area? 
The voluntary sector are likely to contribute towards performance 
in this area e.g. hospice care and its availability alongside Social 
Work Services.  

17. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 

Palliative care and hospice funding 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
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18. Please provide an estimate of spending on palliative care services (as 
defined by the Scottish Partnership for Palliative Care, here) 

 
Expenditure 

2014-15 
£000 

Planned expenditure 
2015-16 

£000 

Specialist palliative care 
services 

11,800 11,800 (plus 15/16 
uplift) 

General palliative care services Cannot split Cannot split 

Note: Includes hospices expenditure. Also, the West of Scotland 
Cancer Centre (Beatson) provided specialist cancer services 
some of which will be palliative but it is not possible to extract 
these specific costs from total running costs. 

In May 2012, the Scottish Government published new guidance for 
NHS Boards and independent adult hospices on establishing long-term 
commissioning arrangements. It stated that funding of agreed specialist 
palliative and end-of-life care (PELC) should be reached by NHS 
Boards and independent adult hospices on a 50% calculation of agreed 
costs. Funding should be agreed for a 3 year period, though this could 
be longer if appropriate. In addition it indicated intent for NHS Boards 
and local authorities to jointly meet 25% of the running costs of the 
independent children’s hospices which provide specialist palliative care 
and respite services for children with life-limiting conditions. 

19. Please provide details of funding agreed by your Board for hospices: 

 2014-15 2015-16 

Agreed funding for hospice running costs for specialist PELC (£’000) 

 £000 9,100 9,100 (plus 15/16 uplift) 

 As % of total hospice 
funding 

50% 50% 

Agreed funding for running costs of independent children’s hospices 
(including local authority funding where relevant) 

 £000 £166k £166k 

 As % of total 
independent children’s 
hospice running costs 

 Please refer to NHS Tayside 

response (who manage service 

agreement with CHAS on behalf of 

NHS Scotland) 

 

20. Please provide any further comments on palliative care / hospice 
funding that you consider to be relevant: 

 

http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
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D: Reduce emergency admissions  

Indicator measure: Emergency admissions rate (per 100,000 population) 

8. How does performance in your area compare with the national 
performance? 

 
Emergency admissions rate (per 100,000 population) 

Board Scotland 

2009-10 11,719 9,849 

2010-11 11,916 9,874 

2011-12 12,133 10,090 

2012-13 11,814 10,130 

2013-14 (p) 11,175 10,188 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/i
ndicator/admissions 

9. What factors can help to explain any observed differences in 
performance? 
Key factors are likely to be an aging population and levels of 
deprivation across NHSGGC. 

10. How does performance against this indicator influence budget 
decisions? 
This is an important performance indicator and significant 
recurring and non recurring investment in this area has been 
made in 2014/15 and 2015/16. 

11. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
It would be helpful to see measure disaggregated by age and 
deprivation as these factors are likely to influence overall 
performance. 

12. What programmes or services are specifically aimed at improving 
performance against this indicator? Please provide details for the three 
main areas of activity in the table below 
It is not really possible to give a meaningful response as it could 
be argued that significant elements of community services 
expenditure eg District Nursing, Rehabilitation etc are geared to 
achieving this. 

13. What statutory partners or other partners (if any) contribute towards 
performance in this area? 
Local authorities e.g. Social Work Homecare services or 
independent homecare services.  

14. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 

 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
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NHS Tayside 

A: Budget setting process   

Performance budgeting 

19. Which of the following performance frameworks has the most influence on 
your budget decisions: 

 National Performance Framework 

 Quality Measurement Framework (including HEAT targets) 

 Other (please specify) 
The greatest influence on budget decisions is around the Board’s 
performance against the HEAT targets and standards which contribute to 
Scottish Government’s Purpose and National Outcomes; and NHS Scotland’s 
Quality Ambitions. 
In addition the Board has a range of local commitments through the 
Community Planning Partnerships to support the delivery of Single Outcome 
Agreements. 
The Board focuses on a range of priorities within the National Outcomes 
through targeting ring fenced allocations such as the Effective Health 
Prevention Bundle and Early Years funding against specific outcomes.  
The Board delivers the priorities through the Local Delivery Plan, Clinical 
Strategy, Workforce plan, Estates Strategy and Financial Strategy. 

20. Please describe how information on performance influences your budget 
decisions: 
The ring fenced bundling approach allows resources to be prioritised and 
deployed flexibly within the bundle to improve outcomes in areas of Child & 
Adult Obesity, Blood Borne Virus Prevention and Hepatitis C and Tobacco. 
The Effective Prevention Bundle contributes to each of the three quality 
ambitions set out in the Healthcare Quality Strategy, but especially the person 
centred care and effective ambitions.  The bundle helps realise the following 
Quality Outcomes 

 Everyone gets the best start in life, and is able to live a longer, healthier 
life; 

 Everyone has a positive experience of healthcare, and 

 The best use is made of available resources. 
Outcome frameworks for each of the programmes, e.g. Tobacco Control, BBV 
and Weight Management are monitored and reported as part of the HEAT 
targets where applicable to SG at both the mid and Annual Review. 
During 2014/15 the Board invested a further £3.0m in additional capacity to 
deal with Treatment Time guarantees and a further £0.3m to deal with a 
backlog of Child and Adolescent appointments. 
A further £1.4m in addition to LUCAP funding was also invested locally to deal 
with Unscheduled Care pressures. 

21. Do you consider the performance framework(s) to reflect priorities in your 
area? 
Yes the performance framework provides guidance and is a sense check on 
how activity should be focussed 
NHS Tayside performance review system considers the 3 strands of 
Governance together.  Clinical and Care Governance is given equal priority, 
and the 9 weekly performance reviews use data and self assessment to drive 
system improvement in all domains 
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22. Where allocations are made in relation to specific targets, are you able to 
spend this effectively in the required areas? (please provide examples where 
relevant) 
The allocation of c£6.0m for the Effective Prevention Bundle and Early Years 
Bundle to Tayside has given a degree of flexibility around the prioritisation of 
the funding within the bundle to deliver the outcomes frameworks within the 
letters  

Integration of health and social care 

23. Please set out, as per your integration plans/schemes with each of your 
partner local authorities, the method under which funding for the joint boards 
will be determined?  
The first stage of this process will be completion of the Due Diligence process 
which is now underway within each of the three local partnerships.  The Due 
Diligence process is a derivative of existing Health Board and Local Authority 
plans and the Partnership’s Strategic Plans. 

24. What functions will be delegated via the integration plan/scheme?  Please 
explain the rationale for these decisions 
Tayside Partnerships will be delegated functions consistent with Scottish 
Government directives. There may be some Tayside-wide services that are 
delivered using local hosting arrangements. Some “Large Hospital” services 
will be operationally devolved to partnerships – including Geriatric Medicine, 
Rehabilitation Medicine, Learning Disability, Palliative care, GP Beds in 
Community Hospitals, General Psychiatry and Psychiatry of Old Age.   

25. How much is being allocated to the Integration Joint Board for 2015-16? 
a. by the health board  
b. by local authority partners? 
The figures contained in the following table are the indicative budgets for 
Health & Adult Social Care 2015/16 at this stage. The figures from Health 
include General Medical Services, Family Health Services, Prescribing and 
Large Hospital Set Asides.  The values are indicative subject to further 
dialogue between partners and outcome of the due diligence process. 

Partnership Angus (£m) Dundee ( £m) Perth ( £m) 

Health Board* 96 142 121 

Local Authority 44 94 55 

Total 140 236 176 

 
26. Please provide any further comments on budgetary issues associated with 

integration: 
Dialogue continues between Health and its three Local authority partners in 
attempting to resolve the disaggregating of previous Tayside area services to 
delineated areas.  
NHS Tayside continues to work with Partners to develop collective views 
regarding Large Hospital Set Aside. 
The recent announcement from SG around extending the current Integrated 
Care fund into 2016/17 and 2017/18 is welcomed.  This gives partnerships 
the resources to focus on early intervention as well as support for people with 
multiple and long term conditions. 

Specific challenges 

27. Please provide details of any specific challenges facing your board in 2015-16 
in respect of your budget: 
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The major challenge for the Board in 2015/16 is the 4.1% Cash Releasing 
savings target .Early communication to all Budget Managers in October 2014 
when the Draft Planning assumptions were communicated by SG and at this 
stage 65% of the £27.0m target has been risk assessed as Low/Medium risk. 
The Health resource in the HSCI requires to deliver the 4.1% saving in 
2015/16. 
Further challenges are around TTG with the Board establishing a further 
investment of c£2.0m in 2015/16. Prescribing pressures in both Primary & 
Secondary Care where in Primary Care Tayside is c5% above the Scottish 
Average per weighted patient with a Prescribing Action Plan through Practice 
Pharmacists to bring Tayside in line with other Scottish Health Boards. 

B: Increase the proportion of babies with a healthy birth weight  

Indicator measure: The proportion of new born babies with a weight appropriate for 
gestational age 

15. How does performance in your area compare with the national performance? 

 

% of new born babies with a weight 
appropriate for gestational age 

Board Scotland 

2009 90.3% 89.6% 

2010 90.2% 90.0% 

2011 91.0% 90.1% 

2012 89.3% 89.9% 

2013 90.8% 90.1% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicato
r/birthweight 

16. What factors can help to explain any observed differences in performance? 
Improving the number of babies who have a healthy birth weight is a complex 
process, involving multidisciplinary and multiagency working.  At the core of 
this is robust evidence based maternity care, but central to this is the work we 
do with other disciplines and agencies to improve outcomes.  Following on 
from Keeping Childbirth Normal & Dynamic (KCND), implementation of A 
Refreshed Maternity Framework for Maternity Care in Scotland, Reducing 
Antenatal Health Inequalities: Outcome Focused Evidence into Action 
Guidance’ and, Maternal & Infant Nutrition: A Framework for Action’ (MIN) has 
ensured a robust approach to improving birth outcomes.  
Robust maternity care planning which applies evidence based care and 
provides support to meet individual needs is ensured by implementation of 
NHS Tayside Maternity Services Pathways of Care.  The pathways are 
designed to incorporate specific interventions that require to be delivered 
where a woman has been identified as being ‘vulnerable’.  Examples include 
flexible and longer appointment times for midwifery care, increasingly working 
with mental health services ensuring a multi-disciplinary response to care 
such as the mental health drug and alcohol team; and improving access to 
antenatal education for those groups who do not traditionally attend.  The 
Scottish Government HEAT target of ‘At least 80% of pregnant women in 
each Scottish Index of Multiple Deprivation (SIMD) quintile will have booked 
for antenatal care by the 12th week of gestation by March 2015 so as to 
ensure improvements in breast feeding rates and other important health 
behaviours’ has progressed satisfactorily . 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
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Prevention of maternal obesity and clinical management of obese women 
preconceptually and antenatally are part of the NHS Tayside’s MIN service 
improvement plan (SIP).  The MIN SIP endeavours to apply the concept of 
best value through the application of Managed Clinical Network (MCN) 
principles and is based on five priorities including: 

Maternal Obesity - The optiMum service (Weight Management in Pregnancy) 
which was developed and tested in 2010, has been integrated into core 
service provision at Ninewells Hospital, Dundee with 208 women attending 
between April 2013 and February 2014.  A pilot programme began in Perth 
Royal Infirmary in April 2013 and since the start of the pilot, 155 women have 
come through the service.  From a post-natal perspective (and therefore 
preconceptionally for some), following a successful pilot a second cohort of 
women who booked with a BMI ≥30 kg/m2 (and delivered between January 
and October 2013) were offered the opportunity to attend a 12-week Weight 
Watchers© programme.  NHS Tayside is in the process of implementing an 
adult weight management pathway and its applicability to antenatal/postnatal 
women will be considered in due course. 

Healthy Start - Uptake of the Healthy Start scheme in Tayside 2013/14 
ranged between 73-77%.  All community pharmacies across Tayside have 
signed up to a national pilot programme to provide ‘Healthy Start’ vitamin 
supplements (started 6 May 2013).  All community pharmacies in Tayside 
were contacted to identify current practice and offer support or resources as 
necessary.  A communication plan is in place to promote the scheme 
throughout Tayside.  DFP TV was commissioned to deliver three community 
road shows.  Two 30-second films made with local women (Healthy Start & 
Breastfeeding) were shown at the road shows in the Wellgate and Overgate 
shopping centres in Dundee in February and March, and in Perth in April 
(>1,000 questionnaires completed). 

Breastfeeding - All NHS Tayside Community Maternity Units (CMUs) and 
Ninewells Hospital continue to maintain UNICEF UK ‘Baby Friendly’ 
accreditation.  Ninewells Hospital was reaccredited following reassessment in 
May 2014 and the CMUs were reaccredited in March 2015.  Angus, Dundee 
and Perth & Kinross CHPs achieved Stage 3 UNICEF UK ‘Baby Friendly’ 
accreditation in March 2015).  There are currently 24 breastfeeding volunteers 
active across Tayside.  Breastfeeding support workers offer additional 
breastfeeding support, which varies across Tayside.   

The overall annual breastfeeding rate at the 6-8 week review is 35.5%, which 
compares to the national rate of 36.5% for all NHS Boards in Scotland.  
Variation in the reduction in breastfeeding rates from birth to the 6-8 week 
review is evident between areas i.e. Dundee (22.3%), Angus (24.6%) and 
Perth & Kinross (30.4%), and is lowest where additional support is highest.   

Family Food Skills – NHS Tayside continues to work with partners to facilitate 
the delivery of activities within disadvantaged communities across Tayside 
that enhance practical food skills, e.g. Healthy Start cafes in Angus, Helm in 
Dundee and Rio House in Perth. 

Training – A comprehensive training programme is offered to NHS and non-
NHS personnel. 



NHS Tayside    HS/S4/15/19/1 

35 

Since July 2011 Family Nurse Partnership (FNP) has been operational within 
NHS Tayside and to date FNP has successfully enrolled over 540 young 
women onto the programme.  FNP focuses on prevention and early 
intervention with a key goal to improve pregnancy outcomes by supporting 
young women to make positive health choices.  FNP addresses healthy 
weight and healthy nutrition during pregnancy to assist in improving child 
health and development.  FNP encourage and support young women to take 
their Healthy Start vitamin supplements during pregnancy.  

FNP has three overarching aims to improve:- 

 maternal health and birth outcomes 

 child health and development 

 economic self-sufficiency in the family 

NHS Tayside health visiting services provide a high level of direct care and 
make a significant contribution to the health and wellbeing of individuals, 
children and families across NHS Tayside.  Health visitors are key to 
identifying and assessing needs and working with other services to ensure 
prompt preventative care is provided.  They contribute to improving health and 
reducing inequalities. 
The health visiting service in NHS Tayside is provided to children under five 
and their families, including antenatal women.  Health visitors provide support 
during the antenatal period by: discussing maternal wellbeing including 
nutrition, smoking, alcohol consumption, Healthy Start vitamin supplements, 
dental care, Healthy Start during pregnancy and reinforcing key messages 
provide by maternity services. 
Targeting vulnerable antenatal women who require additional support is part 
of NHS Tayside Midwifery and Health Visiting pathway for all women during 
pregnancy. 
NHS Tayside has embarked on a significant programme of transformational 
change and development of its health visiting services to implement the 
National Health Visitor Universal pathway.  This local agenda reflects national 
work which is reported to the Scottish Government by the national Children 
and Young People Advisory Group. 

17. How does performance against this indicator influence budget decisions? 
This performance indicator is part of the overall service delivery provided by 
FNP and health visiting services.  The ring-fenced allocation for MIN was 
£195K (14/15). 
In addition the ring fenced allocation for FNP the Board has invested further to 
bring the total earmark to £1.2m. 
The core purpose of maternity services is to improve care and outcomes for 
mother and baby.  FNP and Health Visiting focus provides education and 
support preconceptually and antenatally.  Budgetary spend reflects this, 
however current focus is on increasing the number of Health Visitors in order 
to deliver on national policy and deliver improved outcomes. 
The antenatal care HEAT target has improved outcomes, early access to 
antenatal care for all and, good maternal history taking. 
Continuity of carer 
Planned implementation of customised growth charts (GAP). 
Clear referral pathways to obstetric services for mothers with high BMI. 

18. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
All indicators useful if used to underpin evidence and drive forward 
improvements in health outcomes. 
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Yes.  This performance indicator is important and a significant factor which 
can have a positive impact on maternal and child health outcomes. 

19. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the three main 
areas of activity in the table below. 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 
expenditure 

2015-16 
£000 

Maternal and Infant Nutrition 
Framework  

195 195 

Family Nurse Partnership 1200 1200 

 
20. What statutory partners or other partners (if any) contribute towards 

performance in this area? 

 Health records, e-health early access/Ultrasound services (GAP 
implementation).  

 All health and social care partnerships, voluntary sector, education 

 National e-maternity records would be helpful in care planning and 
partnership working 

A range of statutory and non-statutory partners deliver on the MIN agenda.  
For example Helm Training (local charity) provide practical food skills training 
and other associated activities to vulnerable women across Tayside and 
women attending optiMum clinic in Dundee.  St Andrew’s Project (local 
charity) provides young mother’s in pregnancy with support, education and 
opportunities to learn how to prepare and cook healthy meals.  In addition 
NHS Tayside’s MIN programme is hugely supported by public volunteers 
such as breastfeeding volunteers, Mums and Babies facebook page, 
Breastfeeding Welcome scheme. 

21. Please provide any further comments on this indicator e.g. other areas of 
activity that contribute to performance 

All activities around relationship building including UNICEF new standards. 
compassionate connections, person centred care, strong integration with 
early years work and social care partners 

FNP provide an intensive home visiting service targeted at first time pregnant 
young women aged 19 years or younger in their first pregnancy.  It is 
recognised that this particular cohort of the population has specific needs. 
Research shows that, 

 Children born to teenage  are more likely to have poor outcomes 

 Teenage mothers are less likely to gain adequate weight during their 
pregnancy, leading to low birth weight.  Low birth weight is associated 
with several infant and childhood disorders and a higher rate of infant 
mortality.  

 Teenage mothers have a higher rate of poor eating habits than older 
women and are less likely to take recommended daily prenatal 
multivitamins to maintain adequate nutrition during pregnancy.  Teenagers 
are more likely to smoke cigarettes, drink alcohol, or take drugs during 
pregnancy, which can cause health problems for the baby. 

http://www.healthcommunities.com/pregnancy/healthy-pregnancy.shtml#low-birth-weight
http://www.healthcommunities.com/pregnancy/diet-during-pregnancy.shtml


NHS Tayside    HS/S4/15/19/1 

37 

 Teenage mothers receive regular antenatal care less often than older 
women Antenatal care is essential for monitoring the growth of the fetus 
and the health of the mother.  Family Nurses provide information about 
good nutrition and about other ways to ensure a healthy pregnancy.  
Family Nurses support and encourage young women to attend all 
antenatal appointments. 

 

C: Improve end of life care  

Indicator measure: Percentage of the last 6 months of life which are spent at home or 
in a community setting 

21. How does performance in your area compare with the national performance? 

 
% of last 6 months of life which are spent at 

home or in a community setting 

Board Scotland 

2008-09 91.6% 90.4% 

2009-10 91.9% 90.5% 

2010-11 92.0% 90.7% 

2011-12 92.3% 91.1% 

2012-13 92.1% 91.2% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator
/endoflifecare 
NHS Tayside’s performance is slightly better than the Scottish national 
performance.  It is not clear if this difference, and the year by year variation, is 
statistically significant or not from the data provided.  

22. What factors can help to explain any observed differences in performance? 

 Well established multi- professional palliative care teams 

 Comprehensive system approach for specialist palliative care – provided 
through NHS systems - with coverage of all settings.  

 Well-developed partnership working between primary care, specialist 
palliative care and secondary care specialties (in particular A&E, acute 
medicine, oncology and renal) 

 24/7 access to specialist palliative care advice 

 Shared education approach between primary and secondary care 

 Adoption and promotion of Key Information Summary  

 Engagement with Advanced Care Planning  

 Roll out of Power of Attorney Campaign. 
23. How does performance against this indicator influence budget decisions? 

Palliative Care is an identified priority for NHS Tayside and together with 
charitable and third sector partners we are actively developing services and 
physical infrastructure.  This is a feature component of our Steps to Better 
Healthcare improvement programme.  Unlike a number of other areas 
specialist palliative care hospice services are directly provided by NHS 
Tayside. 
The measure of percentage time spent at home during end of life will be one 
of a number of drivers for the joint strategic commissioning plans for health 
and social care integration.  The intention would be to shift the balance of 
care to continue to support more people at home with life limiting conditions 
and at end of life. 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
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The Board recently approved an investment of c£1.4 m for enhanced services 
in Angus. 

24. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
This indicator is not a useful one to measure quality of end of life as it 
assumes that in-patient care is a negative outcome and for some people will 
be preferred.  Not being at home may be preferred as place of death or used 
as purposeful and effective short admissions which achieve prolongation of 
life and allow for subsequent, sustained discharge at home 
Many people may be diagnosed within the last 6 months of life and this could 
take place in hospital.  Many treatments for cancers and long terms conditions 
remain very appropriate for those who may be in the last 6 months of life for 
improved quality of life and extension of life.  Treatment of acute events in the 
population in the last 6 months of life often remains appropriate.  Uncertainty 
of prognosis in all conditions makes prospective actions to achieve the QPI 
difficult.  
A QPI which sits at over 90% on baseline measurement without described 
confidence intervals may not be of great use to measure shift.  
Approximately 90% attainment of this QPI may be the right balance of panned 
end of life care and dealing with uncertain health events. 100% achievement 
of this QPI is likely to mean that significant numbers of individuals have not 
received appropriate treatments or have not been able to achieve preferred 
place of care.  
Location does not seem to be an adequate proxy for quality of life. 
Suggested alternatives would be as follows:- 

 Achieving preferred place of care.(if achieving choice is thought to be best 
measure) ensuring outcomes from Key Information Summary  

 Retrospective review of records to identify those with KIS, ACP, DNA 
CPR 

 Case reviews of expected deaths and standardised audit for quality 
outcomes reviewing End of life complaints. 

 Benchmarking with iPOS (integrated Palliative Outcome Scale)– awaiting 
validation in large study but does provide possible patient reported and 
patient-directed outcome measure. This covers all domains of traditional 
palliative care.  

 Qualitative measures of quality – Patient reported/proxy reported outcome 
measures 

25. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the three main 
areas of activity in the table below. 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 
expenditure 

2015-16 
£000 

Palliative Care Services 5,888 5,831 

Steps to Better Healthcare 
Programme 

90 105 

Implementing Key Information 
Summary 

  

Note: Costs of “Implementing Key Information Summary” are not currently 
identifiable. 
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26. What statutory partners or other partners (if any) contribute towards 
performance in this area? 

 Community Nursing Teams 

 Macmillan Clinical Nurse Specialists 

 Social work depts and their subcontractors in the provision of  personal 
care 

 Marie Curie Nursing Service 

 Macmillan Cancer Support 

 Primary health care teams  

 NHS Tayside Specialist Palliative Care Services 
27. Please provide any further comments on this indicator e.g. other areas of 

activity that contribute to performance 
The rotational nursing posts between Ninewells Hospital Palliative Care Team 
and the Community Macmillan Team ensure both teams are cited on the 
needs of patients in the community and in-patient settings.  This contributes to 
an increased understanding of the issues associated with delayed discharges 
and prevention of admission. 

Palliative care and hospice funding 

28. Please provide an estimate of spending on palliative care services (as defined 
by the Scottish Partnership for Palliative Care, here) 

 
Expenditure 

2014-15 
£000 

Planned 
expenditure 

2015-16 
£000 

Specialist palliative care services 5,978 5,936 

General palliative care services   

Note: NHS Tayside has reviewed all identifiable Palliative Care costs, and 
these are viewed as Specialist Palliative Care.  General Palliative Care 
Services, including those delivered in the community (e.g. by GPs) is not 
currently identifiable. 

In May 2012, the Scottish Government published new guidance for NHS 
Boards and independent adult hospices on establishing long-term 
commissioning arrangements.  It stated that funding of agreed 
specialist palliative and end-of-life care (PELC) should be reached by 
NHS Boards and independent adult hospices on a 50% calculation of 
agreed costs.  Funding should be agreed for a 3 year period, though this 
could be longer if appropriate.  In addition it indicated intent for NHS 
Boards and local authorities to jointly meet 25% of the running costs of 
the independent children’s hospices which provide specialist palliative 
care and respite services for children with life-limiting conditions 

29. Please provide details of funding agreed by your Board for hospices; 

Amounts shown are for the whole of NHS 
Scotland (Note 1) 2014-15 2015-16 

Agreed funding for running costs of independent children's hospices 
(including local authority funding where relevant) (Note 4) 

£000s (Note 3) 928 970 

http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
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As % of total CHAS charitable activities (Note 2) 9.5 9.4 

Notes 

 There is only one independent children's hospice organisation in Scotland, 
Children's Hospice Association Scotland (CHAS).  In order to avoid 
bureaucracy Health Boards agreed that NHS Tayside would be the lead 
funder of CHAS on behalf of NHS Scotland.  The figures shown are, 
therefore, for the whole of NHS Scotland. CHAS operates two hospice 
facilities, Rachel House in Kinross and Robin House in Balloch. 

 The requirement for Health Boards is to fund 12.5% of hospice running 
costs.  It is not possible to clearly identify the running costs of the 
hospices themselves, on which the required funding level of 12.5% is 
calculated.  In order to simplify matters and avoid bureaucracy an agreed 
funding baseline was established in 2009/10, which has been uplifted 
each year using Health Board percentage uplifts.  CHAS management 
have been content with this pragmatic approach. 

 CHAS has provided the total “charitable activities” amount from its 
accounts as follows:- 

 2014-15 2015-16 

 £000s £000s 

CHAS total charitable activities 9,739 10,336 

 

 CHAS total charitable activities include not only hospice running costs, but 
also other charitable activities. 

 The analysis of NHS funding paid and payable to CHAS is as follows: 

 2014-15 2015-16 

Amounts shown are for the whole of NHS 
Scotland £000s £000s 

Funding from Territorial Boards 672 691 

Funding from Scottish Government (Diana 
nurse funding) 256 279 

Total Funding Support 928 970 

 

 Health Boards do not have knowledge of the funding provided by 
Local Authorities. 

30. Please provide any further comments on palliative care / hospice funding that 
you consider to be relevant: 
No further comments 
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D: Reduce emergency admissions  

Indicator measure: Emergency admissions rate (per 100,000 population) 

15. How does performance in your area compare with the national performance? 

 
Emergency admissions rate (per 100,000 

population) 

Board Scotland 

2009-10 10,061 9,849 

2010-11 9,773 9,874 

2011-12 9,609 10,090 

2012-13 9,724 10,130 

2013-14 (p) 9,750 10,188 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicato
r/admissions 
NHS Tayside rate since 2010/11 has been consistently lower than the 
Scottish average. 

16. What factors can help to explain any observed differences in performance? 
Early recognition of growing demographic challenges led to consideration of 
whole system planning for pathways of care to support people to stay at home 
wherever possible. 
Early adoption of services such as prevention of admission and early 
supported discharge, increasingly led by multidisciplinary teams has helped to 
ensure a level rate despite increasing frailty and complexity.  Models such as 
see and treat, and prompt access to unscheduled care in the community with 
good links between in and out of hours care across both primary and 
secondary care allow for early advice and prompt decision making. 
Anticipatory care planning and use of risk stratification data has been in place 
for a number of years, allowing earlier identification of people at risk of 
admission allowing more proactive measures aimed at prevention of 
admission. 
Tayside is now rolling out locality based medicine for the elderly consultants, 
working with colleagues from general practice, the wider primary care team, 
local authorities and CHP's to support enhanced care at home. 
There are good relationships across both acute and primary care and a 
dedicated acute assessment unit, offering both admission, and an assess to 
admit consultation by senior experienced medical staff. 
Appropriate use of community hospitals for frail elderly patients by Primary 
care colleagues:  Early planned admission to community hospitals and care 
provided by multidisciplinary team prevents unscheduled admissions.  
Involvement of Geriatric consultants/team for managing patients in 
Community hospitals and at home are good examples of excellent links 
between primary, social and tertiary care. 
Pro-active Acute Medical Unit - focus on assessment rather than admission, 
front door MDT team assessment, well developed ambulatory area, direct 
mobile telephone access to Consultants for consultation to explore outpatient 
management option, and  strong focus on medicine reconciliation and 
polypharmacy reducing medicine related admissions. 
Urgent ambulatory access to CT Brain and CTPA - reducing admissions: 
Ethos is: More assessments than admissions 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
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Primary care access to diagnostic services: Endoscopy, USG, CT, etc.  Early 
diagnosis reduces unscheduled admissions. 
There are many active and well supported local programmes to support 
people living with long term conditions, many of which are patient led.  These 
aim to promote greater understanding and support for managing conditions, 
including excacerbations. 

17. How does performance against this indicator influence budget decisions? 
The success of the Enhanced Care at Home pilot  has enabled resource 
including staff and finance to follow the patient.  The success of the project 
enabled a 17% reduction in unscheduled admissions, as well as significantly 
reduced lengths of stay.  Funding from winter plan allocations were used to 
support this shift, and spread and sustainable long term resourcing is now a 
key strategic priority for both health and Integrated partnerships. 

18. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
Yes, although some stratification  such as  reasons for admission, age rate, 
average length of stay may allow for more meaningful comparison. 

19. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the three main 
areas of activity in the table below 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 
expenditure 

2015-16 
£000 

Enhance Community Care Model 609 1,510 

Out of Hours service remodelling - 500 

LES Care home patient reviews 225 230 

 
20. What statutory partners or other partners (if any) contribute towards 

performance in this area? 

 Each of the 3 local authority areas in Perth Angus and Dundee. 

 Third sector agencies such as carers support, voluntary action groups. 
21. Please provide any further comments on this indicator e.g. other areas of 

activity that contribute to performance 

Proactive chronic disease management supported by a wide range of local 
enhanced services. delivered using primary care funding.  These include 
areas such as enhanced care to nursing homes, polypharmacy reviews, 
chronic pain management, all with a focus on reducing unnecessary hospital 
admissions.
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NHS Western Isles 

A: Budget setting process   

Performance budgeting 
28. Which of the following performance frameworks has the most influence 

on your budget decisions: 

 National Performance Framework 

 Quality Measurement Framework (including HEAT targets) 

 Other (please specify) 
 
It is the Quality Measurement Framework which currently has the most 
influence on our budget decisions. Alongside this is the ongoing 
monitoring of population health needs. 
 

29. Please describe how information on performance influences your 
budget decisions: 
 
Large variations in performance would trigger consideration of 
reallocation of budgets.   
Information on performance supports any case for service redesign, 
and often drives it. For instance our high levels of delayed discharges 
during 2014/15 have provided additional impetus to our work around 
reducing admissions, unscheduled care, anticipatory care plans  and 
providing more care in the community. 
 

30. Do you consider the performance framework(s) to reflect priorities in 
your area? 
Yes to an extent, but they don’t completely map to our circumstances – 
our geography, demography  and recruitment and retention issues 
make delivering on some centrally set performance measures all the 
more challenging. Our geography presents access challenges in that 
patients often have to travel by air or ferry for treatment. Our 
demography currently has a population weighted towards older, 
including very old, people and considerably fewer people of working 
age than Scotland overall. In 2013, 13.6% of our population was aged 
16-29 years compared with 18.3% of the Scottish population;  20% was 
aged 60 and over compared with 15.8% in Scotland;  10.4% was aged 
75 and over, compared to 8.0%) and by 2037 the Western Isles is 
predicted to have the highest proportion of people of pensionable age 
in Scotland, and a 25% reduction in people under the age of sixteen. 
 

31. Where allocations are made in relation to specific targets, are you able 
to spend this effectively in the required areas? (please provide 
examples where relevant) 
 
In general yes we are able to spend this money effectively, particularly 
in terms of the bundled allocations. However it can be a challenge as 
sometimes our pro rata share is a very small sum. This is a particular 
problem if the expectation is of appointment to a new post, whether 
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short or long term. In addition we are often offered additional funding 
late in the year on the assumption that we will be able to carry it 
forward to the following financial year (this is something small Boards 
like us would struggle to achieve). We have, in previous years, had to 
refuse such offers. 

 
Integration of health and social care 

32. Please set out, as per your integration plans/schemes with each of your 
partner local authorities, the method under which funding for the joint 
boards will be determined?  

 
NHS Western Isles has agreed to form an Integrated Joint Board with 
its co-terminous Local Authority, Comhairle nan Eilean Siar. Funding is 
being determined for the shadow period based on current budgets 
provided for the functions that are to be delegated, during which time 
they will be reviewed. 
  

33. What functions will be delegated via the integration plan/scheme?  
Please explain the rationale for these decisions 
 

Services currently provided by the Health Board which are to be 
integrated  
Hospital Services – the minimum scope prescribed by 
Regulations, i.e.: 

(a) accident and emergency services provided in Western Isles 
hospital;  

(b) inpatient hospital services relating to the following branches of 
medicine at Western Isles hospital —  

(i) general medicine;  

(ii) geriatric medicine;  

(iii) rehabilitation medicine; 

(iv) respiratory medicine; and 

(v) psychiatry of learning disability, 

(c) palliative care services provided in a hospital;  

(d) services provided in Western Isles hospital in relation to an 
addiction or dependence on any substance;  

(d) inpatient hospital services provided by general medical 
practitioners; 

(f) mental health services provided in a hospital, except secure forensic 
mental health services. 

 
Health care services provided outwith hospitals  
(a) district nursing services;  
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(b) services provided outwith a hospital in relation to an addiction or 
dependence on any substance;  

(c) services provided by allied health professionals in an outpatient 
department, clinic, or outwith a hospital;  

- podiatry  
- dietetics  
- occupational therapy  
- physiotherapy  
- speech & language therapy  

(d) the public dental service;  

(e) primary care services —  

(i) primary medical services provided under a general medical 
services contract, and arrangements for the provision of services 
made under section 17C of the National Health Service 
(Scotland) Act 1978, or an arrangement made in pursuance of 
section 2C(2) of the National Health Service (Scotland) Act 
1978(a);  

(ii) general dental services provided under arrangements made 
in pursuance of section 25 of the National Health (Scotland) Act 
1978(b);  

(iii) ophthalmic services provided under arrangements made in 
pursuance of section 17AA or section 26 of the National Health 
Service (Scotland) Act 1978(c); (iv) pharmaceutical services and 
additional pharmaceutical services provided under 
arrangements made in pursuance of sections 27 and 27A of the 
National Health Service (Scotland) Act 1978(d);  
 

(f) services provided outwith a hospital in relation to geriatric medicine;  
(g) palliative care services provided outwith a hospital (including at 
Bethesda Hospice);  

(h) mental health services provided outwith a hospital;  

(i) continence services provided outwith a hospital;  

(j) kidney dialysis services provided outwith a hospital;  

(k) services provided by health professionals that aim to promote public 
health.  

 
For Local Determination:  
The pursuit of single system integrated care should remain the 
objective. To deliver a safe, effective, sustainable model of integrated 
care, a whole system approach needs to be maintained and enhanced. 
Only a whole system focus in terms of strategic planning will ensure the 
effective inclusion of the acute sector in whole system re design and 
mitigate against acute sector separation and silo behaviour.  
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Hospital services provided to certain groups of adults, which will 
continue to be managed within the hospital but must be included in the 
joint planning with community services.  
In addition, the expanding, enhanced role of e health, telecare and 
digital applications should achieve efficiencies and optimal system 
design if a whole system approach is taken.  
Mental Health Services are currently undergoing strategic change and 
is in the implementation phase of a modernisation programme. 
Significant service change and capital development is key to delivering 
the agreed enhanced community model. Mental Health services will be 
delegated. 
The work is being taken forward by the Mental Health Project Board, 
and is driven by the principles and goals of integrated working.  
 
During Summer 2012 NHS WI introduced a new single system model 
for out of hours covering the community, A & E, and W.I.H. in-patients. 
The out of hours team is comprised of GPs, Consultants, Clinical 
Support Nurses and Community Unscheduled Care Nurses. Junior 
Doctors no longer cover night shift. The single system provides a 
cohesive team from an in-patient management/now perspective and 
from the point of view of risk and patient safety. It is not proposed to 
sub-divide this team. 

34. How much is being allocated to the Integration Joint Board for 
2015-16? 

a. by the health board  £25.157 million 
b. by local authority partners? The Comhairle nan Eilean Siar is 

currently finalising the total figure; they estimate circa £20 
million. 

 
35. Please provide any further comments on budgetary issues associated 

with integration: 
 
The main financial issues centre around: 

 the ability of the IJB to hold reserves, which Health Boards 
cannot; 

 the significant loss of flexibility afforded to the Health Board – it 
is effectively handing over almost a third of its revenue – to 
ensure that it can achieve its targets and statutory duties; 

 the loss of influence over managing and correcting 
overspending; 

 the as yet unknown additional costs of providing resource to 
support the IJB’s planning and administrative functions. 

Specific challenges 

36. Please provide details of any specific challenges facing your board in 
2015-16 in respect of your budget: 
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Delivering our savings target of £2.498 million or 3.9% will be extremely 
challenging, with approximately 40% of this target either deemed high 
risk or unidentified currently.   
Recruitment and retention, in particular of: 
 

 Consultants (physician, surgical and radiology) 

 Junior doctors 

 Nurses and midwives for Uists and Barra 

 ODPs 

 Health Visitors 
 
The Highlands & Islands Travel Scheme, pressure on which increases 
year on year, which is now to be transferred to the Board’s baseline 
budget. 
Locum provision for Out of Hours, particularly as there are some key 
retirements during the year. 
Repayment of brokerage of £540k (the penultimate instalment of 
brokerage received in 2008/09). 
Increased employer’s superannuation contributions which are 
estimated to cost an additional £340k. 
HMRC have yet to discuss with us their findings in terms of the 
employment status of GPs providing Out of Hours (OOH) services. The 
potential for a backdated penalty in terms of national insurance is not 
known, but there will certainly be increased costs in future. 
 

B: Increase the proportion of babies with a healthy birth weight  

Indicator measure: The proportion of new born babies with a weight 
appropriate for gestational age 

 
22. How does performance in your area compare with the national 

performance? 

 

% of new born babies with a weight appropriate for gestational 

age 

Board Scotland 

2009 87.3% 89.6% 

2010 87.9% 90.0% 

2011 89.7% 90.1% 

2012 88.9% 89.9% 

2013 87.3% 90.1% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthw
eight 

 
23. What factors can help to explain any observed differences in 

performance? 
For NHS Western Isles, 1 percentage point equates to approximately 
2.5 births, – compared to around 560 for 1% nationally. Therefore the 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
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observed % differences above are caused by very small numbers in 
reality. 
 

24. How does performance against this indicator influence budget 
decisions? 
Given the low number of births annually in NHS Western Isles it is 
unlikely that budget decisions would be influenced by this indicator 
alone. If the Board began to see a consistent and significant poor 
performance it would in the first instance be considering whether there 
was a need for staff development or other support, along with 
identifying any additional resource requirements  
 

25. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
The Board views this as an indicator of underlying factors contributing 
to low birth weight or prematurity rather than a KPI in isolation. We 
already have a focus on these underlying factors through our work on 
smoking and alcohol use in pregnancy, promoting healthy weight and 
addressing good diabetic control. Antenatal care also focuses on early 
identification of conditions such as pre-eclampsia. 
 

26. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the 
three main areas of activity in the table below. 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 

expenditure 

2015-16 
£000 

Vulnerability in pregnancy service 
– provided by Action for children  

13 13 

Maternal & Infant nutrition  - 
includes payments to young 
mums groups, healthy start 
vitamins and other play groups 

42 42 

Maternity and Children’s Quality 
Improvement Collaborative 
together with Early Years 
Collaborative 

11 9 

 
27. What statutory partners or other partners (if any) contribute towards 

performance in this area? 

Health Improvement Scotland 
Scottish Patient Safety Programme 
Perinatal Institute 
Health Promotion  
Sonography services 
Early Years at local council 
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28. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance  

We are currently working on the Growth Assessment Programme 
(GAP)  from the Perinatal institute. This programme is a web based 
programme which all our midwives have undertaken, supported by 
the SPSP Scottish patient safety programme. This has not yet been 
implemented at Western Isles as it is dependent on Sonography 
workload at the moment and the difficulty in recruiting into posts. There 
is a potential for increased workload for the sonographers. This 
situation is similar throughout other areas in Scotland. 

 
C: Improve end of life care  

Indicator measure: Percentage of the last 6 months of life which are spent at 
home or in a community setting 

31. How does performance in your area compare with the national 
performance? 

 

% of last 6 months of life which are spent at 

home or in a community setting 

Board Scotland 

2008-09 89.7% 90.4% 

2009-10 89.6% 90.5% 

2010-11 89.1% 90.7% 

2011-12 90.5% 91.1% 

2012-13 92.1% 91.2% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endofli
fecare 

 
32. What factors can help to explain any observed differences in 

performance? 
Again the variations in percentage terms relate to small numbers –  
the Board has been working hard to reduce unnecessary or 
inappropriate hospital admissions and this is one of the indicators of a 
small degree of success. Anecdotal evidence locally is consistent with 
studies that demonstrate the desire of people to live out their lives in 
familiar surroundings and not in health service premises. 
 

33. How does performance against this indicator influence budget 
decisions? 
 
This indicator is viewed as a secondary driver for the actions we have 
been taking to reduce demand on acute admission services and so 
doesn’t currently influence budget decisions.  
 

34. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
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Yes, although consideration needs to be given to preferred place of 
death alongside this. 
 

35. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the 
three main areas of activity in the table below. 

 

Programme/service area 
Expenditure 

2014-15 

£000 

Planned 

expenditure 

2015-16 

£000 

Community unscheduled Care 
Nurses – Introduction of a twilight 
shift when pressure is felt by 
patient and family, we are able to 
respond in patients home. 
Unscheduled Care Team also 
supporting GP Out of Hours and 
GP on call during the day, all 
moving towards being non 
medical prescribers 90 90 

 MacMillan Nurses 377 382 

Marie Curie  5 5 

 
36. What statutory partners or other partners (if any) contribute towards 

performance in this area? 
 
Comhairle nan Eilean Siar 
 

37. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 
 

There is a focus of activity in care at home around vulnerable high 
need clients thus enabling many to remain at home at later stages of 
life.  This is supported by increased availability of patient facing time 
within community nursing teams. 

 
Palliative care and hospice funding 

38. Please provide an estimate of spending on palliative care services (as 
defined by the Scottish Partnership for Palliative Care, here) 
 
 
 
 

http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
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Expenditure 

2014-15 
£000 

Planned 

expenditure 

2015-16 
£000 

Specialist palliative care services NIL NIL 

General palliative care services 575 587 

 

In May 2012, the Scottish Government published new guidance for 
NHS Boards and independent adult hospices on establishing long-term 
commissioning arrangements.  It stated that funding of agreed 
specialist palliative and end-of-life care (PELC) should be reached by 
NHS Boards and independent adult hospices on a 50% calculation of 
agreed costs.  Funding should be agreed for a 3 year period, though 
this could be longer if appropriate.  In addition it indicated intent for 
NHS Boards and local authorities to jointly meet 25% of the running 
costs of the independent children’s hospices which provide specialist 
palliative care and respite services for children with life-limiting 
conditions. 

 

39. Please provide details of funding agreed by your Board for hospices: 

 

 

2014-15 

 

 

2015-16 

Agreed funding for hospice running costs for specialist PELC (£’000) 

   £’000 
187 *still under 

negotiation 

  As % of total hospice funding 41**  

Agreed funding for running costs of independent children’s hospices 
(including local authority funding where relevant) 

   £’000 Nil Nil 

  As % of total independent 
children’s hospice running costs 

 

  

 

** the Board has an SLA with a local hospice. The hospice has elected 
to use expensive locums to provide medical cover, which reduces the 
% value of the Board contribution. The Board is working with the 
hospice with a view to identifying a more cost effective solution. 

With regard to independent children’s hospices, NHS Tayside take the 
lead for Scotland and have provided a response. 

 

http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
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40. Please provide any further comments on palliative care / hospice 
funding that you consider to be relevant: 

No further comment. 
D: Reduce emergency admissions  

Indicator measure: Emergency admissions rate (per 100,000 population) 

22. How does performance in your area compare with the national 
performance? 

 

Emergency admissions rate (per 100,000 

population) 

Board Scotland 

2009-10 10,375 9,849 

2010-11 9,819 9,874 

2011-12 10,307 10,090 

2012-13 10,954 10,130 

2013-14 (p) 9,876 10,188 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admis
sions 

 
 

23. What factors can help to explain any observed differences in 
performance? 
There are no obvious reasons for the fluctuation in admissions rates 
above. However the Fuel Poverty Report 2014 suggests that 71% of 
households in the Western Isles are living in fuel poverty as opposed to 
27% across Scotland, which is likely to have some impact on 
emergency admissions. 
 

24. How does performance against this indicator influence budget 
decisions? 
 
Poor performance in this area would cause increased bed occupancy 
with potential opening of crisis beds and employment of bank staff to 
cover. If this was sustained it could lead to elective treatments having 
to be postponed or referred to mainland providers.  
This risk has in the past led to decisions to, for example: 

 introduce a 23 hour assessment unit in the Western Isles 
Hospital;  

 introduce a unique Out of Hours model which bases the NHS24 
GP in the A&E department; 

 provide enhanced Out of Hours training in e.g. assessment 
skills; 

 introduce the Key Information Summary; and 

 introduce the Emergency Care Summary. 
 
 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
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25. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
 
Yes we do – it maintains focus on the Local Unscheduled Care Action 
Plan (LUCAP) and drives any further improvements required. 
 

26. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the 
three main areas of activity in the table below 

Programme/service area 
Expenditure 

2014-15 
£000 

Planned 

expenditure 

2015-16 
£000 

GP OOH Service within the 
Western Isles hospital 

365 385 

Local Unscheduled Care Action 
Plans 

55 55 

Mobile Overnight Support Service 141 143 

 
27. What statutory partners or other partners (if any) contribute towards 

performance in this area? 
 
Scottish Ambulance Service  

 Comhairle nan Eilean Siar  
 

28. Please provide any further comments on this indicator e.g. other areas 
of activity that contribute to performance 
 

 The GP Out of Hours (OOH) service has provided experienced 
clinicians at the front door of the hospital, leading to a reduction in 
admission rate. It is intended to further strengthen this service in 
2015-16 

 

 A number of initiatives are being pursued in liaison with the SAS, 
including: considering co-location of paramedics in the WIH A and E 
department, developing an MoU with the SAS which would enable 
involvement of paramedics in the emergency treatment of patients 
in the Uist and Barra Hospital, strengthening the see and treat 
capability of paramedics in tandem with the GP OOH provision. We 
will continue development of trained paramedics. There has been 
major work in the development of paramedic practices and 
increasing decision support in the out of hours period for all age 
groups, via close working relationship between GPs and 
paramedics and nurse practitioners. The development of a 
paramedic practitioner has resulted in greater autonomy of that 
individual, supported by the on-call GP to increase the see and treat 
rate to 50 – 60% of 999 calls.   
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 An innovative COPD pilot project is linking up a specialist 
respiratory clinician with GPs, and providing proactive anticipatory 
care of high risk COPD patients. 

 

 There are currently joint discussions, involving Health and Social 
services,  around the development of a step up/step 
down/Intermediate Care facility in Erisort Ward, Western Isles 
Hospital (WIH). The overall aim of this new project is to prevent 
avoidable admissions, reduce the number of delayed discharges 
within the WIH and to support more patients to remain at home in 
the community. This so called  ‘Erisort Project’ is looking at the 
concept of a virtual ward, where staff will work between hospital 
and community, supporting patients to remain at home or providing 
intermediate care at home or in hospital as appropriate. A Short 
Life Working Group was set up during 2014/15 with the objective of 
reducing delayed discharges, facilitating discharge and re-abling 
patients. We anticipate putting this into operation during the autumn 
of 2015, and expect the Project to lead to improved anticipatory 
care and reduced admissions. 

 We are exploring ways for community nurses to work on admission 
prevention and early discharge, including better planning of 
resource utilisation and IT.  This will utilise and enhance skills to 
provide additional care pathway options as alternatives to 
admission, supported by GPs. We intend to pilot a trained 
workforce to care manage with Health Care Assistant dedicated 
tasks This will involve training up the community nurses and 
choosing a primary health care team to act as a pilot site. This will 
be measured by the number of community nurses managing a case 
load of patients who have been identified as being at high risk of 
admission.  We will utilise Releasing Time to Care Integration 
worktools.  

Other contributory work areas include: 

 Establishment of Multi Disciplinary Panels 

 Increased access to day care facilities 

 Training of homecare workers in medication management 

 Extension of Community Unscheduled Care Nursing (CUCN) 
service by providing a further twilight shift. 

 Review of the Medical Assessment Unit 

 Review of the TIA and Stroke pathway 

 Increasing use of the Key Information Summary  

 Day of Care audits 

 Improving patient transport options to allow attendees at A&E to 
return home 

 Generic home care workers 

 The Mobile Overnight Support Service 
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Report on the survey of 2015-16 NHS Board budget plans 

Dr Iris Bosa, University of Edinburgh, and Financial Scrutiny Unit, SPICe 

 

Context 

The Health and Sport Committee has undertaken surveys of NHS Board budget 
plans in 2010-11, 2012-13, 2013-14 and 2014-15. In previous years, the Committee 
has used the findings from these surveys as the basis for taking evidence from 
representatives of selected boards to provide a more detailed insight into spending 
plans. This reflects the fact that, at the time of the draft budget, there is no 
information available on the spending plans of the boards. The draft budget only 
provides information on the planned allocations to the boards but no detail below 
this; meaning that for more than three-quarters of the total health budget, there is no 
detailed information on its planned use. The budget scrutiny that takes place 
following the publication of the draft budget cannot therefore provide an in-depth 
examination of spending plans at local level. The current report is based on a survey 
conducted with all boards, as outlined in the approach section that follows.  The aim 
is to provide more detailed information on Board spending plans for the Committee 
to support budget scrutiny. 

This report is structured as follows: 
 
1. Approach 

 
2. Performance Budgeting 

 
3. Integration of health and social care 

 
4. Earmarked funding 

 
5. Non-recurring funding 

 
6. Cost pressures 

 
7. Efficiency savings 

 
8. National Performance Framework indicators 

 
i. Increase the proportion of babies with a healthy birth weight 

ii. Increase the percentage of the last 6 months of life which are spent at home or 
in a community setting 

iii. Reduce emergency admissions 
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1. Approach 

This year, the Committee agreed to adopt a different approach to the Board survey.  
Recognising the increasing emphasis placed on performance budgeting, and the 
challenges in aligning budgets with specific performance measures, the Committee 
decided to focus on a selected number of performance indicators and gather 
evidence in relation to these specific areas.   

Three indicators were selected from the Scottish Government’s National 
Performance Framework, chosen to reflect areas of particular interest to the 
Committee’s wider work programme: 

 Increase the proportion of babies with a healthy birth weight 

 Improve end of life care 

 Reduce emergency admissions  

Some specific questions in relation to palliative care were also included to inform the 
Committee’s forthcoming inquiry in this area.  In addition, this year’s survey included 
some general questions in relation to performance budgeting and questions specific 
to the integration of health and social care. 

Additional financial data and planning assumptions were drawn from the Local 
Delivery Plans (LDPs) submitted to the Scottish Government.  At the time of writing, 
the Scottish Government had not received LDPs from NHS Fife, NHS Grampian or 
NHS Greater Glasgow and Clyde so the analysis of LDPs excludes these three 
boards. 

Scottish Government officials and a number of boards were asked for comments on 
the draft questionnaire before a final version was sent out. The questionnaire 
(attached as an annexe) was sent out to the 14 territorial boards and 8 special 
boards on 26 February 2015 for return by 25 March 2015.  Responses were received 
from all boards. Preliminary analysis was undertaken by Nicola Hudson and Andrew 
Aiton of the Financial Scrutiny Unit, SPICe, with further input from the Committee’s 
budget adviser, Dr Iris Bosa. Findings from both the analysis of survey responses 
and analysis of LDPs are summarised below. 

 

2. Performance budgeting 

Given that this year’s survey was based around indicators from the Scottish 
Government’s National Performance Framework, boards were asked to comment 
generally on aspects of performance budgeting. 

First, boards were asked which performance framework has the most influence on 
their budget decisions.  Boards were offered the choice of the National Performance 
Framework (NPF), the Quality Management Framework (QMF, which incorporates 
the HEAT targets), or to specify another framework. 

In responses to this question, only one board mentioned the NPF in isolation.  Five 
mentioned the NPF in conjunction with the QMF/HEAT, while the majority (12) said 
that the QMF/HEAT was the main performance framework influencing their budget 
decisions.  Three of the special boards stated that they had their own performance 
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frameworks tailored to their specific role and remit.  Healthcare Improvement 
Scotland noted that the specific targets within the frameworks did not apply directly 
to it as an organisation.  Many of the boards also noted that they would not rely on a 
single performance framework, but would combine the NPF/QMF/HEAT with 
indicators and targets designed to reflect local priorities, for example the Single 
Outcome Agreement of the Community Planning Partnership.  The measures set out 
as part of the Integrated Care Fund were also mentioned by a number of boards.  
Several special boards highlighted that their work would aim to support boards in 
meeting HEAT targets. 

Overall, it was clear that no single framework was used in isolation.  Although the 
NPF and QMF were generally considered to reflect board priorities, they were often 
seen as too broad to be used in the absence of other indicators.  Two boards 
commented that the wider frameworks were too focussed on the acute sector, so did 
not take sufficient account of the needs of the community sector.  Workforce issues 
and infrastructure requirements were also considered to be inadequately reflected in 
the wider performance frameworks.  Some boards also highlighted the importance of 
policy and legislation in determining resource allocation, while others referred to 
particular targets linked to ring-fenced allocations. 

Boards were asked to describe how performance information influences budgetary 
decision-making.  Most described the use of performance information in regular 
reporting and management review.  Poor performance was often a driver for service 
redesign.  A number of HEAT targets were mentioned by several boards as 
influencing resource allocation – these were the treatment time guarantee, delayed 
discharge and the four hour A&E waiting time target.  The analysis of specific NPF 
indicators later in the questionnaire suggested that performance influenced budget 
decisions more clearly where there was greater scope for improvement.  For 
example, the % of babies with a healthy birth weight varied little across boards, and 
there was limited evidence of the influence of this performance indicator on budgets.  
By contrast, performance on the level of emergency admissions per 100,000 
population was more varied and had worsened and, in this case, there was stronger 
evidence of performance influencing budget decisions, with resources being 
allocated to initiatives designed to improve performance.   

Comment 
It is evident that the performance measures are guidelines for the different Boards. It 
is interesting to notice the variation in the use of the different frameworks, with the 
majority of Boards using QMF/HEAT targets, and fewer using NPF. It is also 
interesting that one Special Board suggested it developed its performance 
framework based on the NPF and QMF. There seems a rather general acceptance 
that the main indicators are treatment time guarantee, delayed discharge and the 
four hour A&E waiting time target. A strategy toward prioritising the indicators to 
focus on seems to be followed. This aligns with the findings in the Committee’s 
report published in December, suggesting the need to place more attention on 
analysing the performance of targets that are more urgent for change, and leaving a 
longer period for revision to targets that have a lower priority. This would allow 
Boards to feel under less pressure to address a large range of targets. 
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Some Boards indicated that the targets refer to priorities related to the acute 
services. Given the focus on integration of health and social care, it is important to 
ensure that indicators are in place to help monitor progress in this area. 
The survey also highlights the need for analysis of the indicators in relation to local 
specificities (geographical area, population age, level of deprivation) in order to 
understand the factors that affect the specific performance and might be out of the 
control of the Board. The respondents reiterate the strengths and limitations of the 
indicators: they are useful to provide immediate information but this shoudl not be 
interpreted in isolation.  
 

3. Integration of health and social care 

Boards were asked about their preparations, in terms of budgeting, for the Integrated 
Joint Boards (IJBs) which will be fully operational from April 2016, but will operate in 
shadow format during 2015-16.  The only exception to the IJB model is in North 
Highland, where a ‘Lead Agency’ model has been adopted. 

The majority explained that shadow budgets for 2015-16 had been determined on 
the basis of existing budgets for those services that are to be delegated.  In future 
years, an annual budget setting process would be developed.   

In addition to the standard delegated functions set out in the regulations, a number of 
boards have agreed with their local authority partners to delegate a wider range of 
functions to the IJB.  Examples of additional services that a number of boards have 
decided to delegate, over and above those set out in the regulations, include: 

 Additional acute hospital services 

 Children’s services 

 Health visiting and school nursing 

 Criminal justice social work 

 Youth justice social work 

 

Territorial boards were asked to provide details of the sums allocated to the 
integrated joint boards for 2015-16.  The majority of boards provided figures 
(although several noted that the figures were indicative at this stage).  Three boards 
declined to provide figures, stating that they had not yet been agreed.1  The question 
was not relevant to North Highland, which has adopted a Lead Agency model. 

For those boards that provided information, details are set out in Table 1 below.  
Where a health board has more than one IJB within its area, the figures represent 
the total of all IJBs.  For Highland, figures relate to the Argyll and Bute IJB.  In total, 
for the 11 territorial health boards that provided figures, planned IJB budgets total 
just over £4bn.  Overall, health boards account for £2.7bn (66%) of this total.  
However, this varies considerably between areas.  In Orkney and Shetland, planned 

                                            
1
 NHS Forth Valley; NHS Greater Glasgow and Clyde; NHS Lanarkshire 
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resources are split roughly equally between the health board and the local authority, 
while in all other areas, the health board is allocating a larger sum than the local 
authority.  In Dumfries and Galloway, the health board accounts for the largest share 
(81%) of the total planned budget.  This is likely to be a reflection of the decision to 
include all acute hospital services within the remit of the IJB in this area.   

Note that there may be some differences in methodology between boards – in 
particular, it was not always made clear whether the health board figure includes the 
‘set aside’ budget (that proportion of the health board budget that is allocated to the 
IJB in relation to acute hospital services for unplanned care).  Where figures were 
provided separately, the set aside budget has been included in the health board 
total. 

 

Table 1: Indicative allocations to IJBs, 2015-16 

  
Health Board 

allocation to IJB  
£m 

 
Local Authority 

allocation to IJB  
£m 

 
 

Total IJB budget 
£m 

 
Health Board 

allocation as % 
of total 

Ayrshire and 
Arran 

       329.9         233.8        563.7  59% 

Borders          86.0           48.0        134.0  64% 

Dumfries and 
Galloway 

       224.0           52.0        276.0  81% 

Fife        348.2         144.6        492.8  71% 

Grampian        390.0         230.0        620.0  63% 

Highland (Argyll 
& Bute) 

       189.0           62.0        251.0  75% 

Lothian        669.2         342.4     1,011.5  66% 

Orkney          16.4           17.0          33.4  49% 

Shetland          18.1           19.7          37.8  48% 

Tayside        359.0         193.0        552.0  65% 

Western Isles          25.2           20.0          45.2  56% 

Total of above     2,654.9      1,362.5     4,017.4  66% 

 

For Dumfries and Galloway, the planned allocation to the IJB represents 84% of the 
total health board budget (see Table 2).  For the smaller island health boards, their 
planned allocation to the IJB represents a much smaller share of the total health 
board budget (in the region of 40%). 

 

  



HS/S4/15/19/2 

6 
 

Table 2: Planned health board allocations as % of health board budgets 

  
Health Board 

allocation to IJB  
£m 

 
Total Health Board 

budget  
£m 

 
Health Board IJB 

allocation as % of 
health board budget 

Ayrshire and Arran        329.9        635.5  52% 

Borders          86.0        184.2  47% 

Dumfries and 
Galloway 

       224.0          265.9  84% 

Fife        348.2        574.8  61% 

Grampian        390.0        827.3  47% 

Lothian        669.2     1,225.7  55% 

Orkney          16.4          41.3  40% 

Shetland          18.1          40.7  44% 

Tayside        359.0        660.9  54% 

Western Isles          25.2          63.7  39% 

Total of above 2,465.9 4,520.0 55% 

 

Boards noted a number of perceived challenges in relation to budget planning within 
the new integrated structure.  These included: 

 Greater challenges in managing any underspends effectively 

 Establishing the scope of the hospital set aside budget  

 

Comment 
It would be useful to have targets that help direct the IJBs towards efficient and 
effective operation. With regard to the resource contribution into the IJBs it is evident 
that there is a variation on the level committed by the different boards. In some IJBs 
the Health Board is the major funder while in some there is a more equal split of 
resources transferred to the IJB. The reasons for these differences are worth further 
exploration, to investigate whether different funding models result in more or less 
transition towards new models of care delivery.  There is also the risk that the current 
organisation will be simply transferred under the new board. It would be relevant to 
investigate the level of collaboration and reorganisation taking place under different 
levels of health board contribution. 
 

 



HS/S4/15/19/2 

7 
 

4. Earmarked funding 

In 2015-16, the boards will, on average, receive 13% of their funding allocation in the 
form of earmarked funding that is ring-fenced for a specific purpose, such as alcohol 
or drug treatment programmes. For those boards that have submitted LDPs, this 
represents a total of £0.9bn in earmarked funding.  A higher proportion of earmarked 
funding implies less flexibility for boards in how they allocate their funds.  

The proportion of the revenue resource allocation accounted for by earmarked 
funding in 2015-16 varies considerably between boards (see Table 3).  Across 
territorial boards, the proportion varies from 10% in Lanarkshire to 30% in Shetland.2  
Across special boards, the range is even wider, from 3% for the State Hospital and 
NHS Education for Scotland to 45% for the National Waiting Times Centre.  This will 
largely reflect their specific roles and remits. 

In the survey, boards were asked whether they felt they were able to spend 
earmarked funding effectively and in line with the intended purpose.  The majority of 
boards felt that they were able to do so, but made the following comments: 

 Spending earmarked funds effectively can be challenging when the allocation 
comes late in the financial year and/or is non-recurring.  For example, if 
funding is non-recurring, staff may need to be employed on short-term 
contracts at higher rates of pay. 

 Bundling of allocations within broader funding streams e.g. effective 
prevention / early years, allows for greater flexibility in the use of funds and 
also reduces bureaucracy which the boards find helpful. 

 Smaller boards, such as Orkney and the Western Isles commented that, when 
allocations are formula-based, this can result in small funding pots that cannot 
be used effectively to achieve change e.g. where funding is insufficient to 
allow for the recruitment of a full-time post.  The suggestion of a minimum 
allocation was considered to be a possible solution to this issue. 

 NHS Ayrshire and Arran noted some challenges in using earmarked funding 
effectively e.g. noting the allocations for hepatitis C which can be used to fund 
extra staff, but not to cover the extra costs of the drugs required.   

  

                                            
2
 Analysis excludes NHS Fife, NHS Grampian or NHS Greater Glasgow and Clyde who had not yet 

submitted LDPs 



HS/S4/15/19/2 

8 
 

Table 3: Earmarked funding 

 Earmarked funding as 
% of total allocation 

2015-16 

Territorial Health Boards  

Ayrshire and Arran 12% 

Borders 14% 

Dumfries and Galloway 12% 

Fife ..   

Forth Valley 11% 

Grampian .. 

Greater Glasgow and Clyde .. 

Highland 18% 

Lanarkshire 10% 

Lothian 14% 

Orkney 20% 

Shetland 30% 

Tayside 13% 

Western Isles 24% 

Territorial boards  13% 

  

Special Health Boards  

National Waiting Times Centre 45% 

Scottish Ambulance Service 4% 

National Services Scotland 37% 

Healthcare Improvement Scotland 23% 

The State Hospital 3% 

NHS 24 13% 

NHS Education for Scotland 3% 

NHS Health Scotland 9% 

Special boards  15% 

All boards 13% 

    

5. Non-recurring funding 

Non-recurring funding is a one-off allocation in a financial year and can sometimes 
be earmarked for a specific purpose. In its annual overviews of NHS financial 
performance, Audit Scotland has repeatedly raised concerns about boards relying on 
non-recurring funding to break even. 

In 2015-16, boards will, on average, receive 4% of their total allocations in the form 
of non-recurring funding.  This is higher than the equivalent figure of 3% in 2014-15.  
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Of the territorial boards for which information is available, NHS Lanarkshire has the 
highest proportion of its allocation (9%) in the form of non-recurring funding.  Across 
special boards, there is much wider variation, from less than 1% in the State Hospital 
and NHS Education for Scotland to 23% for NHS 24. 

Table 4: Non-recurring funding 

 Non-recurring funding 
as % of total allocation 

2015-16 

Territorial Health Boards  

Ayrshire and Arran 2% 

Borders 1% 

Dumfries and Galloway 3% 

Fife .. 

Forth Valley 3% 

Grampian .. 

Greater Glasgow and Clyde .. 

Highland 6% 

Lanarkshire 9% 

Lothian 3% 

Orkney 1% 

Shetland 1% 

Tayside 1% 

Western Isles 4% 

Territorial boards  4% 

  

Special Health Boards  

National Waiting Times Centre 6% 

Scottish Ambulance Service 4% 

National Services Scotland 13% 

Healthcare Improvement Scotland 19% 

The State Hospital 0% 

NHS 24 23% 

NHS Education for Scotland 0% 

NHS Health Scotland 9% 

Special boards  6% 

All boards 4% 
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6. Cost pressures 

As part of their LDP submissions, boards are asked to set out their planning 
assumptions in relation to a range of cost areas, including pay, prices, and 
prescribing costs and volumes. 

In respect of pay, the majority of boards were planning on a base uplift of between 
1% and 1.2%.  Most boards were expecting incremental drift and other factors to add 
up to a further 1.5% on top of this.  Three boards were expecting incremental drift 
and other factors to add more than 2% to the pay bill (over and above the base 
uplift): NHS Shetland, NHS Health Scotland and Healthcare Improvement Scotland.  
It is not clear why these three boards are expecting pay pressures higher than those 
of other boards. 

Wide variation was evident in the boards’ statements of anticipated price and volume 
pressures in respect of hospital drugs, as shown in Table 5 below which shows data 
for all the territorial boards and the one special board that provided details for this 
indicator – the National Waiting Times Centre.   

Table 5: Hospital drugs: anticipated price and volume changes 2015-16 

 Assumed price 
uplift  

Assumed volume 
uplift 

Territorial Health Boards   

Ayrshire and Arran 2.0% 22.0% 

Borders 13.6% 2.0% 

Dumfries and Galloway 8.7% 2.5% 

Fife ..     ..      

Forth Valley 10.0% ..      

Grampian ..     ..     

Greater Glasgow and Clyde ..     ..     

Highland 0.0% 11.7% 

Lanarkshire 0.0% 29.6% 

Lothian 5.5% 8.5% 

Orkney 1.7% 5.0% 

Shetland 33.0% 0.0% 

Tayside 3.0% 5.7% 

Western Isles 6.0% 0.0% 

Special Health Boards   

National Waiting Times Centre 5.6% 2.4% 

    

The information suggests that some boards may have taken different approaches to 
reporting prices and volumes – often, those reporting a low value on one measure 
report a high value on the other.  For example, Shetland reports a 33% assumed 
price uplift, but no change in hospital drug volumes.  Meanwhile, Lanarkshire reports 
a 29.6% anticipated increase in volume, but no anticipated increase in price.   
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The LDP evidence is consistent with the information gathered from the survey 
undertaken.  In response to the survey, many of the territorial boards mentioned cost 
pressures in relation to the budgetary challenges that they face in 2015-16.  In 
particular, drug costs were mentioned by nine of the 14 territorial boards. Pension 
and workforce costs – including the costs of locums – were also mentioned 
frequently. 

7. Efficiency savings 

Eight of the territorial boards and two of the special boards specifically mentioned 
achievement of efficiency savings target as a particular budgetary challenge for 
2015-16.   

Boards are asked to provide details of their planned efficiency savings as part of 
their LDP returns.  In total, the boards are reporting planned efficiency savings of 
£151.5m in 2015-16 (excluding NHS Fife, NHS Grampian and NHS Greater Glasgow 
and Clyde).  This represents 2.4% of board allocations, lower than the 3% efficiency 
savings target that has been set in previous years. 

There is some variation between boards, as shown in Table 6.  Of the territorial 
boards, planned efficiency savings in 2015-16 range from 2.1% in Ayrshire and 
Arran, up to 3.5% in Shetland.  Across the special boards, there is much wider 
variation in planned efficiency savings (from 0.4% for NHS Education for Scotland to 
7.1% for the National Waiting Times Centre). 

More detailed analysis of the planned source for efficiency savings highlights that 
over a third (36%) of savings are expected to come from ‘service productivity’.  Other 
main areas for savings are ‘workforce’ (17%) and ‘drugs and prescribing’ (16%).  A 
tenth of savings have yet to be identified (see Figure 1). 

Across territorial boards: 
 

 Forth Valley, Highland and Shetland are planning to achieve half of their 
savings through service productivity 
 

 Ayrshire and Arran, Dumfries and Galloway and Tayside are planning to 
achieve around a quarter of their savings from drugs and prescribing 

 

 Forth Valley, Lothian and Tayside are planning to achieve around a quarter of 
their savings from workforce changes 

 

 In Lanarkshire, the source for one quarter of savings is as yet unidentified; in 
the Western Isles, the source for one third of savings is as yet unidentified 

 
As highlighted in the Committee’s report on the 2014-15 board budgets, there are 
growing concerns about the extent to which further efficiency savings can be 
achieved.  It would be interesting to get a more in-depth understanding on the 
Scottish Government’s approach to setting targets in this area and its future 
intentions. 
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Table 6: Planned efficiency savings, 2015-16 

 Planned efficiency 
savings as % of 

total budget 
 2015-16 

Territorial Boards  

Ayrshire and Arran 2.1% 

Borders 2.4% 

Dumfries and Galloway 2.6% 

Fife ..     

Forth Valley 2.8% 

Grampian ..  

Greater Glasgow and Clyde ..  

Highland 2.2% 

Lanarkshire 2.3% 

Lothian 2.7% 

Orkney 2.6% 

Shetland 3.5% 

Tayside 2.4% 

Western Isles 3.3% 

Territorial boards 2.5% 

  

Special Health Boards  

National Waiting Times Centre 7.1% 

Scottish Ambulance Service 2.6% 

National Services Scotland 3.1% 

Healthcare Improvement Scotland 1.5% 

The State Hospital 1.6% 

NHS 24 3.1% 

NHS Education for Scotland 0.4% 

NHS Health Scotland 5.8% 

Special health boards 2.2% 

All boards 2.4% 
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Figure 1: Planned efficiency savings by source, 2015-16 

 

 

8. National Performance Framework indicators  

Boards were asked some specific questions in relation to three indicators from the 
National Performance Framework: 

 Increase the proportion of babies with a healthy birth weight 

 Improve end of life care 

 Reduce emergency admissions 

Responses in relation to each of these areas are considered below.  This analysis 
relates to territorial boards only as the questions were not relevant to special boards. 

 

Increase the proportion of babies with a healthy birth weight 

Across Scotland as a whole there has been an improvement in this measure over 
the last five years for which data are available.  In 2009, 89.6% of babies had a 
healthy birth weight; in 2013, the equivalent figure was 90.1. 
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Figure 2: % of babies with a healthy birth weight, Scotland 

 

 

There is not a significant variation in this measure across Boards, with most 
performing at or around the Scottish average (see Figure XXX).  In 2013, four boards 
were more than one percentage point below the Scottish average of 90.1%.  These 
were Forth Valley (88.2%), Western Isles (87.3%), Shetland (86.5%) and Orkney 
(86.1%).   

The smaller island boards noted that very small changes in the numbers of babies 
above or below a healthy birth weight had a significant impact on the indicator, due 
to the small overall numbers of births involved.  Forth Valley and the Western Isles 
had been consistently below the Scottish average throughout the period, while the 
other two boards had occasionally outperformed the Scottish average on this 
indicator.  Both Orkney and Shetland referred to an increase in the proportion of 
babies born with an above healthy weight, often reflecting maternal obesity or 
gestational diabetes. 

Boards noted the influence of a range of factors on this indicator, including: 
 

 Deprivation levels 

 Smoking/drinking/drug use during pregnancy 

 Maternal nutrition 

 Obesity 

 Maternal age 
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Figure 3: % of babies with a healthy birth weight, 2013 

 

 
Differences in performance were often felt to reflect differences in the levels of 
deprivation, which the health board cannot directly address.  Boards described the 
types of activities that they undertook to ensure performance against this measure, 
including: 
 

 Smoking cessation programmes 

 Maternal and infant nutrition programmes 

 Family Nurse Partnership activities 

 Work with drug and alcohol partnerships 

 Targeted community midwifery activities 
 
However, it did not appear that performance against this indicator had a strong 
influence on budget decisions as most felt that their performance was in line with the 
national average and that short-term changes in budget allocations would not directly 
influence performance on this longer-term outcome measure. 
 
Most boards viewed the proportion of babies with a healthy birth weight to be a 
useful indicator, but not in isolation.  A number commented that activity and output 
measures were more useful in the short-term. 
 
Boards were asked to provide details of spending in 2014-15 and planned spending 
in 2015-16 on programmes or services aimed at improving performance in this area.  
With the exception of Forth Valley and Greater Glasgow and Clyde, all boards 
provided financial information.  However, it is difficult to draw comparisons between 
boards due to the way in which information was reported.  For example, some 
boards gave their total Family Nurse Partnership (FNP) budget, while others noted 
that it was not possible to disaggregate spending within this budget to the specific 
issue of healthy birth weight.  It was notable that, for those boards providing details 
of planned budgets in 2015-16, the majority were planning flat cash budgets in this 
area i.e. no plans to increase spending.  The exceptions were: 
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 Highland – a planned increased in the  community midwifery budget 
 

 Lothian – planned increases in the FNP budget as well as increased budgets 
for PrePare (a specialist service for pregnant women with substance misuse 
issues) and for smoking cessation activities for pregnant women 
 

 Orkney – an increased budget for its maternal and infant nutrition programme 
 

This area involved widespread partnership working, with all boards noting other 
partners who would contribute towards performance in this area, including: 
 

 Early years partnerships 

 Community Planning Partnerships 

 Community Health Partnerships 

 Alcohol and drugs partnerships 

 Local authority services (including education, social work, housing) 

 Other third sector partners 
 
Increase the percentage of the last 6 months of life which are spent at home or 
in a community setting 

Scotland-wide performance against this indicator has been improving steadily over 
the last five years (see Figure XXX).  In 2008-09, individuals spent, on average, 
90.4% of the last 6 months of life in a home or community setting.  This had risen to 
91.2% by 2012-13. 

Figure 4: % of last 6 months of life which are spent at home or in a community 
setting, Scotland 

 

Across the boards, in 2012-13, performance against this measure ranged from 89% 
in Greater Glasgow and Clyde to 93.9% in Grampian.  In general, rural areas 
(Grampian, Highland, Dumfries & Galloway) performed better than urban areas. The 
smaller island boards showed more variable performance, noting that with such 
small numbers involved, small changes could lead to relatively large changes in the 
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performance indicator.  The limited options in the smaller island boards was also 
noted – Shetland noted that it has no hospice beds on the island. 

Three boards (Grampian, Highland, Dumfries & Galloway) had performed 
consistently above average throughout the period.  Reasons suggested for this 
included: 

 Rural communities having greater experience in managing care outside of 
hospital facilities (in some cases due to difficulties in accessing acute 
facilities) – Dumfries and Galloway 

 Investment in staff training to support this approach – Dumfries and Galloway, 
Highland 

 Network of community hospitals – Grampian 

 Flexible, integrated approach – Grampian, Highland 

Tayside, which also showed a stronger performance than other boards, highlighted 
its rotational approach to nursing posts, giving staff the experience of both hospital 
and community care so that they can understand the differences between the two 
settings and the associated challenges e.g. delayed discharges.  

Although most boards felt that the indicator was a useful one, it appeared to have 
limited, if any, direct influence on budgetary decisions.  A number of boards noted 
that it is a crude measure and takes no account of the quality of care or patient 
preferences.  Tayside noted that there were limitations in measuring change against 
an indicator where the baseline is in excess of 90% and suggested a number of 
alternative measures, including ‘% achieving preferred place of care’. 

When asked to provide details of specific funding in this area, four boards (Forth 
Valley, Grampian, Greater Glasgow and Clyde and Lanarkshire) declined, with some 
stating that it was not possible to disaggregate palliative care from other funding 
streams.  Of those that provided details of spending in 2014-15 and planned 
spending in 2015-16, the majority were planning to increase spending in 2015-16, or 
at least maintain levels of spending in cash terms.  Only one board (Tayside) was 
planning a small decrease (-0.7%) in planned spending in this area.  Orkney and 
Shetland had the largest proposed increases in funding (in percentage terms).  For 
Orkney, this related to a planned pilot scheme involving Marie Curie nurses providing 
overnight care to patients.  For Shetland, the increase planned spend related to 
increased spend on anticipatory care planning.  

All boards noted the contribution made by other partners in relation to this indicator.  
In particular, all boards noted the importance of organisations such as Macmillan and  
Marie Curie and the local authority social work departments. 

Palliative care and hospice funding 

Boards were also asked to provide details of funding for specialist and general 
palliative care and for hospices. 

A number of boards said that it was not possible for them to separate out general 
palliative care expenditure from other areas of spending and so did not provide any 
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information in response to these questions.  Only seven boards provided details of 
spending on general palliative care.  For these boards, planned 2015-16 expenditure 
on general palliative care equated to between 0.02% (Ayrshire and Arran) and 1.5% 
(Orkney) of the total revenue budget allocation, although from the details provided it 
is not possible to establish whether all boards have reported according to common 
definitions.  In all seven boards, spending on general palliative care was planned to 
remain constant or increase in 2015-16.   

Nine boards gave details of existing and planned expenditure on specialist palliative 
care.  This represented between 0.2% and 0.9% of total budgets, although again it is 
not possible to determine whether consistent definitions have been used.  Tayside 
and Fife were planning a reduction in spending in this area in 2015-16, while all other 
boards were planning to maintain or increase spending on specialist palliative care.  
The reasons for the planned reductions are unclear from the responses. 

Boards were also asked about funding for specialist and end-of-life care in hospices.  
The Scottish Government guidance recommends that boards should establish long-
term commissioning arrangements with hospices and meet 50% of agreed costs.  
Seven boards provided details of funding agreements and these represented 
between 41% (Western Isles) and 52.7% (Lanarkshire) of agreed costs.  Forth Valley 
also noted that it provided in-kind support to a hospice in its area (pharmacy support, 
payroll services, procurement services and laboratory and diagnostic support).  A 
number of boards noted that they did not use hospices, although it was not clear 
whether this was the reason for not providing data in all cases. 

NHS Tayside has responsibility for the co-ordination of funding to support the only 
independent children’s hospice organisation in Scotland (Children’s Hospice 
Association Scotland – CHAS).  This arrangement was agreed in order to minimise 
bureaucracy.  CHAS operates two hospice facilities – Rachel House in Kinross and 
Robin House in Balloch. 

NHS Tayside provided details for the whole of Scotland as follows: 

Table 7: Agreed funding for independent children's hospices 

 2014-15 2015-16 

Funding from Territorial Boards 672 691 

Funding from Scottish Government (Diana 
nurse funding) 

256 279 

Total (£’000)  928 970 

as % of total CHAS charitable activities  9.5 9.4 

 

NHS Tayside note that the requirement for Health Boards is to fund 12.5% of 
hospice running costs.  The current funding arrangement falls below this level.  NHS 
Tayside note that an agreed funding baseline was established in 2009-10, which has 
been uplifted each year using Health Board percentage uplifts and that CHAS 
management have been content with this approach.  Scottish Government guidance 
states that jointly, NHS boards and local authorities should meet 25% of children’s 
hospice running costs.  NHS Tayside was not able to provide information on local 
authority funding for CHAS.   

http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf


HS/S4/15/19/2 

19 
 

For a service that is of increasing importance given the demographic changes 
underway, it is important to have more precise information on the cost and usage of 
this service. Better data and performance indicators need to be identified and 
collected with regard to this service.  It would be useful to understand the rationale 
for boards planning to reduce the resources for specialised palliative care unit in the 
coming year, while the other boards plan to increase the resources.  
 
The information provided in relation to highlights that the boards are not meeting the 
agreement to provide for 12.5% of the running costs. It would be worth further 
investigation to understand the reasons for this.  
 

Reduce emergency admissions 

The number of emergency admissions per 100,000 population has increased 
steadily since 2008-09, from 9,849 to 10,188.   

Figure 5: emergency admissions per 100,000 population, Scotland 

 

Across Scotland, performance against this measure varied from 7,768 in Lothian and 
8,007 in Grampian up to 11,175 in Greater Glasgow and Clyde, 11,570 in 
Lanarkshire and 13,190 in Ayrshire and Arran. 

Performance against this measure has worsened in most areas over the period 
shown.  In Shetland and Ayrshire and Arran, the number of emergency admissions 
per 100,000 population increased by 10% and 11% respectively between 2008-09 
and 2012-13.  In five areas, performance improved – Grampian, Greater Glasgow 
and Clyde, Lothian, Tayside and Western Isles. 
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Figure 6: emergency admissions per 100,000 population, 2012-13 

 

Below average performance in this area did appear to have had an influence on 
resource allocations, with boards developing a wide range of initiatives to tackle this 
issue.  These include: 

 Anticipatory care planning 

 Local unscheduled care action plans 

 Development of Combined Assessment Units 

 Joint working with other partners, including GPs, local authorities and the 
Scottish Ambulance Service 

 Hospital at Home services 

 

Some boards mentioned the opportunities offered by the integration of health and 
social care services to address this issue.  Dumfries and Galloway noted their 
decision to include all hospital services within integration funding reflected the view 
that improvements in this and other areas can be achieved through a joined up 
service, avoiding duplication and fragmentation and releasing efficiencies. 

All boards felt that it was a useful indicator, although a number noted that it needed 
to be considered alongside other indicators and that disaggregation e.g. by age, 
deprivation, reason for admission would provide greater insight. 

As with other indicators, boards found it difficult to isolate spending in this specific 
area.  Some provided figures for broader areas of spend e.g. the entire integrated 
care fund, while others detailed specific capital projects or services.  As a result, it is 
not meaningful to provide any aggregate figures.  However, it is interesting to note 
that, for those boards reporting details of spending, expenditure is planned to 
increase in 2015-16 for all but one board (Ayrshire and Arran).  In Ayrshire and 
Arran, the reduction reflects lower spending on local unscheduled care action plans 
in 2015-16. 
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All boards noted the contribution of other partners in this area, including: 

 Local authorities 

 GPs 

 Scottish Ambulance Service 

 NHS 24 

 Third sector, including Red Cross 

It would be interesting to examine the actions taken to tackle underperformance in 
this area to identify strategies that have led to success (for example in Greater 
Glasgow and Clyde and Lothian) 
 

9. Further comments emerging from the survey 

 
The Committee’s report last year on the 2014-15 board budget highlighted the need 
for more consistency in financial data, as comparative analysis was limited by the 
different approaches adopted by boards in the provision of information. This situation 
has not been resolved and it appears that information systems are not designed in 
such a way as to enable ready access to information linking spend to specific 
performance indicators. It would be interesting to understand whether any action is 
underway to address this issue.  Early indications suggest that this may receive 
greater focus in reporting required of the IJBs.  There is an opportunity for the 
Committee to highlight the type of information that would be useful to gather in 
relation to these new organisations. 
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Annexe 

NHS Board Accounts: 2015-16 questionnaire 

A: Budget setting process  

Performance budgeting 

1. Which of the following performance frameworks has the most influence on 
your budget decisions: 

 National Performance Framework 

 Quality Measurement Framework (including HEAT targets) 

 Other (please specify) 
 

 

2. Please describe how information on performance influences your budget 
decisions: 
 

 

 

3. Do you consider the performance framework(s) to reflect priorities in your 
area? 
 

 

4. Where allocations are made in relation to specific targets, are you able to 
spend this effectively in the required areas? (please provide examples where 
relevant) 
 

 

Integration of health and social care 

5. Please set out, as per your integration plans/schemes with each of your 
partner local authorities, the method under which funding for the joint boards 
will be determined?  
 

 

6. What functions will be delegated via the integration plan/scheme?  Please 
explain the rationale for these decisions 
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7. How much is being allocated to the Integration Joint Board for 2015-16? 
a. by the health board  
b. by local authority partners? 

 

 

8. Please provide any further comments on budgetary issues associated with 
integration: 

 

Specific challenges 

9. Please provide details of any specific challenges facing your board in 2015-16 
in respect of your budget: 
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B: Increase the proportion of babies with a healthy birth weight  

Indicator measure: The proportion of new born babies with a weight appropriate for 
gestational age 

 

1. How does performance in your area compare with the national performance? 

 

% of new born babies with a weight appropriate 

for gestational age 

Board Scotland 

2009  89.6% 

2010  90.0% 

2011  90.1% 

2012  89.9% 

2013  90.1% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight 

 

 

2. What factors can help to explain any observed differences in performance? 
 

 

3. How does performance against this indicator influence budget decisions? 
 

 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
 

 

5. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the three main 
areas of activity in the table below. 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/birthweight
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Programme/service area 

Expenditure 

2014-15 

£’000 

 

 

Planned 

expenditure 

2015-16 

£’000 

   

   

   

 

 

6. What statutory partners or other partners (if any) contribute towards 
performance in this area? 
 

7. Please provide any further comments on this indicator e.g. other areas of 
activity that contribute to performance 
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C: Improve end of life care  

Indicator measure: Percentage of the last 6 months of life which are spent at home 
or in a community setting 

 

1. How does performance in your area compare with the national performance? 

 

% of last 6 months of life which are spent at home 

or in a community setting 

Board Scotland 

2008-09  90.4% 

2009-10  90.5% 

2010-11  90.7% 

2011-12  91.1% 

2012-13  91.2% 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare 

 

 

2. What factors can help to explain any observed differences in performance? 
 

 

3. How does performance against this indicator influence budget decisions? 
 

 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
 

 

5. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the three main 
areas of activity in the table below. 

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/endoflifecare
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Programme/service area 

Expenditure 

2014-15 

£’000 

 

 

Planned 

expenditure 

2015-16 

£’000 

   

   

   

 

 

6. What statutory partners or other partners (if any) contribute towards 
performance in this area? 
 

 

7. Please provide any further comments on this indicator e.g. other areas of 
activity that contribute to performance 
 

Palliative care and hospice funding 

8. Please provide an estimate of spending on palliative care services (as defined 
by the Scottish Partnership for Palliative Care, here) 

 

Expenditure 

2014-15 

£’000 

 

 

Planned 

expenditure 

2015-16 

£’000 

Specialist palliative care services   

General palliative care services   

 

  

http://www.palliativecarescotland.org.uk/content/what_is_palliative_care/
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In May 2012, the Scottish Government published new guidance for NHS 
Boards and independent adult hospices on establishing long-term 
commissioning arrangements.  It stated that funding of agreed specialist 
palliative and end-of-life care (PELC) should be reached by NHS Boards and 
independent adult hospices on a 50% calculation of agreed costs.  Funding 
should be agreed for a 3 year period, though this could be longer if 
appropriate.  In addition it indicated intent for NHS Boards and local 
authorities to jointly meet 25% of the running costs of the independent 
children’s hospices which provide specialist palliative care and respite 
services for children with life-limiting conditions. 

Please provide details of funding agreed by your Board for hospices: 

 

 

2014-15 

 

 

2015-16 

Agreed funding for hospice running costs for specialist PELC (£’000) 

   £’000   

  As % of total hospice funding   

Agreed funding for running costs of independent children’s hospices 
(including local authority funding where relevant) 

   £’000   

  As % of total independent children’s 
hospice running costs 

  

 

9. Please provide any further comments on palliative care / hospice funding that 
you consider to be relevant: 

  

http://www.sehd.scot.nhs.uk/mels/CEL2012_12.pdf
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D: Reduce emergency admissions  

Indicator measure: Emergency admissions rate (per 100,000 population) 

 

1. How does performance in your area compare with the national performance? 

 

Emergency admissions rate (per 100,000 

population) 

Board Scotland 

2009-10  9,849 

2010-11  9,874 

2011-12  10,090 

2012-13  10,130 

2013-14 (p)  10,188 

Source: http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions 

 

 

2. What factors can help to explain any observed differences in performance? 
 

 

3. How does performance against this indicator influence budget decisions? 
 

 

4. Do you consider this to be a useful performance indicator? (If not, what 
alternatives would you suggest?) 
 

 

5. What programmes or services are specifically aimed at improving 
performance against this indicator?  Please provide details for the three main 
areas of activity in the table below 

  

http://www.scotland.gov.uk/About/Performance/scotPerforms/indicator/admissions
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Programme/service area 

Expenditure 

2014-15 

£’000 

 

 

Planned 

expenditure 

2015-16 

£’000 

   

   

   

 

 

6. What statutory partners or other partners (if any) contribute towards 
performance in this area? 
 

 

7. Please provide any further comments on this indicator e.g. other areas of 
activity that contribute to performance 
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Scottish Coalition On Tobacco (SCOT) 

SCOT - the Scottish Coalition on Tobacco - is a campaigning coalition of 15 
health and medical organisations that have a shared interest in matters 
relating to tobacco and health. 

Members of the coalition are: ASH Scotland, Asthma UK Scotland, British 
Heart Foundation Scotland, British Lung Foundation Scotland, British Medical 
Association, Cancer Research UK, Chest Heart & Stroke Scotland, the 
Faculty of Public Health, Macmillan Cancer Support, Royal College of 
Nursing, The Roy Castle Lung Cancer Foundation, Royal College of 
Physicians of Edinburgh, Royal College of Psychiatrists, The Stroke 
Association (Scotland office) and the Royal Environmental Health Institute of 
Scotland.  

This response is a general response on behalf of the SCOT coalition. Where 
individual members take a different stance on particular points this will be 
reflected in their own submissions.  

1.  Do you support the Bill? Please provide reasons for your position. 

2. The SCOT coalition supports legislation to make it an offence to smoke in 
a private vehicle when children under the age of 18 are present.  

Reducing children and young people’s exposure to smoking in vehicles will 
not only protect them from the dangers of second-hand smoke, but may 
reduce their propensity to take up smoking. Also, a ban on smoking inside 
cars carrying children may benefit those from lower income groups most 
and so reduce health inequalities1. There may be further benefits for 
example relating to lack of distraction for drivers, reduced fire risks and 
reduced litter. 

Air conditioning or opening windows does not protect people against 
tobacco smoke. 

3. Do you think the Bill (if enacted) would achieve its aim of protecting 
children from the effects of second-hand smoke and their health? 
Please provide an explanation for your answer. 

International evidence2 suggests that the prevalence of smoke-free car 
(and home) rules rises after the passage of smoke-free vehicle laws, which 
may indicate changes in attitudes towards second-hand smoke exposure. 

Children are at an elevated risk of harm from second-hand smoke: their 
smaller airways, faster rates of breathing, and less developed immune 
systems all contribute to inhalation of larger quantities of particulates3. 
Evidence of the harm of inhaling second-hand smoke is well established4, 
and exposure to the pollutants and carcinogens in SHS increases the risk 
of acute and chronic health conditions, hospital admission, and death5. 
Non-smokers have significant intake of multiple volatile organic 
compounds (VOCs) from breathing second-hand smoke in cars, 
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corresponding to health risks that exceed the acceptable level6; VOCs 
from tobacco smoke are associated with cancer, cardiovascular, and 
respiratory diseases7.  

4. Is there anything in the Bill you would change? If yes, please provide 
more details. 

5. No. 

6. Who do you think should have responsibility for enforcing the 
proposed legislation and why? 

7. SCOT believes that Police Scotland would be best placed to enforce the 
measure while engaging in routine duties. 

8. What type of vehicles do you think should be exempt from the 
legislation and why? 

9. For some people their vehicle may also act as a place of residence, 
therefore we believe this legislation should include an exemption for a 
caravan or motorhome that is stationary and not on the road.  

10. What is your view on the Bill’s provision for a defence that the 
person smoking could not have reasonably know that the other 
occupants of the vehicle were under 18? 

11. We believe that the focus of the offence should be both on the person 
smoking and on the driver. The offence should apply both to any individual 
smoking when another person under the age of 18 is present and to the 
driver who permits this, in parallel with existing enclosed public spaces 
provisions. However before any offender under the age of 18 is referred to 
court or prosecuted, due consideration should be given as to whether or 
not it is in the public’s interest to do so. 

To be consistent with the smoking in vehicles legislative proposals of 
Wales, England, and Northern Ireland, we believe that where a driver is 
implicated, they should be permitted to present a defence that: 

a) the driver, by reason of driving the vehicle, was unable to prevent 
another 

individual from smoking in the car, and 

b) the driver made all reasonable efforts to prevent the offence. 

We believe that any permitted defences regarding the believed or perceived 
age of passengers should be in line with permitted defences for other age-
related offences. 

Scottish Coalition on Tobacco (SCOT)
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ASH Scotland 

1. Do you support the Bill? Please provide reasons for your position. 
Yes. Action on Smoking and Health (ASH) Scotland is an independent 
Scottish charity taking action to achieve its vision of a healthier Scotland 
free from the harm and inequalities caused by tobacco. As such, two of our 
primary aims are to protect people from second-hand smoke (SHS) and to 
limit the number of young people taking up smoking. Recent data show 
that 22% of 13 and 15 year olds in Scotland report that they are often or 
sometimes exposed to smoke when travelling in a car8. ASH Scotland 
therefore supports legislation to make it an offence to smoke in a private 
vehicle when children under the age of 18 are present.  

Children and young people witnessing smoking in vehicles may seek to 
emulate it; two recent New Zealand studies9, 10 which investigated this 
found that reported exposure to smoking in cars was significantly 
associated with an increased risk of both current and initiated smoking. 
Therefore, reducing children and young people’s exposure to smoking in 
vehicles will not only protect them from the dangers of second-hand 
smoke, but may reduce their propensity to take up smoking themselves. It 
may also be the case that higher smoking rates in more deprived 
communities outweigh the lower car ownership, so that a ban on smoking 
inside cars carrying children may benefit those from lower income groups 
most and so reduce health inequalities11. 

2. Do you think the Bill (if enacted) would achieve its aim of protecting 
children from the effects of second-hand smoke and their health? 
Please provide an explanation for your answer. 
A 2015 YouGov poll12 revealed that 85% of Scottish adults (72% of 
smokers) agree that smoking should be banned in cars that are carrying 
children younger than 18 years old, making this a measure strongly 
supported by the public. 

International evidence13 suggests that the prevalence of smoke-free car 
(and home) rules rises after the passage of smoke-free vehicle laws, 
perhaps indicating changing social norms related to the unacceptability of 
second-hand smoke exposure. This measure has the potential to reinforce 
public awareness of the harmfulness of second-hand smoke in Scotland, 
which could help to drive positive voluntary changes in practice in 
domestic settings and help achieve the national target to reduce children’s 
exposure to tobacco smoke by half in 2020 against a baseline measured in 
201214.  

It is inherently unjust that children may not be able to choose whether or 
not someone else in a vehicle is smoking and yet are at an elevated risk of 
harm from second-hand smoke: their smaller airways, faster rates of 
breathing, and less developed immune systems all contribute to inhalation 
of larger quantities of particulates15. Evidence of the harm of inhaling 
second-hand smoke is well-established, and exposure to the pollutants 
and carcinogens in SHS increases the risk of acute and chronic health 
conditions, hospital admission, and death16. Furthermore, non-smokers 



ASH Scotland  HS/S4/15/19/ 

4 

have significant intake of multiple volatile organic compounds (VOCs) from 
breathing second-hand smoke in cars, corresponding to health risks that 
exceed the acceptable level17; VOCs from tobacco smoke are associated 
with cancer, cardiovascular, and respiratory diseases. Ventilation (eg air 
conditioning or opening windows) is not a sufficient measure to remove 
tobacco smoke pollution from vehicles18.  

3. Is there anything in the Bill you would change? If yes, please provide 
more details. 
For first offenders, the option of a remedial course with quit smoking 
counselling might be offered as an alternative to a fine. For example, the 
Alcohol Diversion Scheme run in partnership by DrinkSense and 
Cambridgeshire Constabulary19 is a course for those issued with a penalty 
notice in relation to an alcohol related offence; as an alternative to a £90 
fine the scheme offers offenders an alcohol awareness course. Or the 
National Speed Awareness Scheme20, an innovative scheme used by 
police forces across the UK to allow motorists caught speeding to 
complete a workshop rather than be issued with three penalty points and a 
£60 fine. 

Also, we would like to see the number of successful prosecutions and fines 
following the ban being made public to act as a deterrent. 

4. Who do you think should have responsibility for enforcing the 
proposed legislation and why? 
Opponents have claimed that a lack of action on mobile phone use in cars 
suggests motorists could easily avoid the penalties. ASH Scotland 
believes that while second-hand smoke in vehicles technically falls under 
the functions of Environmental Health Departments, Police Scotland has 
resources more appropriate to the enforcement of this action. Police 
officers would be able to effectively enforce the measure while engaging in 
routine duties, minimising any resource implications and the actual 
figures21 show that police have caught tens of thousands each year for 
using a mobile phone while driving. In the Scottish consultation for this Bill, 
a retired Chief Superintendent with extensive experience and thorough 
expertise in traffic and road policing endorsed the likely ability of Police 
Scotland in adding this offence to existing motoring offences. 

5. What type of vehicles do you think should be exempt from the 
legislation and why? 
For some people their vehicle may also act as a place of residence and we 
do not believe this legislation should extend to the home. Therefore the 
legislation should include an exemption for a caravan or motorhome that is 
stationary and not on the road. A further exemption should cover vehicles 
which are less than 50% enclosed, such as a motorbike or a convertible 
car with the roof completely down. This aligns with the legislation agreed in 
England and Wales and the definitions applicable to Scotland’s smoke-free 
public places. 
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6. What is your view on the Bill’s provision for a defence that the 
person smoking could not have reasonably know that the other 
occupants of the vehicle were under 18? 
We believe that the focus of the offence should be both on the person 
smoking and on the driver. The offence should apply both to any individual 
smoking when another person under the age of 18 is present and to the 
driver who permits this, in parallel with existing enclosed public spaces 
provisions. However before any offender under the age of 18 is referred to 
court or prosecuted, due consideration should be given as to whether or 
not it is in the public’s interest to do so. 

To be consistent with the smoking in vehicles legislative proposals of 
Wales, England, and Northern Ireland, we believe that where a driver is 
implicated, they should be permitted to present a defence that: 

a) the driver, by reason of driving the vehicle, was unable to prevent 
another individual from smoking in the car, and 

b) the driver made all reasonable efforts to prevent the offence. 

We believe that any permitted defences regarding the believed or 
perceived age of passengers should be in line with permitted defences for 
other age-related offences.  

ASH Scotland would be happy to bring evidence to the Committee and to 
provide further evidence or background information. 

ASH Scotland 

___________________________________________________________
Scotland’s obligations under the Framework Convention on Tobacco Control 
(FCTC): request to the Committee 
Scotland’s obligations as signatories to the international public health treaty, the 
Framework Convention on Tobacco Control (FCTC), do need to be explicitly considered 
as part of the good governance of the Scottish Parliament and that these are materially 
relevant to its balanced decision making on health matters relating to tobacco and 
smoking. The default position in Scottish Parliamentary Committees is to listen to all 
stakeholders but tobacco companies represent a unique and special case. A long and 
well-evidenced history of their using misinformation and manipulation to undermine public 
health initiatives has inspired 179 governments (to date) to agree to set parameters that 
limit tobacco companies’ influence over health policies, including influence that is 
exercised through secondary issues such as economic issues and illicit trade. This 
commitment is set out in an international agreement to which we are party within both the 
UK and EU. No other industry is subject to such a sanction. 
Article 5.3 of the FCTC states: ‘In setting and implementing their public health policies 
with respect to tobacco control, Parties shall act to protect these policies from commercial 
and other vested interests of the tobacco industry in accordance with national law.’ 
Guidance subsequently issued by the Conference of Parties in relation to implementing 
Article 5.3 notes that: ‘There is a fundamental and irreconcilable conflict between the 
tobacco industry’s interests and public health policy interests.’ This view was reaffirmed 
by the United Nations General Assembly in 2011. 
The guidelines also make clear their intended scope of application: ‘The guidelines apply 
to setting and implementing Parties’ public health policies with respect to tobacco control. 
They also apply to persons, bodies or entities that contribute to, or could contribute to, the 
formulation, implementation, administration or enforcement of those policies.’ 
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We believe that requiring transparency in evidence brought to Committees regarding the 
tobacco industry's influences is materially relevant to our elected representatives' 
balanced decision making on health matters relating to tobacco and smoking.  
This year marks the 10th anniversary of the FCTC being implemented, and we would ask 
the Committee to introduce a required declaration of interests in relation to the tobacco 
industry and its vested interests. 
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British Heart Foundation Scotland 

About British Heart Foundation (BHF) Scotland 

Coronary heart disease is Scotland’s single biggest killer. For over 50 years 

BHF Scotland has pioneered research that’s transformed the lives of people 

living with heart and circulatory conditions. Our work has been central to the 

discoveries of vital treatments that are changing the fight against heart 

disease.  

Tobacco related ill health remains one of our biggest public health challenges, 

and, as such, we warmly welcome the opportunity to respond to this important 

call for evidence.  

BHF Scotland is in a position to contribute to the following questions in 

relation to the committees request and as such cannot provide evidence on all 

the questions posed by the committee.  

Do you support the Bill?  

Yes. BHF Scotland fully supports the aim of the Bill.  

Secondhand smoking (SHS) presents a serious health risk. It has been 

estimated to cause the deaths of 11,000 people in the UK each year22. 

Exposure to passive smoking has been linked with a 25% increased risk of 

stroke23 and a 30% increased risk of coronary heart disease24.  

SHS is especially harmful to children – it increases the risk of a number of 

health problems in children, including lower respiratory infections, wheezing, 

asthma, middle ear disease, and bacterial meningitis, and more than doubles 

the risk of sudden infant death25 and there is a growing body of evidence that 

suggests that passive smoking is associated with medical risk factors for 

cardiovascular disease amongst children. For example, a systematic review 

carried out in 2011 found passive smoke was associated with altered 

cholesterol profiles, particularly low levels of protective HDL among children26. 

Another review noted that passive smoking was associated with endothelial 

(inner lining of the blood vessels) dysfunction in 11 year olds27. Endothelial 

dysfunction is widely believed to be a precursor to the onset of atherosclerosis 

(a thickening of the arterial wall) which is associated with increased risk for 

coronary artery disease. This evidence suggested it was present in children 

even with a moderate level of exposure, leading its authors to conclude their 

evidence reiterated ‘the importance of smoke free-environments for children 

and adolescents’.  

Additionally, and as noted in the consultation conducted by Jim Hume MSP, 

there is evidence to suggest that levels of SHS exposure in vehicles are 
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sufficiently high to breach WHO guidance on safe levels of exposure to 

harmful particulates in indoor environments28 29. 

We therefore fully support the proposal to introduce legislation that would ban 

smoking in vehicles where children are present.  

Do you think the Bill (if enacted) would achieve its aim of protecting 

children from the effects of second-hand smoke and their health?  

Yes.  

Firstly, we believe legislation is necessary because too many young people in 

Scotland are currently exposed in vehicles to SHS. In Scotland, a study 

carried out as part of the evaluation of the smoke-free public places legislation 

found that, from a sample of 2,389 of 11-12 year olds in 2007, 6.5% reported 

exposure to passive smoking in a car the previous day30. Researchers from 

the University of Aberdeen have used this data to estimate that this equates to 

60,000 car journeys each day in Scotland that will include a child being 

exposed to passive smoking31.  

Secondly, evidence from the Australian states that have introduced bans 

suggests compliance is relatively high – self-reported figures from South 

Australia suggest that 88.3% of cars were smoke free in 2011, four years after 

the legislation was implemented32. 

In Canada nine out of ten provinces have legislation of this kind in place, and 

exposure to passive smoking in cars for children was reduced after its 

introduction33. For example, in Nova Scotia and Ontario, self-reported 

exposure to passive smoking by children reduced by over a quarter after the 

legislation was introduced34.  

Thirdly, we believe that there is likely to be a high level of public support for 

this legislation. Surveys suggest a ban on smoking in vehicles where children 

are present would actually be very popular- even amongst smokers:  

 A Faculty of Public Health report put support for the measure at 
74% in the UK in 201035 

 A survey carried out for the Royal College of Physicians suggested 
76% of the UK public would support it, including 54% of daily 
smokers36  

 A study published in the European Journal of Public Health put 
support among UK smokers at 75%, leading the researchers to 
conclude ‘The high level of support for banning smoking in cars with 
children in the UK (similar to the level of support in Canada at the 
time of surveying), suggests that bans could be successfully passed 
in the UK as they have in Canada’ 37
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 As noted in the consultation, a poll conducted for ASH Scotland in 
2013 found that 81.5% of the Scottish population supported 
legislation, with only 7.4% opposed to it38. 

Additionally, evidence from New Zealand and Australia suggests that public 

support for this legislation tends to increase over time39, which largely mirrors 

the increase in support in Scotland for the smoke-free public places legislation 

after its implementation40. Data from South Australia shows overwhelming 

support for the legislation from the whole population and that this support 

increased significantly post-legislation among non-smokers and slightly 

among smokers (however this difference was non-significant)41. 

There is clear evidence, therefore, that SHS exposure is damaging, and that 

young people in Scotland are being exposed to it in vehicles. International 

examples show that legislation of this type can be effective, and the public 

seem overwhelmingly supportive of its introduction.  

We believe that this combination of factors makes a strong case for the 

effectiveness of the legislation to achieve its aims.  

Reducing exposure of young people to SHS is the main advantage of the 

legislation: see above for our rationale on this point.  

As a result, we expect that public awareness of the health risks associated 

with SHS exposure is likely to increase as a result of this legislation – with 

potentially positive effects on exposure in the home as a result.  

Is there anything in the Bill you would change? If yes, please provide 

more details. 

BHF Scotland is very impressed with the level of research and consideration 

that has gone into the drafting of this Bill and the need for it in the first place. 

We believe there is nothing in the Bill that requires to change to help it 

achieve its desired goal of protecting young people from the harmful effects of 

secondhand smoke.  

British Heart Foundation Scotland
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British Lung Foundation Scotland 

Background 

The British Lung Foundation is the UK’s only charity dedicated to supporting 
everyone with a lung disease. Founded in 1985, the BLF provides funding for 
research into respiratory conditions, campaigns for better awareness and 
treatment of lung disease and provides direct support to patients. BLF 
Scotland functions as part of the UK-wide organisation, adapting the same 
goals for a different political and social context. 

The majority of lung disease in Scotland is caused directly by or related to 
tobacco use. Our nation has a long historical relationship with the substance, 
with high smoking rates and damaging cultural norms. Although the 
prevalence of tobacco use has greatly decreased in recent years, Scotland’s 
rate remains the highest of the four home nations and health inequalities due 
to significantly higher smoking rates in areas of deprivation are of increasing 
concern. 

The Scottish Government has adopted an ambitious vision for a Scotland free 
from the harms of tobacco by 2034. BLF Scotland fully supports this goal, and 
recognises that targeted legislative action will be required to support smokers 
to quit and ensure that the next generation grows up tobacco-free. This 
legislation will support the pursuit of this long term goal. Crucially it will also 
protect children from the significant immediate and long term threats to health 
posed by second-hand smoke. 

1. Do you support the Bill? Please provide reasons for your position. 

The British Lung Foundation has campaigned on this issue for several years 
and has been at the heart of similar measures in England, Wales and 
Northern Ireland.  

Children are particularly vulnerable to second-hand smoke, as they have 
smaller lungs, faster breathing rates and less developed immune systems. 
This makes them more susceptible to respiratory, ear and other infections 
triggered by passive smoking.1 Children’s exposure to second-hand smoke 
also causes 22,000 new cases of wheeze and asthma and 40 cases of 
sudden infant death syndrome every year.2 This represents a significant 
health burden, costing the NHS an estimated £23 million across the UK. Over 
300,000 GP consultations and 9,500 hospital admissions a year are estimated 
to result from children’s exposure to second-hand smoke.  

Tobacco smoke is a carcinogen and there is no level of smoke that is safe for 
a child. In the small confined space of a car, smoke density can build up very 
quickly to dangerous levels. Research from the University of Aberdeen has 
shown that a single cigarette smoked in a moving car with the window half 
open exposes a child in the centre of the back seat to around two thirds as 

                                                           
1
 Annual report of the Chief Medical Officer 2002. Department of Health, 2003 

2
 Passive smoking and children: A report by the Tobacco Advisory Group. Royal College of Physicians, 

2010. 
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much second-hand smoke as in an average smoke-filled pub. Levels increase 
to over eleven times those of a smoky pub when the cigarette is smoked in a 
stationary car with the windows closed.  

A significant proportion of children in Scotland report being exposed to 
second-hand smoke in cars. Recent data shows that 22% of 13 & 15 year 
olds in Scotland are often or sometimes exposed to smoke when travelling in 
a car.3 

A ban on smoking in cars when children are present enjoys widespread public 
support, with around 78% of the UK public and 62% of smokers supporting 
the measure in a 2011 YouGov poll commissioned by ASH.4 In the 
Westminster Parliament, during the passage of the Children and Families Act, 
Peers voted in favour of the measure with 222 votes to 197 and MPs voted 
376 to 107.5 

2. Do you think the Bill (if enacted) would achieve its aim of protecting 
children from the effects of second-hand smoke and their health? Please 
provide an explanation for your answer. 
Yes. Smoking in cars carrying children is a significant threat to children’s 
health which would be ameliorated effectively by this legislation. 

Enforcement of this new law would be comparable to existing legislation on 
the use of mobile phones while driving. Statistical evidence shows that 
enforcement of this law is both possible and effective, with 18,856 offences 
recorded by police forces in Scotland in 2007-08.6 

Although data on impact of existing legislation is fairly limited, evidence from 
Australia suggests that opportunistic enforcement by police can be successful 
in enforcing a ban on smoking in cars with children present. Following the 
introduction of legislation in Queensland in January 2010, 654 $200 fines 
were issued by police to people smoking in a vehicle carrying a child under 
16, between 1 January 2010 and 30 April 2011. Significantly, a Queensland 
Health spokesman explained that the on-the-spot fines worked “as a 
deterrent",  showing that these initial figures on fines were being used by 
State Governments in the media to help deter other motorists from breaking 
the law.7 

The impact assessment produced by the English Department of Health 
estimated savings to the NHS of £33million over 10 years as a result of 
introducing similar legislation.8 

                                                           
3
 Scottish Schools Adolescent Lifestyle and Substance Use Survey (SALSUS), 2013 

4
 p.27, All Party Parliamentary Group on Smoking and Health: Inquiry into smoking in private vehicles, 

2011 
5
 Votes took place during: Children and Families Bill, HoL Report Stage on 29 January 2014 and HoC 

Consideration of Lords’ Amendments on 10 February 2014. 
6
 Written Question S3W-31099, submitted by George Foulkes MSP 

7
 Forty parents a month nabbed smoking in cars with children since new laws introduced, Queensland 

Sunday Mail, 14 August 2011 
8
 Page 3, Smokefree (Private Vehicles) Regulations 2014: Impact assessment, Department of Health, 

July 2014. 
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3. Is there anything in the Bill you would change? If yes, please provide 
more details. 
We are impressed at the thorough research, consultation and calls for 
evidence that preceded the drafting of this Bill, and are satisfied that our input 
has been taken into account. Consequently we are content that the Bill as it 
stands will protect children effectively from tobacco smoke in the car. 

We are aware that some organisations are calling for the introduction of an 
offence of permitting smoking in a car, to apply to the driver of the vehicle. 
This would be in line with the law in England & Wales. BLF Scotland’s primary 
concern is that this law is easily enforceable in order that it can protect as 
many children as possible. Therefore, if creating an additional offence would 
make enforcement simpler for Police Scotland, we would support it. 

4. Who do you think should have responsibility for enforcing the 
proposed legislation and why? 
Enforcement of this new law must be carried out by Police Scotland to provide 
the best guarantee of successfully protecting children from exposure to 
second-hand smoke. This central role for the police is essential in the Scottish 
context, as they have the sole legal authority to stop moving vehicles. This 
would be consistent with similar laws internationally - all jurisdictions in 
Australia and majorities of those in Canada and the US which have similar 
laws charge police with enforcement.  

In the regulations banning smoking in cars carrying children in England, Local 
Authorities have also been tasked with helping the police to enforce this law, 
by monitoring stationary vehicles. While Local Authority officers undoubtedly 
have an important supporting role to play, it is vital that the primary 
responsibility for enforcement of this law lies with the police. This would be 
consistent with enforcement of offences such as driving while using mobile 
phones or failing to wear a seat belt. 

The impact assessment carried out by the UK Government into the 
comparable law in England & Wales recommended strongly that police should 
enforce this measure, for both cost-effectiveness and to ensure proper 
enforcement.9 

5. What type of vehicles do you think should be exempt from the 
legislation and why? 
Some individuals may use a vehicle as their place of residence. While BLF 
Scotland supports and encourages those who wish to keep their homes 
smoke-free, we do not believe that this legislation should apply to residences. 
Therefore, a common-sense approach should be taken, whereby caravans 
and motor-homes which are parked should be exempted from this legislation. 

Furthermore, as the basis for this law is the harm caused by second-hand 
smoke within an enclosed vehicle, a further exemption could apply for those 

                                                           
9
 Smokefree (Private Vehicles) Regulations 2014: Impact assessment, Department of Health, 

July 2014. 



British Lung Foundation Scotland  HS/S4/15/19/ 

13 

vehicles which are not enclosed, such as motorcycles and convertibles where 
the roof is entirely down. 

6. What is your view on the Bill’s provision for a defence that the 
person smoking could not have reasonably know that the other 
occupants of the vehicle were under 18? 
BLF Scotland’s emphasis throughout this process is providing effective and 
enforceable protection for children. Therefore, we do not take a specific view 
on this defence but regard this as an area where legal expertise will be 
invaluable. 

British Lung Foundation
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NHS Health Scotland 

NHS Health Scotland is a national health board working with public, private 
and third sector organisations to reduce health inequalities and improve 
health. Our role is to work with others to develop knowledge into action about 
what works, and doesn’t work, to reduce health inequalities and improve 
health.  

Key messages  

 NHS Health Scotland welcomes the Smoking Prohibition (Children in 
Motor Vehicles) (Scotland) Bill. We believe that if the Bill is enacted and 
enforced by Police Scotland, it will achieve its aim of protecting children 
from the harmful effects of second hand smoke. 

 Children are particularly vulnerable to the risks of second hand smoke 
exposure. 

 Second hand smoke exposure is a source of inequalities, with higher 
smoking prevalence among less affluent groups and thus of child second 
hand smoke exposure in these groups. 

Response 

NHS Health Scotland’s responses to the Committee’s questions are given 
below. 

1. Do you support the Bill? Please provide reasons for your position.  

Yes. We think it is important that children are protected from the harmful 
effects of second hand smoke (SHS). While everyone should be protected 
from involuntary SHS exposure, generally children are less likely to have 
choices over transport options or to remove themselves from the situation. 
They are also a group who are particularly vulnerable to the risks of SHS 
exposure, due to smaller airways, faster rates of respiration, immature 
immune systems, and more hand-to-mouth ingestion, with increased risk 
of respiratory conditions and illnesses, impaired lung growth and function, 
and middle ear disease. Additionally, this is a source of inequalities, with 
higher smoking prevalence among less affluent groups and thus of child 
SHS exposure in these groups. Research has shown that smoke can 
reach high levels of PM2.5, the biomarker of SHS exposure, and exceed 
healthy guidance limits even under ‘realistic’ driving conditions with 
mechanical ventilation or open windows. 

2. Do you think the Bill (if enacted) would achieve its aim of protecting 
children from the effects of second-hand smoke and their health? Please 
provide an explanation for your answer.  

Yes. We believe that if the Bill is enacted and enforced by Police Scotland, 
it will achieve its aim of protecting children from the harmful effects of SHS. 
For example, a published study of the Canadian legislation found a 



NHS Health Scotland  HS/S4/15/19/ 

15 

positive impact on reducing child SHS exposure in the short-term post-
implementation and without displacement into the home (Nguyen, 2013). 
Compliance with similar legislation around seatbelts has been high. There 
is also strong public support for the implementation of this legislation. It 
therefore ensues that a reduction in SHS exposure would result in a 
reduction in SHS effects on health. 

3. Is there anything in the Bill you would change? If yes, please provide more 
details.  

No. 

4. Who do you think should have responsibility for enforcing the proposed 
legislation and why?  

Police Scotland should be responsible for the enforcement of this 
legislation through their routine monitoring of traffic offences. 

Another possibility is that the role of Environmental Health Officers could 
be extended to include enforcing the new legislation. Their role in 
enforcing smoke-free workplace vehicles could be extended into this new 
domain. However, this would differentiate smoking in cars from other 
similar traffic offences, such as mobile phone use, and puts an additional 
burden on local authorities.  

Consideration also needs to be given as to whether involving more than 
one agency complicates rather than clarifies responsibilities for 
enforcement.  

The Explanatory Notes for the Bill indicate that Police Scotland have been 
consulted and anticipate that enforcing and processing the new legislation 
would have a fairly minimal impact. 

5. What type of vehicles do you think should be exempt from the legislation 
and why?  

The only vehicles that should be exempt from the law are vehicles such as 
mobile homes which are currently being used as a home, ie when parked 
and static. Although stationary vehicles have higher SHS exposure, the 
rationale for the exclusion of parked and static mobile homes would be that 
they are a home setting and thus children have a better opportunity to 
remove themselves from the situation. 

6. What is your view on the Bill’s provision for a defence that the person 
smoking could not have reasonably known that the other occupants of the 
vehicle were under 18? 

While we believe that such a situation would be rare and unlikely, it could 
be circumvented by the incorporation of a “need to ask if they look under 
25” or “if in any doubt re age of occupants, don’t smoke” clause. 

NHS Health Scotland 
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HEALTH AND SPORT COMMITTEE 

SUMMARY OF WRITTEN EVIDENCE ON THE SMOKING PROHIBITION 
(CHILDREN IN VEHICLES)(SCOTLAND) BILL 

HEALTH AND SPORT COMMITTEE CALL FOR EVIDENCE 

The Smoking Prohibition (Children in Motor Vehicles) (Scotland) Bill creates a 
new criminal offence for any adult (aged 18 or over) who smokes in a private 
motor vehicle in the presence of a child (under 18 years of age) while that 
vehicle is in a public place.  The aim of the Bill is to protect children from 
second-hand smoke in a confined space i.e. private vehicle.  A summary of 
the Bill can be found in the SPICe bill briefing. 

During April and May 2015, the Scottish Parliament’s Health and Sport 
Committee issued a call for written evidence on the Bill and received 36 
submissions1.   There were 4 submissions from individuals and the other 32 
were submitted on behalf of organisations.  There were no submissions from 
the pro-smoking lobby groups or tobacco companies and the majority were 
from the public sector.  There were a number of submissions from health and 
medical organisations. The individual submissions can be found on the 
Scottish Parliament website. 

The following paper outlines the main themes raised in the written 
submissions to the Committee. 

Support for the Bill 

Firstly respondents were asked if they supported the Bill.  The majority of 
respondents, 35 (99%) supported the Bill with only one individual not 
supporting the Bill.  This individual believed that the Bill was an infringement 
of their civil liberties. 

Health and Wellbeing 

The main reason for most respondents supporting the Bill is that they felt it 
would improve the health and wellbeing of children by reducing children and 
young people’s exposure to smoking in vehicles.  The respondents felt it was 
about protecting vulnerable people, i.e. children, from the harmful effects of 
second-hand smoke (SHS) in the car. 

                                                 
1
 Correct at time of writing – 29 May 2015 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/89942.aspx
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Second-hand Smoke   

Health issues 

A majority of the submissions quoted the evidence of the harmful effects of 
tobacco and smoking including SHS on people, but particularly the impact on 
children. They stated that exposure to the pollutants and carcinogens, 
including volatile organic compounds, in SHS increase the risk of acute and 
chronic health conditions.  These include cancer, cardiovascular and 
respiratory diseases, hospital admissions and death.  The harmful effects on 
children were highlighted as including illness and diseases (especially 
respiratory illnesses) such as asthma, middle ear disease, bacterial meningitis 
and hospital admissions.  The Royal College of Physicians of Edinburgh, in 
their submission, stated that: 

“It is estimated that over 4,000 new cases of respiratory infection, 
wheeze and asthma in Scottish children could be avoided every year 
by reducing the exposure of children to passive smoking.” 

British Heart Foundation also noted that there is evidence to suggest that 
second-hand smoking is “associated with medical risk factors for 
cardiovascular disease amongst children.”  This means that if children are 
exposed to second-hand smoking this can affect their cholesterol and other 
factors which are risk factors for them possibly developing cardiovascular 
diseases.  A number of respondents noted that children have smaller airways, 
faster rates of breathing and less developed immune systems so are more 
vulnerable to effects of SHS (e.g. Youthlink, NHS Health Scotland, British 
Lung Foundation).   

Children in Scotland and YouthLink also mentioned that the Bill supported 
Article 24 of the United Nations Convention on the Rights of the Child 
(UNCRC) which states that: 

“Children have the right to good quality health care – the best 
possible health care possible – a clean and safe environment, and 
information to help them stay healthy.”   

Children in Scotland believe that children’s health must be protected through 
preventative measures as far as practicable and this Bill is one of these 
measures.   

Other issues 

A few respondents felt that legislation was required to address this issue of 
second-hand smoke in the car because if it was left to drivers to decide they 
would continue to smoke in the car because of their addiction to nicotine (e.g. 
NHS Fife, Asian Consultancy on Tobacco Control, Scottish Smoking 
Cessation Co-ordinators’ Group). 

Some submissions including NHS Ayrshire and Arran, British Lung 
Foundation and NHS Fife quoted the recent Scottish Schools Adolescent 
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Lifestyle and Substance Use Survey, SALSUS.  This survey reported that in 
2013 22% of 13 and 15 year olds in Scotland were exposed to second-hand 
smoke in cars at least ‘sometimes, with 7% reporting exposure during  
‘all/most of their car journeys.   

A number of respondents pointed out that children are less likely to have 
choices over transport options or be able to remove themselves from the 
situation (e.g. MRC2, NHS Highland and Highland Council, NHS Greater 
Glasgow and Clyde, Royal Pharmaceutical Society in Scotland).  A few 
respondents, including the MRC, went further to say that children often lack 
power to influence adults’ smoking behaviours. 

The SCOT3, RCPCH4 and ASH Scotland submissions felt that the Bill may 
also assist with reducing the numbers of children and young people who take 
up smoking.  A number of these submissions also noted that prohibiting 
smoking inside cars with children may benefit those from lower income groups 
the most and therefore help with reducing health inequalities.  They felt this 
due to the higher smoking rates in more deprived communities (e.g. SCOT, 
NHS Health Scotland, The Royal Environmental Health Institute of Scotland).  
SCOT’s response to this question was based on evidence from a recent 
paper on this subject (Laverty and Millett, 2014).   

Second-hand smoke and vehicles 

A number of respondents noted that ventilation such as air conditioning or the 
opening of windows does not protect people against second-hand smoke (e.g. 
ASH Scotland, SCOT, University of Aberdeen) and RCPCH felt that the levels 
can be higher in cars than in buildings even if cars are ventilated.  The 
University of Aberdeen’s response noted that in their study of second-hand 
smoke concentration in cars they found that fine particulate matter, (PM2.5), 
which is a biomarker for SHS exposure, reached levels, which are hazardous 
to health and above those found outdoors in some of the most polluted cities 
in the world such as Beijing.   

This was also commented on by NHS Health Scotland, British Heart 
Foundation, Scottish Smoking Cessation Co-ordinators’ Group, MRC and 
Cancer Research UK.  British Lung Foundation, Children in Scotland, Cancer 
Research UK and BMA Scotland also stated that in the confined space of a 
car second-hand smoke can build up quickly to dangerous levels.  It was 
highlighted in a number of submissions that inhaling these concentrations of 
PM2.5 leads to both acute and chronic respiratory and cardiovascular effects.   

Other benefits 

A few submissions, for example SCOT, BMA Scotland and RAC, also felt 
there were further benefits from the smoking ban in cars, for example 

                                                 
2
 MRC – Medical Research council/Chief Scientist Office and Public Health Sciences Unit, University 

of Glasgow 
3
 SCOT – the Scottish Coalition on Tobacco – a campaigning coalition of 15 health and medical 

organisations that have a shared interest in matters relating to tobacco and health 
4
 RCPCH – Royal College of Paediatrics and Child Health 

http://bmj.com/content/348/bmj.g1720
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reducing levels of the driver distraction and possibly causing a road 
incident/accident from lighting and smoking a cigarette, reduced fire risks and 
reduced litter.  However RAC’s response pointed out that there are already 
adequate laws in place to combat careless driving. 

A few respondents felt that public awareness of the health risks associated 
with SHS exposure is likely to increase as a result of the Bill, if enacted, and 
the media attention surrounding it.  Some also thought the Bill might also help 
to reduce exposure to SHS in the home (ASH Scotland, NHS Greater 
Glasgow and Clyde, University of Aberdeen).  NHS Forth Valley and Glasgow 
City Council felt it would help with “de-normalising” tobacco use. 

Scottish Government‘s Tobacco Strategy 

A few respondents in their submissions noted that that this Bill is in line with 
the Scottish Government’s national tobacco strategy, which includes the 
Scottish Government’s vision for a smoke free Scotland by 2034 and the 
target to reduce children’s exposure to SHS in the home from 12% to 6% (e.g. 
NHS Grampian, the Royal Environmental Health Institute of Scotland, Royal 
Pharmaceutical Society in Scotland, Children in Scotland). 

    

Effectiveness of Bill 

Nearly all of the submissions felt that the Bill would achieve its aim of 
protecting children from the effects of SHS, in a confined space i.e. the car, 
and improve their health through preventing children from developing 
conditions related to SHS.  This could also potentially decrease health care 
costs.  However some of these submissions felt that the legislation would not 
protect children completely from second-hand smoke (e.g. NHS Forth Valley, 
East Dunbartonshire Tobacco Alliance, Glasgow City Council, University of 
Aberdeen).  Some of these respondents highlighted that children and young 
people can still be exposed to second-hand smoke in the home (e.g. NHS 
Forth Valley, University of Aberdeen). 

Previous Legislation 

A number of submissions highlighted evidence from other countries, such as 
Australia and Canada, which had successfully implemented legislation to ban 
smoking in cars with children present and to reduce levels of SHS (e.g. MRC, 
British Heart Foundation, Royal College of Physicians of Edinburgh, SCOT). 

Three respondents commented that the Bill would build upon the success of 
smoke-free legislation such as smoking in public places (MRC, East 
Dunbartonshire Tobacco Alliance and The Royal Environmental Health 
Institute of Scotland). 

NHS Grampian commented that tobacco control legislation, including bans on 
smoking and the application of fixed penalties, is effective in improving health.  
NHS Lanarkshire also commented that smoking bans are known to increase 
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the rate of smoking cessation and quit attempts.  MRC, NHS Health Scotland, 
Cancer Research UK and British Lung Foundation also highlighted that 
legislation regarding seat belts and mobile phone use had been successfully 
implemented and enforced so they could not see a reason why this Bill could 
not be successfully enforced.  Cancer Research UK noted that: 

“…the Department of Health had confirmed that the success of the 
legislation” (smoking ban in private vehicles in England), “would be 
measured in positive behaviour change rather than the number of 
fines given out.” 

Public Support 

British Heart Foundation, ASH Scotland, NHS Health Scotland, MRC, British 
Lung Foundation and Cancer Research UK highlighted that banning smoking 
in cars when children are present has a high level of public support.  For 
example in ASH Scotland’s submission they state that: 

  

“A 2015 YouGov poll it was revealed that 85% of Scottish Adults (72% 
of smokers) agree that smoking should be banned in cars that are 
carrying children under 18.” 

The Law Society of Scotland also felt that the Scottish public support for 
second-hand smoke being a risk to other people’s health and wellbeing 
provides the justification and support for the Bill.  They felt this Scottish public 
support was inferred by the greater compliance than anticipated of the 
Smoking, Health and Social Care (Scotland) Act 2005. 

British Heart Foundation’s response also pointed to the fact that public 
support had grown over time once the legislation, similar to this Bill, had been 
implemented in other countries. 

Enforcement 

A few respondents had concerns over enforcement, but did not see this as 
being a reason for not supporting the Bill (e.g. NHS Forth Valley, RAC, 
YouthLink).  The British Medical Association (BMA) Scotland felt that robust 
enforcement will also be necessary for the legislation to be effective.  One 
individual felt that the Bill itself would be difficult to enforce, much the same as 
it is difficult to enforce the ban on the use of mobile phones while driving.  
Also this individual felt that it would be difficult to accurately assess the age of 
a passenger in a moving vehicle.  The individual however, did believe that the 
Bill, if enacted, would have an impact on passive smoking levels. 

This is similar to the submission by The Law Society of Scotland which 
thought the Bill would be difficult to enforce.  The Law Society of Scotland in 
its submission suggests that enforcing the ban could be challenging in certain 
circumstances.  For example; 
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 when the car is moving, 

 conditions of very heavy traffic, or 

 when more than one person is smoking in the car the enforcing 
officers would need to see both the offence taking place and ascertain 
the age of any child/children or young people present. 

The BMA Scotland submission also felt it would be difficult to assess a child’s 
age. 

Concern for children 

Scottish Smoking Cessation felt that parents usually have more concern for 
the health of their children than their own health so parents who would usually 
smoke in their vehicles would accept the measure to improve the health of 
their children.  A number of submissions highlighted that because the focus of 
the Bill was children and young people it was more likely to be publicly 
supported. 

Changes to the Bill 

In the call for evidence respondents were asked if there was anything in the 
Bill they would like to change. There were 29 submissions who responded to 
this question.  15 of the submissions felt that nothing needed to be changed in 
the Bill.   

Third-hand Smoke 

NHS Highland and Highland Council, NHS Fife and Scottish Smoking 
Cessation Co-ordinators’ Group, in their submissions, feel that the Bill does 
not go far enough.  For example the current Bill would allow a parent to 
smoke a cigarette on the way to picking up a child.   

The Bill could therefore potentially lead to increased exposure to SHS through 
increased hand to mouth contact and third-hand smoking (the remnants of 
cigarette chemicals left after smoking ) risks for children.  This is based on 
evidence produced in a scientific journal paper in 2006 which found that levels 
of PM2.5 did not return to the original level until 25 minutes after the cigarette 
was extinguished.  All of these responses suggested that a national 
awareness campaign of the dangers of smoking in vehicles before a child or 
young person gets into the vehicle would need to be taken.  East 
Dunbartonshire Tobacco Alliance suggested this could be tackled by 
providing guidance or incorporating regulations into the Bill to state that an 
adult should not smoke in a car half hour prior to a child entering the car.  The 
Law Society of Scotland also felt that third-hand smoke should be considered 
further. 

Two submissions (Royal Pharmaceutical Society in Scotland and Children in 
Scotland) felt that e-cigarettes should be included in the scope of the Bill. 
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Remedial Course 

ASH Scotland and Asian Consultancy on Tobacco Control felt that for first 
offenders the option of a remedial course with quit smoking counselling might 
be offered as an alternative to a fine.  NHS Borders also felt that compulsory 
education sessions for offenders about the health effects of SHS on children 
should be considered rather than fixed financial penalties, particularly for 
persons from deprived backgrounds.  In their submission ASH Scotland also 
wanted to see the number of successful prosecutions and fines being made 
public in order to act as a deterrent. 

Other measures 

The Royal College of Physicians Edinburgh felt that legislation should be 
accompanied by other measures such as providing information, education 
and persuading people in Scotland to take action to reduce other people’s 
exposure to SHS.  The Law Society of Scotland agreed with this view as well 
as measures to prevent smoking by the person.  This view was also 
expressed by Glasgow City Council, who commented that smoking cessation 
work should be proportionally targeted towards areas of higher smoking 
prevalence.  NHS Lanarkshire and the BMA believe that a high-profile 
advertising or mass media campaign is required to accompany the legislation 
for it to be effective.    

Cancer Research UK in its submission commented that evidence had 
suggested that educational campaigns together with legislation can be very 
effective in changing behaviour.   

 

Other issues 

Other suggested changes included: 

 One individual response suggested the age limit should be sixteen rather 
than eighteen. 

 Children in Scotland in its response felt that the Bill should be linked to 
health inequalities. 

 NHS Tayside suggests that as research around tobacco and health 
develops, for example e-cigarettes, the Bill should contain a statement 
about amending the legislation as a result of new evidence.  

Enforcement of the proposed legislation 

Of the 35 submissions who supported the Bill, 30 submissions responded to 
this question on who should have responsibility for enforcing it. 
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Police Scotland 

The majority of submissions (29) felt that Police Scotland, i.e. road traffic 
officers, should have responsibility for enforcing the legislation.  A number of 
submissions held this opinion because they believed that Police Scotland has 
the resources to enact the legislation and would be able to enforce the 
measure while engaging in routine activities (e.g. NHS Highland and Highland 
Council, NHS Fife, ASH Scotland, SCOT, Scottish Smoking Cessation Co-
ordinators’ Group, The Law Society of Scotland). 

Some respondents including Glasgow City Council, British Lung Foundation 
Scotland and South Lanarkshire Council, The Royal Environmental Health 
Institute of Scotland, and The Law Society of Scotland noted that, as the Bill 
will create a new criminal offence and Police Scotland is the sole legal 
authority to stop moving vehicles in Scotland, it should have responsibility for 
enforcing this legislation.  They also pointed to the fact that Police Scotland 
has experience of enforcing similar car safety offences such as using mobile 
phones while driving (e.g. NHS Ayrshire & Arran, University of Aberdeen, 
NHS Fife, British Lung Foundation Scotland, ASH Scotland, NHS Greater 
Glasgow and Clyde).  The submission by British Lung Foundation Scotland 
suggested that in other jurisdictions where this type of legislation has been 
enacted, for example in Australia and Canada, the police have been 
responsible for enforcement. 

Sole responsibility 

There was some disagreement over whether Police Scotland should have 
sole responsibility for enforcement of the Bill and Police Scotland has 
concerns over being the sole enforcement authority for the Bill.   

It suggested that if it is a public health issue then “is it proportionate or 
necessary to justify the use of limited police resources to enforce it?” 

For example Police Scotland claims it will have to divert attention from the 
“Force Priorities” such as Organised Crime and Counter Terrorism.  Also the 
work of road policing officers is to focus on road casualties and tackling road 
crime not on addressing public health issues.   

The legislation may prompt members of the public to report observed offences 
to the police which would mean a police investigation in to the circumstances 
(Police Scotland).  Police Scotland posed the question as to whether this is a 
good use of limited police resources to investigate a public health issue. 

As outlined above, Police Scotland accepts that due to the nature of the 
offence the police may have to take some responsibility for enforcement.  
However Police Scotland suggested that the role of authorised Council 
officers be extended so that local authorities may share responsibility for 
enforcement. 
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Local authorities 

Three submissions, (e.g. NHS Health Scotland, NHS Fife and ASH Scotland), 
suggested using environmental health officers in local authorities, because 
second-hand smoke in vehicles falls under the functions of Environmental 
Health Departments.  However they felt that this could put an additional 
burden on local authorities so thought that Police Scotland was best placed to 
enforce the legislation.  Children in Scotland also felt that this Bill should be 
enforced by Environmental Health Officers because the breach is a public 
health offence rather than a motoring offence. 

  

In their submissions the Royal Environmental Health Institute of Scotland and 
The Law Society of Scotland suggest appropriate local authority officers, such 
as environmental health officers be given powers to enforce the Bill.  For 
example, they could act where the vehicle is parked and/or support Police 
Scotland during enforcement operations.  The Royal Pharmaceutical Society 
in Scotland also suggested the consideration of local authority options for 
enforcement. 

The British Lung Foundation Scotland stated in its submission that: 

“In the regulations banning smoking in cars carrying children in 
England local authorities have also been tasked with helping police to 
enforce this law, by monitoring stationary vehicles.” 

However the British Lung Foundation still felt that in England the police should 
have primary responsibility for enforcement of the legislation (British Lung 
Foundation Scotland). 

NHS Grampian in its submission suggested considering the use of 
Community Wardens to enforce the Bill where vehicles are stationary. 

Reporting system 

It was suggested by one individual response that a reporting system should 
be implemented to enable teachers, social workers etc. to have the ability to 
report suspicions.  The reporting system should not carry any penalty, but 
should trigger cessation support, with leaflets being sent to the parent who 
breached the legislation.  It was also indicated in an individual response that 
they hoped that responsible adults who witness smokers in vehicles with 
children should report the crime to the police.  East Dunbartonshire Tobacco 
Alliance also felt that other ‘partners’ such as local authorities, NHS and local 
tobacco alliances could support the promotion of compliance with the 
legislation to the wider community.  This is similar to the response from 
Cancer Research UK which also suggested using local authority officers to 
deal with offences when information and advice fail to have an effect.   
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Exempt vehicles  

In the call for evidence respondents were asked what type of vehicle should 
be exempt from the legislation.  The majority of submissions agreed with the 
exemptions as stated in the Bill.  The provisions within the Bill also apply to 
convertibles with the roof down, but motor cycles, mopeds, powered bicycles, 
scooters and mobility aids are excluded.  Subject to meeting certain criteria, 
vehicles used as people’s homes are exempt from the Bill. 

Living accommodation 

A number of submissions agreed that vehicles being used for “human 
habitation” or living accommodation should be exempt from the Bill (e.g. NHS 
Forth Valley, MRC, Youthlink, NHS Health Scotland, Glasgow City Council , 
SCOT, Cancer Research UK, The Law Society of Scotland).  Some of these 
submissions went further to state that vehicles which are people’s homes 
should only be exempted when they are stationary and not when being used 
for travel (e.g. The Royal College of Physicians of Edinburgh, British Lung 
Foundation, NHS Fife).  East Dunbartonshire Tobacco Alliance in their 
submission suggested that the exemption for vehicles being used as living 
accommodation should only be upheld if the vehicle is considered to be a 
permanent home. 

Unenclosed vehicles 

The current Bill does exempt motorbikes, but not convertibles.  A number of 
the submissions agreed with the Bill i.e. that convertibles should not be 
excluded.  For example East Dunbartonshire Tobacco Alliance and the 
University of Aberdeen in their submissions queried the possibility of 
excluding convertibles with the top down because it would be too difficult to 
enforce.  The University of Aberdeen and Children in Scotland felt that the Bill 
would be confusing if convertibles with the roof down were excluded from the 
Bill.  

They also stated in their submission that from a scientific point of view it is 
difficult to understand why any enclosed space within any vehicle would be 
exempt.  They state one of the reasons for including convertibles as follows: 

“the child passenger may be within the near field of the cigarette (i.e. 
within 1 metre) and in these ranges the amount of air exchange or 
ventilation will have limited impact on concentration reduction.” 

However some submissions felt that vehicles which are not enclosed such as 
motorbikes, and in particular convertibles with the roof fully down should be 
excluded from the Bill (e.g. NHS Ayrshire and Arran, Glasgow City Council 
and British Lung Foundation Scotland, ASH Scotland). ASH Scotland also 
stated that convertibles with the roof fully down being exempt from the Bill 
aligns with the legislation agreed in England and Wales.      

NHS Greater Glasgow & Clyde felt that inclusion of a convertible car in the 
Bill’s provisions needs to be better explained. 
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Defence provisions 

In the call for evidence respondents were asked about the defence clause in 
the Bill. The Bill includes the defence that the person smoking reasonably 
believed that the other occupants of the vehicle were 18 or over.  24 
submissions out of the 35 submissions that supported the Bill included a 
response to the question on defence provisions. 

   

Five of the 24 submissions supported the defence as it stood and felt that the 
defence was reasonable (South Lanarkshire Council, Scottish Smoking 
Cessation Co-ordinators’ Group, NHS Greater Glasgow and Clyde, NHS 
Lanarkshire and Police Scotland).  The Smoking Cessation Co-ordinators’ 
Group felt it would not be a problem for the driver to ask their passenger to 
confirm their age. 

Changes to the defence provisions 

East Dunbartonshire Tobacco Alliance, NHS Forth Valley and The Royal 
Environmental Health Institute of Scotland disagreed with this 
statement/defence and believed that the onus is on the driver or person in 
control of the vehicle to be aware of the ages of the occupant.  The Law 
Society of Scotland also felt that the driver should take responsibility to ensure 
no person smokes in the vehicle while a child is present.  In its response it 
suggested that a statutory defence such as “the driver took all reasonable 
steps to ensure that the offence was not committed to any passenger in the 
vehicle” should be included rather than the current defence. 

 

MRC, ASH Scotland, SCOT in their submissions believe that the focus of the 
offence should be on the person smoking rather than on the driver, believing 
that “where the driver is implicated they should be permitted to present a 
defence that: 

“the driver, by reason of driving the vehicle, was unable to prevent 
another individual from smoking in the car, and the driver made all 
reasonable efforts to prevent the offence.” 

It was suggested that before any offender under the age of 18 is referred to 
court or prosecuted, due consideration should be given to whether or not it is 
in the public’s interest to do so (ASH Scotland). 

Children in Scotland also believes that the Bill should not include the present 
defence, but instead that the responsibility for confirming other occupants 
being under 18 lies with both the person smoking and the driver.   

Glasgow City Council, University of Aberdeen and Asian Consultancy on 
Tobacco Control also did not think it would work as a defence and therefore 
should not be included in the Bill. 
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East Dunbartonshire Tobacco Alliance felt that by including a statutory 
defence there will be confusion as to what “reasonably believed” legally 
means. NHS Health Scotland suggested the inclusion of a “need to ask if they 
look under 25” clause. 

NHS Ayrshire and Arran, NHS Forth Valley, NHS Health Scotland and NHS 
Greater Glasgow and Clyde felt that it was unlikely or rare that the driver 
would not know that the other occupants of the vehicle were under 18.  These 
submissions did not say whether they supported the defence statement or 
not. 

NHS Grampian in its submission felt that the driver would have to have made 
a demonstrable effort to check that no one under 18 is in the vehicle. 

RAC, in its submission, felt that there will be occasions where drivers are 
unaware of the age of passengers travelling with them.  According to the Bill 
and supporting documentation a driver can argue that they were unaware of 
the age of their passengers in court although they would have already been 
issued with a fixed penalty notice.  In its submission RAC claims that 
procedure could be distressing and time consuming for drivers who have 
been innocently caught out by a passenger who may look over 18 but is in 
fact 17 years of age. 

RAC is concerned about the certain provisions on automatically issuing FPNs 
(fixed penalty notices) for drivers who have no knowledge of the age of drivers 
within their cars. 

 

Other issues 

Driver 

Cancer Research UK and British Lung Foundation felt that it should be the 
driver of the vehicle who takes responsibility of the fine for the offence 
because the driver is the person having management or control of the vehicle.  
An individual response and NHS Ayrshire and Arran felt it should be all 
smokers within the car (including newly qualified 17 year old drivers) not just 
the driver. 

Vulnerable Persons 

The BMA Scotland, The Law Society of Scotland and NHS Tayside in their 
submissions felt that the Bill should not be about age but about stopping 
vulnerable persons including adults being exposed to SHS. The BMA 
therefore thought that it should be an outright ban on smoking in vehicles and 
they also felt that it would be easier to enforce if it was an outright ban. 
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FACEBOOK COMMENTS 

As part of the Health and Sport Committee’s call for evidence on this Bill the 
public had the ability to submit views through Facebook. The views submitted 
on Facebook are very similar to what the evidence says in the bill briefing and 
this summary of written evidence.   A summary of the Facebook comments 
can be found in Annexe 1. 

Louise Rennick 
SPICe Research 
04 June 2015 
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ANNEXE 1 – SUMMARY OF FACEBOOK COMMENTS  

The Health and Sport Committee issued a call for evidence on the 28th April 
on the views on the Smoking Prohibition (Children in Motor Vehicles) 
(Scotland) Bill.  This included the ability to submit views through Facebook. 

The views submitted on Facebook are very similar to what the written 
submissions say. 

There were a few responses on Facebook where people raised the issue that 
parents did not understand the connection between children who have coughs 
and smoking in cars.  Some respondents felt that this was a form of child 
abuse. 

Although the majority of respondents agreed that smoking in cars where 
children are present was wrong and should not happen, they did not all agree 
that legislation i.e. this Bill, was the best method of addressing the issue.  
They felt that providing information was a better method and that parents 
would use common sense and make their own decision when smoking in cars 
with children in them.   

Some respondents went further and felt that it should be the decision of the 
parents when and if they smoke in the cars.  The felt that again the 
government or the state was deciding for the people, in this case parents 
smoking in cars, and questioned where it would end.  They felt it was an 
infringement of their freedom and their civil liberties claiming we are not a 
‘nanny state’ and it should be left up to parents. 

Out of the respondents who felt that it should be illegal, i.e. banned, some 
thought this was because a car was an enclosed space.  Other respondents 
felt it should be illegal because of the evidence that secondary smoke is 
damaging to health. 

The issue of smoking while driving was raised i.e. careless driving causing 
incidents and the fact that it was a fire hazard. 

There were some respondents who felt that car fumes from running engines 
were worse for you than smoking in cars.  Other respondents thought there 
was air recycling in modern cars, which recirculates and filters the air 
including windows so is less likely therefore to damage children’s health. 

Some respondents did not agree with the smoking ban because they felt it 
had not harmed them as a child. 

The other main issue was about how the bill would be enforced.  Some 
respondents on Facebook suggested that existing laws cannot be enforced 
for example they felt that the use of mobile phones while driving was not 
being effectively enforced. 
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Note: Committee briefing papers are provided by SPICe for the use of Scottish 
Parliament committees and clerking staff.  They provide focused information or respond 
to specific questions or areas of interest to committees and are not intended to offer 
comprehensive coverage of a subject area. 
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