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PUBLIC AUDIT COMMITTEE

 
AGENDA

 
2nd Meeting, 2013 (Session 4)

 
Wednesday 30 January 2013

 
The Committee will meet at 9.30 am in Committee Room 5.
 
1. Decision on taking business in private: The Committee will decide whether to

take items 5, 6 and 7 in private.
 
2. Section 23 report - Prescribing in general practice in Scotland: The

Committee  will  take  evidence  on  the  Auditor  General  for  Scotland's  report
entitled "Prescribing in general practice in Scotland" from—

 
Caroline Gardner, Auditor General for Scotland;
 
Barbara Hurst, Director, and Tricia Meldrum, Portfolio Manager,
Performance Audit Group, Audit Scotland.
 

3. Section 23 report - Health inequalities in Scotland: The Committee will take
evidence  on  the  joint  Auditor  General  for  Scotland  and  Accounts  Commission
report entitled "Health inequalities in Scotland" from—

 
Professor Graham Watt, Norie-Miller Professor (General Practice and
Primary Care), University of Glasgow, and Coordinator of GPs at the Deep
End;
 
Dr Susan Langridge, GP, Possilpark Health Centre;
 
Dr Peter Cawston, GP, Drumchapel Health Centre;
 
Elaine Egglestone, Health Visitor, Govanhill Health Centre;
 

and then from—
 

Dr Linda de Caestecker, Director of Public Health, and Dr Anne Scoular,
Consultant in Public Health, NHS Greater Glasgow and Clyde Health.
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4. Section 23 report - NHS financial performance 2011/12: The Committee will
consider correspondence from the Scottish Government and the Auditor
General for Scotland on the Auditor General for Scotland's report entitled "NHS
financial performance 2011/12".

 
5. Consideration of approach - Prescribing in general practice in Scotland: 

The Committee will consider its approach to the Auditor General for Scotland's
report  entitled "Prescribing in general  practice in Scotland",  and take evidence
from—

 
Caroline Gardner, Auditor General for Scotland;
 
Barbara Hurst, Director, and Tricia Meldrum, Portfolio Manager,
Performance Audit Group, Audit Scotland.
 

6. Consideration of evidence - Health inequalities in Scotland: The Committee
will consider the evidence received at agenda item 3, and take evidence from—

 
Caroline Gardner, Auditor General for Scotland;
 
Barbara Hurst, Director, and Phil Grigor, Project Manager, Performance
Audit Group, Audit Scotland.
 

7. Scotland Act 2012: The Committee will consider its approach to reporting on
the audit arrangements for the Scottish rate of income tax powers arising from
the Scotland Act 2012.

 
 

Roz Thomson
Clerk to the Public Audit Committee

Room T3.60
Scottish Parliament

Edinburgh
Tel: 0131 348 5390

Email: pa.committee@scottish.parliament.uk
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The papers for this meeting are as follows—
 
Agenda item 2  

Auditor General for Scotland briefing paper PA/S4/13/2/1

Auditor General for Scotland report PA/S4/13/2/2

Agenda item 3  

PRIVATE PAPER PA/S4/13/2/3 (P)

Written submissions - GPs at the Deep End and the Scottish
Government

PA/S4/13/2/4

Agenda Item 4  

Note from the Clerk including correspondence from the
Scottish Government and the Auditor General for Scotland

PA/S4/13/2/5

Agenda item 7  

PRIVATE PAPER PA/S4/13/2/6 (P)

 

http://www.audit-scotland.gov.uk/docs/health/2013/nr_130124_gp_prescribing.pdf
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SCOTTISH PARLIAMENT PUBLIC AUDIT COMMITTEE 
 
WEDNESDAY 30 JANUARY 2013 
 
REPORT BY THE AUDITOR GENERAL FOR SCOTLAND 
 
PRESCRIBING IN GENERAL PRACTICE IN SCOTLAND 
 

 

1. The report by the Auditor General on prescribing in general practice was published on   

24 January 2013. It assesses the value for money of prescribing in general practice, 

which accounts for almost £1 billion of NHS spending a year.  

2. Key messages from the report are: 

 The NHS has improved how it manages prescribing in general practice. The quantity 

of drugs prescribed increased by 33 per cent between 2004/05 and 2011/12. 

Spending on drugs fell by 11 per cent in real terms over the same period, to £974 

million. This compares with a 50 per cent real-terms increase in spending over the 

seven-year period prior to 2004/05. 

 There is scope to make further potential annual savings of up to £26 million without 

affecting patient care. NHS boards can achieve this by reducing unnecessary waste; 

reducing the use of drugs considered less suitable for prescribing; increasing generic 

prescribing; and only prescribing more expensive versions of drugs to those patients 

with a clinical need for them. In addition, we estimated the potential annual savings 

from drug patents that expire in 2012/13 to be at least £86 million. 

 NHS boards have access to good quality information about GPs' prescribing patterns, 

and prescribing support staff are using these data to support GPs in making good 

clinical and cost-effective decisions about prescribing. All GPs get regular feedback 

on their prescribing and most GP practices have direct support from pharmacists 

funded by their NHS board. 

 The age of patients and their relative level of deprivation have a significant effect on 

the amount of drugs prescribed. Over 900,000 people in Scotland over the age of 50 

are taking four or more different drugs. People taking many drugs have an increased 

risk of side effects from their drugs and, in some patients, the combination of drugs 

taken together could have an adverse effect on their quality of life. GP practices 

serving the most deprived areas prescribe on average 46 per cent more drugs per 

head of population than those in the least deprived areas. 
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Public Audit Committee 
 

2nd Meeting, 2013 (Session 4),  
 

Wednesday 30 January 2013 
 

Health Inequalities – Written Evidence 

 

1. Please find attached at Appendix 1, further written evidence from the Scottish 
Government, following up on issues raised during oral evidence at the Committee 
meeting on 19 December 2012. Each item includes the extract of the Official 
Report of 19 December where the Scottish Government has offered to come 
back with further evidence followed by the Scottish Government’s response. 

2. Attached at Appendix 2, is written evidence from GPs at the Deep End, along 
with an article from the British Medical Journal entitled Deprivation and 
volunteering by general practices: cross sectional analysis of a national primary 
care system. 
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Appendix 1 
 
FURTHER WRITTEN EVIDENCE – SCOTTISH GOVERNMENT 
 
Issue 1: 
Official Report Extract 
Derek Feeley: One of the issues with exhibit 10 and exhibit 11, which shows our 
own figures, is what is included and what is excluded. For example, exhibit 10 is 
largely Scottish Government spending on health improvement and the public health 
domain—it does not include things such as the family-nurse partnership initiative, 
which is very much aimed at addressing health inequalities, or the QOF payments, 
which are, in some respects, also aimed at addressing health inequalities. There is 
always an issue about what to include and what to exclude. 
 
None of those numbers will reflect the fact that much of our health spending is made 
according to need and, as we heard clearly from the Auditor General, Mary Scanlon 
and others, need is significantly greater in deprived areas. Therefore, in the overall 
health budget, a significant proportion will be allocated to deprived communities. 
 
We could carry out the comparative analysis, look at what is in these allocations and 
extrapolate them, but I am not sure that it would give us a strong signal about 
whether we would be likely to improve health inequalities. 
 
The Convener: It might not but surely the evidence in the report shows that although 
some central allocations are made with an element of consideration of need it is not 
possible to demonstrate how that translates into distribution on the ground. If the 
Scottish Government is making allocations centrally with that in mind, what do you 
intend to do to ensure that at health board and CHP level—and perhaps more locally 
than that—funds follow need, which is surely the intention of central Government 
when it makes the allocations in the first place? 
 
Scottish Government’s Response: 
Whilst it is for individual NHS Boards to make decisions on the internal allocation of 
funding flows we do have a number of means by which we can track outcomes and 
to some extent help to influence the distribution of resources. For example the 
Scottish Public Health Observatory published a review1 of equality health data needs 
in September 2012 in fulfilment of recommendation 74 of Equally Well.  The report 
made a number of recommendations aimed at the NHS and Government many of 
which are being taken forward to improve the quality of experience of all users of the 
NHS by helping ensure resources are better targeted.  In addition we have amended 
some of our HEAT targets, (e.g. smoking cessation, breastfeeding) so that they have 
a greater focus on deprived communities and groups which helps ensure that 
resources are targeted appropriately.  NHS Boards are developing innovative new 
ways to deliver preventative services in these communities. We also publish annually 
long-term indicators of health inequalities which help us monitor outcomes and 
contribute to our understanding of the impact we are having. 
 

                                                           
1
 http://www.healthscotland.com/documents/6046.aspx 

 

http://www.healthscotland.com/documents/6046.aspx
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Issue 2: 
Official Report Extract 
Mary Scanlon: I have a supplementary question on exhibit 11, which I note shows 
that there has been a small increase in funding for 
“Harms to health and well-being: alcohol, drugs, violence”, 
and for “Early years and young people”. 
 
However, the exhibit shows that the budget for “Health and well-being ... diet and 
physical activity, health checks, smoking” has been cut; and that the budget for 
“Physical environments and transport”—the area that Mr Feeley just mentioned—has 
been cut by £6 million; and the budget for “Poverty and employment” has been cut 
by £5 million. So, if Sally Macintyre identified those issues in a report five years ago, 
why are you cutting the specific budgets for them? 
 
Derek Feeley: I cannot speak to all those budget lines as I am not the accountable 
officer for all of them and I certainly do not have all the detail. However, if it would 
help the committee, we can do the forward comparison of what is in those particular 
budget lines. 
 
Scottish Government’s Response: 
Exhibit 11 is taken from a table in Equally Well which was more detailed and trying to 
illustrate the range of activity that the Government was undertaking to tackle health 
inequalities.  Because many of these projects were new and still in the planning 
stage or in some cases demand led they did not always include the potential spend 
beyond 2008/09.  For example in the original table in the Equally Well report £13.5m 
is attributed to the likely spend for Minor Ailments in 2008/09.  Nothing was indicated 
for 2009/10 and 2010/11. We now know that an additional £13.5m and £14m was 
spent on Minor Ailments.  There are similar examples throughout the table such as 
the Smarter Choices, Smarter Places project which was in its planning stage and 
had identified a likely spend of around £4m against 2008/09 although it noted in 
Equally Well that there may be future spend.  We now know that £9.2m was spent 
on this project over the three year period.  Therefore the figures quoted by Mary 
Scanlon were always intended to be illustrative rather than definitive and were a 
snapshot at a particular point in time.  I will commission a piece of work that will look 
in more depth and detail at the overall resource devoted to tackling health 
inequalities.  I anticipate that this may take several months and is therefore unlikely 
to report before the summer.  I hope that is acceptable to the committee.    
  
Issue 3 
Official Report Extract 
Mary Scanlon: There has been no cross-working ministerial task force for four 
years. 
Donald Henderson (Scottish Government): Sorry, can I come in? It was before my 
time in my current job, but there was a reconvening in 2010, which I understand was 
less fundamental than the original 2008 inquiry. However, it is broadly every two 
years that ministers have wanted to look at this area. In fact, if it had not been for the 
Audit Scotland inquiry, I think that we would have kick started this work probably a bit 
before the summer rather than a bit after the summer, but we wanted to see where 
the Audit Scotland work was taking us. 
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Mary Scanlon: So since 2008 there has been one meeting of a ministerial task 
force—in 2010. 
 
Donald Henderson: No, there was a reconvening of the process in 2010. 
 
Mary Scanlon: Okay. 
 
Donald Henderson: We can write to you about the details of that. 
 
Scottish Government’s Response: 
The first Ministerial Task Force met on 8 occasions during 2007/08:  
 
3 October 2007 
7 November 2007 
5 December 2007 
9 January 2008 
6 February 2008 
5 March 2008 
2 April 2008 
7 May 2008 
 
The Ministerial Task Force was reconvened 2010 for the purposes of conducting a 
review.  It met three times   
 
12 January 2010 
3 March 2010 
13 April 2010 
 
The Ministerial Task Force was reconvened for a second time for the purposes of 
conducting a review.  So far it has met once on 29 November 2012.  Further 
meetings of the Task Force will be necessary as part of the review process.  
 
Issue 4: 
Official Report Extract 
Mary Scanlon: I do not want to go back, but certainly for 13 years, focusing on 
public health has not been a matter for criticism in this Parliament. I have one simple 
question that I asked earlier about what may not be one of the major strategies, but 
is important nonetheless. What can you do about getting a joined-up information 
technology system between a pharmacist and a GP? 
 
In this age—in this century—with the technology that we have, why does a 
pharmacist have to print off information, get on his bike and take the information to a 
GP because there is no secure email and there is no incentive to carry out health 
checks? Can that be overcome? 
 
Derek Feeley: I am sure that it can be overcome. We have made considerable 
progress over recent years in the electronic transmission of prescriptions, for 
example. Most of that now is done electronically. I do not know where that example 
comes from but I will investigate and I am sure that it can be fixed. 
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Scottish Government’s Response: 
The Scottish Government promotes the sharing of appropriate information, with the 
patient’s consent, between organisations and as such national pharmaceutical 
services are all supported with the appropriate infrastructure to ensure this occurs 
safely and efficiently.  The ePharmacy Programme provides the technology support 
to underpin the community pharmacy contract in Scotland. As part of the programme 
all community pharmacies have been connected to the N3 network and this has also 
provided access to NHSmail.  NHSmail is an email system that allows secure 
exchange of clinical information, including patient identifiable information, between 
NHSmail users. Some pharmacy multiple groups have not taken up the NHSmail 
service, preferring to use their own email systems which carry their individual 
company disclaimers. In this particular case the issue may be that the pharmacy did 
not use NHSmail and therefore could not guarantee the security of the sharing of 
patient data electronically. It appears that this was a local service and therefore not 
supported by the ePharmacy Programme. 
 
The Pharmacy and Medicines Division will consider the possibility of mandating the 
use of NHSmail to support health-related email communications. This would ensure 
a mechanism for sharing information out-with the ePharmacy Programme. In 
addition, they will explore the potential for securing access to resources such as the 
Key Information Summary (KIS) for community pharmacists. 
 
Issue 5: 
Official Report Extract 
The Convener: I will perhaps come back in later to follow up on that point, but I have 
a question for Mr Feeley. In the commentary on the distribution of GPs, the report 
makes the point that there are no whole-time equivalent figures broken down by 
deprivation. Is there any possibility of that level of information becoming available? 
 
Derek Feeley: We can have a look at that. If we can construct even some kind of 
estimate for the committee, we will do that. 
 
Scottish Government’s Response: 
It has not been possible to construct an estimate of whole time equivalent (WTE) 
GPs across Scotland.  Calculating WTE figures for GPs is not straightforward since 
GP practices are virtually all independent contractors and are not employed by 
Health Boards.  However, we will be carrying out a survey of GPs this year which will 
indicate WTE figures for GPs and other practice-based health professionals.  This 
will not be broken down by deprivation.  Most GP practices serve populations living 
in a mixture of areas, some more deprived than others.  In addition, the whole GP 
practice team is important in the delivery of health care, and as independent 
contractors, GPs are free to decide (within the context of the services they must 
provide under contract with Boards) exactly how they set up their operations in terms 
of employing staff to best meet patients’ needs.  Health Boards have a legal duty to 
ensure that GP services meet the reasonable needs of their patient population. 
 
Issue 6: 
Official Report Extract 
Willie Coffey: I sometimes have to remind myself that we are the Public Audit 
Committee, not the Health and Sport Committee. I asked the Auditor General and 
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her team whether there was evidence to show that the investment that has been 
made in dental practices since 2007—in particular, the incentive scheme—had 
resulted in better outcomes for public health. I ask the witnesses to indicate whether 
that is the case. 
 
Derek Feeley: There are better outcomes, but they are spread throughout the 
deprivation deciles because a number of things that we have been doing, such as 
fluoride varnishing, have made a big difference, but they have made a big difference 
for everybody. 
 
The best thing to do is to offer to write to the committee with whatever evidence 
exists about what that additional investment has bought. It has been part of a 
broader programme to improve dental outcomes in Scotland, so I fear that it would 
be difficult to identify cause and effect in relation to the investment. 
 
Scottish Government’s Response: 
I said at the time of my appearance that it is particularly problematic to attribute the 
effect of specific programmes of investment on outcomes and I stand by that 
observation. However the following areas are most likely to have been particularly 
responsive to additional investment in dentistry.   
 
Patient Registrations2 
Between the quarter periods ending March 2007 to March 2012 the number of 
people registered for NHS dental services in Scotland increased by almost 60 per 
cent. We have also observed growth of 10.6 per cent in registrations of patients with 
postcode addresses from the most deprived category between the quarter periods 
ending March 2010 to March 20123, compared with around 9 per cent growth for the 
whole population over the same period. This is a welcome development showing that 
registration rates are improving amongst people from more deprived backgrounds. 
More information is available at the following link: 
 
http://www.isdscotland.org/Health-Topics/Dental-Care/General-Dental-
Service/registration-and-participation.asp 
 
Dental Health Outcomes  
In describing progress on dental health outcomes I would like to refer the committee 
to a recent report by the National Dental Inspection Programme (NDIP) for 2012. 
The programme is carried out each year, alternating between P1 and P7 
schoolchildren. The exercise is sufficiently large to guarantee statistically-robust data 
at NHS Board level. The 2012 Report constitutes the latest in a series of reports with 
comparable data going back to 1988. It is an excellent resource for providing an 
insight into what progress has been made in improving the oral health of this 
important target population. 

                                                           
2
 The committee should be aware that the publication of registration data for the quarter period ending 

September 2012 has been delayed. ISD have identified a problem with duplicate registrations and are 

also investigating historical data. The intention is to publish correct figures as early as possible during 

February 2013. 

 
3
 Information by SIMD is only available from March 2010. 

http://www.isdscotland.org/Health-Topics/Dental-Care/General-Dental-Service/registration-and-participation.asp
http://www.isdscotland.org/Health-Topics/Dental-Care/General-Dental-Service/registration-and-participation.asp
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The 2012 Report covers a range of areas. I will summarise a few highlights: 

 The proportion of P1 children with ‘no obvious decay experience’ was 67 per 
cent in 2012. This compares with 64 per cent in 2010, and 57.7 per cent in 
2008. In 2003 the figure was 44.6 per cent. 

 All NHS Boards for the first time in 2012 met the national target that 60 per 
cent of P1 children should have ‘no obvious decay experience’. The target 
was reached at a Scotland level in 2010. 

 
I also understand that preliminary work relating to dental general anaesthesia data 
for the period 2002-11 in Scotland show an overall reduction in general anaesthesia 
for dental extractions. This is encouraging given the continuing investment in oral 
health initiatives.   
 
Health Inequalities 
The NDIP programme has some good news to report on this issue. By stratifying the 
sample of P1 children into equal parts of 10 per cent of the population, with those 
with the worst tooth decay in the bottom 10 per cent and those in best oral health in 
the top 10 per cent, the 2012 Report was able to show that inequality, in terms of 
tooth decay, in the P1 age group has fallen (and quite significantly between 2008 
and 2012).  
 
Stratifying the same sample by SIMD shows that while there has been clear 
progress across all deprivation categories, the proportion of children with no dental 
decay in the most deprived category continues to lag well behind those in the least 
deprived (see table below). One consolation is the improvement in this particular 
measure between 2008 and 2012 in the most deprived category is comparable with 
the least deprived. 
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 % of Children with No Tooth Decay 

  2008 2010 2012 

SIMD 1 (most deprived) 42.2 46.5 50.5 

SIMD 2 52.2 58.5 62.1 

SIMD 3 58.6 64.5 68.1 

SIMD 4 67.7 73.7 75.5 

SIMD 5 (least deprived) 73.1 78.7 81.2 

 
The 2012 NDIP Report is available at the following link: 
http://www.isdscotland.org/Health-Topics/Dental-Care/National-Dental-Inspection-
Programme/ 
 
Childsmile Practice Programme 
The Childsmile practice programme is designed to improve the oral health of children 
from birth by working closely with dental practices. The programme aims to provide a 
continuous care service from six months of age that includes (a) oral health advice 
(b) annual dental check-ups and treatment and (c) twice-yearly fluoride varnish 
applications from two years of age. 
 
The programme was rolled-out from October 2011 and supported by £2m of 
dedicated funding per annum. Dental practices will receive payments on a capitation 
and fee for item of service basis. Importantly, payments are heavily skewed to those 
patients with a postcode from SIMD 1, 2 and 3; a weighted capitation payment 
remunerates dental practices by 3:1 in favour of patients from the lowest three 
deprivation categories. 
 
While the programme is too new to have any meaningful bearing on the NDIP 2012 
Report, the expectation is that this will incentivise practices to target children from 
more deprived areas with consequential improvements in dental health. The 
preliminary data from the programme is encouraging with 84 per cent of independent 
contractor GDS practices delivering Childsmile interventions.   
 
 
  

http://www.isdscotland.org/Health-Topics/Dental-Care/National-Dental-Inspection-Programme/
http://www.isdscotland.org/Health-Topics/Dental-Care/National-Dental-Inspection-Programme/
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Appendix 2 
 
WRITTEN EVIDENCE SUBMITTED BY GENERAL PRACTITIONERS AT THE 
DEEP END 
 
The flat distribution of general practitioners in Scotland, in contrast to the steep 
social gradient in health needs, combined with dysfunctional links between general 
practice and other parts of the NHS, are principal causes of the inverse care law in 
Scotland, a partial explanation of 20 years of failure in addressing inequalities in 
health and a major obstacle as NHS Scotland searches for effective, affordable ways 
of delivering integrated care for the increasing numbers of people with multiple 
health and health-related problems. The status quo is a recipe for widening health 
inequality, as the NHS fails to deliver needs-based care, especially in areas of 
blanket deprivation. 
 
Note 
General Practitioners at The Deep End comprise about 360 general practitioners 
working in 100 general practices and serving the most deprived patient populations 
in Scotland. Prior to 2009, they had not been convened or consulted in the history of 
the NHS. 
 
Attached paper 
Mackay D Sutton M Watt G. Deprivation and volunteering by general practices: cross 
sectional analysis of a national primary care system. BMJ 2005;331:1449-51.  
 
The distribution of NHS resources should better reflect the epidemiology of 
multimorbidity in Scotland, including its earlier onset in deprived areas 
 
A recent Lancet paper (1) showed :- 
 
Multimorbidity (2 or more conditions) is the norm in Scottish patients over 50.  
 
Although multimorbidity is most common in older people, most people with 
multimorbidity in Scotland are under 65.  
 
Multimorbidity occurs most frequently in deprived areas, 10-15 years earlier than in 
affluent areas.  
 
There are only small differences between affluent and deprived patient groups in the 
prevalence of multimorbidity over 80 years of age.  
 
The most common co-morbidity in deprived areas is a mental health problem.  
 
Further analyses of the primary care data on which the Lancet paper was based 
shows that the prevalence of multimorbidity in general practices serving the most 
deprived fifth of the Scottish population is about one third higher than in practices 
serving the most affluent fifth of the population. Although there are more elderly 
patients with multimorbidity in practices serving affluent areas, the numbers are 
fewer than the numbers of middle-aged patients with multimorbidity in practices 
serving deprived areas. 
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It is important to note that these epidemiological studies, describing multimorbidity in 
terms of two or more medical conditions, are likely to underestimate the frailty 
associated with multimorbidity in old age and the social problems associated with 
multimorbidity in deprived areas (2). 
 
Better integrated care for patients with multimorbidity and complex social 
problems can prevent or postpone emergencies, improve health and prolong 
independent living. 
 
Modern health care improves population health, not only via the mass delivery of 
evidence-based medicine, as incentivised by the Quality and Outcomes Framework 
(QOF) of the general practitioner contract, but also via the unconditional continuity 
of coordinated care provided for all patients, but especially for patients with multiple 
problems, whatever combination of problems they may present. 
 
While there is high quality evidence of the effectiveness of many clinical 
interventions for single conditions (as in the QOF), there is much less evidence 
concerning the effectiveness of integrated care for multimorbidity. A major reason for 
this is that until recently there has been very little research on multimorbidity. 
Patients with multimorbidity have been largely excluded from most of the studies on 
which the QOF is based. 
 
Recent Practice Team Information (PTI) data from the Information Services Division 
(ISD) show that only 12% of patient encounters in general practice concern QOF 
conditions (3). Other Scottish data, published in The Lancet, shows that for all QOF 
conditions, patients with only that condition and no other comprise a small minority of 
patients (1).  Clearly, the QOF provides too narrow a focus to address the multiple 
problems of patients with multimorbidity. 
 
It is axiomatic that fragmented care for patients with multimorbidity (e.g. involving 
selective approaches to patient’s problems by professionals with little prior 
knowledge of the patient, with insufficient time to address patients’ problems, with 
poor links to other professions and services and with no commitment to what 
happens next) is a potent recipe for premature use of emergency medical services. 
 
High quality personalised care for patients with multimorbidity improves life 
expectancy by preventing, delaying and reducing the complications of established 
disease conditions and risks. By definition, this approach can do little to improve 
healthy life expectancy i.e. prolong the period when individuals are free of illness. In 
practice, however, the difference between these two approaches is blurred. Contacts 
with patients provide opportunities for both primary and secondary prevention.  
 
The strength of the general practice model is that it is the only part of the NHS with 
regular and continuing contact with almost the whole of the general 
population. These contacts are almost always based on patients presenting with 
current health problems. Opportunities for preventive activity only arise when current 
problems have been dealt with, when additional time is available and when both 
patients and practitioners have raised expectations. 
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The high prevalence of multimorbidity in deprived areas provides an important 
opportunity for the NHS to prevent, postpone or reduce the complications of these 
conditions, to improve health, to reduce the need for emergency services, to prolong 
independent living and to reduce health inequalities. NHS Scotland fails to do this, as 
well as it could, as a result of the inverse care law. 
 
Policies to address inequalities in health in Scotland must address the inverse 
care law, whereby general practitioners serving deprived areas have 
insufficient time to address patients’ problems. 
 
It is recognised that many health improvement initiatives may have widened 
inequalities in health as a result of differential uptake by different social groups. The 
same perverse process applies to routine NHS care and is exacerbated by the 
inverse care law. 
 
The availability of good medical care tends to vary inversely with the need for it in the 
population served. 
 
The principal cause of the inverse care law in Scotland is the flat distribution of GP 
manpower which is independent of the steep social gradient in need (4).  
 
The inverse care law is explained not by good medical care in affluent areas and bad 
medical care in deprived areas, but by the difference between what primary care 
teams are able to do in deprived areas and what they could achieve if they were 
better supported. 
 
Deprivation increases in a stepwise fashion across deciles of the Scottish population 
with the largest step increase between the ninth and tenth deciles. Independent 
health measures show a steep associated social gradient in prevalence with a 
greater than 2.5 fold increase across deciles of the Scottish population, from the 
most affluent to the most deprived.  
 
On average, deciles of the Scottish population comprise 535,015 people, served by 
105 general practices including 353 whole time equivalent (WTE) general 
practitioners.  
 
Despite the steep gradient of need, the total WTE of general practitioners, including 
non-principals and doctors in training, is 11% higher (437.1 v 392.0) in the more 
affluent half of the population (deciles 1-5) than in the more deprived half (deciles 6-
10)  
 
These published GP WTE data come from 2003, the last occasion when it was 
possible to obtain such data based on a complete national sample. Subsequently the 
NHS has contracted with practices rather than individual GPs, with the effect that 
data on GP whole time equivalents are no longer available. 
 
Subsequently, and as reported in Audit Scotland’s Report Health Inequalities in 
Scotland (5), data on GP WTE have been collected by a voluntary survey, which is 
by definition incomplete and was last carried out in 2009. It is likely that the 2003 
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data provided a more comprehensive picture than more recent surveys. There has 
been no substantial attempt to address this issue in the interim. 
 
Consultation rates 
Recent PTI data (3) show a pattern of increasing rates of face to face consultations 
with either a GP or nurse, with age and deprivation, which mirrors the pattern of 
multimorbidity reported in the Lancet (1). 
 
When these PTI consultation rates, divided by age and deprivation quintile, are 
applied to the 957 general practice populations in Scotland in 2012, it is estimated 
that practices serving the most deprived fifth of the population provide 15% more 
consultations per 1000 patients per annum than practices serving the most affluent 
fifth.  
 
This figure masks the extent to which, within practices serving the most deprived fifth 
of the population, there are higher consultation rates in the most deprived decile (i.e. 
the Deep End), compared with the next most deprived decile. 
 
Limitations of PTI data 
PTI data come from only 60 Scottish general practices, but these practices are  
considered to be broadly representative of the Scottish population, and include 6 
practices serving the most deprived tenth of the population (the Deep End).  
 
It is important to note that these data provide little information on the content of 
consultations, especially the high prevalence of psycho-social co-morbidity which 
lengthens the time it takes to engage with patients and to address their problems. 
 
PTI data provide no information on unmet need (i.e. the extent to which the number, 
duration and content of consultations, would increase if current resource constraints 
were lifted). 
 
PTI data take no account of telephone consultations, nor are data available on the 
WTE numbers of GPs and nurses available within PTI practices to provide 
consultations. 
 
As practices serving deprived areas have no extra resource, in terms of GP 
manpower, the observed increase in consultation rate is presumably achieved by a 
combination of working longer hours and providing shorter consultation times. 
 
Effect on consultations 
A study of 3500 GP consultations in the West of Scotland (comprising a narrower 
social range than Scotland as a whole), illustrated the consequences for the content 
and outcome of consultations in deprived areas, which were characterised by (6):  
 
Multimorbidity and social complexity  
Shortage of time  
Less patient enablement, especially of patients with mental health problems  
Practitioner stress  
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Average consultation times were 8.2 minutes in deprived areas and 8.6 minutes in 
affluent areas, with more consultations lasting 6-9 minutes and fewer lasting more 
than 15 minutes in deprived areas. 
 
As populations age and multimorbidity becomes more common, the long term 
challenge for all health care systems is to support patients to become more 
knowledgeable and confident in living with their conditions and in making use 
of available resources, for routine and emergency care. 
 
Policies to encourage self-help and self-management by patients often imply that this 
is a minimal intervention, which quickly transforms patient behaviour. The reality is 
that reversing years of low expectations can be a long haul, “initially face to face, 
eventually side by side” (7). In the large study of consultations described above, an 
essential ingredient was patient perception of practitioner empathy. While 
practitioner empathy was often reported by patients without enablement, patient 
enablement was never reported without practitioner empathy (8). “Co-production” 
implies long term relationships between patients and practitioners who know each 
other well (9) 
 
The need to develop better systems of integrated care is common to all parts 
of the NHS, but is especially urgent in very deprived areas if widening of health 
inequalities is to be avoided. 
 
It is axiomatic that if the NHS is not at its best where it is needed most, the net effect 
of NHS activity will be to widen inequalities in health 
 
The intrinsic features of general practice in the NHS, which make practices the 
natural hubs of local health systems, include patient contact, population 
coverage, continuity of care, flexibility, long term relationships, cumulative 
shared knowledge and trust. 
 
Additional time for GP consultations is essential but insufficient. Our package of 
proposals concerns how general practices can work more effectively with other 
professions, services and organisations, using the intrinsic contact, coverage and 
continuity of general practice as the hub of local health systems. In general, the NHS 
has too many hubs and not enough integrated working with patients at the centre. 
The intrinsic features of general practice make it the natural hub of care for most 
patients. 
 
The key delivery mechanism for integrated care is the serial encounter, mostly 
with a small team whom patients know and trust, but also involving other 
professions, services and resources as needs dictate. 
 
General Practitioners at the Deep End would welcome an end to short term health 
improvement initiatives, employing a screening approach, emphasising the start of 
processes rather than their continuation, and invariably achieving incomplete 
coverage (describing patients as “hard to reach”) and follow up. General practice has 
coverage and continuity but lacks the time and links to make effective use of the 
contact it already has. 
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A PACKAGE OF MEASURES 
To address these issues, we propose a package of measures to address the 
challenge of meeting the needs of patients in very deprived areas (10). 
 
Additional time is needed to address patient’s problems. There is a variety of ways 
by which such additional time could be provided. 
 
There is a need to establish best practice as to how serial encounters are used to 
improve patient’s health. 
 
Local systems of care should be based around the natural and sustainable hub 
function of general practices (combining contact, coverage and continuity), involving 
attached workers from area-based services (e.g. mental health, addictions, health 
visiting, social work) and link workers for joint working with community organisations. 
There is a need for better connections across the front line, connecting local 
general practice-based systems addressing the same challenges in different 
settings, sharing experience, views, activity and learning. 
 
NHS support systems should be better aligned and coordinated to support the 
activities of practices in the front line, as an integrated Learning Organisation.  
 
The development of local health systems based on general practice hubs requires 
leadership both at practice level and at area level. Both types of leadership need to 
be supported and to work productively together. 
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What type and scale of intervention is needed? 
NHS Scotland spends about £710 million annually on general practice services. On 
a simple pro rata basis, General Practitioners at the Deep End working in 100 
practices serving 8% of the Scottish population, receive at least £57 million per 
annum. The issues addressed in this paper cannot be addressed effectively by small 
projects, involving tiny shifts in funding. 
 
In keeping with the principle of proportionate universalism, resources should be 
provided pro rata according to need. Simply targeting the most deprived areas will 
not reduce the overall problem of inequalities in health. All of the recent 
epidemiological studies cited in this paper show that social gradients are continuous 
across the social spectrum. Although the greatest increase in the prevalence of ill 
health is observed between the 9th and 10th decile (1), there is no clear cut-off point. 
Formulae for resource distribution should reflect this. 
 
Providing integrated care for patients with multimorbidity should be supported as a 
core practice activity, and not as a bolted-on additional activity. The focus should be 
on sustainable development, with an emphasis on continuity and the productive 
power of long term relationships. New initiatives should be funded for at least three 
years, with ongoing evaluation and protected time to allow shared learning. 
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Public Audit Committee 
 

2nd Meeting, 2013 (Session 4),  
 

Wednesday 30 January 2013 
 

NHS financial performance 2011-12 
 

1. Please find attached correspondence from the Scottish Government dated 16 
January 2013 (Appendix A), regarding the Auditor General for Scotland report 
entitled NHS Financial performance 2011/12, providing further clarity on the 
definitions of risk and further information on surplus assets. This is in response to 
the Committee’s letter of 20 December 2012 (also attached at Appendix A). 

2. The Committee previously considered correspondence, dated 10 December 
2012, regarding the report, at its meeting on 19 December 2012. This 
correspondence is attached at Appendix B.  

3. At this meeting, the Committee also agreed to write to the Auditor General for 
Scotland for her comments on the Scottish Government’s 10 December 
correspondence and her response is attached at Appendix C.  
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Appendix A 
 

Correspondence from the Scottish Government dated 16 January 2013, 
responding to the Committee’s letter of 20 December 2012. 
 
Dear Convenor, 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011-12 
 
Thank you for your letter of 20 December 2012 informing me that the Committee has 
written to the Auditor General for Scotland asking for comments on my response in 
relation to the transparency of financial reporting. The Committee also asked for 
additional information in respect of Backlog maintenance risk categories and Surplus 
assets. This information is set out below; 
 
Backlog maintenance risk categories 
The definitions we use to classify each of the four risk categories (low, moderate, 
significant and high) for backlog maintenance are: 
 

 Low risk elements should be further considered to ascertain whether they 
can reasonably be resolved by way of normal annual maintenance budgets 
and thus not requiring capital to undertake major repair or replacement. In 
such cases, Low Risk Backlog Maintenance does not need to be reported/ 
classified as backlog. 

 
 Moderate risk elements should be addressed by close control and 

monitoring. They can be effectively managed in the medium term so as not to 
cause undue concern to statutory enforcement bodies or risk to healthcare 
delivery or safety. These items require expenditure planning for the medium 
term. 

 
 Significant risk elements require expenditure in the short term and should be 

effectively managed as a priority so as not to cause undue concern to 
statutory enforcement bodies or risk to healthcare delivery or safety. 

 
 High risk elements must be addressed as an urgent priority in order to 

prevent catastrophic failure, major disruption to clinical services or 
deficiencies in safety liable to cause serious injury and/or prosecution. 

 
The level of risk associated with a risk to patient health and safety depends on local 
circumstances, however where a local NHS Board identifies a significant or high 
level risk, then we would expect the Board to take immediate action to address the 
problem. 
 
Surplus Assets 
The 2011 total backlog figure excluding properties earmarked for disposal over the 
next ten years is £835 million ie the value of backlog maintenance of properties 
earmarked for disposal is £175 million. 
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State of the Estate Report 2012 
The Committee may also be interested in the fact that the ‘State of the Estate Report 
2012’ was published on 11 January.  
 
 www.scotland.gov.uk/Resource/0041/00411390.pdf  
 
An analysis of the backlog expenditure requirement across NHS Boards identifies a 
base backlog maintenance expenditure requirement of £948 million, which is a £62 
million reduction since 2011. That total is split as follows over the four risk 
categories: 
 

 £m % 
Low 246.5 26 
Medium 274.9 29 
Significant 265.4 28 
High 161.2 17 

Total 948.0 100 

 
NHS Boards are already targeting high and significant risk clinical backlog 
maintenance through planned maintenance and re-provision plans outlined in their 
Property and Asset Management Strategies (PAMS). Overall, Scottish Government  
budgeting levels should be sufficient to reduce existing high and significant clinical 
backlog maintenance levels for retained property to manageable levels over the next 
five years.  
 
For lower risk backlog maintenance and non clinical space, Scottish Government will 
work with NHS Boards to develop detailed long term plans for rationalisation and 
disposal of surplus, unsuitable, poor quality properties, and life cycle planned 
maintenance plans for retained property. These will be updated annually as part of 
the PAMS update and reviewed more formally through the LDP process. 
 
The 2012 value of properties earmarked for disposal remains at £175 million, 
therefore excluding these properties, the backlog maintenance total is £773 million. I 
trust that this is helpful. 
 
Yours sincerely 
 
DEREK FEELEY  
 

http://www.scotland.gov.uk/Resource/0041/00411390.pdf


PA/S4/13/2/5 

Dear Derek 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011/12 
 
Thank you for your letter of 10 December 2012, which the Committee considered at 
its meeting on 19 December 2012. You will note from the attached Official Report 
(available at the following link from 8 January 2012) that the Committee has written 
to the Auditor General for Scotland for comments on your response in relation to the 
transparency of financial reporting.  
 
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.
aspx 
 
The Committee also agreed to seek further clarity from the Scottish Government on 
the following information included in the response. 
 
Backlog maintenance risk categories 
The Committee would welcome further information on the definitions used to classify 
each of the risk categories for backlog maintenance included in Table 1 of the 
response. It would be helpful if you could provide further clarity on the level of risk 
associated with a risk to patient health and safety.  
 
Surplus assets 
The Committee notes from the response that the figures on backlog maintenance, 
included in Table 1, includes surplus assets. The Committee would be grateful if you 
could provide this information with the cost of surplus assets removed, to give a 
clearer idea of the extent of the maintenance backlog that health boards are required 
to address. 
 
I should be grateful if you could provide a response to this letter by 21 January 2013. 
Should you require any further information please do not hesitate to contact the 
Assistant Clerk, Jason Nairn on 0131 348 5236 or by email at 
pa.committee@scottish.parliament.uk. 
 
Yours sincerely 
 
Iain Gray MSP, Convener 
 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx
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Appendix B 
 
Correspondence from the Director General Health and Social Care and Chief 
Executive NHS Scotland dated 10 December 2012, in response to the Public Audit 
Committee’s letter dated 12 November 2012  
 
Dear Mr Gray, 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011/12 
 
Thank you for your letter of 12 November 2012 requesting clarification on a number of issues 
raised by the AGS in the above report. Specifically you asked: 
 

 how the Scottish Government will respond to the AGS recommendations that NHS 
boards should enhance the disclosure they make in respect of financial support, long-
term financial balance and the return of surplus funds to Scottish Government; 

 information on the assessment which the Scottish Government carried out on backlog 
maintenance, including the value of backlog maintenance which is categorised as 
essential to ensure health and safety standards and ensure that patients are not put at 
risk; and 

 further information on whether surplus assets are included in figures on backlog 
maintenance and how, more generally, information on such assets are included within 
their financial reports. 

 
Financial Disclosure 
I have some issues with the Audit Scotland view that 'the way in which boards achieve their 
financial position at the year end is not transparent'. The Audit Scotland report focussed on 
the disclosure contained in board annual accounts which are produced annually at the end of 
June. The layout of the annual accounts is prescribed to ensure that the accounts can be 
consolidated to give an overall NHS Scotland position. The layout of the accounts is 
reviewed each year by the NHS Technical Accounting Group (whose membership includes a 
representative from Audit Scotland) and at no stage has this group suggested disclosure 
requirements are inadequate.  
 
Supporting narrative within annual accounts is flexible however and there is an opportunity 
for boards to tailor their disclosure to reflect local circumstances. The key relationship in the 
production of annual accounts is between the local NHS board and their auditor. For the 
three boards highlighted in the report (NHS Fife, NHS Forth Valley and NHS Orkney), their 
external auditor is Audit Scotland and we would have expected them to agree the content of 
the narrative before they are finalised. The fact that Audit Scotland were content to sign off 
these accounts suggests that they did not have a significant issue with the content.  
 
I would also highlight that Annual accounts are not the main way that NHS boards report 
financial issues in the public domain. For each of the three boards highlighted above, there is 
a commitment to openness and transparency which means that Board papers are published 
online and members of the public are encouraged to become involved. Board papers will 
usually contain a monthly finance report, minutes from any Finance and Performance 
committee meetings and the annual Local Delivery Plan all of which will contain details on 
current financial issues facing the board.  
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Annex 1 has details of how each of the three boards publicly reported the financial position in 
2011-12 and in particular the support funding received from SGHSCD. I would also highlight 
that the Board of NHS Fife unanimously agreed to write to the AGS expressing their 
concerns at the comments made in respect of the opinion that NHS Fife, along with other 
boards who received in-year support, did not report this in a ‘transparent manner’. 
 
We will though continue to work closely with Audit Scotland to ensure that disclosure within 
Annual Accounts is appropriate and satisfies Audit Scotland. The Director of Finance, 
eHealth and Pharmaceuticals is planning to meet with the AGS in the New Year to discuss 
this and a number of other relevant issues. 
 
 
Backlog Maintenance 
The NHS maintenance backlog figure of over £1 billion outlined in the Audit Scotland report 
covers properties that are to be retained and those designated as surplus for disposal. 
Annex 2 has a detailed breakdown categorising the risks associated with different areas of 
backlog maintenance.  
 
Around 20% of the current backlog maintenance expenditure requirement is in buildings 
which are classified as ‘non-clinical’ and will thus have little impact on patient healthcare 
experience. SGHSCD are working with NHS boards to reduce the reported backlog 
maintenance through refurbishment, replacement, rationalisation and disposal of properties. 
 
NHS boards are planning, through their Property and Asset Management Strategies 
(PAMS), to target expenditure on planned maintenance, focussing on high and significant 
risk and clinical backlog maintenance through planned maintenance and re-provision plans 
outlined in their PAMS. In addition, a significant amount of this backlog cost is in buildings 
which NHS boards are planning to dispose of in the next ten years. 
 
For lower risk backlog maintenance and non clinical space, the Scottish Government will 
work with NHS boards to develop detailed long term plans for rationalisation and disposal of 
surplus, unsuitable, poor quality properties, and life cycle planned maintenance plans for 
retained property. These will be updated annually as part of the PAMS revision and reviewed 
more formally through the Local Delivery Plan process. 
 
Surplus Assets 
As stated above, surplus assets are included in the figures on backlog maintenance.  
 
Under International Financial Reporting Standards (IFRS), non-current assets held-for-sale 
must be presented separately from other assets in the balance sheet and therefore there is a 
separate disclosure within the annual accounts of NHS boards. Annex 3 has the 2011-12 
position reported for each NHS board. 
 
Finally you asked for clarification as to whether there is a timescale put on when a board 
should record an asset as surplus to requirements. An asset would be officially declared as 
surplus immediately after the NHS board formally agrees the plan to dispose of the asset, in 
practice this is usually agreed as part of the local Board meeting. Once the Board has 
formally decided to dispose of the asset, it will be recorded as an asset held for sale. 
 
Yours sincerely 
 
DEREK FEELEY 
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Annex 1 
Summary of Financial Reports Publicly Reported 
NHS Scotland has a strong culture of open and transparent financial reporting. Below is a 
summary of finance reports produced by the three boards which demonstrate that their 
financial position is clearly and openly reported in public in a transparent manner 
 
NHS Fife 
Board papers for NHS Fife dating back to 2006 are available for review by the public. 
 
 25 October 2011, a report went to the Board which said ‘Based on these projections 

and the financial performance for six months, the achievement of the key financial target 
of breakeven by year-end was at risk’. 

 31 January 2012, the finance and resources committee reported to the Board ‘following 
authority and support from SGHSCD it was anticipated that the board should reflect a 
break-even position in-year owing to the board being allowed to use funds for 2012-13 
such as sale of assets’. 

 27 March 2012, the Finance and Resource Committee reported additional 
allocations to 29 February 2012 (paper 5) the paper said ‘since the previous report to the 
Board there has been an increase to the Revenue Resource Limit of £4.926m. The 
increase comprises an increase in earmarked recurring funding of £15k, and in non-
recurring funding of £4.911m. The major increases are in respect of Impairments 
£2.459m, SGHD support £1.110m and additional Waiting Times monies of £0.638m.’ 

 13 June 2012 - within NHS Fife’s Local Delivery Plan they report (on page 5) that 
brokerage support of £1.1 million was repayable to SGHSCD in 2012-13. 

 
The above demonstrates that the challenging financial position was reported publicly, that 
additional funding was received from SGHSCD and that this was due to be repaid in 2012-
13. 
 
NHS Forth Valley 
NHS Forth Valley also publish their board papers on their website which included the 
following disclosure: 
 
 31 December 2011, Finance report (page 61 of the board papers) – ‘Dialogue has been 

ongoing regarding NHS Forth Valley financial position including the particular issues 
faced during implementation of the Healthcare Strategy. Agreement has been reached as 
reported to the November Performance and Resources Committee. This funding 
combined with ongoing savings delivery allows confirmation that financial balance can be 
achieved.’  

Within that paper the anticipated funding included (page 63): 
 

 Transitional Costs non-recurring funding £4.000m 

 Non recurring support up to £6.000m 

 Non recurring funding £1.088m transfer from Capital receipts 

 27 March 2012, Local Delivery Plan – As part of the Board papers (page 315), the LDP 
included a table which clearly outlines the brokerage repayment schedule. 

Again it can be shown that support funding was received from SGHSCD and that there was 
a clear repayment schedule agreed. 
 

http://www.nhsfife.org/nhs/index.cfm?fuseaction=nhs.pagegroup&p2sid=5CCF282B-9F18-AF85-F4647C8FDB390DBA&themeid=E44C37C3-5056-8C6F-C003CD63C15D8FF0
http://admin.1fife.org.uk/weborgs/nhs/uploadfiles/publications/c64_Agenda0327forwebandintranet.doc
http://www.nhsfife.org/weborgs/nhs/uploadfiles/publications/c64_NHSFIFELDPFINANCIALPLANSANDEFFICIENCYSAVINGS.pdf
http://www.nhsforthvalley.com/get-involved/board-meetings
http://www.nhsforthvalley.com/__...reports/nhs-fv-board_240112_board-papers.pdf
http://www.nhsforthvalley.com/__documents/publications/nhs-board-papers-270312.pdf#page=315
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NHS Orkney 
NHS Orkney’s board papers can be accessed here. On 27 October 2011, they produced a 
paper which set out the high level financial strategy for the five year period 2011 – 2016 for 
approval by the Board. The paper highlighted: 
 

 Requirement to repay brokerage to SGHSCD over a five year time frame 
beginning 2013 – 2014; 

 
 NHS Orkney has an outstanding commitment to repay brokerage from 2009-2010 

and 2010-2011 of £2.12m. Additional brokerage would be received in 2011-12. 
 

 As part of the paper (page 3) signing off the Local Delivery Plan on 26 April 2012, 
there was an agreed repayment profile. 

 
Again financial transparency and a planned repayment schedule can be clearly 
demonstrated. 
 
 
 
 

http://www.ohb.scot.nhs.uk/article.asp?page=219&parent=6
http://www.ohb.scot.nhs.uk/images/pdf/9.3%20-%20Financial%20Plan%202011.16.pdf
http://www.ohb.scot.nhs.uk/images/pdf/9.3%20-%20LDP.pdf
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Annex 2 
 
Table 1 – Backlog Maintenance by Risk Category 

 Low Risk 
Medium 

Risk 
Significant 

Risk High Risk 
Total 

Backlog 

NHS Board £m £m £m £m £m 

NHS Ayrshire and Arran  8.8   7.1   33.0   14.4   93.3  

NHS Borders  4.5  -  -  -  4.5  

NHS Dumfries and Galloway  5.9   20.8   21.3   10.6   58.6  

NHS Fife  -   23.3   37.5   2.3   63.1  

NHS Forth Valley -  -  -   18.9   18.9  

NHS Grampian  87.2   18.1   44.4   14.8   164.5  

NHS Greater Glasgow and Clyde  53.5   57.0   44.4   20.8   175.7  

NHS Highland  15.2   26.6   22.9   14.2   78.9  

NHS Lanarkshire  5.8   10.0   22.8   88.4   127.0  

NHS Lothian  -   59.0   45.0   36.0   140.0  

NHS Orkney  -   2.4   2.9   17.5   22.7  

NHS Shetland  0.2   0.2   4.1   1.9   6.4  

NHS Tayside  -   27.0   11.2   0.4   38.6  

NHS Western Isles  1.8   0.5   0.4   0.0   2.7  

Territorial Boards  192.9   272.0   289.8   240.2   994.8  

            
National Waiting Times Centre  0.3   0.2   -   -   0.5  

State Hospital -  -  -  -   -  

NHS National Services Scotland -  -  -   12.3   12.3  

NHS Education for Scotland  0.1  -  -  -   0.1  

Healthcare Improvement Scotland  0.1   0.0   -   -   0.1  

NHS Health Scotland  0.4    -  -   0.4  

Scottish Ambulance Service  1.1   0.2   0.1  -   1.4  

Special Health Boards  2.0   0.3   0.1   12.3   14.7  

            
Total  194.8   272.3   289.8   252.5   1,009.5  
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Annex 3 
 
Table – Assets Held for Sale as at 31 March 2012 

NHS Board £m 

NHS Ayrshire &Arran 8.9 

NHS Borders 0.7 

NHS Dumfries and Galloway 0.0 

NHS Fife 0.1 

NHS Forth Valley 1.0 

NHS Grampian 0.8 

NHS Greater Glasgow and Clyde 0.2 

NHS Highland 0.1 

NHS Lanarkshire 3.8 

NHS Lothian 0.5 

NHS Orkney 0.3 

NHS Shetland 0.0 

NHS Tayside 3.1 

NHS Western Isles 0.4 

Total 20.0 

    
  

 
Special Health Boards had assets held for sale valued at £0.02m. 
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Appendix C 

Correspondence from the Auditor General for Scotland, dated 17 January, in 
response to the Committee’s letter of 20 December 2012 
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Dear Caroline 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT – NHS FINANCIAL 
PERFORMANCE 2011/12 
 
At its meeting on 19 December, the Committee considered the attached 
correspondence from the Scottish Government, following up on issues raised in oral 
evidence with you on the report entitled NHS financial performance 2011/12. The 
Official Report of the 19 December meeting will be available at the following link from 
8 January 2013. 
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.
aspx 
 
The Committee agreed that as the Scottish Government’s response queries some of 
the views given by Audit Scotland on the transparency of NHS Boards’ financial 
reporting, it would write and ask you to respond to the Government’s comments. 
 
I would therefore be grateful if you could provide a response to this letter by 21 
January 2013. Should you require any further information please do not hesitate to 
contact the Assistant Clerk, Jason Nairn on 0131 348 5236 or by email at 
pa.committee@scottish.parliament.uk. 
 
Yours sincerely 
 
 
Iain Gray MSP, Convener 
 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx
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Supporting improved performance and accountability of 
Community Planning Partnerships (CPPs): an audit framework  

Background 
 
Community Planning is the process by which councils and other public bodies work together, with local 
communities, the business and voluntary sectors, to plan and deliver better services and improve the lives and 
outcomes of people who live in Scotland. 

Community Planning was given a statutory basis by the Local Government in Scotland Act 2003 (the Act). 

Under the Act
1
: 

 Councils have a duty to initiate, facilitate and maintain community planning. 
 

 NHS boards, the police, the fire and rescue services, and the enterprise agencies (Scottish Enterprise 
and Highlands and Islands Enterprise) have a duty to participate in Community Planning. This duty was 

later extended to Regional Transport Partnerships.
2  

 

 CPPs are required to engage with communities, report on progress, and publish information on how 
they have implemented their duties and how outcomes have improved as a result.  
 

 Scottish ministers, through the Scottish Government and its agencies, have a duty to promote and 
encourage community planning. 
 

 They can invite other bodies such as colleges, higher education institutions, business groups, voluntary 
organisations and community groups to take part in Community Planning, although these are not 
statutory partners. 
 

All councils have established a Community Planning Partnership (CPP) to lead and manage community 
planning in their area. CPPs are not statutory committees of a council, or public bodies in their own right. They 
do not directly employ staff or deliver public services. Under Section 19 of the Act, it is possible for the CPP to 
establish the partnership as a legally distinct corporate body. Some CPPs have considered this option but, to 
date, none has taken it forward. 

The structure of CPPs and the areas they cover vary considerably, depending on the size and geography of the 
council area, socio-demographic factors, the local economy and local priorities. 

About the audit 
 
The role of Community Planning in improving Scotland's public services has become increasingly important as 
a consequence of the Scottish Government/COSLA review of community planning and single outcome 
agreements (SOAs) which sees effective community planning arrangements as being at the core of public 
service reform

3
. The Scottish Government (SG) therefore asked the Accounts Commission to lead 

development work to prepare an outline case of how external audit and inspection might help Community 
Planning Partnerships (CPPs) to deliver better outcomes.   

The Accounts Commission and the Auditor General for Scotland worked with their scrutiny partners, the 
Convention of Scottish Local Authorities (COSLA), the Society of Local Authority Chief Executives (SOLACE) 
and the Scottish Government to develop an audit framework for Community Planning Partnerships and how 
they perform. Those proposals were sent to the Cabinet Secretary for Finance, Employment and Sustainable 
growth in June 2012. 

Aberdeen City, North Ayrshire, and the Scottish Borders community planning partnerships agreed to participate 
in three early audits to help test the CPP audit framework. For the first time, these audits focus on the impact 
and effectiveness of individual CPPs, rather than community planning as a national process.   

                                                           
1
 The Local Government in Scotland Act 2003. Community Planning: Statutory Guidance. Scottish Executive, 

Edinburgh, 2004. 
2
 Transport (Scotland) Act 2005 

3
 Review of Community Planning and Single Outcome Agreements: Statement of Ambition.  Scottish 

Government/COSLA, March 2012. 
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The three CPP audit reports and a national key messages document are scheduled to be published together in 
March.  We are currently timetabled to brief the Public Audit Committee on the CPP audit findings at its March 
27

th
 meeting.  We are also planning to brief the Local Government and Regeneration on the CPP audit findings. 

 

The focus of the audit work 
  
The CPP audit focuses on four key themes.  These are: 

 Impact and outcomes – can the CPP demonstrate that its actions are making a difference for the area 
and delivering improved outcomes for local people? 
 

 Strategic direction – has the CPP set a clear strategic direction, with clear improvement priorities, 
agreed by all partners, which reflect the needs of the area, and are based on effective community 
engagement? 
 

 Governance and accountability – does the CPP have effective governance and accountability 
arrangements, and is it able to demonstrate effective shared leadership which drives improved 
outcomes for the area?  
 

 Performance management and use of resources – has the CPP established effective performance 
management arrangements which are delivering performance improvements (including effective self 
evaluation arrangements) and securing best use of public resources (including service integration)? 

 
The Key Lines of Enquiry (KLOE) for the audit are set out below: 
 

Vision and strategic direction – To assess whether the CPP has a clear strategic direction, agreed by all 
partners, which reflects the needs of the local area. 

1.1 Does the CPP understand the key challenges in the local area, based on robust evidence and analysis? 

1.2 Does the CPP understand and respond effectively to the priorities and concerns of local communities’?  

1.3 Has the CPP set out clear priorities for improving local outcomes through effective partnership working? 

1.4 Are partners committed to the vision and strategic direction for the CPP? 

1.5 Does the SOA reflect the CPP’s agreed vision and strategic direction?  

Governance and accountability – To assess whether CPP governance and accountability arrangements are 
appropriate and allow them to improve outcomes for local people.  

2.1 Does the CPP have appropriate structures and processes to support effective decision-making? 

2.2 Does the CPP operate as an effective partnership Board? 

2.3 How do CPP partners embed CPP priorities and actions within their own organisations? 

Use of resources – To examine how CPPs manage resources and what contribution they are making to 
improving the efficiency and effectiveness of local resources. 

3.1 Does the CPP know what resources are available locally?  

3.2 Has the CPP identified the full range of resources required to deliver the SOA? 

3.3 Has the CPP achieved efficiencies through redesign of services, joint procurement or sharing resources? 

Performance management, impact and outcomes – To assess how effectively CPPs manage performance 
and what difference they are making to people in the local area. 

4.1 Do CPPs have robust performance management arrangements in place to monitor, measure and improve 
their performance? 

4.2 Do partner organisations regularly review progress against the SOA? 

4.3 Is there open and objective public performance reporting? 

4.4 What progress has the CPP made in delivering improved local outcomes? 
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