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4.3

The disproportionate impact on rural and coastal communities

Funding data reveal a fundamental divergence in how inequality manifests across the two disciplines, with
profoundly different implications for rural and coastal communities. In prosthetics, the disparity is systemic
and predictable: services in non-metropolitan areas consistently receive significantly lower per-capita
allocations than those in major urban centres, suggesting an entrenched commissioning structure that has
not adapted to the demographic shifts that are now reshaping demand. In orthotics, the inequality is chaotic:
funding allocations bear no consistent relationship to population size, demographic needs, or geographic
circumstances. Both modes of inequality demand distinct reform strategies but converge in their effect on the
populations least able to absorb the consequences.

A note on the use of individual Trust and Health Board data

The per-capita figures cited throughout this section are drawn from data provided directly by NHS Trusts

and Health Boards through the FOI request and are used solely to illustrate the scale and nature of funding
variation across the UK. The inclusion of any individual organisation is not intended as a criticism of that Trust
or Health Board, nor of the clinicians and managers working within them. In the overwhelming majority of
cases, local teams deliver the best care they can within the budget they are allocated. The disparities identified
in this report are the product of long-standing systemic weaknesses in how prosthetic and orthotic services are
commissioned and funded at a national level, not of local decision-making. No Trust or Health Board created
these funding gaps; they inherited them from a system that has never established a consistent, needs-based
funding methodology for either discipline. The purpose of presenting this data is to demonstrate that the
problem is structural and UK-wide, requiring national policy intervention rather than local remediation.



Convergent impact: a structural mismatch with demographic reality

Whether the underlying pattern is an identifiable urban skew or no discernible pattern, the effect on

rural and coastal communities remains the same. Public Health England’s 2019 evidence review on health
inequalities in ageing in rural and coastal areas confirmed that older populations in these settings experience
significant health inequalities and poorer access to services,?? and it is precisely these populations that have
the highest prevalence of the conditions driving demand for prosthetic and orthotic care: diabetes, vascular
disease, musculoskeletal degeneration, frailty, and falls. The Chief Medical Officer's Annual Report 20233
reinforces this concern, showing that England’s older population is already unevenly distributed, with higher
concentrations in rural, coastal, and peripheral areas rather than major urban centres, and that this pattern

is expected to intensify over time. Therefore, the concentration of prosthetic funding in metropolitan centres
is directly at odds with the demographic trajectory of the populations these services exist to treat. The hub-
and-spoke model may have once reflected where clinical expertise was located, but it has become entrenched
as a funding hierarchy that systematically disadvantages communities with the greatest and fastest-growing
needs. Similarly, the chaotic funding of orthotic services also fails to address the growing needs of underserved
ageing populations.

This is not a problem exclusive to England. The Scottish Parliament’s Health, Social Care and Sport Committee
found that Scotland’s funding formula fails to meet the specific needs of remote and rural areas, which face
an ageing population, depopulation, and higher costs of service delivery.* Age Scotland has further warned
that Scotland is ageing faster than the rest of the UK, with rural and island populations doing so to a greater
extent.® In Wales, the Welsh Government’s own Age Friendly Wales strategy acknowledges the challenges
that an ageing population and deep-rooted inequality present for rural communities.*® In Northern Ireland,
the Department of Health’s Health and Wellbeing 2026: Delivering Together strategy acknowledged that an
ageing population presents significant challenges to services and that the differences in health and wellbeing
outcomes between the most and least deprived areas remain stark and completely unacceptable,? while the
Department’s Health Inequalities Annual Report has documented persistent disparities between urban and
rural populations across a range of health indicators.3® Across all four nations, the policy direction recognises
the growing concentration of elderly and clinically vulnerable populations in non-metropolitan areas, yet the
funding of prosthetic and orthotic services has not been adapted to reflect this reality.

The critical policy implication is that systemic and chaotic inequalities require different solutions. Prosthetic
funding requires a deliberate rebalancing of the hub-and-spoke model to reflect where patients live, not
where services were historically established. Orthotic funding requires something more fundamental:

the imposition of a rational commissioning framework, where none currently exists. In both cases, the
consequences for the patients are the same. Vulnerable and often elderly people in rural and coastal areas
are left to either travel significant distances to access services elsewhere or accept care from local providers
operating with significantly lower per-capita allocations.

“The geography of older age in England is already highly skewed away from large urban areas towards
more rural, coastal and other peripheral areas... Expansion of medical and NHS services need to be in

these areas.” Chief Medical Officer’'s Annual Report 2023: Health in an Ageing Society®?
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4.5

Methodology note: calculating per-capita spend

Per-capita spending was calculated by dividing each Trust or Health Board’s 2024/2025 service funding (the
amount allocated to the service budget as reported through FOI responses) by the estimated population
served. Population estimates were derived from publicly available sources, including Trust and Health

Board annual reports, CQC provider profiles, and published catchment population data. These figures are
approximate and intended to provide a reasonable basis for comparison rather than precise population-level
accounting.

Several considerations were applied to ensure that the analysis was fair and representative. Large
metropolitan Trusts and Health Boards, particularly those in London and other major urban centres, were
generally excluded or treated with caution, where their catchment populations, referral patterns, and service
configurations made meaningful per-capita comparisons unreliable. Many London Trusts serve overlapping
populations, receive tertiary referrals from well beyond their geographic footprint, or operate within
integrated care systems where provision may be distributed across multiple providers in ways that a single
Trust-level funding figure cannot accurately reflect.

Where a Trust or Health Board is known to operate as a regional hub, receiving referrals from a wider area
than its immediate catchment, the population figure used reflects the broader served population rather
than the Trust’s local registered population alone, in order to avoid artificially inflating the per-capita spend
figure. Conversely, when a Trust provides only locally commissioned services to its immediate population, the
catchment figure reflects this more limited scope.

It should also be noted that some Trusts and Health Boards serve populations that extend beyond their
immediate geographic boundary through hub-and-spoke or specialist referral arrangements, and the precise
boundaries of a service’s catchment are not always coterminous with the Trust's general acute catchment.

These factors introduce a degree of imprecision that is unavoidable in the absence of nationally standardised
service-level population data for prosthetics and orthotics.

Notwithstanding these limitations, the scale of variation observed, more than 44-fold between the highest
and lowest per-capita spending, is far too large to be explained by methodological imprecision alone. Even
allowing for generous margins of error in population estimates and acknowledging the complexities of
different service models, the gap between £8.87 per head and £0.20 per head represents a disparity of a
magnitude that demands an explanation beyond the differences in data methodology. The population
estimates and sources used for each Trust and Health Board are disclosed in full in Appendix A.

The equality dimension

The geographic disparities identified in this report have a significant equality dimension that warrants
explicit recognition. The majority of patients served by prosthetic and orthotic services are disabled
individuals, as defined under the Equality Act 2010:*° individuals with physical impairments that have a
substantial and long-term adverse effect on their ability to perform normal daily activities. Many are elderly
or belong to other protected groups.

Under Section 149 of the Equality Act 2010, public authorities, including NHS Trusts, Health Boards, and
Integrated Care Boards, have a duty to have due regard to the need to eliminate discrimination, advance
equality of opportunity, and foster good relations between persons who share a protected characteristic and
those who do not. The systematic underfunding of services that predominantly serve disabled populations,
compounded by geographic variation that is not justified by clinical need, raises serious questions about
whether this duty is being fulfilled.

The United Kingdom is also a signatory to the United Nations Convention on the Rights of Persons with
Disabilities, Article 25,%° which recognises the right of persons with disabilities to the highest attainable
standard of health, without discrimination. A funding model that produces a 44:1 variation in per-capita
spending on services for disabled patients, with no transparent rationale, raises questions about the
consistency of this obligation.

This is not an argument that any individual Trust or Health Board is deliberately discriminating. The argument
is that the system as a whole, through its lack of standards, opacity, and absence of oversight, may produce
unequal outcomes, and that the public sector equality duty requires action to address this issue.



B The case for reform: why change is imperative

5.1

5.2

The human cost of system failure

Behind these financial figures are patients: amputees, those with mobility impairments, children with
developmental conditions, stroke survivors, and countless others who depend on prosthetic and orthotic
services to maintain their independence, dignity, and quality of life.

Where funding lacks clarity and consistency, it becomes difficult to plan, evaluate, and improve services

in a structured manner, and patients may ultimately experience the consequences. Workforce planning is
impossible without understanding the resource allocation. Commissioners cannot make evidence-based
decisions regarding service configurations. The NHS cannot demonstrate that it is meeting its legal obligations
under the Equality Act 2010 for those who depend on these services.

Six fundamental problems requiring immediate action

1

No national funding standard

No established formula or methodology exists for allocating prosthetic and orthotic funding. Allocations
appear to be based on historical accidents rather than population needs, clinical demands, or service
quality.

No ringfencing of specialist funding

Block contracts allow funding intended for prosthetics and orthotics to be absorbed into general Trust or
Health Board budgets without a trace. There is no mechanism to ensure that the allocated funds reach their
intended destinations.

No mandatory reporting framework

Trusts and Health Boards are not required to separately identify or report prosthetic and orthotic funding.
Approximately half of the Trusts and Health Boards cannot state what funding they receive, which is a
direct consequence of this issue.

No central oversight body

No single national body has a clear responsibility for monitoring prosthetic and orthotic funding across the
NHS. NHS England, Integrated Care Boards, and devolved health authorities operate independently, with
no coordination or benchmarking.

No link between funding and outcomes

Without transparent funding data, correlating investments with patient outcomes, waiting times, or service
quality is impossible. Therefore, evaluation and improvement are structurally impossible under current
arrangements.

No assessment of downstream economic impact

No systematic analysis exists of the relationship between prosthetics and orthotic funding levels and
avoidable downstream NHS costs. The false economy of underfunded prevention is neither properly
measured nor managed.



B Recommendations for reform

6.1

6.2

6.3

The evidence presented in this report requires urgent action.

Immediate actions

Establish mandatory annual reporting of prosthetics and orthotics funding by all NHS Trusts and Health
Boards. Every Trust and Health Board providing or commissioning P&O services should be required to report,
as a minimum, the following: the total funding received from commissioning bodies for P&O services; the total
funding allocated to the service budget (or paid to contractors); and any difference between the two, with an
explanation of how the funding requirements of the service were derived.

Publish a national dashboard showing funding by Trust and Health Board, region, and delivery model. This
should be updated annually and made publicly accessible to enable benchmarking, scrutiny, and evidence-
based commissioning.

Commission an independent audit of block contract arrangements affecting P&O services, with a specific
examination of the proportion of identified P&O funding that reaches the clinical service versus the proportion
retained at the organisational level, and the methodology by which retention rates are determined.

Medium-term reforms

A national funding formula should be developed based on population, demographics, disease prevalence,
and clinical needs. This should draw on the precedent of weighted capitation formulas used for other NHS
allocations and be developed in consultation with clinicians, professional bodies, and patient representatives.

Introduce ring-fenced budgets for prosthetics and orthotics with protected minimum spending levels, ensuring
that funding identified for P&O services cannot be diverted to other budget lines without explicit approval
and transparent reporting.

Establish a national clinical lead with responsibility for P&O service standards and oversight, with sufficient
authority to hold commissioners and providers accountable for variations in funding and outcomes.

Ensure funding allocations are linked to measurable outcomes, including waiting times, patient-reported
outcome measures, device provision rates, and service access metrics.

Commission a health economics analysis of the downstream NHS costs attributable to delayed or inadequate
P&O care, including avoidable amputations, falls, hospitalisations, and extended rehabilitation episodes. This
analysis should quantify the investment-to-savings ratio of adequately funded P&O services in the future.

Long-term transformation

Consider national commissioning arrangements for complex prosthetic and orthotic services, drawing on the
model used for other specialised services, to ensure that hub-and-spoke networks are funded equitably and
that peripheral populations are not systematically disadvantaged.

Integrated care pathways should be developed with outcome-based payment models that incentivise timely
preventive intervention and penalise avoidable downstream costs.

Establish a national P&O data repository linking funding, activity, workforce, and patient outcomes, to
systematically build the evidence base for this specialty over time.



6.4

Accountability framework: who must act
Implementing these recommendations requires coordinated action across multiple bodies, each with distinct
responsibilities.

Department of Health and Social Care (England) and devolved health departments
Policy direction on mandatory reporting, ring-fenced budgets, and national funding standards. Ministerial
accountability for ensuring that commitments made to Parliament regarding P&O service quality are delivered.

NHS England and Integrated Care Boards

Commissioning reform, block contract transparency, national dashboard publication, and delivery of the
national minimum data set for orthotics, which was committed to in 2015, and remains outstanding.
Appointment of a national clinical lead for P&O services.

NHS Trusts and Health Boards

Compliance with mandatory reporting requirements, transparent accounting for overhead retention from
P&O budgets, and fulfilment of obligations under the Freedom of Information Act 2000 and the Public Sector
Equality Duty.

Devolved administrations (Scotland, Wales, Northern Ireland)
Parallel actions should be taken within their respective commissioning and funding structures. The geographic
disparities identified in this report span all four nations and cannot be addressed by England-only reforms.



Conclusion

7.1

The data presented in this report tell a consistent story: prosthetic and orthotic services in the NHS operate
within an opaque, unequal, and unaccountable funding system.

When over half of Trusts and Health Boards could not provide complete five-year funding data, when £46.93
million was not allocated to front-line P&O service budgets, when funding per head of population varied

by a factor of 44:1, and when the most significant inflationary crisis in a generation produced a 5.17% real-
terms cut to services already under severe financial pressure, the system demonstrated systemic weaknesses in
transparency, equity, and accountability.

Patients who depend on these services deserve better. They deserve to know that the funding allocated for
their care actually reaches them. They deserve equitable access to healthcare, regardless of their location. They
deserve services that are planned, resourced, and evaluated based on transparent criteria.

The findings of this study are likely to be conservative. The services excluded from this analysis due to
incomplete data, those Trusts and Health Boards with the weakest financial governance and the poorest
record-keeping may represent the most severely affected. The true scale of the funding gap, overhead
retention, and geographic inequity is likely conservative due to the exclusion of incomplete datasets.

The case for reform extends beyond incremental changes and requires
substantive action. Funding models and accountability structures for
prosthetic and orthotic services in the United Kingdom must be prioritised
for strengthening and reforming.

Data sources

This report is based on an analysis of the NHS Services Funding Freedom of Information dataset, containing
responses from 165 NHS Trusts and Health Boards across the United Kingdom, covering the financial years
2020/2021 through 2024/2025.
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Appendix A:
Per-capita spending methodology,
population estimates, and sources

The per-capita analysis presented in Sections 4.1 and 4.2 of this report required an estimate of the population
served by each Trust or Health Board'’s orthotic service. The table below discloses the population figure used for each
organisation, the 2024/25 funding allocated to the service (as reported through the FOI responses), the resulting
spend per head, and the reasoning behind the selected population estimate.

Population estimates were derived from publicly available sources, including NHS Trust and Health Board annual
reports and accounts, Care Quality Commission (CQC) provider profiles, NHS Scotland Information Services Division

(ISD) board population data, Stats Wales mid-year population estimates, Northern Ireland Statistics and Research
Agency (NISRA) population data, and Office for National Statistics (ONS) mid-year population estimates at the local
authority level. Where a Trust/Health Board operates as a regional hub receiving referrals beyond its immediate
catchment area, the broader served population was used. Where a Trust provides only a locally commissioned
service, the local catchment figure is used. Figures marked with an asterisk (*) indicate cases where the population
was adjusted from a wider published figure to reflect the actual service catchment more accurately, with reasoning
provided.

Appendix A(i): Per-capita orthotic services spending by NHS Trust / Health Board (2024/25) from 87/124 Trusts
and Health Boards who could provide 2024/2025 orthotic service budget data

NHS Trust/Health Board Funding Population Spend Population basis and reasoning
2024/25 per head

Hywel Dda University Health Board £3,405,103 384,000 £8.87 Territorial Board. Covers Carmarthenshire,
Ceredigion, Pembrokeshire.

Lancashire Teaching Hospitals NHS £2,297,562 390,000 £5.89 Local Host (Preston/Chorley). Immediate
Foundation Trust catchment areas were used.
Torbay And South Devon NHS £1,413,478 286,000 £4.94 Local Catchment. This is consistent with the
Foundation Trust integrated care footprints.
Airedale NHS Foundation Trust £935,036 200,000 £4.68 Local Catchment. Accurate figure for Airedale,
Wharfedale, and Craven.
Belfast Health and Social Care Trust ~ £1,247,000 340,000 £3.67 Local Host (Belfast), UK Used city population.
Tayside £1,386,453 389,000 £3.56 Territorial Board. Covers Dundee, Perth,
and Kinross.
Leeds Teaching Hospitals NHS Trust £2,981,933 845,000 £3.53 Local Host (Leeds City Council). Updated:

ONS 2024 mid-year estimate of 845,189 for the
Leeds metropolitan borough.

Medway NHS Foundation Trust £1,464,000 427,000 £3.43 Local Catchment. This accurately reflects the
Medway and Swale.
Gateshead Health NHS £674,859 200,000 £3.37 Local Catchment. Accurate for the
Foundation Trust Gateshead borough.
NHS Greater Glasgow and Clyde £4,315,168 1,300,000 £3.32 Territorial Board. Largest Health Board
in Scotland.
County Durham and Darlington £1,892,610 600,000 £3.15 Local Catchment. It covers County Durham
NHS Foundation Trust and Darlington.
Calderdale and Huddersfield £1,393,041 450,000 £3.10 Local Catchment. It covers the Calderdale
NHS Foundation Trust and Kirklees areas.
Guys and St Thomas NHS £1,913,596 624,000 £3.07 Local Host (Lambeth and Southwark).
Foundation Trust Rejected 2m+ regional figure.
Royal Berkshire NHS £1,810,625 600,000 £3.02 Local Catchment. Covers Reading and

Foundation Trust West Berkshire.



Somerset NHS Foundation Trust

Salisbury NHS Foundation Trust

Alder Hey Children’s NHS
Foundation Trust

NHS Lothian

NHS Orkney

NHS Forth Valley

The Royal Wolverhampton
NHS Trust

NHS Ayrshire & Arran

North Tees and Hartlepool
Foundation Trust

Bradford Teaching Hospitals
NHS Foundation Trust

Harrogate and District NHS
Foundation Trust

Southport and Ormskirk
Hospital NHS Trust

The Rotherham NHS
Foundation Trust

University Hospitals of Morecambe
Bay NHS Foundation Trust

Cardiff and Vale University
Health Board

Warrington and Halton Teaching
Hospitals NHS Foundation Trust

NHS Fife
NHS Highland

Royal Stoke University Hospital

Great Western Hospitals
NHS Foundation Trust

East Suffolk and North Essex
NHS Foundation Trust

Royal Surrey NHS Foundation Trust

NHS Grampian

Powys Teaching Health Board

The Dudley Group NHS
Foundation Trust

Barts Health NHS Trust

Cwm Taf Morgannwg University
Health Board

£1,589,819

£649,484

£930,483

£2,381,933.87

£61,345

£796,349

£1,216,600

£868,765

£892,754
£1,222,871

£435,904

£564,392

£568,791

£786,314

£997,097

£691,495

£770,124
£652,318

£1,425,182

£461,000

£1,536,410

£630,288

£1,131,510

£240,000
£807,682

£1,249,182

£769,035

544,000

225,000

330,000

850,000

22,000

306,000

500,000

368,000
400,000

550,000

200,000

260,000

265,000

365,000

472,400

330,000

370,000
320,000

700,000

233,000

800,000

330,000

600,000

133,000
450,000

700,000

450,000

£2.92

£2.89

£2.82

£2.80

£2.79

£2.60

£2.43

£2.36
£2.23

£2.22

£2.18

£2.17

£2.15

£2.15

£2.11

£2.10

£2.08
£2.04

£2.04

£1.98

£1.92

£1.91

£1.89

£1.80
£1.79

£1.78

£1.71

County-Wide. Integrated trust covering
Somerset County.

Local Host. Core local population of the
Salisbury area.

Specialist Proxy. Used approx. regional child
population as a proxy for demand.

Territorial Board. It covers Edinburgh
and the Lothians.

Territorial Board. Accurate for the
island population.

Territorial Board. It covers Falkirk,
Stirling, and Clackmannanshire.

Local Host. Wolverhampton city and its
immediate surroundings were included.

Territorial Board. Accurate administrative figure.

Local Catchment. Combined Stockton
and Hartlepool

Local Host.Bradford city population was used.

Local Catchment. It covers Harrogate
and the surrounding areas.

Local Catchment. Covers Sefton/West Lancs area.

Local Catchment. Accurate for the
Rotherham borough.

Local Catchment. Dispersed North
Lancs/South Cumbria.

Territorial Board. Precise administrative
figure for Cardiff and Vale.

Local Catchment. Accurate for the two
boroughs combined.

Territorial Board. Accurate administrative figure.

Territorial Board. Largest geographic health
board in Scotland.

Local Catchment. North Staffordshire,
Stoke-on- Trent.

Local Host (Swindon). Adjusted to
the Swindon Borough.

Merged Catchment. It covers the
Colchester and Ipswich populations.

Local Catchment. Covers Guildford
and surrounding area.

Territorial Board. Covers Aberdeen,
Aberdeenshire and Moray.

Territorial Board. Covers Powys county.

Local Catchment. This is consistent with
the findings of the Dudley borough.

Local Host (Tower Hamlets and Newham).
The two core host boroughs were used.

Territorial Board. Covers Merthyr Tydfil,
RCT, and Bridgend.



UCLH - University College Hospital

Bedfordshire Hospitals NHS
Foundation Trust

Tameside and Glossop
Integrated Care NHS FT

Barnsley Hospital NHS
Foundation Trust

Epsom and St Helier University
Hospitals NHS Trust

Mid and South Essex NHS
Foundation Trust

West Hertfordshire Teaching
Hospitals NHS Trust

Stockport NHS Foundation Trust

Barking, Havering And Redbridge
University Hospitals NHS Trust

Wrightington, Wigan and
Leigh Teaching Hospitals NHS
Foundation Trust

Dartford and Gravesham NHS Trust

Kingston and Richmond
NHS Foundation Trust

Portsmouth Hospitals
University NHS Trust

South Warwickshire University
NHS Foundation Trust

West Suffolk NHS Foundation Trust

Cannock Chase Hospital Trust

Western Health and
Social Care Trust

Sheffield Teaching Hospitals
NHS Foundation Trust

Dorset HealthCare University
NHS Foundation Trust

Lewisham and Greenwich NHS Trust

Royal Free London NHS Trust

Maidstone and Tunbridge
Wells NHS Trust

Gloucestershire Hospitals NHS
Foundation Trust

Homerton University Hospital
NHS Foundation Trust

£838,000

£1,023,168

£408,603

£379,022

£735,743

£1,800,000

£736,576

£419,900
£1,107,289

£460,229

£622,738
£429,856

£772,314

£564,392

£294,200
£415,354

£313,371

£629,100

£762,500

£602,737

£527,039

£490,056

£523,664

£237,000

500,000

620,000

250,000

250,000

490,000

1,200,000

500,000

290,000
800,000

350,000

500,000
350,000

675,000

500,000

280,000
400,000

300,000

640,000

800,000

666,000

600,000

600,000

650,000

320,000

£1.68

£1.65

£1.63

£1.52

£1.50

£1.50

£1.47

£1.45
£1.38

£1.31

£1.25
£1.23

£1.14

£1.13

£1.05
£1.04

£1.04

£0.98

£0.95

£0.91

£0.88

£0.82

£0.81

£0.74

Local Host (Camden). Camden and its surrounding
boroughs were used.

Merged Catchment. It covers the Luton and
Bedford populations.

Local Catchment. Accurate for Tameside and
Glossop areas.

Local Catchment. Accurate for Barnsley borough.

Local Catchment. Covers SW
London/Surrey borders.

Merged Catchment. Covers Southend,
Basildon, and Broomfield.

Local Catchment. Watford, St. Albans
and Hemel Hempstead, respectively.

Local Catchment. It covers the Stockport borough.

Local Catchment. It covers three host boroughs.

Local Catchment. Covers Wigan borough.

Local Catchment. It Covers North Kent population.

Local Catchment. Formerly, Kingston Hospital
NHS FT merged with Hounslow and Richmond
Community Healthcare NHS Trust on 1 November
2024. Covers Kingston and surrounds.

Local Catchment. SE Hampshire population.

Integrated Trust. It covers both
acute and community aspects.

Local Catchment. It covers the West Suffolk area.

Local Catchment. It Covers Cannock Chase
and the surrounding areas.

Territorial Trust. Standard population for
the Western Trust area.

Local Host. Standard Sheffield metro population.

County-Wide. Community and mental
health services across Dorset.

Local Catchment. Combined orthotic budgets
from Queen Elizabeth Hospital (£527,039) and
University Hospital Lewisham (£75,698). Both sites
operated by Lewisham and Greenwich NHS Trust,
serving 666,000 across Lewisham, Greenwich and
Bexley were used.

Local Host (Camden and Barnet).
Used host boroughs.

Local Catchment. It covers West
Kent and Northern East Sussex.

County-Wide. Acute trust serves the entire county.

Local Host (Hackney). It covers the
City of London and Hackney.



University Hospitals Dorset
NHS Foundation Trust

University Hospitals Sussex
NHS Foundation Trust

Mersey Care NHS Foundation Trust

Betsi Cadwaladr University
Health Board

NHS Borders

Hampshire and Isle of Wight
Healthcare NHS Foundation Trust

Northern Health and Social
Care Trust

Sussex Community NHS
Foundation Trust

Birmingham Community Healthcare

Norfolk Community Health
& Care NHS Trust

University Hospitals of Derby and
Burton NHS Foundation Trust

Imperial College Healthcare
NHS Trust

Nottinghamshire Healthcare
NHS Foundation Trust

Walsall Healthcare NHS Trust

NHS Dumfries and Galloway

Central London Community
Healthcare NHS Trust

East London NHS Foundation Trust

Essex Partnership University
NHS Foundation Trust

The Walton Centre NHS
Foundation Trust

Great Ormond Street Hospital
NHS Foundation Trust

Royal Orthopaedic Hospital
NHS Foundation Trust

UCLH - National Hospital for
Neurology and Neurosurgery

£580,375

£565,071

£835,190

£407,051

£63,830

£773,858

£258,611

£656,000

£488,235

£383,251

£417,503

£488,730

£341,975

£72,775

£28,971
£336,045

£297,423

£504,000

£219,347

£636,405.03

£1,712,662

£458,140.31

800,000

900,000

1,400,000

700,000

115,000

1,400,000

479,000

1,300,000

1,100,000

900,000

1,000,000

1,500,000

1,200,000

270,000

148,000
N/A

N/A

N/A

N/A

N/A

N/A

N/A

£0.73

£0.63

£0.60

£0.58

£0.56

£0.55

£0.54

£0.50

£0.44

£0.43

£0.42

£0.33

£0.28

£0.27

£0.20
N/A

N/A

N/A

N/A

N/A

N/A

N/A

Merged Catchment. Bournemouth,
Poole, and wider Dorset.

Merged Catchment. Brighton, Worthing,
and Chichester

Community/Mental Health. It covers Liverpool
and its surrounding areas.

Territorial Board. Prosthetics were provided from
the east (Wrexham and Flintshire).

Territorial Board. The accuracy was high for
the Scottish Borders.

Community/Mental Health Trust (formed in
October 2024). Serves ~1.4 million people across
Hampshire and the Isle of Wight. Hampshire
Hospitals NHS FT (acute) did not provide financial
data; the £773,858 budget belonged to Hampshire
& loW Healthcare only.

Territorial Trust. Standard population for
the Northern Trust area.

County-Wide. Community health
services in Sussex.

Local Host (Birmingham City). Core community
services for 1.1 million residents.

County-Wide. Rural community health
services in Norfolk.

Merged Catchment. Derbyshire
and SE Staffordshire.

Local Host (NW London). Specialist Trust across
eight NW London boroughs.

Community/Mental Health.
Covers Nottinghamshire.

Local Catchment. Accurate for
the Walsall borough.

Territorial Board. Accurate administrative figure.

Community Overlay. Covers 11
boroughs for community needs only.

Mental Health/Community. Niche
service provision across a wide area.

Mental Health/Community.
Specific non-acute service layer:

Specialist Neuro. Does not serve
the general population.

Specialist Paediatric. National catchment;
perhead not applicable.

Specialist Elective. National catchment;
per-head not applicable.

Specialist Neuro. National catchment;
per-head not applicable.



Appendix A(ii): Per-capita prosthetic services spending by NHS Trust / Health Board (2024/25) - from 23/38
Trusts and Health Boards who could provide 2024/25 prosthetic service budget data

NHS Trust/Health Board Funding Population Spend Population basis and reasoning
2024/25 per head

Lancashire Teaching Hospitals NHS £2,950,422 390,000 £7.57 Local Host (Preston/Chorley). Used

Foundation Trust immediate catchment.

Cardiff and Vale University £3,362,182 472,400 £7.12 Territorial Board. Precise administrative

Health Board figure for Cardiff & Vale.

Leeds Teaching Hospitals NHS Trust £5,842,124 845,000 £6.91 Local Host (Leeds City). Updated: ONS 2024
midyear estimate of 845,189 for Leeds
metropolitan borough.

Guys and St Thomas NHS £3,193,127 624,000 £5.12 Local Host (Lambeth and Southwark).

Foundation Trust Rejected 2m+ regional figure.

NHS Greater Glasgow and Clyde £6,273,954 1,300,000 £4.83 Territorial Board. Largest Health
Board in Scotland.

Portsmouth Hospitals University £3,227,236 675,000 £4.78 Local Catchment. SE Hampshire population.

NHS Trust

Belfast Health and Social Care Trust ~ £1,600,000 340,000 £4.71 Local Host (Belfast). Used city population.

Sheffield Teaching Hospitals £2,832,100 640,000 £4.43 Local Host. Standard Sheffield metro population.

NHS Foundation Trust

NHS Lothian £2,730,473.33 850,000 £3.21 Territorial Board. It covers Edinburgh
and the Lothians.

Birmingham Community Healthcare = £2,773,133 1,100,000 £2.52 Local Host (Birmingham City). Core community
services for 1.1 million residents.

University Hospitals Dorset £1,753,028 800,000 £2.19 Merged Catchment. Bournemouth, Poole,

NHS Foundation Trust and wider Dorset.

Tayside £758,775 389,000 £1.95 Territorial Board. Covers Dundee, Perth and Kinross.

Northampton General Hospital £756,000 427,000 £1.77 Local Catchment. Serves the population

NHS Trust of West Northamptonshire.

Bedfordshire Hospitals NHS £1,023,168 620,000 £1.65 Merged Catchment. It covers the Luton

Foundation Trust and Bedford populations.

Sussex Community NHS £1,974,000 1,300,000 £1.52 County-Wide. Community health

Foundation Trust services in Sussex.

Norfolk Community Health £1,335,541 900,000 £1.48 County-Wide. Rural community health

& Care NHS Trust services in Norfolk.

The Royal Wolverhampton £595,060 500,000 £1.19 Local Host. Wolverhampton city and

NHS Trust its immediate surroundings.

University Hospitals of Derby and £1,088,000 1,000,000 £1.09 Merged Catchment. Derbyshire

Burton NHS Foundation Trust and SE Staffordshire.

NHS Grampian £614,535 600,000 £1.02 Territorial Board. Covers Aberdeen,
Aberdeenshire and Moray. Updated:

Betsi Cadwaladr University £670,426 700,000 £0.96 Territorial Board. Prosthetics were provided

Health Board from the east (Wrexham and Flintshire).

NHS Highland £272,520 320,000 £0.85 Territorial Board. Largest geographic
health board in Scotland.

Imperial College Healthcare £874,374 1,500,000 £0.58 Local Host (NW London). Specialist Trust

NHS Trust across eight NW London boroughs.

East Suffolk and North Essex NHS £390,428 800,000 £0.49 Merged Catchment. Covers Colchester

Foundation Trust

and Ipswich populations.

Appendix A: Per-capita spending on orthotic and prosthetic services by the NHS Trust and Health Board (2024/25). Population estimates,
funding figures, and spending per head for all Trusts and Health Boards that provided 2024/2025 financial allocations to prosthetic and
orthotic service budgets.
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