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LOCAL DELIVERY PLAN 2006/07 
 
 
Recommendation:  
 
The Board is asked to: 
 
• approve the draft Local Delivery Plan for submission to the Scottish Executive subject to 

any changes agreed by the Board and in concluding work to finalise the plan with the 
SEHD; 

• note progress in developing the Board’s financial plan 2006/07;  
• note that progress on the Local Delivery Plan together with the outcome of monitoring 

by the Executive’s Local Delivery Unit will be reported regularly to the Board or 
Performance Review Group. 

 
 
A. BACKGROUND AND PURPOSE 
 
1.1 As Board members will be aware the Scottish Executive Health Department is seeking to take 

more rigorous approach to performance management by introducing in 2006-07 a new system 
of Local Delivery Plans (LDPs).   
 

1.2 The LDP is designed as a performance and delivery agreement between the Health 
Department and each individual NHS Board.  It is built upon a set of key objectives, targets 
and measures which form the core of the Ministerial agenda for health over the next three 
years.  The LDP system is being accompanied by a reorganisation within the SEHD which 
consolidates performance related activity across the Executive into a new Local Delivery Unit 
(LDU) under a single Director of Delivery.  The new system will replace the previous 
arrangements of the Performance Assessment Framework and Local Health Plan.  
 

1.3 The Board’s LDP is expected to be aligned to its other policy, financial and operational plans 
as well as its overall Development Plan which has to be submitted to the Executive in the 
same timescale. Essentially the Development Plan should indicate how the Board is enabling 
the delivery of the LDP objectives and targets.  
 

1.4 For 2006-07 the Scottish Executive has asked NHS Argyll and Clyde to prepare its own 
separate LDP.  Our LDP will incorporate Clyde for the first time in 2007-08. 

 



B. FORMAT OF LOCAL DELIVERY PLAN  
 
2.1 Annex 1 contains the draft LDP for NHS Greater Glasgow.  Its presentation follows the format 

prescribed by Executive guidance.  The LDP ‘s 28 targets, informed by 32 key measures, are 
distributed across four objectives which together form the acronym of HEAT: 

 
H  Health improvement  
E  Efficiency and effectiveness  
A  Access 
T Treatment 

 
In the draft LDP for each target there is: 
 
• a definition of the target; 
• a definition of the associated key performance measure(s); 
• a narrative which assesses the impact, risks and implications of the target. 
 
For all bar three targets (alcohol, exercise and teenage pregnancy) there is: 
  
• a graph showing past trends; 
• a table of historical data; 
• a trajectory prepared by the SEHD showing milestones over time leading towards the 

target. 
 

2.2 For some targets an alternative trajectory prepared by GGNHS has been inserted informed by 
local experience and knowledge.  These will require to be agreed with the LDU.  Where no 
alternative is provided the SEHD proposed trajectory is accepted.  Some trajectories are 
provisional, for example diagnostic, outpatient and A&E, and have yet to be signed off by the 
Board. 
 

2.3 The LDP includes sections on the 26 week target for inpatients and day cases and outpatients 
which was achieved by December 2005 and which is now a national standard. 
 

2.4 Normally there is a narrative per key performance measure except in the Access section where 
there are instances of a single narrative covering a grouping of two or more related key 
performance measures as follows 
 
• 3.19K Outpatient appointment to cardiac procedure 
• 3.13K Angiography 
• 3.14K Revascularisation 
 
• 3.11K Breast cancer 
• 3.12K Breast, lung and colorectal cancers 
 
• 3.16K MRI scan 
• 3.15K CT scan   
 
• 3.17K Upper GI endoscopy 
• 3.18K Lower GI endoscopy and colonoscopy 
 



The only target excluded at this stage is A.14T ambulance response times where information 
from the Scottish Ambulance Service is presently unable to be broken down by Board. 

 
2.5 Annex 2 to this paper summarises the Board’s draft financial plan.  Tables 1 and 2 set out the 

sources of funding and their applications and table 3 sets out commitments to investments.  
This plan indicates an in-year deficit which further work is required to address.  The financial 
plan will not be finalised until the SEHD issue our allocation letter. 

 
 
C. IMPLICATIONS FOR THE BOARD 
 
3.1 Endorsement of the LDP has number of potentially significant implications for the Board.  

Our intention is to ensure the points in this section are clearly flagged as issues in submitting 
the LDP to the SEHD.  It is important to restate, this LDP has been pulled together in a very 
short timescale and we have not yet received our financial allocation information.  A number 
of elements require further detailed exchanges with the SEHD. 
 

3.2 Risks 
 

There is a risk of failing to achieve some of the targets.  While some targets will be 
comfortably attained by the Board, for example T.03T cervical screening, the response 
involved to deliver others should not be underestimated.  Although none of the LDP targets is 
new (possibly bar T.04T on service quality) some such as H.02T smoking cessation, A.03T 
inpatient/day case waiting times and T.01T delayed discharges have been recently changed in 
ways that make them more testing for the Board.  In some cases targets such as H.02T 
smoking cessation, E.02T absence and T.02T multiple emergency admissions represent a 
stepped change in performance compared with recent trends.  For other targets such as E.03T 
consultant productivity and T.04T service quality further work is required before our baseline 
and the scale of the challenge can be properly ascertained.  In the case of some targets, 
particularly health improvement, delayed discharges and multiple emergency admissions, 
performance depends not only on the Board but on the effectiveness of its partnerships with 
others particularly local authorities. 
 

3.3 Funding 
 

It is apparent that achievement of some at least of the targets will require further investment 
by the Board.  Particular challenges lie in health improvement areas of smoking, physical 
activity and alcohol and in meeting many of the access targets where detailed financial 
modelling is not yet complete.  In some cases national funding has already been secured but in 
most it will be insufficient on its own.  As the timeline for the LDP targets is comparatively 
short the Board may wish to consider making some general provision for this purpose within 
its 2006-09 financial plan. 
 

3.4 Information 
 

There are issues for the Board’s own performance management related to the quality of 
information and the underpinning systems.  These include that different patient information 
systems are used across Greater Glasgow affecting for example the reporting of activity on 
cataracts and cancer; our local survey results differ from those of the national source, for 
example H.02T smoking cessation; current systems are inadequate for monitoring purposes 



for example A.05T A&E waiting times.  Solutions lie in re-design and investment both in new 
systems and staff. 
 

3.5 Balance 
 

The LDP in its scope arguably represents an imbalance towards access and specifically acute 
hospital services.  For the purposes of its own management arrangements the Board will have 
an interest in generating a more balanced picture of its performance related to its own 
objectives.  For example one of the Board’s main local health plan objectives is to reduce 
health inequalities, a feature reinforced in the new organisation.  Yet inequalities is only 
examined in one of the 28 targets comprising the LDP.  As well as strengthening its scrutiny of 
inequalities in respect of health improvement the Board may be interested in exploring its 
impact in relation to its services also, for example as recently shown by research in relation to 
multiple emergency admissions.  
 

3.6 Cultural 
 

Preparation, reporting and delivery of the LDP need to be underpinned by effective internal 
systems within NHS Greater Glasgow.  These are in the process of being designed with view 
to ensuring that all parts of health service in Greater Glasgow contribute to the achievement of 
relevant national targets and agreed planned milestones.  The extent of these continuing 
contributions will be the subject for the ongoing basis of accountability of senior managers as 
one part of a more balanced performance improvement approach incorporating also financial 
management, service quality, patient and public engagement and programme management. 
 

3.7 Technical 
 

Some of the targets and key performance measures used in the LDP require either clarification 
or are the subject to some conjecture. Included in the former category are CHD inequalities, 
outpatient cardiac procedures and hip surgery, while in the latter category are alcohol and 
multiple emergency admissions.  As a general issue the effect of deprivation on performance 
against LDP targets is understated. 
 

 
D.  NEXT STEPS 
 
4.1 The Board’s first LDP together with its financial plan are due to be submitted to the Executive 

by 28 February with view to being operational from 1 April 2006 following negotiations with 
the SEHD during March.  Performance against Board planned trajectories will be tracked by 
the SEHD on a monthly basis as far as possible beginning in summer of this year.  The SEHD 
will concentrate on areas where there is deemed to be a significant and/or sustained deviation 
from planned performance and will seek assurance from the Board on remedial action for 
improvement.  From 2007 the results of the LDP process will form a major component of the 
Board’s Annual Review with the Minister. 
 

4.2 The first year of LDPs will be transitional during which time the robustness of the approach 
and key performance measures will be assessed. During 2006-07 further development work on 
other key and supporting measures will be undertaken.  

 
 



E. CONCLUSION 
 
5.1 The LDP will be a high profile reporting tool through which the Board will be held 

accountable for its performance by the Health Department and ultimately the Minister.  The 
regime surrounding the LDP is likely to become tighter as the SEHD establishes its Delivery 
Unit and the new Director of Delivery is appointed.  The improved performance sought by the 
LDP has major implications and risks for the Board and poses it some strategic choices.  
Above all it is important that in reporting its performance through the LDP that it is built on 
strong foundations within the Board aimed at developing a pervasive improvement culture and 
rigorous performance management disciplines.  

 
 
 
 
 
 
 
Publication: The content of this Paper may be published following the meeting 

 
Author: Catriona Renfrew, Director of Planning and Community Care 
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CONTENTS 
 
 
Objective 1  - Health Improvement (7 key targets) 
 
1. Target H.01T - Inequalities in CHD Mortality 
2. Target H.02T - Smoking 
3. Target H.03T - Alcohol 
4. Target H.04T - Physical Activity 
5. Target H.05T - Childhood Vaccinations 
6. Target H.06T - Suicide 
7. Target H.07T - Teenage Pregnancy 
 
 
Objective 2  - Efficiency and Governance (3 key targets) 
 
8. Target E.01T - Financial Balance 
9. Target E.02T - Sickness Absence 
10. Target E.03T - Consultant Productivity 
 
 
Objective 3  - Access (13 key targets) 
 
11. Target A.01T - Primary Care Team Access 
12. Target A.021T - Five-Year Olds Without Dental Disease 
13. Target A.03T - Inpatient/Daycase Waiting Times 
14. Target A.04T - Outpatient Waiting Times 
15. Target A.05T - A&E Waiting Times 
16. Target A.06T - Cataract Waiting Times 
17. Target A.07T - Hip Surgery Waiting Times 
18. Target A.08T - Breast Cancer Waiting Times 
19. Target A.09T - Cancer Waiting Times 
20. Target A.10T )   

Target A.11T ) - Cardiac Intervention and Treatment Waiting Times 
 Target A.13T )   
21. Target A.12T - Diagnostic Waiting Times - CT and MRI 
22. Target A.12T - Diagnostic Waiting Times - Upper GI and Lower GI Endoscopy 
 
 
Objective 4  - Treatment (4 key targets) 
 
23. Target T.01T - Delayed Discharges 
24. Target T.02T - 65+ Multiple Emergency Admissions 
25. Target T.03T - Cervical Screening 
26. Target T.04T - Service Quality 
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1. INEQUALITIES IN CHD MORTALITY 
 

 
1.1 Target H.01T: Reduce health inequalities by increasing the rate of improvement for the most 

deprived communities by 15% for CHD: target date 2008. 
 
1.2 Key Measure 1.01K: Crude mortality rate, per 100,000 population, (3 year average) for 

coronary heart disease in people aged less than 75 years living in the most deprived areas. 
Data are sourced from deaths registered with the General Registrars Office for Scotland.  

 

Crude CHD Mortality Rate (<75 yrs)
per 100,000 population

Greater Glasgow Vs Scotland: 1995-2004
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1.3 Data 

1995-1997 1996-1998 1997-1999 1998-2000 1999-2001 2000-2002 2001-2003 2002-2004
Greater Glasgow 193.5 188.3 178.1 168.8 157.9 151.7 143.8 135.8
Scotland 185.2 176.7 168.6 157.7 147.5 140.1 134.0 126.9

 
SEHD suggested trajectories 
 

2003-2005 2004-2006 2005-2007 2006-2008 2007-2009
127.5 119.7 112.4 105.5 99.0

 
 
1.4 Implications of Meeting Target 
 

What it means locally 
 
A reduction of crude mortality rate of 28.5/100,00 (22%) between 2005 and 2008 in deprived 
areas is a considerable challenge for Greater Glasgow.  Our calculations using depcats 6 and 7 
suggest we would need to prevent 65 deaths from CHD over and above current predicted 
trends. 
 
In recent years, the Board has implemented significant new developments to improve survival 
through secondary prevention.  Our chronic disease management programme has been 
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implemented in all primary care practices, including a systematic, evidence based annual 
review of people with diabetes, CHD, stroke and TIA with access to behavioural change 
support and treatment and rehabilitation services.  Weight management programmes are also 
being piloted for implementation in deprived areas. 

Prevention 2010, to be piloted in two CHCP areas i
 

n Glasgow City (North and East), should 
enable us to test an approach for more effective targeting of this programme and primary 

targets are to be met we will need to 
ave more intensive targeted management of chronic disease and primary prevention. We will 

nning and policy arrangements to bring additional rigour to 
int planning with our key partners (especially through Community Planning) in addressing 

prevention programmes in deprived areas.  Health improvement programmes to support 
smoking cessation and improve diet and exercise should also impact on CHD mortality rates.  
This will also allow us to test whether differential approaches are required for different 
population groups, eg, women/men, BME communities 
 
We intend to continue with current strategies but if the 
h
also continue to review evidence on effective health care interventions and strategies and 
adapt our approach accordingly. 
 
Lastly, we expect our revised pla
jo
inequalities in life experiences that create the pathways into poor heart health. 
  
Increases in life expectancy 
 
We are currently calculating the impact if the increased rate of improvement for life 
xpectancy in the most deprived populations.  We would expect to see some small increase in e

life expectancy in deprived areas and a narrowed differential between rich and poor. 
 
How many more people will lead a healthier life? 
 
It is difficult to predict this merely from deaths prevented.  We must ensure an increase in 

ealth life expectancy and this will be dependant on a range of other factors including medical h
management of chronic disease, smoking cessation and social factors.  
 
Staffing implications 
 
We will need additional practice based staff to undertake more chronic disease management 
nd intensive behavioural support. 

 
a

Regional implications 
 

 associated with achieving delivery

Nil. 
 
Risks  

achieve without change in socio-cultural factors, 
improved housing, reduced poverty. 

 
s affecting delivery

 
• Behavioural change difficult to 

• No additional resources to expand effective services 

Relocation of services, outsourcing and any other major issue  
 
Need good accommodation in primary care settings to undertake chronic disease management. 
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Actions to be taken including relevant service redesign 
 
Services already redesigned - we need to train more staff to implement additional services in 
deprived areas. 

 developments
 
IT  

c management guidelines and monitoring already electronic. 

ent

 
In place - chroni
 
Financial investm  

oking 
essation, weight management and chronic disease management. We also intend to identify 

 reallocate resources to meet inequities of need. As this is likely to be 
troduced on a phased basis, additional transition funding  will required   For longer term 

 

 
The staffing implications above will require additional resource, particularly around sm
c
ways in which we can
in
impact we would also require additional investment to contribute to multiagency plans for 
improving children’s diets, further development of health promoting schools and supporting 
increases in physical activity.  

 5



DRAFT  ANNEX 1 

2. SMOKING 
 
 
2.1 Target H.02T: Reduce rate of smoking among all adults aged 16+ in all social classes to 

22%: target date 2010. 
 
2.2 Key Measure 1.02K: Number of smoking adults in the 16-64 age group expressed as a 

percentage of the sample population. Sample population extracted from the Scottish 
Household Survey.  

 

% Smoking - 16-64 year olds
Greater Glasgow Vs Scotland: 1999-2004
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2.3 Data 

1999 2000 2001 2002 2003 2004
Greater Glasgow 35.3% 35.2% 35.0% 34.8% 33.1% 31.5%
Scotland 33.3% 32.4% 31.5% 31.3% 30.9% 29.3%

 
SEHD suggested trajectories 

 
2005 2006 2007 2008 2009 

28.0% 27.2% 26.4% 25.6% 24.8% 
 
2.4 Implications of Meeting Target 
 

What it means locally 
 
Achieving a reduction in the smoking rate to 22% for all adults including older people would, 
on the basis of current experience be an almost impossible challenge for Greater Glasgow. 
 
Despite the development of the most comprehensive evidence-based smoking cessation 
service in Scotland, overall rates of smoking are not yet decreasing in Glasgow.   

 
The early results from the Health and Well-being Survey carried out at the end of 2005 
indicate that rates remain at about 35%, with little change over the past 3 years    There are 
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however encouraging signs that the number of people who are exposed to tobacco smoke has 
reduced significantly.  
 
It should be noted that the baseline given (using figures from the Scottish Household Survey) 
is significantly less than the results of our own Health and Well-being survey 2002 (which 
showed that 35% of adults in Glasgow smoked).  This may be due to different sample sizes 
and/or research methods, but given the early results of our repeat survey in 2005, a 35% rate is 
much more likely to reflect the actual situation in Greater Glasgow.  Within the city rates of 
smoking vary considerably from 29% in non-deprived areas to 59% in deprived areas.  
 
The key issue in Greater Glasgow is not access to smoking cessation services - in 2004/5 over 
12,000 people accessed NHS smoking cessation.  The issue is finding ways of improving 
success rates - and while people living in areas of deprivation are using the services provided, 
their success rates are significantly lower than more affluent participants.  
 
Overall rates of success for our cessation services are approximately 6.1% for Starting Fresh 
and 12% for intensive support(with 735 people remaining smoke free after 12 months)  - 
which is comparable to national UK figures - and given the levels of deprivation in Greater 
Glasgow would suggest that, while we need to improve, our performance is ‘better than 
average’. 
 
It is likely that in the short/mid term, achieving the overall target may increase inequalities 
(since it is the more affluent smokers who will be more likely to succeed in quitting).  
 
To put the challenge facing NHS Greater Glasgow in context, the new target implies 
achieving an annual average reduction of 7,000 smokers, a massive step up on present 
performance. 
 
Increases in life expectancy 
 
For smokers giving up before 40yrs age there is some evidence of adding 5 years to a life 
David will need to do some work to try and relate to our service user profile  
 
How many more people will lead a healthier life 
 
Achieving this target would result in 34,861 smokers improving their health - and taking into 
account the effect of reduced passive smoking (and greater income) in their families etc. could 
potentially improve the health of 130,000. The Breathe Easy smokefree homes initiative 
currently being piloted in the East End of Glasgow will encourage families to reduce exposure 
to second hand smoke.  
 
Staffing implications 
 
We need to continue to support the community pharmacists to provide the Starting Fresh 
smoking cessation service - and to provide NRT for those accessing other parts of our 
smoking cessation service.   This will require additional continuous investment in training; 
locum fees etc. to ensure the sufficient pharmacy staff are able to provide the service 
(allowing for staff turnover etc.) 
 
We will need to significantly increase the numbers of smoking cessation staff, with particular 
investment in increasing the numbers of smoking cessation groups (as these may reach less 
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people, but have been proven to be the twice as effective than Starting Fresh  in terms of quit 
rates, especially among smokers in deprived areas.) 
 
We will also increase numbers of staff in the Acute hospital cessation service, that is currently 
being rolled out following a successful pilot.  
 
The Breathe Smoking Cessation in Pregnancy service available in all maternity hospitals in 
Glasgow reaches pregnant smokers however we will need additional resources to address 
health and social inequalities for women booking at the Princess Royal Maternity.   
 
New services need to be considered to complement existing smoking cessation services, to 
provide additional intensive support to smokers in areas of deprivation and for people with 
mental health problems in preparing them to quit and then supporting them throughout their 
quit attempt.   This will create opportunities for the development of new staff roles. 
 
Regional implications 
 
The integration of the majority of Argyll and Clyde NHS Board with NHSGGB will require 
us to review the best model of providing smoking cessation services across our whole area  - 
ensuring that we retain high clinical governance standards, while at the same time gaining the 
commitment and ownership required from local CHPs. 
 
We will also require to review existing NHS policies and support partners to review theirs in 
the light of new legislation.  
 
The introduction of smoke free legislation has the potential to contribute greatly to changing 
the culture regarding smoking throughout the West of Scotland.  
 
Risks associated with achieving delivery 
 
Risk of increasing health inequalities in aiming to meet overall target (see above)  
 
As time goes on we will increasingly be targeting the most ‘difficult’ smokes (i.e. those who 
do not want to quit or those who are least likely to succeed) and overall success rates may 
therefore ‘plateau’.   Smokers who have accessed our services, but who were unsuccessful 
may not be willing to try again.   The trajectory should take account of a slowing down of 
improvement .  
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
The current reorganisation of NHSGGB, and the subsequent reorganisation of the Smoking 
Concerns Team may result in some short-term disruption - but the integration of health 
promotion staff throughout the GNHSB system should support more effective health 
improvement activity to change people’s lifestyles and life circumstances.   Having developed 
the most comprehensive, evidence-based service in Scotland, it is vital that we continue to 
maintain consistency and coordination - but at the same time encourage greater commitment 
and local ownership from CHPs and other parts of the NHS.  
 
Actions to be taken including relevant service redesign  
 
Roll out of In patient  smoking cessation service to all Glasgow Hospitals and Satellite sites. 
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Further development and investment in smoking cessations services in CH(C)Ps, with 
additional smoking cessation advisers recruited. 
 
Continued investment in Starting Fresh community pharmacy scheme  
 
Develop new ways of providing additional intensive support to smokers in deprived areas and 
smokers with mental health problems to complement the existing services and to increase quit 
rates.  
 
Expand the Smoke Free homes initiative if evaluation is positive.  
 
We need to continue to invest in expanding smoking cessation services - but also to continue 
to develop work to prevent young people taking up smoking - both in expanding the Smoke 
Free me/Smoke Free Class programmes but also in developing a wide range of work in 
supporting good health among young people. 
 
IT developments 
 
We are combining the databases for each part of our cessations service into one integrated 
database to improve information exchange and support consistent monitoring and evaluation.  
 
Financial investment 
 
 2005/06 

£’000s 
2006/07 
£’000s 

2007/08 
£’000s 

Core Health Promotion 686 713 742 
Additional SE Funding 169 - - 
Breath of Fresh Air 686 686 686 
Unmet Need 200 - - 
Brought Forward 369 528 294 
Total 2110 1927 1722 

 
Funding beyond 2007/08 remains uncertain. 
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3. ALCOHOL 
 
 
3.1 Target H.03T: Reduce incidence of exceeding the weekly alcohol limit of 21 units to 29% for 

men, and of 14 units to 11% of women: target date 2010. 
 
3.2 Implications of Meeting Target 
 

What it means locally 
 
Drinking above recommended levels and binge drinking is a public health, community safety 
and a health service issue. 
 
From the Scottish Health Survey 2003 the percentage of the male population in Greater 
Glasgow over 16 years of age exceeding the recommended weekly limit of 21 units was 32%. 
But for females over the same period those exceeding the recommended weekly limit of 14 
units increased from 12% to 17%.  The percentage of people exceeding the recommended 
weekly limits in Greater Glasgow are higher than the reported Scottish averages of 27% of 
men and 14% of women in 2003 (Scottish Health Survey 1998, 2003). 
 
The figures need further interpretation to provide a more realistic picture.  The 1998 data, for 
example, had an upper age limit of 74 however there was no upper limit in the 2003 survey 
while self- reporting of alcohol consumption tends to be an underestimation of the true levels 
of consumption.  What the figures do indicate is that whilst we may be on schedule to achieve 
the 2010 target for men it would appear that achieving the target for women will be extremely 
challenging. 
 
We are concerned that target H.03T does not consider daily consumption levels for those who 
reported drinking.  The numbers exceeding the recommended daily safe levels raises further 
concerns with 49% males reporting consuming in excess of 4 units per day on their heaviest 
drinking day and 33% females exceeding 3units per day on their heaviest drinking day.  Given 
the health risks associated with ‘binge drinking’ these patterns of consumption may negate 
any anticipated health benefits resulting from a reduction in overall consumption. 
  
The health service contributes to meeting this target amongst the adult population through its 
contribution to and involvement in delivering planned actions in the multi-agency Corporate 
Plan for Action on Drug and Alcohol (CAP).  Through its contribution to implementation of 
this strategy, NHSGGB provides strategic direction and operational support to the following 2 
CAP priorities which relate to this National Target: 
 
• reduce binge drinking because of the harmful social and individual consequences; 
• to provide equitable, accessible and inclusive services to address the needs of those 

who experience problems with alcohol and those affected by others’ alcohol 
problems. 

 
There is a range of multi-agency addiction planning and implementation structures across the 
Greater Glasgow area which co-ordinate the implementation of local activity to address these 
priorities and monitor progress.   Specific initiatives include: 
 
• establishment of Community Addictions Teams across Greater Glasgow - with greatly 

enhanced nursing capacity and psychology services; 
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• developing capacity in local community drug and alcohol forums to increase 
community based information and prevention responses to alcohol related problems; 

• joint commissioning to extend and develop Tier 2 alcohol education/prevention and 
counselling support in local communities. 

 
Increases in life expectancy 
 
Cannot be estimated  
 
How many more people will lead a healthier life 
 
A reduction of those drinking above recommended levels from 2003 levels to targets for 2010 
would represent a 3% reduction for the adult male population (9,900)and a 6% reduction for 
the adult female population (23,000).   
 
Evidence suggests that a reduction in the mean amount of alcohol consumed within the 
population is associated with a reduction in consumption amongst all groups, including those 
drinking at very high levels.  Such individuals while not reducing consumption to within 
recommended limits may still reduce alcohol consumption to the benefit of their health.  
 
It should however be recognised that alcohol related ill health is strongly correlated with 
socio-economic deprivation.  Alcohol related mortality and morbidity in an area such as 
Greater Glasgow is therefore likely to be significantly higher than overall consumption figures 
would suggest. 
 
Staffing implications 
 
Over the next year the NHS and other partners will continue to enhance the acute liaison 
service and to recruit a member of staff to co-ordinate alcohol and drug policy, planning and 
training issues for non addiction specialist community based health and social care services 
and a second member of staff to co-ordinate these issues within the acute sector.  In order to 
effectively implement the SIGN guideline on the management of harmful dinking and alcohol 
dependence in primary care a substantial training programme will require to be delivered with 
associated staffing implications.  
 
Success of these investments will depend on commitment from a range of partners working in 
these services to provide brief interventions advice and support on a reactive basis when 
opportunities arise.   
 
There has been an increase in the number of NHS staff working in specialist alcohol and drug 
services in Greater Glasgow over the past 5 years.  Despite this, there are still concerns 
regarding the capacity of services to meet the varying health and social needs of all those in 
our population experiencing alcohol problems.   
 
Regional implications 
 
The integration of Argyll and Clyde NHS Board with Greater Glasgow NHS Board will 
require us to review the best model of implementing the SIGN Guidelines on the management 
of harmful dinking and alcohol dependence in primary care across our whole area - ensuring 
high clinical governance standards, while gaining the commitment and ownership required 
from local CH(S)Ps. 
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Risks associated with achieving delivery 
 
• Increasing the priority given to assessing alcohol consumption and undertaking brief 

interventions when indicated may divert patient contact time from assessing and 
responding to other health improvement priorities within primary care and acute 
services.  Increasing the effectiveness of screening may identify a need for alcohol 
treatment and support services that cannot be met within current services. 

 
• In aiming to meet a population based target there is a risk of increasing inequalities 

given the link between deprivation and alcohol related ill health discussed above.   
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
One of the main issues affecting the delivery of earlier interventions in primary care and other 
community health settings is the priority that the new CH(C)Ps will put upon driving this 
forward in non specialist services.  The implementation of the SIGN guidelines on screening, 
management of withdrawals, brief interventions and through-care are key to reducing 
consumption and reversing the current increasing alcohol related illness levels.  These 
currently only have the status of clinical guidelines  - not service standards.   
 
There is patchy Tier 2 alcohol education/prevention and counselling support in local 
communities across Greater Glasgow and NHSGGB has a role in reviewing and 
commissioning this and ensuring equitable access to Tier 2 alcohol education/prevention and 
counselling support in local communities. 
 
While effective alcohol support services provision for those who are drinking harmfully is an 
important aspect to contributing to this local target, the national alcohol policy context 
currently does not fully support the known internationally effective measures that will reduce 
overall consumption and binge drinking - such as reducing alcohol availability (in both days 
and hours of sale and density of licensed premises), increasing price, server liability and sound 
enforcement of alcohol/licensing laws.  The ability that health services have to achieve this 
target is limited by working within a national policy framework which currently supports 
increasing availability of alcohol, falling relative cost of alcohol, active promotion to the binge 
drinking market alongside enduring cultural attitudes to intoxication and binge drinking in 
some groups. 
 
Actions to be taken including relevant service redesign  
 
We will require to review the best model of implementing the SIGN Guidelines on the 
management of harmful dinking and alcohol dependence in primary care across our whole 
area. 
 
IT developments 
 
There is a need to fully assess the capabilities of the current IT systems to provide monitoring 
data on the delivery of alcohol interventions (including brief interventions) in primary care 
and the acute sector. 
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Financial investment 
 
Significant investment in addressing alcohol problems has been made in Greater Glasgow 
over the past 5 years.  NHS funding has supported the implementation of the NHS Greater 
Glasgow Alcohol Strategy.  More recently funding has been made available to the Alcohol 
Action Team, from the Scottish Executive, to support the National Plan for Action on Alcohol 
Problems.  In 2005/06 it has been agreed to ring-fence up to 25% of the £2.19 million Alcohol 
Action Team allocation for prevention and education including early intervention.  The 
majority of funding is however channelled into specialist treatment, care and rehabilitation 
services.   
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4. PHYSICAL ACTIVITY 
 
 
4.1 Target H.04T: 50% of all adults (aged 16+) accumulating a minimum of 30 minutes per day 

of physical activity on 5 or more days per week. 
 
4.2 Implications of Meeting Target 
 

What it means locally 
 
It is estimated that two-thirds of men and three-quarters of women in Greater Glasgow is at 
risk of CHD and stroke due to inactivity.  
 
Rates of  physical activity among people in Glasgow are lower than those living in other parts 
of Scotland (Source - Scottish Health Survey 2003).  
 
While in Scotland 37% of girls and 26% of boys are not meeting the physical activity 
recommended target- the equivalent figures for Greater Glasgow are 44% of girls and 27% 
boys (Source - Boys and Girls: Scottish Health Survey 1998). 
 
The figures for adults display a similar gap with 67% of women and 56% of men in Scotland 
not meeting the target - while in Glasgow the corresponding figure is 71% women and 59% 
men.  
 
The situation has improved between 1998 and 2003 with 3% increase in the number of men 
and a 5% increase in the number of women meeting the recommended levels for physical 
activity of 30 minutes of moderate activity accumulated on most days of the week. The 
Scottish Executive has set the national target of a 1% a year increase in physical activity levels 
amongst adults and children (Source: Scottish Health Survey 1998 and 2003). 
 
However the problems of social exclusion experienced by many Glaswegians present major 
barriers to participation in physical activity.  Whilst many people in lower socio-economic 
groups meet the recommended physical activity levels (through manual work and low car 
ownership) - the proportion of sedentary adults living in deprived areas is double that of more 
affluent groups. 
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Key barriers include: 
 
• cost of participating; 
• low car ownership; 
• lack of/cost of transport; 
• lack of suitable opportunities; 
• lack of confidence; 
• lack of information about services;  
• childcare. 
 
(Source: Adapted from Health Population Survey 1997 and consultation carried out by 
Community Action Teams) 
 
There are particular issues that need to be addressed for women, BME population, older 
people and people with a physical disability.  There is particular cause for concern is the fall in 
physical activity rates among girls from age 11. 
 
The Glasgow Physical Activity Strategy, which was consulted upon during 2005 and will be 
issued in its final form during 2006, has been developed as a local response to the national 
physical activity strategy.  In recognition of the challenge faced in bringing Glasgow nearer to 
achieving the national targets of 50% of adults and 80% of children and young people 
achieving the recommended levels of physical activity by 2022.  The local strategy has set an 
intermediate target of improving rates of physical activity by 5% in men and 8% in women by 
2010.   
 
In particular the strategy recognises the needs for concerted and coordinated action by all 
community-planning partners if we are to encourage people to be more active.   By providing 
information and support to encourage people to become more physically active and creating 
an environment that will support physical activity in the longer term.  
 
A step change is required in terms of investment and support for physical activity in Glasgow. 
If we are to make the active choice the norm and change people’s attitude and beliefs about 
physical activity and create a culture, which is supportive of being physically active at all 
ages. 
 
Although physical activity has been high on the agenda at both a national and local level for 
some time there has been no real investment made financially in comparison to tobacco and 
nutrition agendas. 
 
The city currently has a number of strengths in relation to physical activity, which we can 
build on including: 
 
• Let’s Make Glasgow More Active Physical Activity Strategy 2006; 
• Glasgow’s Physical Activity Forum; 
• new leisure facilities, parks and local physical activity and sport forums. 
 
There are a range of partnership programmes designed to increase rates of physical activity 
including: 
 
• GP exercise referral;   
• after school programmes;  
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• free swimming; 
• active school coordinators in all learning communities;  
• Glasgow City Health Walks program, Paths to Health initiatives and guided walking 

programmes in local communities and parks; 
• area sports development teams and community action teams. 
 
Increases in life expectancy 
 
Being regularly physically active reduces the risk of premature death by 20-30% (Source: 
Chief Medical Officers At Least Five A Week report 2004) but increase in life expectancy 
cannot be estimated. 
 
How many more people will lead a healthier life 
 
Meeting the interim target would result in 16,500 men and 30,664 women leading a healthier 
life. 
 
Staffing implications 
 
There is a need to provide more permanent, stable conditions of employment for the 
workforce - many of the projects are dependent upon temporary funding (from, eg, NOF and 
Sports Scotland) - with the result of high staff turnover and loss of expertise.    There is a need 
both for ‘general’ support and specific sports coaching to encourage young people to become 
engaged in a wide range of physical activity.   This is difficult in a context where local 
authorities are operating in a difficult financial climate.  
 
Regional implications 
 
The integration of Argyll and Clyde will bring potential for partnership working with 
Inverclyde and Renfrewshire Councils   - and necessitate a review of a number of existing 
programmes to assess their applicability in these areas ‘new’ to Greater Glasgow.  
 
Providing equity of service across Clyde will require new investment and increased staffing. 
Argyll and Clyde have not invested at the same level as NHSGGB in terms of physical 
activity programming and consideration needs to be given to the reduced capacity in the 
strategic workforce with the loss of the SHPO for physical Activity within Argyll and Clyde. 
At present there is no increased capacity or budget to provide an equitable physical activity 
program in Clyde. 
 
Risks associated With achieving delivery 
 
Much of the activity is currently funded by temporary sources, eg, NOF - with  the resultant 
uncertainty regarding future development.  This also impacts on the quality of current delivery 
as it leads to high staff turnover (see above). 
 
The efforts to improve rates of physical activity are set within a current context of increasing 
rates of inactivity - so even just maintaining current levels of activity will be a challenge.  
 
Reaching the overall target cannot detract from activity to reduce inequalities in health. 
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Relocation of services, outsourcing and any other major issues affecting delivery 
 
The success in meeting this target depends upon the commitment and support of partners 
outwith the NHS. 
 
Actions to be taken including relevant service redesign  
 
Having agreed the Physical Activity Strategy   with local partners, the next stage will be to 
agree a detailed implementation plan.  This will be developed in the coming year.  
 
IT developments 
 
New IT is being developed to improve the effectiveness of the GP Exercise Referral scheme - 
providing greater ease in making appointments and in collecting the necessary data for 
evaluation.  
 
Financial investment 
 
 £’s 
Live Active GP exercise referral scheme 316,600 
Physical Activity spend   27,000 
Therapeutic exercise spend 53,000 
Staffing 90,000 
Total annual investment 396,600 
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5. CHILDHOOD VACCINATIONS 
 
 
5.1 Target H.05T: 95% uptake target for all childhood vaccinations (ongoing). 
 
5.2 Key Measure 1.03K: MMR uptake rates (at 24 months old). Data sourced from Standard 

Immunisation and Recall System (SIRS) and Grampian Immunisation and Recall System 
(GIRS). 

 

MMR Uptake Rates (at 24 months old)
Greater Glasgow Vs Scotland
September 2003 - June 2005
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5.3 Data 

30-Sep-03 31-Dec-03 31-Mar-04 30-Jun-04 30-Sep-04 31-Dec-04 31-Mar-05 30-Jun-05
Greater Glasgow 84.5% 87.0% 86.8% 87.1% 87.5% 87.4% 87.8% 90.3%
Scotland 86.7% 88.0% 88.5% 88.5% 88.4% 88.4% 88.6% 89.5%

 
SEHD suggested trajectories 

Sep-05 Dec-05 Mar-06 Jun-06 Sep-06
95.0% 95.0% 95.0% 95.0% 95.0%
Dec-06 Mar-07 Jun-07 Sep-07 Dec-07
95.0% 95.0% 95.0% 95.0% 95.0%
Mar-08 Jun-08 Sep-08 Dec-08 Mar-09
95.0% 95.0% 95.0% 95.0% 95.0%

 
5.4 Implications of Meeting Target 
 

What is means locally 
 
Glasgow’s immunisation uptake rates for routine childhood immunisation have always been 
comparable to the Scottish average and currently the uptake rate in Glasgow for children by 
the age of two years is about 97% except for MMR.  In 1996, prior to the national and 
international adverse publicity on MMR vaccine, Glasgow had an uptake rate of over 94%.  
Since then, in keeping with uptake rates elsewhere in the UK, the uptake rate in Glasgow 
dropped to less than 86% by end of September 2003. 
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To regain public confidence and in keeping with national recommendations, we have 
undertaken a number of measures in Glasgow to improve the uptake rate and these measures 
include: 
 
1. Monitoring of MMR uptake:  Through the NHS Greater Glasgow  local Immunisation 

Liaison Group we analysed the non-uptake data of MMR and gave feedback to GPs 
and Health Visitors of poor uptake practices, advising that they may wish to discuss 
the MMR vaccination further with their non-immunised patients and their parents.  In 
addition, we offered help to these practices in achieving their target rates including 
face-to-face interviews with their patients. 

 
2. Information provision to parents:  we have been sending out a personal letter from the 

Local Immunisation Co-ordinator to all parents along with the appointment letter for 
immunisation.  The personal letter also contained a leaflet produced by NHS Health 
Scotland and the Scottish Executive, and a locally produced leaflet encouraging 
parents to accept MMR vaccine and if they have any doubts, to contact the Health 
Protection Unit directly.  We also offer face-to-face appointments with parents if they 
wish to discuss their concerns with someone in person. 

 
3. Education and training of healthcare workers:  Various recent studies have shown that 

one of the key determinants of whether parents accept MMR for their children is the 
knowledge and confidence of the healthcare professionals involved in advising them 
on any worrying issues.  The Immunisation Co-ordinator, with support from the local 
Immunisation Liaison Group, has organised a series of annual seminars for healthcare 
workers in Glasgow and updated them on all the relevant research supporting the 
safety of MMR vaccine. 

 
4. Changing schedule: We have also reviewed local data and changed our immunisation 

schedule to offer MMR vaccine to children at an earlier age.  Traditionally, children in 
Glasgow were not invited for MMR vaccine until the age of 15 months.  However, as 
there is evidence that immunisation uptake rates are usually better for younger 
children compared to older children and now we offer MMR at the age of 13 months 
and this seems to have improved our local uptake rate. 

 
Trends over the last 2 years 
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As the graph shows, the immunisation uptake rate in Glasgow over the last two years has 
improved by over 4% and the latest data in Glasgow shows that MMR uptake rate for the third 
quarter in 2005 (July to September) is 90.4%, an improvement of 4% since quarter 3, 2003 
and this is also above the Scottish national average.  We hope to maintain this upward trend 
for the next few years however, given the potential fragility of MMR confidence, eg in 
relation to public trust in healthcare staff and government, media publicity, and other potential 
court cases by parents against the vaccine manufacturers, it is difficult to predict the trend with 
confidence.  Additionally, we are aware that there is going to be significant changes to the 
childhood immunisation programme within the next six months, and this may have an impact 
on the MMR uptake rate. 
 
Given the gradual improvement in MMR uptake rate, and regaining of public confidence, it is 
important that we do not do anything to reverse this trend as any aggressive approach may 
backfire on public trust and confidence.  We will continue to support our primary health care 
team and any parents who wish to discuss the MMR issue further with the Health Protection 
Team and we hope to achieve further improvement in our uptake rate in coming years. 

 20



DRAFT  ANNEX 1 

6. SUICIDE 
 
 
6.1 Target H.06T: Reduce suicide rate between 2002 and 2013 by 20%. 
 
6.2 Key Measure 1.04K: Deaths from intentional self-harm and events of undetermined intent as 

a rate per 100,000 population. Data are sourced from deaths registered with the General 
Registrars Office for Scotland. 

 

Suicide Rates per 100,000 poulation
Greater Glasgow Vs Scotland: 1995-2004
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6.3 Data 

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004
Greater Glasgow 19.2 17.5 18.0 20.6 18.7 22.5 20.6 17.7 17.8 17.0
Scotland 16.4 16.6 17.2 17.3 17.3 17.3 17.5 17.8 15.7 16.4

 
SEHD suggested trajectories 

 

.4 Implications of Meeting Target 

What it means locally

2005 2006 2007 2008 2009
16.7 16.4 16.1 15.7 15.4

 
6
 

 

uicide is primarily a public health rather than a health service-specific issue. However, 

mental health services include the process of reviewing critical incidents and risk assessments.  

 
S
Board-wide, through the Mental Health Partnership there is responsibility to ensure that there 
is strategic, evidence-based support for suicide reduction work as follows: providing strategic 
support to CHPs and local authorities to deliver and sustain the core elements of Choose Life 
(in terms of community based projects, staff and community training, active suicide 
prevention networks and support services to those affected by suicide incidents).  In addition 
the Mental Health Partnership will be developing leadership in: ensuring staff training and 
best practice on suicide prevention is adopted within key health service settings including 
emergency admissions, addictions services, and mental health services - particularly post 
discharge. This applies equally to relevant commissioned service providers. Steps underway in 
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Given the widely diverse demographics of different communities within Greater Glasgow 
there is a need to address the uneven distribution of suicide risk in strategies to reduce suicide 

f partnership responses to suicide prevention in  place, most 
otably through Local Authority-specific multi-agency Choose Life Action Plans. There is 

rates - making inequalities issues a central focus of the approach.  Strategies for integrating 
inequalities perspectives into suicide prevention work will be developed in coming year, 
linking into national support resources where appropriate (such as National Resource Centre 
for Ethnic Minority Health). 
 
There are already a range o
n
also an emerging emphasis on developing the potential of CHPs as key bodies for promoting 
population mental health and preventing suicide and thus a priority for supporting CHPs in 
this development.  As CHPs become established, there is a need for the Board to develop 
performance management arrangements on suicide reduction and wider mental health 
improvement that are applicable to CHPs and their partner agencies. 
 
Increases in life expectancy 
 
Yet to be determined. 
 
How many more people will lead a healthier life 

 work with academic partners and others to develop a broader range of 
eans of measuring positive population mental health and well-being, to use alongside suicide 

 
Yet to be determined. 
 
The Health Board will
m
figures and mental illness indicators, including work linked to Greater Glasgow Health and 
Wellbeing Study and the work of the Glasgow Centre for Population Health.  This is because 
use of suicide rates as the sole “mental health” indicator is beset with severe methodological 
problems (eg, natural fluctuations and small numbers). 
 
Staffing implications 
 
Over the coming year, the Board will be taking pro-active steps to identify, support and 
onnect staff groups in acute hospital services, in addictions and mental health services, in c

other CHPs services (eg, older people’s services) and partner agencies (eg, New Learning 
Communities/Integrated Community Schools) with a view to mobilising concerted 
programmes that tackle suicide and promote mental health; this will be backed up by clear 
leadership, support and network development for the sharing of good practice and skills 
development.  This will represent a long-term development agenda for the Board. 
 
Regional implications 
 
In the coming year, Board will work to ensure that there is close liaison with local authority 

d Choose Life action planning and wider system responses to suicide and its causes. There 

 

le
will also be development work to integrate resources from the Argyll and Clyde process into 
this pan-system approach.  This will call for the development of a needs-based resource 
allocation formula and will also require work to compensate for the inequalities of the national 
Choose Life allocation formula, which has apparently been to the major detriment of Glasgow 
City. 
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Risks associated with achieving delivery 
 
There will be a mainstreaming requirement for the Board, local authorities and their 

d to the planned ending of national Choose Life 
nding in 2008; the Board will design processes to prioritise and resource future programmes 

community planning partners to respon
fu
in this regard. 
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
Not applicable. 

ctions to be taken Including relevant service redesign 
 
A  

ee actions highlighted within specific sections of this return. 

 developments

 
S
 
IT  

ot applicable. 

inancial investment

 
N
 
F  

edicated Choose Life monies, routed via local authorities.  Work will be undertaken to place 
n the context of a wider public mental health resource available for 

artner agencies, both current and potential future investments - including at CHP level. 
 
 

 
D
this investment withi
p
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7. TEENAGE PREGNANCY 
 
 
7.1 Target H.07T: Reduce by 20% the pregnancy rate (per 1,000 population) in 13-15 year olds 

from 8.5 in 1995 to 6.8 in 2010. 
 
7.2 Implications of Meeting Target 
 

What it means locally 
 
The reasons for teenage pregnancy are complex and relate to a wider cultural awkwardness 
with speaking open, honestly and frankly about sexual matters, young people’s exposure to 
heavily distorted media messages around sexuality which presents sex as a commodity, 
inconsistent sexual health education from parents and schools, a strong connection to social 
capital and a lack of a sense of a stake on the future and most importantly, the role that gender 
plays in defining how young women and young men are expected to behave.  
 
Activity aimed at reducing teenage pregnancies need to cover all these areas and the key 
business of some of these factors fall outside the gift of the NHS.  
 
The target figure for 2010 is 6.8% per thousand in 13-15 year old girls. The current rate in 
Greater Glasgow at 7.5 per thousand shows good progress towards this target. It should be 
acknowledged that within Greater Glasgow there are significant variations according to socio-
economic deprivation. For example East Dunbartonshire Council reports the lowest rates of 
teenage pregnancy in Scotland (5.1 per thousand) while in Glasgow City the figure is much 
greater (9 per thousand and through postcode analysis can be seen to be most pronounced in 
Glasgow’s most deprived areas) 
 
Recognising the specific imperative in Glasgow City a joint Teenage Pregnancy Steering 
Group has been established between NHSGG and Glasgow City Council supported by a post 
of Strategic Manager - Teenage Pregnancy and chaired by the depute chief of the Council. 
 
This has seen the development of a number of initiatives aimed at bringing consistency of 
approach and increasing the priority of efforts to reduce teenage pregnancies, as well as 
establishing new initiatives.  Some examples of work have so far been: 
 
• development of C Card service to increase targeted availability of free condoms; 
• pilot provision of free emergency contraception for young women in pharmacies; 
• Text 4 U service to promote local sexual health services to young people. 
 
In the wake of the national strategy, Respect and Responsibility, NHSGG has reached 
agreement with local authorities outwith Glasgow City to develop sexual health as a priority 
issue through the CH(C)Ps. This and the national action plan creates an opportunity to train 
health improvement staff in each CH(C)P to advance work to address teenage pregnancies to a 
greater degree than was previously possible.  
 
Increases in life expectancy 
 
Not applicable. 
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How many more people will lead a healthier life 
 
The actual numbers of young women in this age group that become pregnant are relatively 
low (117 in 2003/04). Of these 61 were aborted. Therefore the reduction proposed will in 
reality only affect a handful of young women.  However, the issue with teenage pregnancy is 
that although the numbers are relatively small it is known that teenage births lead to a cycle of 
disadvantage and social exclusion for the mother and her baby.  
 
Staffing implications 
 
New services such as C Card and the Community Pharmacy pilot requires keeping a large 
pool of staff up to date with training on the services standards creating challenges for 
arranging training. The CH(C)Ps offer a chance to increase the health improvement workforce 
involved in sexual health.  
 
The national Action Plan also places new responsibilities on local authorities which again 
poses challenges in terms of training. This has become the main focus for specialist sexual 
health improvement staff.  
 
Regional implications 
 
The integration of Argyll and Clyde into Glasgow poses some significant challenges in terms 
of service delivery and health improvement. It is expected all sexual health services will now 
be managed from Sandyford working towards the integrated social model of sexual health 
care successfully developed to date. This will require intensive support from Sandyford and 
the clinical lead for NHSGG.  
 
Further discussions with other boards on regional planning for service delivery have 
commenced. 
 
Risks associated with achieving delivery 
 
A careful balance needs to be struck in terms of ensuring sufficient emphasis is placed in 
terms of addressing the circumstances which leads to underage sexual activity as well as 
ensuring there is an accessible and appropriate set of services able to support those that do 
become pregnant. 
 
We endeavour to work at different levels with faith based groups but on a number of issues it 
has been difficult to find common ground with some of those views while meeting our 
obligations, particularly to young people. 
 
We work with six (soon to be eight) Local Authorities each with different priorities and 
challenges which require us to take a differential approach while seeking to retain a number of 
core requirements and standards 
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
The current relocation of NHSGG services into CH(C)Ps offers significant opportunities for a 
more consistent local delivery of services and health improvement. 
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Actions to be taken including relevant service redesign  
 
The ambitious Sandyford Phase 2 programme of developing community “hubs” provides a 
greatly increased range of services locally with dedicated slots for young people.  
 
Increased access to emergency contraception through pharmacy pilot 
 
Roll out of Termination of Pregnancy service based in Sandyford, in conjunction with the 
Southern General. The pilot offered a quicker process for women undergoing medical TOP 
through reducing hospital visits by offering first-stage medication at Sandyford. Its success 
later led to a wider rollout covering linkages with all Glasgow TOP sites. 
 
IT developments 
 
None. 
 
Financial investment 
 
New investment - £150k per annum of the sexual health strategy allocation was allocated to 
actions designed to address teenage pregnancy.  This is in addition to considerable financial 
investment of £7million under the auspices of general sexual health which contribute towards 
reduction of teenage pregnancies.  
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8. FINANCIAL BALANCE 
[SEE SEPARATE ATTACHMENT ON THE FINANCIAL PLAN] 

 
 
8.1 Target E.01T: NHS Boards to operate within their revenue resource limit; operate within 

their capital resource limit; meet their cash requirement. 
 
8.2 Key Measure: Forecast Deficit/Surplus for ‘End Year’ against total revenue resource limit. 

Data are extracted from monthly financial monitoring returns. 
 

Forecast Deficit/Surplus for End Year
Greater Glasgow: June 2004 - August 2005
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Note - data not submitted by NHS Boards for April and May 2005 

 
8.3 Data 

Jun-04 Jul-04 Aug-04 Sep-04 Oct-04 Nov-04 Dec-04
Greater Glasgow 0 -4600 -4600 -4600 -4600 -4600 -4600
Scotland -21979 -37087 -64755 -90550 -87109 -70816 -69353

Jan-05 Feb-05 Mar-05 Jun-05 Jul-05 Aug-05
Greater Glasgow -4600 -4600 10000 -10400 0 0
Scotland -61497 -56411 -31783 -106851 -90559 -83648
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SEHD suggested trajectories 
 

Sep-05 Oct-05 Nov-05 Dec-05 Jan-06
0 0 0 0 0

Feb-06 Mar-06 Jun-06 Jul-06 Aug-06
0 0 0 0 0

Sep-06 Oct-06 Nov-06 Dec-06 Jan-07
0 0 0 0 0

Feb-07 Mar-07 Jun-07 Jul-07 Aug-07
0 0 0 0 0

Sep-07 Oct-07 Nov-07 Dec-07 Jan-08
0 0 0 0 0

Feb-08 Mar-08 Jun-08 Jul-08 Aug-08
0 0 0 0 0

Sep-08 Oct-08 Nov-08 Dec-08 Jan-09
0 0 0 0 0

Feb-09 Mar-09
0 0
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9. SICKNESS ABSENCE 
 
 
9.1 Target E.02T: Sickness Absence Rate: 4% by 31 March 2008. 
 
9.2 Key Measure 2.02K: Hours lost due to sickness absence expressed as a percentage of total 

hours available. This measure is based on all NHS employed staff working in NHS Scotland 
excluding private contractors (, eg, GPs and dentists) and their staff. Data are sourced from 
ISD(M) 39 - Occupational Health and Safety Minimum Dataset. 

 

Hours lost due to sickness absence expressed
as a percentage of total hours available

Greater Glasgow Vs Scotland: 2004-2005
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9.3 Data 

2004 2005
Greater Glasgow 4.9% 6.4%
Scotland 5.1% 5.1%

 
SEHD suggested trajectories 

2006 2007 2008 2009
5.6% 4.8% 4.0% 4.0%

 
9.4 Implications of Meeting Target 
 

What it means locally 
 
This will be done in partnership with the Trade Unions through a subgroup of the Area 
Partnership Forum.  Key tasks are: 
 
a) Establishing and continually reviewing. 
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b) Review and development of existing absence management policies including: 
 

• use of return to work interviews; 
• use of trigger mechanisms to review attendance; 
• training in absence management; 
• effective involvement of occupational health; 
• use of disciplinary procedure. 

 
c) Reviewing and assessment underlying causes of absence and making necessary 

workplace adjustments. 
 
d) Reviewing and developing staff support. 
 
The aim will be to achieve a reduction from 5.6% to 4.8% at March 2007 and the 4% target by 
March 2008. 
 
Risks 
 
This represents a sizeable challenge because: 
 
• the bedding-in of the new organisation to create a single progressive culture to 

managing absence; 
• the adoption of a universal absence management practice in 2006-07 may affect our 

trajectory; 
• past experience suggests only small annual changes. 
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10. CONSULTANT PRODUCTIVITY 
 
 
10.1 Target E.03T: Productivity: increase in consultant productivity by 1% pa over the next 3 

years. 
 
10.2 Key Measure 2.04K: Average Inpatient/Day Case case-mix adjusted activity per whole time 

equivalent (medical and nursing staff). Data are sourced from: SMR01, HRGs, The Medical 
and Dental Workforce Census and The Consultant Contract Uptake Census.  

 
* Insufficient data to produce a graph of recent performance in relation to this measure. 

 
10.3 Data 

30-Sep-04
Greater Glasgow 425.7
Scotland 444.4

 
SEHD suggested trajectories 

Sep-05 Dec-05 Mar-06 Jun-06 Sep-06
425.7 426.8 427.9 428.9 430.0

Dec-06 Mar-07 Jun-07 Sep-07 Dec-07
431.1 432.1 433.2 434.3 435.4

Mar-08 Jun-08 Sep-08 Dec-08 Mar-09
436.5 437.5 438.6 438.6 438.6

 
10.4 Implications of Meeting Target 
 

What it means locally 
 
Led by the Board’s Medical Director, a review of the consultant job plans will be undertaken 
to identify areas where Consultant productivity can be increased.  This will include further 
implementation of Hospital at Night, an assessment of where changing processes and the use 
of role redesign and skill mix can positively impact on patient outcomes. 
 
A dataset will be deployed to ensure that the increase in productivity can be appropriately 
evidenced. 
 
Consultant productivity is linked directly to improved access and waiting times and therefore 
is part of the overall delivery plan. 
 
Following consultation with Associate Medical Directors.  A plan is expected to be available 
by the end of February. 
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11. PRIMARY CARE TEAM ACCESS 
 
 
11.1 Target A.01T: Ensure that anyone contacting their GP surgery has guaranteed access to a GP, 

nurse or other health care professional within 48 hours from April 2004. 
 
11.2 Key Measure 3.01K: Percentage coverage of Health Board population, using list sizes for GP 

practices, taking part in Primary Care Collaborative. 
 

* Insufficient data to produce a graph of recent performance in relation to this measure. 
 
11.3 Data 

As at:
01-Apr-05

Greater Glasgow 28.6%
 

NHSGG planned trajectories 
 
NHSGG Participation in Scottish Primary Care Collaborative Programme SPCC as % of GP 
Registered Population  
 
April 06  32% 
April 07 42% 
April 08 52% 
April 09  62% 

 
11.4 Implications of Meeting Target 
 

What it means locally 
 
NHS Greater Glasgow has had a primary care access strategy in place for over 3 years. The 
aims of the strategy are to improve access to services across a range of measures and at the 
same time support the short-term goal of ensuring access to an appropriate member of the 
primary health care team within 48 hours.  
 
As a result there is a regular monitoring process in place for GP and Nurse appointments The 
report produced captures the date and time of the third available routine appointment with a 
specific GP, any GP, any nurse or either GP/Nurse appointment. The programme 
automatically excludes weekends and practices can exclude public holidays. The software 
excludes non routine appointment slots. The program calculates the date of the third available 
appointment for GP and nurse and prints a summary report.  The results for 2005 are shown 
below:  

 
Quarter  % Returns %of Returns that 

met Target 
% of all Practices 

that met target 
January 2005 97.6 98.4 96.0 
April 2005 92.0 98.9 90.9 
August 2005 96.2 96.0 92.4 
November 2005 97.6 92.8 92.8 
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There has also been a commitment to the Scottish Primary Care Collaborative Programme.  
Glasgow practices have been participating since the first wave and currently 32% of the 
practice-registered population is covered by the programme. The programme takes a redesign 
approach, supported by a project manager to assist practices in addressing their specific needs. 
This includes improved/advanced access, addressing the management of a specified disease 
topic and finally practice identification of a third priority topic to benefit their population. The 
specified disease areas are diabetes and coronary heart disease, third topics include asthma, 
palliative care and mental health.  Results to date and feedback from the National Programme 
Manager have been very positive.  
 
Increases in life expectancy 
 
Improved access to early appointments for patients potentially allows early diagnosis, 
intervention and onward referral. In relation to a structured approach to chronic disease 
management, use of best available evidence results assists in reducing risk factors, disease 
complications and in the case of CHD reduced mortality.  
 
How many more people will lead a healthier life 
 
At the date of the last appointment audit, 827,294 patients had the potential to access a routine 
appointment within 48 hours. At present 382,220 patients within Greater Glasgow are attached 
to practices involved in the Collaborative.  
 
Staffing implications 
 
Many practices have or plan to undertake changes to skill mix and working practices such as 
triage to improve access and optimise resources. Each CHP/CHCP area involved in the SPCC 
has a full time project manager supporting this work. At practice level the team work together 
to release time to participate - this often requires locum GP cover.  
 
Regional implications 
 
The SPCC share learning and development and data on both a regional and national basis. 
There are also opportunities to share approaches to monitoring appointment availability in 
particular in relation to the changes to Argyll and Clyde.   
 
Risks associated with achieving delivery 
 
• Whilst 50 points are available within nGMS for achieving access - it is not mandatory.  
 
• There is a need to ensure that patients can also forward plan an appointment and this 

may impact on the ability to meet 48 hour target. 
 
• There are risks associated with fixed term nature of the project management - 

recruitment, retention and loss of expertise . 
 
• Ensuring spread from the funded core practices to others within the CHP/CHCPs - to 

date this has not been achieved at the pace in which the national programme planned. 
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Relocation of services, outsourcing and any other major issues affecting delivery 
 
None.  
 
Actions to be taken including relevant service redesign  
 
Continue to work with practices and CHP/CHCPs to achieve 100% return on appointment 
stock take and aim to achieve 100% with compliance re achieving target.  
 
CHP/CHCPs require local action plans re access generally and specifically re achieving spread 
from core practices across the CHP/CHCPs                                              
 
IT developments 
 
There are some risks associated with the use of the software, as it relies on the individual 
practices extracting data effectively. In addition any changes to practice IT can result in 
problems. The feasibility of extracting this data remotely on a CHP/CHCP basis should be 
explored during 2006/7.  
 
Financial investment 
 
Additional resources are required to support software development and technical support for 
appointment data and reporting.  
 
The SPCC programme requires significant  financial commitment at a local level:  
 
• the funding for the project management post is partial and does not include 

recruitment costs, travel, training and accommodation; 
• the core practices receive £5k and again this is insufficient to meet locum costs and 

travel and accommodation  for the mandatory 2 day learning events - there are 3 of 
these; 

• it may be necessary to provide financial incentive to other practices to encourage 
spread of the model locally.  
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12. FIVE-YEAR OLDS WITHOUT DENTAL DISEASE 
 
 
12.1 Target A.02T: 60% of 5 year old children (primary 1) will have no signs of dental disease by 

2010. 
 
12.2 Key Measure 3.02K: Percentage of children aged 0-17 years registered with an NHS dentist. 

Data are sourced from the Management Information and Dental Accounting System 
(MIDAS). 

 

Dental Registrations aged 0-17 years
Greater Glasgow Vs Scotland

31st March 2000 - 31st March 2004
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12.3 Data 

31-Mar-00 31-Mar-01 31-Mar-02 31-Mar-03 31-Mar-04
Greater Glasgow 72.1% 70.9% 71.7% 71.7% 71.6%
Scotland 68.8% 67.3% 67.5% 67.7% 67.1%

 
NHSGG planned trajectories 
 
Proposed NHS dental registration rates to be achieved in NHSGG by March 2009   
 

 March 05 March 06 March 07 March 08 March 09 
0-2 yr olds 40.7 42 52 70 80 
3-5 yr olds 72.9 75 80 88 90 
6-12 yr olds 82.1 84 88 92 93 
13-17 yr olds 72.8 74 78 88 93 
0-17 yr olds 71.6 72.7 77.8 86.5 90.3 

 
It should be noted that the National Dental Action Plan targets refer to 0-2, 3-5 and 6-12 year 
olds.  Registration is used as a proxy indicator of progress against the target as dental disease 
amongst children is only recorded every two years.   
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Proposed targets for Percentage NHS Dental Registrations
 in Greater Glasgow by age band 
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12.4 Implications of Meeting Target 
 

What it means locally 
 
The local and national targets for 2010 is that at least 60% of P1 school entrants will have no 
obvious signs of decay experience. The Dental Action Plan also includes a target of 90% of 
children aged 6-12 yrs to be under dental care by March 2008.   Greater Glasgow has made 
progress but remains significantly below the 2010 target. 
 
Percentage of 5 yr olds with zero caries experience (dmft=0) in Scotland and in Greater 
Glasgow by year of survey 

 
% 
dmft=0 1987/88 1989/90 1991/92 1993/94 1995/96 1997/98 1999/00 2001/02 2002/03 2003/04 
Scotland 42.3 40.8 41.8 38.2 41.4 43.3 45.1 - 44.6 50.7 
GGHB 35.4 36.3 36.5 26.2 33.5 35.2 34.3 39.6 35.2 42 

 
Overall the Board is looking towards the measures advocated in its five-year Oral Health 
Strategy to make a significant impact on this performance. 
 
The prevalence of dental caries is related to deprivation. NHS Greater Glasgow, via Oral 
Health Action Teams and the Scottish Executive Demonstration Programme (Childsmile) is 
targeting infants who are at greatest risk of developing dental caries. The Childsmile project is 
an explicit attempt to establish meaningful links between the families of newborn children and 
General Dental Services within 6 months of birth. The areas that are targeted are those in 
which dental registration in early childhood is least practised at present. 

 
A significant proportion of children in Greater Glasgow live in areas of deprivation (DepCat 
6and7). There was a considerable improvement in the proportion of 5 yr olds in DepCat 7 
communities who had no obvious caries experience when 2004 is compared to 2003 (42% cf 
34%).This improvement is presumed to be attributable to the activities of OHATs. 
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It is believed, however, that a significant proportion of children who present with dental caries 
at the age of 5 yrs already have had decay at the age of 3 yrs - the age from which OHAT 
activities are addressed at present.  
 
Historically, NHS dental registrations in the age group 0-2 are low (circa 41%) in Glasgow but 
rise to approx 73% for 3-5 yr olds. An incremental set of targets has been set out with the 
greatest increase being in the youngest age group. 
 
The forthcoming change in NHS dental registrations (from 15 to 36 months, with effect from 
1 April 2006) will by default increase recorded rates of NHS dental registrations even without 
any change in dental attendance.  
 
Not only will Childsmile promote beneficial oral health behaviours in the homes of youngsters 
but there will be a coincidental increase in NHS dental registrations in this most important age 
band (0-2 yrs). The Childsmile programme will include a specification  for a minimum 
frequency of dental attendance by youngsters and will support families in attending with the 
desired frequency.  
 
Increases in life expectancy 
 
There is no direct relationship between dental registration and increased life expectancy. If, 
however, there is a direct link between periodontal disease and cardiovascular disease it may 
be that improved periodontal health with be a result of beneficial changes in attitudes to oral 
health in childhood. It is not possible to quantify what this benefit might be. Any increase in 
life expectancy as a result of improved oral health will be unlikely to be measurable within 50 
years. 
 
How many more people will lead a healthier life 
 
 An estimated 30% of our child population. 
 
Staffing implications 
 
There is every likelihood that the skill mix in General Dental Practice will change over the 
next 5-8 years with an increased number of professionals complementary to dentistry working 
alongside dentists. 
 
Regional implications 
 
It is predicted that the need for services for dental extractions in childhood which necessitate 
General Anaesthesia will be reduced by an estimated 30% over the next 5 years. 

 
Risks associated with achieving delivery 
 
Increase costs of delivering children’s dental services. However, this will be tempered by a 
greater proportion of the expenditure being directed towards preventive care and oral health 
promotion. Historically, the greatest expenditure has been on restoration and extractions. 
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
Not applicable. 
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Actions to be taken including relevant service redesign  
 
Not applicable. 
 
IT developments 
 
Not applicable. 
 
Financial investment 
 
None. 

 
 
  

 38



DRAFT  ANNEX 1 

13. INPATIENT/DAYCASE WAITING TIMES 
 
 
13.1 Target A.03T:  No patient with a guarantee should wait longer than 6 months for inpatient or 

daycase treatment from 31st December 2006, reducing to 18 weeks from December 2007. 
 

There are three key performance measures under this target: over 6 months; over 18 weeks; 
with ASCs. 

 
13.2 Inpatient/Day Case Waiting Times over 6 months (31 December 2005)  
 
13.2.1 Key Measure 3.03.K: For all acute specialties, number of inpatient/day cases waiting over 6 

months excluding ASCs. Data are sourced from Monthly Management Information. 
 

Number of inpatients/day cases
waiting over 6 months - Greater Glasgow

January 2004 - July 2005
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13.2.2 Data 

1995-1997 1996-1998 1997-1999 1998-2000 1999-2001 2000-2002 2001-2003 2002-2004
Greater Glasgow 193.5 188.3 178.1 168.8 157.9 151.7 143.8 135.8
Scotland 185.2 176.7 168.6 157.7 147.5 140.1 134.0 126.9

 
NHSGG planned trajectories 

 
Monthly Monitoring - IP/DC (NON-ASC) WAITING >26 WEEKS 
 

Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 Mar-06 
540 550 282 318 411 271 299 187 0 0 0 0 
Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07 Mar-07 

0 0 0 0 0 0 0 0 0 0 0 0 
Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 

0 0 0 0 0 0 0 0 0 0 0 0 
Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 

0 0 0 0 0 0 0 0 0 0 0 0 
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Note - Actual to December 2005 - plan thereafter. 
 
26 weeks is now a National Standard for a maximum wait. 

 
13.3 Implications of Meeting Target 
 

What it means locally 
 
As at 31 December 2005, NHSGG achieved the waiting time guarantee that no patient will 
wait over 6 months for an inpatient or day case procedure. 
 
Increases in life expectancy 
 
Improved access to both outpatient appointments and inpatient and day case procedures will 
potentially ensure that an earlier diagnosis and related interventions will lead to improved 
health sooner. 
 
How many more people will lead a healthier life 
 
To achieve this inpatient/day case target by Dec 2005, NHSGG has delivered significant 
activity both to clear existing waiting lists and to ensure delivery of this maximum waiting 
time guarantee. At the high point, NHSGG had 2,000 patients waiting in excess of 6 months 
for their treatment. 
 
Staffing implications 
 
Acute Services have benefited from major levels investment to secure delivery and 
sustainment of this guarantee. Key staffing implications include the recruitment of additional 
staff, particularly theatre staff and consultant level, and some changes to ways of working 
include service design and related administrative systems. 
 
Regional implications 
 
Greater Glasgow NHS has approximately 30% of waiting list activity accounted for by non-
Glasgow patients. NHSGG also provides a number of regional/tertiary elective surgical 
services. NHSGG has worked with West of Scotland Health Boards to agree funding from 
them to ensure delivery of waiting time guarantees for patients accessing local services. 

 
Risks associated with achieving delivery 
 
The main risks include sustaining levels of performance, improving performance/delivering 
shorter wait times to progress towards delivery of new targets. These risks include challenges 
presented by periods of high levels of emergency admissions, staff recruitment/departures and 
the limitation of the physical infrastructure (lack of theatre capacity, accessing private sector 
capacity). 
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
To ensure we operate with sufficient capacity to achieve, maintain and then improve 
performance NHSGG needs to balance provision across NHS services, the Golden Jubilee 
National Hospital and the private sector. 
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Actions to be taken including relevant service redesign  
 
Investment decisions to improve/extend capacity are always linked to the need to evidence 
that services are operating within effective service models, with optimum levels of throughput 
and staffing. Over the course of the two years to Dec 2005, there are a number of examples of 
service redesign work in major specialties including plastic surgery, orthopaedics and ENT. 
 
IT developments 
 
No significant developments made. 
 
Financial investment 
 
Total NHSGG investment in improving waiting times for the latest complete financial year of 
2004/05 are summarised as follows: 
 
The additional cost of improving waiting times in 2004/05 was £17.7m - broken down by the 
following funding sources: 

 
Funding Source £’000s 
NHSGGB - Local Health Plan 6,000 
NHSGGB - Other 541 
NHSGGB - Capital 3,300 
NWTU - Arbuthnott funding 4,254 
West of Scotland Boards 3,595 
Total 17,690 

 
This is set against our original plans of required investment of circa £48m over 2004/05 and 
2005/06 - £25m in 2004/05 and £23m in 2005/06.  Our latest estimate for out-turn costs in 
2005/06 are £29m.  The planned investment for 2006/07 is £XXXX million.  This include the 
cost of sustaining the national guarantee of 26 weeks for inpatient day cases and outpatients 
achieving the 18 week target by December 2006 for inpatient and day cases and making 
progress towards the 18 week target for outpatients by December 2007. 
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13.4 Inpatient/Day Case Waiting Times Over 18 Weeks (31st December 2007) 
 
13.4.1 Key Measure 3.04K: For all acute specialties, number of inpatient/day cases waiting over 18 

weeks excluding ASCs. Data are sourced from Monthly Management Information. 
 

Number of inpatients/day cases
waiting over 18 weeks - Greater Glasgow

April - September 2005

0
500

1000
1500
2000
2500
3000
3500

Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05

Time period

N
um

be
r w

ai
tin

g 
ov

er
 

18
 w

ee
ks

 
 
13.4.2 Data 

1995-1997 1996-1998 1997-1999 1998-2000 1999-2001 2000-2002 2001-2003 2002-2004
Greater Glasgow 193.5 188.3 178.1 168.8 157.9 151.7 143.8 135.8
Scotland 185.2 176.7 168.6 157.7 147.5 140.1 134.0 126.9

 
NHSGG planned trajectories 
 
Monthly Monitoring - IP/DC (NON-ASC) WAITING >18 WEEKS 
 

Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 Mar-06 
3,008 2,212 1,882 2,337 2,314 1,945 1,756 1,056 1,136   1,000 
Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07 Mar-07 
  845   567   0   0 
Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 
  0   0   0   0 
Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 
  0   0   0   0 

 
Note - Actual to December 2005 - plan thereafter. 
 
Plan to be delivered by December 2006. 

 
13.4.3 Implications of Meeting Target 
 

What it means locally 
 
NHSGG is now working towards delivering zero over 18 week waiters for inpatient and day 
case activity by December 2006 - one year ahead of the target date. This will require 
approximately 1,136 patients (as at 31 December 2005) who are currently waiting over 18 
weeks to be treated. 
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Increases in life expectancy 
 
Improved access to both outpatient appointments and inpatient and day case procedures will 
potentially ensure that an earlier diagnosis and related interventions will lead to improved 
health sooner. 
 
How many more people will lead a healthier life 
 
At 31December 2005 approximately 1,136 patients were waiting over 18 weeks for an 
inpatient/day case procedure. It is reasonable to assume that by being treated more quickly this 
could contribute to improved health. 
 
Staffing implications 
 
Still being modelled. 
 
Regional implications 
 
Greater Glasgow NHS has approximately 30% of waiting list activity accounted for by non 
Glasgow patients. NHSGG also provides a number of regional/tertiary elective surgical 
services. NHSGG has worked with WoS Health Boards to agree funding from them to ensure 
delivery of waiting time guarantees for patients accessing local services 
 
Risks associated with achieving delivery 
 
The main risks include sustaining levels of performance, improving performance/delivering 
shorter wait times to progress towards delivery of new targets. These risks include challenges 
presented by periods of high levels of emergency admissions, staff recruitment/departures and 
the limitation of the physical infrastructure (lack of theatre capacity, accessing private sector 
capacity) 
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
To ensure we operate with sufficient capacity to achieve, maintain and then improve 
performance NHSGG needs to balance provision across NHS services, the Golden Jubilee 
National Hospital and the private sector. 
 
Actions to be taken including relevant service redesign  
 
Investment decisions to improve/extend capacity are always linked to the need to evidence 
that services are operating within effective service models, with optimum levels of throughput 
and staffing. Over the course of the two years to Dec 2005, there are a number of examples of 
service redesign work in major specialties including plastic surgery, orthopaedics and ENT. 

 
IT developments 
 
Yet to be determined. 
 
Financial investment 
 
See page 40. 
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13.5 Inpatient/Day Case ASCs 
 
13.5.1 Key Measure 3.05K: For all acute specialties, number of inpatient/day cases waiting with an 

ASC. Data are sourced from Monthly Management Information. 
 

Number of inpatients/day cases
waiting with an ASC - Greater Glasgow
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13.5.2 Data 

1995-1997 1996-1998 1997-1999 1998-2000 1999-2001 2000-2002 2001-2003 2002-2004
Greater Glasgow 193.5 188.3 178.1 168.8 157.9 151.7 143.8 135.8
Scotland 185.2 176.7 168.6 157.7 147.5 140.1 134.0 126.9

 
NHSGG planned trajectories 
 
Monthly Monitoring - IP/DC with an ASC - TOTAL NUMBERS WAITING  
Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 Mar-06 
10,830 10,933 10,775 10,511 10,468 10,272 10,215 10,017 10,056   9,816 
Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07 Mar-07 
  9,190   8,103   6,843   5,700 
Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 
  4,485   3,146   0   0 
Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 
  0   0   0   0 

 
Note - Actual to December 2005 - plan thereafter. 
 
Plan to be delivered by December 2007. 
 
The ASC plan is currently under review and is subject to revision. 

 
13.5.3 Implications of Meeting Target 
 

What it means locally 
 
The target remains to move to an arrangements where we no longer operate with ASCs and to 
secure a maximum 18 week by December 2007. Given the nature of the case mix currently 
with an ASC code, we are now looking to model the service, capacity and costs of delivering 
this change by December 2007. 
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Increases in life expectancy 

proved access to both outpatient appointments and inpatient and day case procedures will 
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Waiting Times policy. Within this, there are two key areas to note. Firstly establishing a 
computer based system that allows patients on a waiting list to have their ‘waiting list clock’ 
started/stopped based upon either patient driven or service driven needs.  Second, the 
circumstances of medically unfit patients will demand that all NHS systems work to establish 
explicit new arrangements for the management of such patients, involving both primary and 
acute based clinicians. 
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EHD are leading the development of a new IT solution to enable the ‘New Ways’ Policy to 
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14. ITING TIMES 
 
 
14.1 Target A.04T:  By end of 2005, no patient will wait longer than 6 months from GP referral to 

an outpatient appointment, reducing to 18 weeks from 31st December. 
 

There are two key performance measures under this target: 6 months and 18 weeks. 
 
14.2 Outpatient Waiting Times over 6 months (31 December 2005) 

OUTPATIENT WA

 
 
14.2.1 Key Measure 3.06.K: For all acute specialties, number of new outpatients (GP/GDP 

referrals) waiting over 26 weeks excluding ASCs. Data are sourced from Monthly 
Management Information. 

 

Number of outpatients
waiting over 6 months - Greater Glasgow
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14.2.2 Data 

 
NHSGG planned trajectories 

 
Monthly Monitoring - Outpatients (non-ASC) waiting >26 weeks 
 

Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 Mar-06 
8,331 7,589 6,513 6,435 6,418 4,790 3,501 1,370 1 0 0 0 
Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07 Mar-07 
0 0 0 0 0 0 0 0 0 0 0 0 
Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 
0 0 0 0 0 0 0 0 0 0 0 0 
Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 
0 0 0 0 0 0 0 0 0 0 0 0 

 
Note - Actual to December 2005 - plan thereafter. 
 
26 weeks is now a National Standard for a maximum wait. 

 

1995-1997 1996-1998 1997-1999 1998-2000 1999-2001 2000-2002 2001-2003 2002-2004
Greater Glasgow 193.5 188.3 178.1 168.8 157.9 151.7 143.8 135.8
Scotland 185.2 176.7 168.6 157.7 147.5 140.1 134.0 126.9
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14.2 Implications of Meeting Target .3 

What it means locally
 

 

e that no will wait over 
6 months for an outpatient appointment 

Increases in life expectancy

 
As at 31 December 2005, NHSGG achieved the waiting time guarante

 
 

Improved access to outpatient appointments will potentially ensure that an earlier diagnosis 

l lead a healthier life

 

and related subsequent interventions will lead to improved health sooner. 
 
How many more people wil  
 
To achieve this outpatient target by Dec 2005, NHSGG has delivered significant activity both 
to clear existing waiting lists and to ensure delivery of this maximum waiting time guarantee. 
At the high point, NHSGG had 25000 outpatients waiting in excess of 6 months. 
 
Staffing implications 
 
Acute Services have benefited from major levels investment to secure delivery and 
sustainment of the 6-month guarantee. Key staffing implications include the recruitment of 
additional staff, particularly theatre staff and consultant level, and some changes to ways of 
working include service design and related administrative systems. 
 
Regional implications 
 
Greater Glasgow NHS has approximately 30% of waiting list activity accounted for by non-
Glasgow patients. NHSGG also provides a number of regional/tertiary services. NHSGG has 
worked with WoS Health Boards to agree funding from them to ensure delivery of waiting 
time guarantees for patients accessing these services 

Risks associated with achieving delivery
 

 
 
The main risks include sustaining levels of performance, improving performance/delivering 
horter wait times to progress towards delivery of new targets. These risks include challenges 

evels of emergency admissions, staff recruitment/departures and 
infrastructure (lack of theatre capacity, accessing private sector 

io v u ing n  m s c l

s
presented by periods of high l
the limitation of the physical 
capacity) 
 
Relocat n of ser ices, o tsourc  and a y other ajor is ues affe ting de ivery 
 
T ur o  w uf y h a en o
performance NHSGG nee cross S se ces, t  Gold  Jubil  
National Hospital and the ivate tor. NHSGG has undertaken a small number of ‘see and 
tr o e th ate  e s n p  a a
subsequent inpatient/daycase treat  

o ens e we perate ith s ficient capacit  to ac ieve, maintain nd th  impr ve 
ds to balance provision a NH rvi he en ee
pr sec

eat’ pr gramm s with e priv  sector - wher patient are see  as out atients nd for ny 
ment.  
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Actions to be taken Including relevant service redesign  

o improve/extend capacity are always linked to the need to evidence 
at services are operating within effective service models, with optimum levels of throughput 

s including plastic surgery, orthopaedics and ENT. 

 
Investment decisions t
th
and staffing. Over the course of the two years to Dec 2005, there are a number of examples of 
service redesign work in major specialtie
 
IT developments 
 
No significant developments made. 
 
Financial investment 

ee page 40. 
 
 
14.3 

 
S

Outpatient Waiting Times over 18 weeks (31 December 2007) 
 
14.3.1  For all acute specialties, number of new outpatients (GP/GDP referrals) 

aiting over 18 weeks excluding ASCs. Data are sourced from Monthly Management 

 

Key Measure 3.07K:
w
Information. 

Number of outpatients
waiting over 18 weeks - Greater Glasgow

April - September 2005
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14.3.2 Data 

 

1995-1997 1996-1998 1997-1999 1998-2000 1999-2001 2000-2002 2001-2003 2002-2004
Greater Glasgow 193.5 188.3 178.1 168.8 157.9 151.7 143.8 135.8
Scotland 185.2 176.7 168.6 157.7 147.5 140.1 134.0 126.9
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NHSGG Interim Trajectories: 
 
Monthly Monitoring - Outpatients (non-ASC) waiting >18 weeks 
 

Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 
   15,806 15,667 13,334 10,338 5,610 3,629   4,086 
Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07

Mar-06 

 Mar-07 
  3,987   4,433   4,782   4,035 
Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 
  2,655   1,588   0   0 
Apr-08 May-08 Jun-08 Jul-08 Aug-
  0   

08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 
0   0   0 

 
mber 2005 - plan thereafter. 

ivered by December 2007. 
 
The above plan represents our first pass “top down” projection, which has not

Note - Actual to Dece
 
Plan to be del

 been “signed 

 
s locally

off”.  
 
14.4 Implications of Meeting Target 

What it mean  
 
NHSGG is now working towards delivering zero over 18 week waiters for outpatient activity 
by December 2007. This will require approximately 3,600 patients (as at 31 December 2005) 
who are currently waiting over 18 weeks to be seen. 
 
Increases in life expectancy 
 
Improved access to outpatient appointments will potentially ensure that an earlier diagnosis 
and related interventions will lead to improved health sooner. 
 
How many more people will lead a healthier life 
 
At December 31 2005 approximately 3,600 patients were waiting over 18 weeks for an 
outpatient appointment. It is reasonable to assume that by being seen more quickly this could 
contribute to improved health. 
 
Staffing implications 
 
Still being modelled. 

l implications
 

Regiona  
 
Greater Glasgow NHS has approximately 30% of waiting list activity accounted for by non 
Glasgow patients. NHSGG also provides a number of regional/tertiary elective surgical 
services. NHSGG has worked with WoS Health Boards to agree funding from them to ensure 

elivery of waiting time guarantees for patients accessing local services 
 
d
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Risks associated with achieving delivery 

ing performance/delivering 
horter wait times to progress towards delivery of new targets. These risks include challenges 

p d o ig ls rg d s ec n tu  
the limitation of the physic as e f  c sing private sector 
capacity) 
 
Relocation of services, outsourcing and any ma r issues affecting delivery

 
The main risks include sustaining levels of performance, improv
s

resente  by peri ds of h h leve of eme ency a mission , staff r ruitme t/depar res and
al infr tructur (lack o theatre apacity, acces

other jo  
 
To ensure we operate with sufficient capacity to achieve, maintain and then improve 

 across NHS services, the Golden Jubilee 
ational Hospital and the private sector. 

ctions to be taken including relevant service redesign 

performance NHSGG needs to balance provision
N
 
A  

ent decisions to improve/extend capacity are always linked to the need to evidence 
that services are operating within effective service models, with optimum levels of throughput 

e two years to Dec 2005, there are a number of examples of 
service redesign work in major specialties including plastic surgery, orthopaedics and ENT. 

 developments

 
Investm

and staffing. Over the course of th

 
IT  

inancial investment

 
Yet to be determined. 
 
F  

ee page 40. 
 
S
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15. 
 
 
15.1 

 
15.2 ure 3.08K: The percentage of patients spending less than 4 hours in Accident and 

mergency Department.  Historical data are sourced from SMR30C (A&E Survey).  
 

A&E WAITING TIMES 

Target A.05T: By end of 2007 no patient will wait more than 4 hours from arrival to 
discharge or transfer for accident and emergency treatment. 

Key Meas
E

w Vs Scotland

100%

2000 2001 2002 2003 2004 2005

Time Period

%

Greater Glasgow Scotland
 

% of patients spending less than 4 hours in
Accident & Emergency Department

Greater Glasgo

85%

90%

95%

 o
f p

at
ie

nt
s

80%

 
15.3 Data 

 
SEHD suggested trajectories 
 
The historical data is based on an annual survey of 7 days in a year up to 2002 and 3 days in a 
year on an annual basis thereafter.  This level of information is not reliable enough to plan a 
trajectory.  Production of robust performance data is subject to the implementation of the 
national IT standard IT system midway through 2006. 

 
15.4 Implications of Meeting Target 
 

The National maximum 4-hour waiting time target for patients to be seen, treated and 
discharged from A&E either home, into a bed (not on a trolley) or to a care home, is to be 
achieved by December 2007.  The Unscheduled Care Collaborative Programme has been 
established to support the achievement of this target. 
 
Within Greater Glasgow, the achievement of this target needs to be set within the context of 
the Re-design of Accident and Emergency Services which will be achieved by 2012.    

 

 51



DRAFT  ANNEX 1 

What it means locally 
 
Within Glasgow we have 6 main Accident and Emergency Departments - located at Western 

 

• Closure of Victoria Infirmary A&E; closure of Western A&E; closure of Stobhill 
A&E 

 
• Replacing the above with the creation of: 

- 2 ACAD developments to treat Minor Injury and Illness and integrated Out of 
Hours Services (including Social Care; Mental Health; Primary Care - GP 
and Community Nursing Services) - one based in the South on the Victoria 
Infirmary site and one based in the North on the Stobhill Hospital site;  

- the development of a Minor Injury service at Gartnavel General Hospital site 
 
• Two new Accident and Emergency Service Departments - these would be based on 

the existing Southern General and Glasgow Royal Infirmary sites and would be 
integrated with a Minor Injury/Illness service. 

 
• Accident and Emergency Service Yorkhill Hospital for Sick Children. 
 
The effect of these changes will: 
 
• ensure that the patient is seen by the right person at the right time thus reducing the 

unnecessary waits and delays which occur on presentation to A&E;  
educed duplication of workload; 

 Integrated treatment - working with partner agencies. 

creases in life expectancy

Infirmary; Glasgow Royal Infirmary; Southern General Hospital; Victoria Infirmary; Stobhill 
Hospital and Yorkhill Hospital for Sick Children 

Future Service Provision will involve: 
 

• R
•
 
In  

How many more people will lead a healthier life

 
More efficient system in place, better use of resources i.e. patient being seen and treated by 
the right person at the right time - fewer handoffs and better continuation of treatment. 
 

 

Not applicable. 
 

 
Staffing implications 
 
• Re-deployment of staff from existing roles to fit with new A&E structure. 
 Development of Emergency Nurse Practitioner role to provide Nurse led service in 

• Extension of community services to prevent admissions to hospital and assist in 
earlier discharges. 

• Training. 
 

•
Minor Injury/Illness service (this will have an impact on the existing A&E staffing as 
these nurses currently work within the departmental teams. 
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Regional implications 
 
• Redesign of services within Greater Glasgow may impact on other health board areas.  
• Reconfigured services and reconfiguration of other Health Board areas services may 

impact on patient volumes to Greater Glasgow. 
 Integration of part of Argyll and Clyde into NHS Greater Glasgow. 

isks associated with achieving delivery

•
 
R  

• must be taken to ensure that patient care is not compromised by pressure to 
achieve targets. 

• 
• Staffing

leave; a
• Knock o
 

elocation of services, outsourcing and any other major issues affecting delivery

 
Effort 

• Inappropriate admissions.  
Pressure on staff to achieve target.   

 levels - again pressure on staff if these are not supplemented to cover sick 
nnual leave, etc.  
n effect on other areas, eg, medicine. 

R  

• 
 ff to assist in prevention of admissions 

discharge from 

 hospital to home). 

• 

tions

 
Development of minor injury/illness services.  
Training and development of nursing home sta•
(elderly). 

 Development of social care services to meet demand to assist in earlier •
hospital. 

 Transport (particularly from•
• Future out of hours GP services? 

Retraining and development of A&E services in relation to the mental health and 
 as main source of primary care. homeless population who use A&E

 
c  to be taken including relevant service redesign  A

 
nder the Unscheduled CaU re Collaborative there is an ongoing programme of service 

Improvement across the 5 identified patient flow areas: minor illness and injury, acute 
assessment, medical admissions, surgical admissions, out of hospital care and also paediatrics.   
 
IT developments 
 
The Scottish E
nformation syst

xecutive, have now advocated the introduction of a National patient 
em called EDIS and have requested that this be implemented within all health 

tland. 

ackground

i
board areas across Sco
 
B  

 
In the h al Infirmary 

 
This sys  accurately the data required to monitor the 4 hour waiting time 

 for breaches and does not speak to any other current system which would 
improve the patient’s journey. 

 

 
Greater Glasgow hospitals do not currently have a common patient information system.      

ospitals located in the North of Glasgow (Stobhill Hospital; Glasgow Roy
and Western Infirmary) - the system currently used is the Patient Admission System  (PAS).   

tem does not record
target; the reasons
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The South of Glasgow currently operates a system called “Meditech” which will provide the 
formation necessary in the outset to allow the monitoring of the achievement of the 4 hour 

In the im new EDIS system will be introduced 
bout the adoption 

f this service across South Glasgow and Yorkhill Hospital. 

inancial investment

in
waiting time target. 
 

mediate future it has now been agreed that the 
into the hospitals within North Glasgow - further discussions are ongoing a
o
 
F  

Investm port following developments: 

• 

 development of services to support the achievement of the target - transport; social 

 

 
ent needed to sup

 
• development of ENP service; 
• physical reconfiguration of A&E departments; 

introduction of IT system - software; hardware; training; 
• training and development; 
•

care; primary care; AHP; support services. 
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16. 
 
 
16.1 Target A.06T: By end of 2007 the maximum wait for cataract surgery will be 18 weeks from 

 
16.2 ing over 3 months for a cataract 

peration. Data are sourced from SMR3 records. Measurement of this will be improved when 
ion becomes available. 

 

CATARACT WAITING TIMES 

referral to completion of treatment. 

Key Measure 3.09K: Number of Inpatient/Day cases wait
o
total journey informat

Number of cataract patients
ver 3 months
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 waiting o
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16.3 Data 

 
SEHD suggested trajectories 

 
The above measure, as it stands at present, is a proxy for the actual target, which is 18 weeks 
maximum wait from referral to cataract surgery i.e. based on the total patient journey, which 
cannot be measured at present (until we have IT systems in place). 

 
16.4 Implications of Meeting Target 
 

What it means locally 
 
Local services have achieved the reduction in inpatient and outpatient waiting times to a 
maximum of 26 weeks as at 31st December 2005.  The 18- week target for cataract surgery 
requires an examination of the whole patient journey for patients with this condition.  Local 
delivery will focus on redesign of the service to remove the blockages in access, diagnosis and 
treatment. 

Dec-05 Mar-06 Jun-06 Sep-06 Dec-06
70 61 53 44 35

Mar-07 Jun-07 Sep-07 Dec-07 Mar-08
26 18 9 0 0

Jun-08 Sep-08 Dec-08 Mar-09
0 0 0 0
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Increases in life expectancy 
 

How many more people will lead a healthier life

Not applicable. 
 

 

 key blockage in the system is in the outpatient 
waiting time.  At 31st December 2005, there were 783 patients waiting over 12 weeks for 
outpatient consultation.  It is reasonable to assume that approximately 20-25% of these 
patients will be diagnosed with cataracts and require surgery. 
 
Staffing implications

 
At the end of January 2006, there were 24 patients waiting over three months for cataract 
surgery who would benefit from this target.  A

 
 
Eye care services are delivered across the acute and primary care setting.  The delivery of the 
target will ensure that the utilisation of all staff groups across this span is optimised.  It is 
likely that service redesign will increase the utilisation of nurse practitioners and allied health 
professionals, as well as considering the role and availability of medical staff. 
 
Regional implications 
 
Approximately 15% of the ophthalmology activity undertaken within Greater Glasgow is 
referred from other Health Board areas.  The service will ensure that those patients referred to 
Greater Glasgow from other Health Board areas will be treated within the target times. 
 
Risks associated with achieving delivery 

 a
taff - orthoptic and nursing staff are scarce; 

• i
t is essential that in delivering the cataract target, other ophthalmic waiting times are 
not increased, particularly around conditions such as glaucoma; 

• t
he new contract for optometrists may increase the level of referral for cataract 
surgery. 

 
elocation of services, outsourcing and any other major issues affecting delivery

 
•

vailability of trained s

R  

elopment of the two new 
facilities in Glasgow, the opportunities for the service in these facilities will be considered.  

spital has also been used extensively to reduce overall 
ophthalmic waiting times and it is anticipated that this may be required on a non recurring 

cal backlog. 

 
No relocation of services is envisaged to allow this target to be met.  However, cataract 
surgery lends itself to an ACAD environment and with the dev

The Golden Jubilee National Ho

basis to clear any surgi
 
Actions to be taken including relevant service redesign  
 
A joint CCI/NWTU project is underway to lead the redesign of the eye care services to meet 
this target.  A steering group has been established and the project manager and lead clinician 
posts are progressing to advert.  A structured event is being planned for March 2006 to 
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involve a cross section of eye care professionals to agree the elements of redesign that will be 
The areas currently being explored include optometry led pre-

ssessment to fast track the patients to surgery, nurse practitioners to increase outpatient 
ion of the current GIES service, post operative optometrist led follow up 

linics. 

 developments

progressed by the project.  
a
capacity, extens
c
 
IT  

inancial investment

 
The target measures a whole patient journey from referral to completion of treatment.  Current 
IT systems do not measure this waiting time and the information manager will work with the 
information departments to develop an IT solution to ensure that this can be achieved. 
 
F  

he CCI/NWTU project has allocated funding to Glasgow to support this target.  Nationally, 

 

 
T
the funding available is £312,500 in 2005/06 and £750,000 in 2006/07 and 2007/08.  Funding 
will be allocated on an Arbuthnott share basis.  While this will make a contribution the full 
cost has yet to be determined. 
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17. 
 
 
17.1 

ollowing fracture will be 24 hours. 
 
17.2 rcentage of hip fracture operations performed within 24 hours of admission 

 orthopaedic speciality. Data are extracted from the August 2005 version of the linked 

 

HIP SURGERY WAITING TIMES 

Target A.07T: By end of 2007, the maximum wait for admission to a specialist unit for 
surgery f

Key Measure: Pe
to
SMR01 catalogue of Inpatient and Day case admissions. 

% of Hip fracture operations performed within 48 hours of 
 to orthopaedic speciality - Greater Glasgow Vs 

Scotland
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17.3 Data 

 
SEHD suggested trajectories 

 
NHSGG plans have still to be developed. 
 
Activity in context - emergency admissions with a fracture 2003/04 

Operation carried out Division Same day Next day After 2 days 
North 62 411 75 
South 52 253 45 
Total 114 664 120 

 
17.4 Implications of Meeting Target 
 

Hip Fracture Clinical Audit findings will be fed into the next iteration. 

Mar-05 Jun-05 Sep-05 Dec-05 Mar-06
67.0% 68.2% 69.4% 70.5% 71.7%
Jun-06 Sep-06 Dec-06 Mar-07 Jun-07
72.9% 74.1% 75.3% 76.5% 77.6%
Sep-07 Dec-07 Mar-08 Jun-08 Sep-08
78.8% 80.0% 80.0% 80.0% 80.0%
Dec-08 Mar-09
80.0% 80.0%
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18. BREAST CANCER WAITING TIMES 

 

 
 
18.1 Target A.08T: Women who have breast cancer and need urgent treatment will get it within 

one month where appropriate. 
 
18.2 Key Measure 3.11K: Percentage of patients diagnosed with breast cancer treated within 31 

days. Data are sourced from Regional Cancer Networks. 

Breast Cancer 
%of patients from diagnosis to treatment within 31 days 

Greater Glasgow Vs Scotland
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18.3 

SEHD suggested trajectories

Data 
 

 
 
Mar-05 Jun-05 Sep-05 Dec-05 Mar-06 
84.6% 87.50% 87.70% 84% 84% 
Jun-06 Sep-06 Dec-06 Mar-07 Jun-07 
84% 84% 84% 84% 84% 
Sep-07 Dec-07 Mar-08 Jun-08 Sep-08 
84% 84% 84% 84% 84% 
Dec-08 Mar-09    
84% 84%    
 

g of the proposed trajectories. Performance to date 
verage percentage and given that the target is for 

 31 days where clinically 
istic or achievable target - 

there will always be patien in that timescale is not clinically appropriate. 
The achievement of the 2 er target has i thin it the ne tients 
w aximum of 1 month therefore the narrat or the cancer wa  times applies 
equally to this target. 

 
8.4 Implications of Meeting Target 

See narrative under cancer waiting times. 
 

It is not clear what has informed the settin
as hovered around the low 80’s as an ah

patients who are referred for urgent treatment to receive that with
appropriate it is highly unlikely that 100% is ever going to be a real

ts for whom treatment 
month canc mplicit wi ed to treat pa

ith a m ive f iting

1
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19. CANCER WAITING TIMES 
 
 
19.1 Target A.09T: By December 2005, no patient urgently referred for cancer treatment should 

wait more than two months. 
 
19.2 Key Measure: Percentage of patients urgently referred for lung, colorectal and breast cancer 

treatment seen within 2 months. This will be extended to cover an increasingly wider range of 
cancers as information becomes available. Data are sourced from Regional Cancer Networks. 

 

Percentage of patients urgently referred for lung, 
colorectal and breast cancer treatment seen within 2 

months - Greater Glasgow
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ording above incorrect - should read: 

Percentage of patients urgently referred from primary care treated for lung, breast or 
ths from date of referral.” 

19.3 Data 

GG pl  trajec

* Target w
“
colorectal cancer within 2 mon
 

 
NHS anned tories
 
 De Ma
Brea

 

cember 2005 rch 2006 June 2006 
st 90-95% 90-95% 90-95% 

Colorectal 65-70% 70% 70-75% 
Lung 70-75% 75% 80% 

Implications of Meeting Target 

What it means locally 

 
19.4 
 

 
NHS Greater Glasgow has had a programme in place for managing and improving cancer 
waiting times over the past three years. 
 

nd secondary care and individual specialties/professions 
within secondary care is delivering service improvement in a consistent and robust manner. 
Close liaison between primary a
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There is however a need for developments/targets within imaging/pathology etc. to encompass 
the requirements of the cancer programme. These have not been highlighted within the 
dialogue for the cancer targets. 

rence this target and it’s implications to targets 3.15.K, 3.16.K, 
3.17.K and 3.18.K (Radiology CT and MRI and Endoscopy Upper and Lower GI maximum 

 
identified. 
 
Increases in life expectancy

 
There is a need to cross-refe

wait time targets) 
Diagnostics and Imaging require further and more detailed capacity planning. Only once the 
current Pan- Greater Glasgow exercise is completed will resources and requirements be fully

 
 
It is difficult to assign potential increases in life expectancy solely to meeting the two-month 
target. Increase in life expectancy/improvements in mortality are attributed to many different 
factors including improved treatment techniques, timely interventions, earlier presentation in 
symptomatic and potentially non-symptomatic patients as well as improvements in patient 
process thereby speeding up diagnosis and treatment. 
 
However “Cancer Scenarios in Scotland - An Aid to Planning Cancer Services in Scotland” 
does give some potential indications as follows: 
 
• Early Diagnosis/Treatment in Breast Cancer may improve mortality by a maximum of 

10%. 
• Early Diagnosis/Radical Surgery in Colorectal cancer may improve mortality by 15%. 
 
Lung - there is no evidence within Cancer Scenarios that achieving the 2 onth target in itself 

% of patients presenting with lung cancer do 
m

will provide any improvements in mortality as 80
so at a point where care can only be palliative. 
 

ow many more people will lead a healthier life H
 
Again it is difficult to predict the impact of target achievement upon the population numbers 

ed. However the following are the predicted cancer incidence 
): 

Colorectal  6 um 
ast  6 s per annum 

Lung  8 s per annum 

gow are part of a regional provision and therefore up to 
fit given that Glasgow provides services specifically for 

orth Valley as well. 
 

tment. These numbers cannot at present be quantified. 

whose health will be improv
ates for Glasgow (source ISDr

 
• 10 patients per ann
• Bre 90 patient
• 
 

80 patient

In addition lung services in Glas
perhaps 1500 patients could bene
Argyll and Clyde and F

However in addition to the actual cancer patients who will benefit from the achievement of the 
target are those patients who, as a by product of achieving the target, will receive a more rapid 

on-cancer diagnosis and associated trean
 
Staffing implications 
 
Identified Staffing implications include the following: 
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• Clinical Audit - 4.5  x AandC Grade 4 pan-Glasgow 
• Patient Tracking/Care Pathway Coordination - 6.0 x AandC Grade 4 pan-Glasgow, 

1.0 x G Grade pan-Glasgow 

Audit Tracking and Radiology) are currently funded non-recurrently. To 

es and to continue the development of a management information regime - these 
re not optional. 

he colorectal cancer screening programme is at a very early stage and full implications are 

here is a need for an H Grade Cancer Project Manager for South Glasgow 

• Radiology - 3 x AandC Grade 4 pan-Glasgow 
 
The above posts (
maximize efficiency they provide the data collection for all cancer specialties not just breast, 
lung and colorectal.  We are required to comply with the national reporting regime for cancer 
waiting tim
a
 
T
not as yet identified however there will definitely be a requirement for additional nurse 
endoscopy time and pre-assessment. Early indications are that this is likely to be 
approximately 1.5 WTE at either G or H grade. There are significant training and backfill 
implications for nurse endoscopy. 
 
T
 
Regional implications 
 
Greater Glasgow provides a number of regional services or elements of the care pathway 

g: includin
 

 All complex chemotherapy 

 addition it should be noted that there are other cancer services within Glasgow providing a 
oncology, ovarian and upper GI.  

•
• All radiotherapy 
• Thoracic surgery services are regional (shared currently with Lanarkshire) 
 
In
regional pathway including head and neck, neuro-
 
Risks associated with achieving delivery 
 
The audit, administrative and clerical staff are all employed on fixed term contracts with non-

curring monies. The intention is that most of their role will eventually be undertaken by 
 is mplete failure) in the introduction of an 

propr stem  to be continued or risk not collecting the 
evan ait tim

he provision of cancer services and achievement of the 2-month target has to be managed 

 
Implications of cancer services on diagnostics targets must be considered. 

 

re
whatever IT system introduced. Slippage (or co
ap iate IT sy will require these posts
rel t data for w e and audit reporting. 
T
very carefully. There is a risk, if services are not managed carefully, of an adverse impact 
upon other targets if cancer targets are pursued without due consideration. 

Relocation of services, outsourcing and any other major issues affecting delivery 
 
Lung services are scheduled to be relocated to the Golden Jubilee National Hospital as part of 

ic service. 

f the new Stobhill and Victoria hospital 

a regional cardiothorac
 
Endoscopy as a day case procedure will become part o
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provision and it, alongside the increase in colonoscopy associated with the national screening 
nits. 

The can ralised single location Beatson Oncologly Center (BOC) 
emato-oncology in North Glasgow. 

hemotherapy will be provided from the BOC and the new Victoria when it opens (scheduled 

ple single site provision for head and neck oncology and centralised 
rovision of breast surgery. 

programme, needs to be planned for in the design of the new u
 

cer centre will move to a cent
Phase II which will centralise oncology and Ha
C
2007 for BOC Phase II and 2008 for the new Victoria) 
 
Within the general ASR and development of the Greater Glasgow Cancer plan are potential 
identified opportunities for centralisation and/or rationalisation of cancer services. These 
include for exam
p
 
Actions to be taken including relevant service redesign  
 
Considerable redesign has already been undertaken in cancer services within Glasgow but 
there remains scope for further improvements. 

lorectal services. 
edesign could provide improvements in DNA and cancellation rates with the introduction of 

nt the potential for shared waiting lists also potentially contributing  to 
etter patient management overall.  

 
as already enabled the introduction of specialised symptom based referral for 

colorectal patients and similar processes are intended, where applicable for other cancers 
me n urology to introduce one-stop services supported by 

mpto

s part  reviewing 

eview and 

nt pathway coordinator is planned and will 

r for in the region. 

 
Endoscopy is an area with potential for improvement impacting upon co
R
nurse-led pre-assessme
b

Redesign h

(so work is already underway i
sy m based referral). 
 

 of the CCI Top 20 identified service improvement changes we are currentlyA
the provision and functioning of cancer Multi-Disciplinary Teams within Glasgow. 
 

ancer services also need to future strongly in the impending CCI sponsored rC
redesign of Diagnostic services. 
 
Lung services have been identified for redesign to improve the care pathway potentially 
enabling radiologists to refer on to symptomatic chest clinics following positive diagnosis via 
chest x-ray rather than patients having to be referred back to their GP and back in again. 
 
The introduction of a regional Thoracic patie
improve the patient pathway/process. 
 
Plans are in place for the introduction of a  Gynae-oncology care coordinato
IT developments 
 
There is a considerable demand for IT solutions to assist in the management of cancer 

taff detailed 
bove is to support the collection of data that cannot at present be collected automatically. 

sues. 

pathways. A significant proportion of the requirement for audit and clerical s
a
 
The development of the Generic Clinical System (GCS) should help resolve some of these 
is
Currently there is a locally developed tracking database in use which integrates into a limited 
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number of admin systems. Should the GCS be delayed/fail this will potentially require further 
development to interface with clinical information systems (PACS/RIS/Chemocare, etc…) 

ving a cancer module that they are 
urrently trialling whereas the northside PAS does not have this capability therefore 

 
A chemotherapy prescribing system is being developed regionally with national interest. 
 
It should be noted that there are considerable different IT implications both North and South 
of the river with the Southside HISS (Meditech) ha
c
alternative systems are required. 
PACS implementation will assist in the management of cancer pathways. 
 
Financial investment 
 
Identified required financial investment relates solely to the staffing detailed above for the 
ollection of required data and the management of the patient pathway (£296,000). 

 gynae-oncology and thoracic care coordinator 
les but there will be a £65,000 cost pressure once this funding expires assuming the pilots 

 

design, service developments and increases in capacity to meet the 
ancer waiting times target are not included in this section as yet as these are currently being 

 

c
 
Fixed term funding has been identified for the
ro
are successful. 
 
Appointment of an H grade Cancer Project Manager for the South will require approximately 
£38,500  

Investment will be required for the colorectal cancer screening programme but this is yet to be 
quantified. 
 
Other costs for service re-
c
identified as more data becomes available for other tumour types.  Also, as stated previously, 
cancer wait targets are interdependent with diagnostic and imaging targets. 
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20. 
 
 
20.1 y or 

ngioplasty will be 18 weeks. 
 
20.2 

 
20.3 s for treatment after 

ey have been seen on an outpatient basis by a heart specialist and the specialist has 
nt. 

 

imes; and 
utpatient appointment to cardiac procedure. 

  
20.4 

CARDIAC INTERVENTION AND TREATMENT WAITING TIMES 

Target A.10T: From June 30th 2004 the maximum wait from angiography to surger
a

Target A.11T: By end of 2007, the maximum wait for cardiac intervention will be 16 weeks 
from GP referral through rapid access chest pain clinic or equivalent. 

Target A.13T: By end of 2007, no  patient will wait more than 16 week
th
recommended treatme

A single narrative is provided for all these targets, informed by reference to three key 
performance measures: angiography waiting times; revascularisation waiting t
o

Angiography Waiting Times over 8 weeks 
 
20.4.1 ey Measure 3.13K: Angiography patients waiting longer than 8 weeks excluding ASCs. 

 

K
Data are sourced from Monthly Management Information. 

Greater Glasgow: April 2004 - July 2005
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20.4 Data .2 
 
SEHD - suggested trajectories 

 
Note - A maximum wait of 8 weeks is the National Standard. 

 
 
20.5 Revascularisation Waiting Times over 18 weeks 
 
20.5.1 Key Measure 3.14K: Revascularisation patients waiting longer than 18 weeks excluding 

ASCs (includes angioplasties and CABGs). Data are sourced from Monthly Management 
Information. 
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Revascularisation Patients waiting > than 18 weeks
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20.5.2 Data 
 
SEHD  suggested trajectories 

 

 
20.6 ppointment To Cardiac Procedure

Aug-05 Sep-05 Oct-05 Nov-05 Dec-05
0 0 0 0 0

Jan-06 Feb-06 Mar-06 Apr-06 May-06
0 0 0 0 0

Jun-06 Jul-06 Aug-06 Sep-06 Oct-06
0 0 0 0 0

Nov-06 Dec-06 Jan-07 Feb-07 Mar-07
0 0 0 0 0

Apr-07 May-07 Jun-07 Jul-07 Aug-07
0 0 0 0 0

Sep-07 Oct-07 Nov-07 Dec-07 Jan-08
0 0 0 0 0

Feb-08 Mar-08 Apr-08 May-08 Jun-08
0 0 0 0 0

08

Dec-08 Jan-09 Feb-09 Mar-09 Apr-09
0

Jul-08 Aug-08 Sep-08 Oct-08 Nov-
0 0 0 0 0

0 0 0 0
 

Note - A maximum wait of 18 weeks is the National Standard. 

Outpatient A  
 
20.6.1 Key Measure 3.19K: In the absence of total journey information, the numbers waiting over 

10 weeks from date added to waiting list for a revascularisation procedure is used. Data are 
sourced from SMR3 records. 

Outpatient Appointment To Cardiac Procedure
(Revascularisation Patients waiting > than 10 weeks)

Greater Glasgow:  March 2003 - September 2005 
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20.6.2 Data 
 
SEHD suggested trajectories 

Dec-05 Mar-06 Jun-06 Sep-06 Dec-06
24 21 18 15 12

Mar-07 Jun-07 Sep-07 Dec-07 Mar-08
9 6 3 0 0

Jun-08 Sep-08 Dec-08 Mar-09
0 0 0 0

 
There has been much debate in NHSGG with regard to the exact definition of this measure - in 
terms of the total patient journey. 
 
Explicit guidance is required from the NWTU/SEHD on interpretation. 
 
As many more catheter laboratory interventions are carried out within an admission for chest 
pain, the numbers of elective procedures are falling. This causes further pressure on waiting 
times although activity is increasing. 

 
20.7 Implications of Meeting Target 
 

What it means locally 
 
Requires a system to collect the total patient journey waits to identify reasons for 

r clinicians are clear that it is 
inappropriate in all cases to have a total journey time of <10 weeks (depending on definitions 

want to consider options or, for example, 
eing to intervention 

d rapid access chest pain clinics, direct access to ECG and echo 
and palpitations service (technician led). Work to deliver an outreach hypertension service is 
proceeding. An audit of out=patient activity ahs been undertaken in some hosptials and will be 
completed across Glasgow. This has already raised some issues which will be addressed in a 
redesign process. 
 
Increases in life expectancy

bottlenecks/delays. National discussion are ongoing. Howeve

of out-patient appointment) because patients may 
may want to try anti-anginal medication before agre
 
OP waiting times are falling in Greater Glasgow. Further re-design of the OP service is to be 
undertaken including joint work with GPs to reduce the numbers of referrals for Atrial 
fibrillation - already establishe

 
 
To be determined 
 
How many more people will lead a healthier life 
 
To be determined. 
 
Staffing implications 
 
May require additional technical staff to facilitate investigations, eg, for MPI.  
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Regional implications 

ervice which is moving to GJNH probably by the end of 2007. 
The issue will rest then with GJNH and will be within the remit of the cardiac intervention 
sub-group of the WoS regional planning group. 
 
Risks associated with achieving delivery

 
NHSGG provides a regional s

 
 
The move to the GJNH could cause some delay, as catheter laboratories have to move 
physically from one site to another - each of three moves will take at least 12 weeks. Capacity 
will be reduced during these moves. catheter laboratories re-design is required urgently to 

onsultant contract negotiations may support longer working 

ensure that work processes are in place that enable activity to be carried out within 3 catheter 
laboratories (not EP) before the move. Currently using standard 5 day week, day time hours in 

+ labs. Need to explore whether c4
days in catheter laboratories.  
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
As above - move to GJNH 
 
Actions to be taken including relev
 

ant service redesign  

As above - funding has been secured to deliver some additional sessional time within Greater 
sultant and nursing and technical staff. Translating that into using 2 Glasgow for both con

catheter laboratories within Greater Glasgow rather than 3 may prove challenging. 
Issues around HR in developing shift working to service longer working days and at least one 
weekend catheter laboratory session.  
Above refers also to surgery - currently using GJNH i.e. additional theatre space over and 
above GG space. Require a “fit for available capacity” service before the move.  
 
IT developments 
 
IT investment will be required to deliver the total patient waits from referral to intervention 
(16 weeks - guarantee from December 2007). Waiting for national decision about how best to 
collect these data. IT requirements (and investment required) therefore unclear at present. 
Currently using cardiac waiting times monies to ensure all ECG and Rapid access Chest Pain 
activity as well as Exercise test and myocardial perfusion imaging appointment and activity 
nformation is avai ilable in hospital administration system to facilitate total wait guarantee 

nt

delivery. 
 
Financial investme  

s above.  

g some £400K from cardiac waiting list monies through regional planning 

 
 

 
A
 
We are also investin
group.  
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21. ING TIMES - CT AND MRI 
 
21.1 

 
21.2 CT Scan 
 
21.2.1 ey Measure 3.15K: Longest wait for CT Scan. Data are sourced from Monthly 

 

DIAGNOSTIC WAIT

Target A.12T: By end of 2007, patients will wait no more than 9 weeks for any MRI or CT 
scans and other diagnostic tests. 

K
Management Information. 

Maximum Radiology Waiting Times: CT Scan
Greater Glasgow Vs Scotland
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21.2.2 

HSGG Interim Trajectories

Data 
 
N  

onthly monitoring - CT Scan  
 
M
Longest wait in weeks for a routine appointment  
Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 
9 17 18 15 14 16 25 17 24   

Mar-06 
12 

Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07 
  12   11   11   10 
Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 
  10   10   9   9 
Apr-08 M

 

Mar-07 

Mar-08 

ay-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 
 9   9   9   9 

 
mber 2005 - plan thereafter. 

elivered by December 2007. 

Note - Actual to Dece
 
Plan to be d
 
The above plan represents our first pass “top down” projection, which has not been “signed 
off”. 
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21.3 MRI Scan  
 
21.3.1 Key Measure 3.16K: Longest wait for MRI. Data are sourced from Monthly Management 

Information. 
 

Maximum Radiology Waiting Times MRI Scan

0

20

40

60

80

Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05

Time Period

Lo
ng

es
t W

ai
t 

(W
ee

ks
)

Greater Glasgow Scotland
 

Greater Glasgow Vs Scotland

 
21.3.2 Data 

 
NHSGG interim trajectories 
 

onitoring - MRI Scan  
ongest wait in weeks for a routine appointment  

Monthly m
L
Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 Mar-06 

69 38 41 46 42 36 36 47 43   40 

Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07 Mar-07 

  37   32   28   23 

Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 

  23   20   9   9 

Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 

  9   9   9   9 

Note - Actual to December 2005 - plan thereafter. 

The above plan represents our first pass “top down” projection, which has not

 
Plan to be delivered by December 2007. 
 

 been “signed 
off”. 
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21.4 Implications of Meeting Target 
 

What it means locally 
 
A review of MRI and CT waiting times over a three-year period indicates fluctuation in the 
maximum wait.  The longest waiting time for MRI reached a peak of 68 weeks in April 05 
although the December position is showing a significant reduction and has been reported at 43 
weeks. While the maximum wait for CT is recorded at 24 weeks at December 20005. 
The reduction to a maximum wait of 9 weeks will contribute to the overall achievement of the 
waiting time guarantees. Diagnostic tests are required at a variety of points on the patient 
pathway therefore a streamlined waiting time will ensure that the delay in diagnosis is 
minimised.   
 
Increases in life expectancy 
 
To be determined. 
 
How many more people will lead a healthier life 
 
To be determined. 
 
Staffing implications 
 

 scans are delivered across the full spectrum of specialties each with a demand on 
riority and urgency. The functions support the full range of inpatient, outpatient and primary 

ce and ensure delivery of the waiting time guarantees it is 
ramme. NHSGG is collaborating with the 

NWTU and the Centre for Change and Innovation to ensure a full system review including all 
ol p ed  re il de ed m a nd e 

igation. It is r int on th this c prehensive piece of work will inform 
resource requirements for a modernised efficient and effective imaging team. 

Regional implications

MRI/CT
p
care requirements. 
 
To meet the demands of the servi
necessary to implement a service redesign prog

stakeh ders is rogress . This view w l inclu  detail  perfor ance an lysis a  servic
model invest  ou enti at om

 

To be termin . 

R so
 

of trained staff 

 
 

de ed
 

isks as ciated with achieving delivery 

 Changes in referral patterns 
 Availability 

 Greater demand from cancer associated services 
programme 

 Financial implications 

 Delayed implementation of redesign 
 
Relocation of services, outsourcing and any other major issues affecting delivery 
 
This will be addressed in the redesign programme but will take into account the current 
outsourcing. 
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Actions to be taken including relevant service redesign  
 

tablishing our project management framework in line with CCI 
quirements. 

We are currently es
re
 
IT developments 
 
Significant IT requirements including: 
 
 Tele-radiology 
 PACS 
 Information systems 
 Electronic referral 

  

t

 RIS/HISS/PAS interface
 
Financial investmen  

 

 
To be determined. 
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22.  LOWER GI ENDOSCOPY 
 
22.1 

r diagnostic tests. 
 
22.2 opy 
 
22.2.1 or upper GI endoscopy. Data sourced from Monthly 

anagement Information. 
 

DIAGNOSTIC WAITING TIMES - UPPER GI AND

Target A.12T: By end of 2007, patients will wait no more than 9 weeks for any MRI or CT 
scans and othe

Upper GI Endosc

Key Measure 3.17K:  Longest wait f
M

ndoscopy Waiting Times: Upper GI
Greater Glasgow Vs Scotland 
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22.2.2 Data 

 
NHSGG interim trajectories 
 
Monthly monitoring - Upper GI Endoscopy  
Longest wait in weeks for a routine appointment  

Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 Mar-06 

36 35 34 32 30 29 27 26 22   24 

Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07 Mar-07 

  22   20   17   15 

Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 

  13   11   9   9 

Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 

  9   9   9   9 

 
Note - Actual to December 2005 - plan thereafter. 
 
Plan to be delivered by December 2007. 
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The above plan represents our first pass “top down” projection, which has not been “signed 

 
2.3 Lower GI Endoscopy 

off”. 

2  

2.3.1 Key Measure 3.18K: Longest wait for lower endoscopy. Data sourced from Monthly 

 

 
2

Management Information. 

Maximum Endoscopy Waiting Times: Lower GI
Greater Glasgow Vs Scotland
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22.3.2 Data 

 
 interim trajectoriesNHSGG  

GI Endoscopy 
ongest wait in weeks for a routine appointment 

 
Monthly Monitoring- Lower 
L

Apr-05 May-05 Jun-05 Jul-05 Aug-05 Sep-05 Oct-05 Nov-05 Dec-05 Jan-06 Feb-06 Mar-06 

30 26 29 33 31 26 30 21 22   24 

Apr-06 May-06 Jun-06 Jul-06 Aug-06 Sep-06 Oct-06 Nov-06 Dec-06 Jan-07 Feb-07 Mar-07 

  23   20   18   16 

Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 

  14   11   9   9 

Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 

  9   9   9   9 

 2 la afNote - Actual to December 005 - p n there ter. 
 

lan to be delivered by December 2007. 

he above plan represents our first pass “top down” projection, which has not

P
 
T  been “signed 
off”. 
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22.4 mplications of Meeting Target 
 

omments on the previous pages for Lower GI endoscopy apply equally to Upper GI 
endoscopy.  

What it means locally

I

The c

 
 

y will be significantly reduced with the potential for an earlier 
diagnosis to be achieved.  Locally it will mean a significant increase in the volume of 
endoscopy requiring to be undertaken. 
 
Increases in life expectancy

 
Waiting time for endoscop

 
 
This is difficult to predict, but assuming an earlier diagnosis, the treatment aspects of the 
patient journey can be commenced at an earlier stage. 
 
How many more people will lead a healthier life 
 
As above. 
 
Staffing implications 
 
Additional endoscopy sessions will require to be established and, thus, additional staff will be 
required.  Nurse endoscopists are already in place and the scope of their practice is rolling and 
extending at present which will lead to further re-design work being undertaken. 
 

l implicationsRegiona  

 proportion of patients are currently referred from outwith Glasgow and there will, therefore, 
ons in line with those in Glasgow.  Extended roles are also being 

antageous across all Boards. 

 
A
be West of Scotland implicati
adopted across the region and this will be adv
 
Risks associated with achieving delivery 
 
The length of time associated with training nurse endoscopists is a risk as additional activity 
takes time to be established in terms of improvements in waiting times.  The extended roles 
a c a p a s, is  o ea an a 
restricted resource. Roll out of the Scottish Bowel Screening Programme is planned for 2007 
this will lead to an increased the demand for colonoscopy services. 
 
Relocation of services, outsourcing and any other major issues affecting delivery

re attra tive to  number of em loyers nd thu there  a risk f a gr t dem d for 

mprove ents, th  privat sector d GJNH are bei g utilis . 

 
 
Services will need to be delivered where capacity is readily available and in order to secure 
i m e e  an n ed
 

ign Actions to be taken including relevant service redes  

ay to contribute to the National Redesign Programme 
06/7. This will focus on redesign solutions that will 

  

 
In addition to the above plans are underw
or Endoscopy Services (CCI) during 20f

contribute to the achievement of the 9 week access times target within endoscopy.   
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Achievement of the <62 day referral to treatment target for Cancer will be dependent on early 
diagnosis of cancer in those patients urgently referred by their GP.  Patient pathways for 

within 3 weeks of referral this will require significant redesign of existing 
rocesses. Referral and triage pathways with faster access to endoscopy have already been 

changes will be required to improve the patient journey. 

mitted to NES for training of nurses in colonoscopy. Nurse 
ystoscopy training is also underway in collaboration with Glasgow Caledonian University.  

e to be rolled out 2007/10.  This will require 
n increase in endoscopy capacity of approximately 5 additional nurse led pre-assessment 

us 5 Consultant led colonoscopy sessions per week across Glasgow to further 
vestigate those patients who are screened positive. 

 developments

colorectal, upper GI and bladder cancers indicate that urgently referred patients require 
investigation 
p
introduced and further 
 
There will also be the requirement to introduce the patient-focused quality assessment tool 
(Global Rating Scale) within each Endoscopy unit with the aim of improving the quality of 
patient care within endoscopy services. 
 
Nominations have been sub
c
Once these nurses are fully trained additional sessions will be established to improve 
throughput and access. 
 
The National Cancer Screening Programme is du
a
sessions pl
in
 
IT  
 
New IT systems are being introduced to improve the whole patient process in endoscopy, 
including patient processes and the monitoring of efficiency. 
 
Financial investment 
 
To be agreed. 
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23. 
 
23.1 

 
23.2 ey Measure 4.01.K: Patients experiencing a delay in discharge where the delay was 6 

 

DELAYED DISCHARGES 

Target T.01T: We will reduce the number of people waiting to be discharged from hospital 
into a more appropriate care setting by 20% year on year between 2005 and the end of 2008, 
cutting to a minimum the number of people waiting more than 6 weeks to be discharged. 

K
weeks or more. Data are sourced from the Delayed Discharge Census. 

Delayed Discharges

Jan-05 Apr-05

Time Period

N
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(Where the delay was 6 weeks or more)
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200

100

150

r o
f p

at
ie

nt

50

um

0
Jan-04 Apr-04 Jul-04 Oct-04

 
23.3 

 
NHSGG projected trajectories

Data 

Jan-04 Apr-04 Jul-04 Oct-04 Jan-05 Apr-05
Greater Glasgow 177 137 129 102 107 99
Scotland 1291 1004 1040 1018 959 636

 
 

July 2005 October 2005 January 2006 April 2006 
104 122 126 80 

July 2006 October 2006 January 2007 April 2007 
80 60 60 60 

July 2007 October 2007 January 2008 April 2008 
40 20 20 0 

July 2008 October 2008 January 2009 April 2009 
0 0 0 0 

 

 78



DRAFT  ANNEX 1 

The trajectory has been revised on two counts. 
 

Recent discussions with the SE leads for delayed discharge have confirmed that the national 

d remain in hospital for 
more than 6 weeks after having been assessed as ready for discharge and by April 2007 
partnerships should have delivered 50% of the improvement necessary to reach this position. 
 
The target setting arrangements exclude patients whose hospital discharge is delayed for a 
number of specified reasons.  The most significant of these being patients whose delay is a 
result of interventions arising from the Adults with Incapacity Act. 

 
23.4 Implications of Meeting Target 
 

What it means locally

For the period July 2005 to January 2006 the table now reflects the position reported at the 
quarterly ISD census. 
 

target setting arrangements will be revised from April 2006.  The trajectory remains the most 
up-to-date information available.  In short, by April 2008 no-one shoul

 
 
The task of the Delayed Discharge Partnership is significant if it is to deliver the 
improvements necessary to meet national targets. The Greater Glasgow Partnership has 
consistently compared favourably with other areas of Scotland in this area. In delivering the 
improvement, demonstrated graphically above, the partnership has taken a ‘whole system’ 
approach to improving delayed discharge performance. As a consequence a wide range of 
initiatives have been implemented covering both process and service improvements, a number 
of new services aimed expanding the range of community care responses, significant 
development of rehabilitation services and the introduction of integrated (health and social 
care) discharge teams. 

is of the reasons why patients continue to be delayed in hospital highlights 3 primary 
areas that require further attention. 
 
• The availability of an ‘appropriate’ community care service (including a care home 

place) 
ity care assessment and discharge arrangements 

 Patients exerting their right of choice in relation to their placement 
  
Increases in life expectancy

 
Analys

• Completion of commun
•

 
 
Not applicable. 
 
How many re people will lead a h hier life mo ealt

es ssiv

 
 
The key performance measure focus on the numbers of patients who experience exce e 
delays in hospital discharge. The planned outcome is that by April 2008 no patient will be 
delayed more than 6 weeks.  Compared to October 2005 this will mean a reduction of 122. 
 
The majority of these cases are patients with who require complex community care packages 
of care and are therefore subject to the community care assessment process. The Partnership’s 
approach to addressing delays in hospital discharge does not only focus on this cohort of 
patients. Rather the ‘whole system’ approach attempts to understand and address the reasons 
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why patients may be inappropriately admitted to hospital as well as ensuring that all patient 
ischarges are carried out timeously and effectively. 

 
e 82,623 emergency admissions in Greater Glasgow. The discharge 

rrangements in place will ensure an appropriate service response for this group of patients. 

d

In 2004/05 there wer
a
 
Staffing implications 
 
The Partnership has recently initiated a review of social work capacity within integrated 
hospital discharge arrangements. The review will consider the deployment of our current 

sources, the establishment of meaningful performance measures, and projections of 

The likely implication of increased capacity and throughput from our assessment processes 
 the discharge system. In particular, the responsiveness and 

capacity within our supported discharge services will be challenged.    

egional implications

re
additional assessment capacity required to deliver the national targets. Recruitment is already 
underway to increase the numbers of qualified social workers to deal with existing pressures. 
 

will be a pressure on other parts of

  
R  
 
Not applicable. 
 
Risks associated with achieving delivery 
 
There are a number of underlying issues: 
 
• the level of emergency admissions across Greater Glasgow which is a reflection of the 

city’s deprivation whereas the overall level of emergency admissions has fallen from 
6% from 2001, the level of multiple emergency admissions has risen by 6% over the 

 commission, and the responsiveness of the care home 
sector to deliver, more and different models of care home provision. 

g trained social workers, AHP’s and care home staff 
al change in 

The financial climate that agencies are currently operating within is limiting the 
al resource to respond to increased demand for services     

rvices, outsourcing and any other major issues affecting delivery

same period. 
• The Partnership’s ability to

• For many professions and other staff groups there are severe workforce shortages 
includin

• Partnership agencies are currently managing significant organisation
response to Partnership for Care. 

• 
potential for addition

 
Relocation of se  

ignificant re-organisation of Acute Services 
cluding reducing the numbers of A and E centres, the development of Ambulatory Care 

 

 
NHS Greater Glasgow is currently managing a s
in
Centres and a comprehensive review of rehabilitation services. Discharge arrangements will 
require to be reviewed in light of the significant changes in service delivery models and 
locations.   
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Actions to be taken including relevant service redesign  
 

The Partnership submits an annual delayed discharge action plan to the S.E. This document 

t of adults with incapacity;  
 reviewing effectiveness of flexible home care solutions to speed discharge and prevent 

 
admission and support discharge; 

 

outlines the actions that will be taken to address delays. The following programme of work 
was identified for the 2005/06 plan: 
 
• improving our managemen
•

inappropriate admissions; 
• developing a consistent approach towards hospital discharge throughout Greater 

Glasgow; 
• using manual and electronic information systems; 
• developing care home capacity to provide specialist provision to prevent inappropriate

• reviewing hospital screening services. 

IT developments 
 
S
 

ee above 

Financial investment 

ome £5.5m of funding from the Scottish Executive 
elayed Discharge Programme. This resource has contributed to the development of a range 

ting core services. However, the delayed discharge 
erformance is dependent on the effectiveness of the systems of care in place, primarily but 

identify
Greater

 
 
 
   

 
The Greater Glasgow currently attracts s
D
o
p

f new initiatives and supplemented exis

not exclusively, for older people. Aligned financial frameworks for older peoples services 
 some £250M of health and social care investment in older peoples services within 
 Glasgow. 
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24. 

 
24.1 

2 or more times in a single year by 20% compared with 
004/05. 

 
24.2 

sourced
 

65+ MULTIPLE EMERGENCY ADMISSIONS 
 

Target T.02T: By 2008-09, we will reduce the proportion of older people (aged 65+) who are 
admitted as an emergency inpatient 
2

Key Measure 4.02.K: Rate of emergency re-admissions per 100,000 pop (aged 65+). Data are 
 from SMR01 records. 

Multiple Emergency Admissions

1,000

3,000

5,000
6,

2001 2002 2003 2004 2005

A
dm

is
si

on
 R

at
e

(aged 65+ per 100,000 population)
Greater Glasgow Vs Scotland: 2001 - 2005

000

4,000

2,000

0

Year ending 31 March

Greater Glasgow Scotland
 

Data 

  

 
24.3 
 

Year ending 31 March 
  2001 2002 2003 2004 2005
Greater Glasgow 4972.4 5014.3 5068.8 5196.0 5246.5
Scotland 4297.3 4405.3 4367.7 4497.7 4426.6

 
SEHD suggested trajectories 
 
Board’s requested to complete planned levels to March 2009 to improve on current position 
with respect to national average. 
 
NHSGG interim trajectories 
 

Year Rate % Reduction on Previous Years 
2004/05 5246  
2005/06 5246 0 
2006/07 5193 1% 
2007/08 5038 3% 
2008/09 4735 6% 

 
That rate of increase in previous years has been decreasing and is projected to plateau in 
2006/07.  As detailed plans are developed and effective interventions are identified it is 
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projected that the rate of decline will increase to March 2009 improving NHSGG position in 
relation to national average. 

 
y 20% compared with 2004/5 the proportion of people over the age of 65 

who are admitted as an emergency inpatient 2 or more times in a single year. 

 
24.4 Implications of Meeting Target 

By 2008/9 reducing b

 
What it means locally 
 
It is not clear which policy this indicator is designed to measure.  
 
Information accompanying the Scottish Clinical Outcome Indicators indicated that 
“readmission rates after discharge from a medical specialty are as likely to reflect a general 
pattern of admission for patients with chronic conditions rather than a shortcoming in the 
individual episode of care preceding that episode. It has been suggested that readmissions 
within 7 days may give a more accurate picture of readmissions which are clinically related to 
the initial discharge than those within 28 days. In addition it has been shown that readmissions 
within 7 days are likely to contain a higher proportion of avoidable readmissions than the 
broader category of readmission within 28 days (Levy et al 2000). 
 
This target is a core element of the Joint Performance and Information and Assessment 
Framework (JPIAF) where it is described as a proxy for inappropriate admissions. It is also 
seen in this context, as part of JPIAF 10, alongside other performance measures such as the 
balance of institutional/community care within a health/social care partnership and the level of 
intensive home care provided. Whilst these other measures are missing from the Local 
Delivery Plan structure it is assumed that the target is a proxy for the improved management 

r people with long term conditions.  
 

rther this target is not sufficiently s

HS Grea sgow there are curren ,0 le over the age of 65 
nd this predicted lig  13 y 20 er the same period the 

population over the age of 75, presently 61,000, will not change. The number of very 
tion disproportionately influences the number of emergency 

admissions.  

ome Indicators indicate that the rate of multiple emergency 
admission for people over 65 by deprivation quintile for the year ending March 2004 

or the most deprived to 346.2 for the least deprived.  Recent 
research carried out for the Department of Health in England has found that “frequent 
flyers” tend to be low income f age and chronic 

ditions.  At the ast this measure should be standardised for deprivation. 
• y performance re is very crude.  It do  not distinguish key reason for 

issions.  NHSG nds to carry out further sis of these patterns. 
 

Life expectancy

of olde

Fu ophisticated.  
 
• Within N ter Gla tly 135 00 peop

a to fall s htly to 2,000 b  March 09. Ov

old within a popula

• In addition 48% of NHS Greater Glasgow’s population are in depcats 6 and 7. The 
most recent Clinical Outc

ranges from 566.9 f

amilies and pensioners related to 
con very le
Ke measu es
adm G inte analy

 
 
Not applicable. 
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How many people will lead a healthier life 
 
The targeted reduction would mean 691 fewer multiple admissions in 2008/9 than in 2004/05. 

Actions to be taken 
 

 

ate of the Acute 
Division will develop a new integrated model of community and hospital 

 The new CH(C)Ps will develop local services with a range of agencies including 
rated and responsive care in 

local communities 

s to reduce admissions to 
hospital and support early discharge  

placements and cataract operations 
 scope for more effective interventions to 
 

• 

atory care. 
 

Staffing

 
• The new CH(C)Ps and the Rehabilitation and Assessment Director

rehabilitation for Greater Glasgow.  
•

housing, leisure and health improvement to provide integ

• The use of Local Enhanced Services as part of the new GMS contract will continue to 
provide care in primary and community care settings for patients with chronic 
diseases such as diabetes, heart disease, stroke and rheumatoid arthritis 

• An action plan will be developed to improve the care of the housebound individual 
with chronic disease who often fails to access primary care services and is admitted to 
hospital 

• Where patients have a principle single diagnosis such as COPD or congestive heart 
failure we will provide integrated inter-agency initiative

• We will provide a community falls prevention programme across NHS Greater 
Glasgow  

• We will support patients with chronic disease to self-care and self-manage their 
condition and develop an expert patient programme to assist others 

• The impact of other initiatives will improve the health of older people and reduce the 
risk of emergency hospital admission eg retinal screening programme, reduction in 
waiting time for elective hip/knee re

• An analysis will be undertaken to identify
reduce repeat admissions from care homes. 

• By supporting palliative care services we will support people to die at home where 
that is clinically appropriate. 
An  indepth analysis of multiple admissions to improve our understanding, introduce a 
frequent routine monitoring arrangements and develop programmes with CH(C))s to 
extend anticip

 implications 

tinuing demographic pressures will require us to find new ways of working across 
al boundaries and to develop new roles for qualified and unqualified staff.  

 
The con
tradition
 
Risks 

ng shared ownership and approach across community and acute hospital 

cessary to learn from piloting new solutions. 

 
• Improving understanding amongst practitioners of causes and effective means of 

intervention. 
• Developi

services 
• Time ne
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IT implications 
 

ssential to allow care to delivered seamlessly and allow patients’ care to be provided by a 
s whilst being coordinated effectively. 

Better IT links between primary and secondary care and between health and social care will be 
e
range of professional
 
Financial implications 

 plans will be developed during 2
 
Detailed 006/07.  Investment in new ways of managing 

require 
 
 

chronic conditions and in community services will take some time to take effect and will 
bridging finance until the acute services can be redesigned to release resource. 
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25. REENING 

 
25.1 
 
25.2 ey Measure 4.03.K: Percentage of women in the 20-60 year old age group attending a 

rced from ISD (D)4. 
 

CERVICAL SC
 

Target T.03T: Cervical screening target 80%, ongoing. 

K
screening. Data are sou

Greater Glasgow Vs Scotland: 1998 - 2004

50%
60%
70%
80%
90%

100%

1998 1999 2000 2001 2002 2003 2004

Time Period

Pe
rc

en
ta

ge
 

Sc
re

en
ed

Greater Glasgow Scotland
 

   Cervical Screening: Percentage of women in 
the 20-60 year old age group

 
25.3 Data 
 

  

31-Mar-98 31-Mar-99 31-Mar-00 31-Mar-01 31-Mar-02 31-Mar-03 31-Mar-04
Greater Glasgow 83.2% 82.8% 82.5% 82.1% 82.3% 82.2% 82.1%
Scotland 87.0% 86.6% 86.7% 86.5% 86.5% 86.0% 85.5%

SEHD suggested trajectories 
 

 
25.4 Implications of Meeting Target 
 

What it means locally 
 
The target of an 80% uptake for cervical screening at 5 years has already been met in NHS 
Greater Glasgow.  The uptake rate is 82% but this masks a variation in uptake by deprivation 
category with an uptake rate of 79% in depcats 6 and 7 compared to 91% in depcat 1.  Our 3-
year uptake rate is 73% varying from 69% to 82% by depcat.  We are also aware that ethnic 
minority groups have lower uptake rates. 
 
Increases in life expectancy 
 
Increased uptake of screening has potential to reduce deaths from cervical cancer but this is a 
relatively rare cancer and the impact on overall life expectancy will be small.  There were 16 
deaths from cervical cancer in 2003. 

 

Mar-05 Mar-06 Mar-07 Mar-08 Mar-09
80.0% 80.0% 80.0% 80.0% 80.0%
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How many more people will lead a healthier life 
 
Not applicable 

Staffing implications
 

 

ure issues 
 
If we are to improve uptake in deprived populations and ethnic minority groups, we may 
require a small number of additional staff in primary care - ideally a nurse who can contact the 
non-attenders and be the smear-taker.  Approach being piloted as part of unmet needs pilots. 
 
Regional implications

 
Staff training especially around race and cult

 
 
None. 
 
Risks associated with achieving delivery 
 
• Even with a more pro-active approach and encouragement to attend for a smear, 

women may still choose not to attend. 
• The new call/recall system must be introduced in a planned and effective way 
• Staff shortages in primary care will not allow a pro-active approach to non-attenders  
 
Relocation of services, outsourcing and any other major issues affecting delivery 

The integration of Argyll and Clyde will need to be planned and coordinated. 
 
Actions to be taken including relevant service redesign 

 

 
 
• Work with primary care practices with low uptake rates to identify additional support 

 
• Improved information for women from ethnic minorities 
• Choice of female smear-taker and timing of clinics. 
 
IT developments

required to improve rates.

 
 

 the new Scottish Colposcopy will be implemented in 2006.  
 administration and training costs for these new systems but 

 fully assessed  

The national call/recall system and
There are likely to be some set-up,
these have not yet been
 
Financial investment 
 
IT costs above.  Need for continuation of unmet need pilot funding. 
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26. SERVICE QUALITY 
 
 
26.1 anagement standards improving. 
 
26.2  Measurement for this proxy indicator is based on the sum of the scores 

r the 3 standards within the QIS Clinical Governance and Risk Management assessment. 
 
26.3 Data 

 
h of recent performance in relation to this measure. 

suggested trajectories

Target T.04T: QIS clinical governance and risk m

Key Measure 4.04.K:
fo

2004/5 Score
Greater Glasgow 6

* Insufficient data to produce a grap
 
SEHD  

 

 2005/6 2006/7  2007/8 2008/9
7 8 9 10

NHSGG planned trajectories  
 

2005/06 2006/07 2007/08 2008/09 2009/10 
6 7 8 9 9 

 
he SEHD suggested trajectories cause a problem as there is no baseline for 2005/06. The first 

e do not know 
here we currently sit. We have limited experience of the NHS QIS assessment scheme that 

t.  

this s that at least two of the three standards areas can attain level 
tion of a clear organisation wide 

very good local practice there are a 
umber of areas where we do not have single system strategies and policies. Any such gap 

one. There is therefore a significant risk of baseline score i.e. for 2005/06, 
eing as low as 4 or 5.  

ts until 2008/09.  Once performance is below 6 then it 
 reasonable to expect that the Board can recover the trajectory by 2007/08 and achieve an 8. 

8/09 the step change from monitoring implementation to demonstrating 
e degree of patient benefit from robust and widespread evaluation of strategy and polices 

able be expected to be 
achievable in any 12 month period. Unless there is a marked improvement in the IM&T 
infrastructure this may never be adequately realisable.     

 

T
reasonably comprehensive review NHSGG will get occurs in 2006/07, so w
w
would inform local interpretation through self assessmen
 
From current information the Board would be hard pushed to achieve a level 8 by the end of 

 coming year. This require
three i.e. progressed to the position of monitoring implementa
strategy/policy. Whilst there is a significant legacy of 
n
drops us to level 
b
 
If a baseline of 6 is assumed as a more realistic starting position the Board is confident that it 
can make further single point incremen
is
Once at level 9 in 200
th
contributing to quality improvement is larger than could reason
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26.4 Implications of Meeting Target 

What it means locally
 

 

When the Standards for Clinical Governance and Risk Management are fully implemented the 

• systems are in place to ensure that patient and staff safety underpins all aspects of 
healthcare delivery 

• the principles of equality and diversity are embedded in the values, culture and 
behaviour of NHS Scotland 

• patients, carers and the public are treated with dignity, respect and empathy at all 
times 

 made 
during their journey of care 

appropriately to support decision-making and facilitate the 
delivery of quality services 

• the views and experiences of patients, carers, public and staff are taken into account in 
the planning and delivery of services 

• staff are fully supported and adequately trained, both personally and professionally, to 
e role in providing safe, effective, patient-focused care and 

services 
• s are in place to enable review of se ery and continuous quality 

im ovement 
 

 

following outcomes are achieved: 
 

• individual patients and carers are involved in, and informed about, all decisions

• information is used 

play a full and activ

processe rvice deliv
pr

Increases in life expectancy 
 
There is a firm expectation that good clinical governance generates a reduction in iatrogenic 
complications of care that adversely impact on levels of morbidity and mortality as well as 

romoting more effective health care interventions and outcomes. There is however a paucity p
of studies or even theoretical models that provide a quantifiable sense of improvements in life 
expectancy.     
 
How many more people will lead a healthier life 
 
As above.  
 
Staffing implications 

 

d be undertaken until the available 
resource was allocated but as we more clearly articulate the minimum critical specification for 
services the issue of capacity, and perhaps capability deficits is likely to emerge in a form the 
defines support gaps or needs. Even in the early stages of new arrangements major concern is 
emerging over the support for clinical risk management. In light of the further work required 
we are not yet in the position to specify more clearly these implications.  

There are two significant areas for review and potential development. Firstly there is capacity 
within the existing roles of clinical staff. Gradually the new job descriptions/contracts or 
appraisal  requirements such as the Knowledge and Skills Framework (KSF)are beginning to 
clearly articulate requirements for each clinician to review their work and participate with 
others in more generic quality improvement initiatives. These approaches will require 
consolidation in some areas and roll out to others. Secondly there is the capacity associated 
with specialist support staff. Previously activities woul
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Regional implications 

here are issues around the clinical governance arrangements for other providers which have 

 services provided on our behalf NHSGG.  

 
T
as yet to be fully reviewed. This includes a number of services that we provide on behalf of 
other health boards as well as those
 
Risks associated with achieving delivery 
 

an effec

The concerns of quality of service extend to service provide jointly with others and the 
mple

 

Failure to achieve these standards is often met with significant media attention that in turn has 
t in public confidence. 

  

co xity inter-agency needs and collaboration is a recognised threat to rapid progress.  

Relocation of services, outsourcing and any other major issues affecting delivery 
 

 
No major relocation issues identified as yet.  

Actions to be taken including relevant service redesign  

ns identified as yet.  
 
No actio
 
IT developments 
 
Two key areas are worth highlighting. Firstly

oth a requirement of the sta
 the development of Information Governance is 

ndards but will both significantly shape and derive considerable 

 

b
benefit form the existing IM&T strategy. Secondly there is a need to review Adverse Incident 
Surveillance Systems with a view to establishing IT solutions to some of the deficiencies 
currently experienced.    

Financial investment 
 
There is already a dedicated resource availabl

onitoring that supplements general manageme
e to support standards implementation and 
nt resources. Concerns have however been 

the support for clinical risk management although at this point a full review, 
r business case development, has not been completed.    

 

 

m
raised over 

ecessary fon
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NHS GREATER GLASGOW 
INDICATIVE FINANCIAL PLAN 

2006/07 

 
 RECURRING NON 

RECURRING 
TOTAL NOTES 

 £’M £’M £’M  
Assumed opening financial 
position: (deficit) 

 
(6.3) 

 
- 

 
(6.3) 

Re-assessment of opening position – based on 
2005/06 outturn 

     
Additional Funding     
General Uplift 76.8 - 76.8 6.75% uplift per SEHD guidance, to be confirmed. 
Adjustment for withdrawal of 
unmet needs funding 

(8.0) - (8.0) Assume no further allocation in 06/07 

Profit on land sales - 5.0 5.0 Anticipated profit from disposal of Woodilee 
NWTU funding – increase on 
2005/06 level 

1.9 3.7 5.6 Increase in recurrent funding plus non recurrent 
funding carry forward from 05/06 

Other Health Boards Waiting Times 
– step up in funding from 2005/06 

2.4 - 2.4 Share of increased NHSGG spend in 2006/07, which 
will be recharged to Other Health Boards 

 73.1 8.7 81.8  
Cost Inflation     
Pay Costs 27.2 - 27.2 4% general increase (includes Agenda for Change 

pay progression) plus £1.3m provision for impact of 
MMC implementation. 

General supplies inflation 2.6 - 2.6 1.2% excluding energy costs 
Energy costs 3.0 3.0 6.0 Projected increase in spend - 05/06 and 06/07 – 

assume 50% is temporary increase due to spike in 
prices 

Capital charges 2.0 - 2.0 Impact of revaluation (estimated) 
Prescribing Growth (Primary Care) 9.0 - 9.0 Net 5.4% growth projection, net of targeted savings. 
Prescribing Growth (Acute) 3.9 - 3.9 Net 7.3% growth projection, after targeted savings 

(excludes new oncology drugs) 
Cost Savings Plan (?+) (3.1) - (3.1) Residue of savings plans, not yet embedded within 

service budgets – WIP - could increase by £1m 
Impact of withdrawal of capital – 
revenue virement facility 

- 5.0 5.0 Forecast impact – assume non recurrent – anticipate 
SEHD remedy by 2007/08 

Non Glasgow providers cost 
inflation 

8.0 - 8.0 Estimate 

 52.6 8.0 60.6  
Service Commitments     
Acute ASR programme 1.9 - 1.9 Rephased in line with current programme timescales 
Acute Waiting times 9.2 3.2 12.4 Forecast cost of accelerated achievement of 18 week 

maximum wait by Dec 06.  
Other Acute 2.6 1.3 3.9 New service commitments tbc 
Child & Maternal Health 2.9 - 2.9 New service commitments tbc 
Primary care and other 5.4 0.4 5.8 New service commitments tbc 
Mental Health 5.0  5.0 New service commitments tbc 
Prior year approvals 5.0 - 5.0 Reinstatement of prior year service commitments not 

started by 1/4/06 (note:  further £5m will be  c/fwd 
into 07/08) 

Forecast of deferred spending 
commitments 

(11.8) - (11.8) Forecast slippage of 06/07 new spending 
commitments into 07/08 – includes in year NHSGG 
service commitments plus other SEHD funding items 
anticipated during 2006/07. 

 20.2 4.9 25.1  
Overall financial projections 
(deficit)/surplus 

 
(6.0) 

 
(4.2) 

 
(10.2) 

 

 

Fin.indfinplan0607.1 



GREATER GLASGOW
NHS BOARD

POSSIBLE INVESTMENTS ANNEX 2
TABLE 3

12

3
45

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

2526
272829

A B C D E F G H

2006/07 2007/08

Description

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Resp- 
onsib- 

ility Comment
£'000 £'000 £'000 £'000

Acute

PET Scanning 150 448 Additional £193k in 2008/09.

Oncology Drugs 650 Awaiting Horizon Scanning report.

Haemodialysis 840

Scottish Bowel Cancer Screening 1,700

Chemotherapy Prescribing IT System 70

Drug Eluting Stents 300

Plastic Plan - WoS Included in Capacity Plan?

Haemophilia

COPD - Early Supported Discharge 50 5 To upgrade to 7-day service.

COPD - Early Supported Discharge (BLF) 225 BLF funding stops in 2006/07.

Diabetes - Insulin Pump Service 126

Interventional Neuroradiology Covered in 2005/06.

Blood Safety Directive 143

CEPOD Theatres 326

Medical Assessment Unit 118 Processed in 2005/06 - CAMSGD65.

Additonal Medical Beds - Victoria 437

Haematology Consultant 145 Processed in 2005/06 - CAMNGD77.

PACS 200 443

Pain Management 98 In addition to current base values.

Acute 2,747 1,349 2,378
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GREATER GLASGOW
NHS BOARD

POSSIBLE INVESTMENTS ANNEX 2
TABLE 3

12

3
45

A B C D E F G H

2006/07 2007/08

Description

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Resp- 
onsib- 

ility Comment
£'000 £'000 £'000 £'000

30

31

3233
343536

37

3839
404142

43

44

45

46

47

48

49

5051
525354

Acute Strategy

Beatson Phase 2 1,881 900

ACAD 15,786 Not required until 2008/09?  Further investment required for Strategy in future years.

Acute Strategy 1,881 16,686

Mental Health

All Planned Investments 5,000

Mental Health 5,000

Children's Services FM

Starting Well Rollout 1,500

Eating Disorders Service 400

Aberlour Refuge 100

Yorkhill HDU 400

Ventilation 150

Neonatal Nurses 300

Adolescent Inpatients Unit 520 Additional £520k in 2008/09.  Capital £1,980k in 2006/07 & £2,212k in 2007/08.

Children's Services 2,850 520
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GREATER GLASGOW
NHS BOARD

POSSIBLE INVESTMENTS ANNEX 2
TABLE 3

12

3
45

A B C D E F G H

2006/07 2007/08

Description

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Resp- 
onsib- 

ility Comment
£'000 £'000 £'000 £'000

55

56

57

58

59

60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

75

Primary Care & Other

Palliative Care AMacK

Hospice Provision 1,000

Palliative Care Strategy 250 250

Osteoporosis & Fall Prevention 500 500 AMacK

Food & Nutrition Policy AB

Nutrition Assessment - Equipment 12 122

Nutrition Assessment - Staff & Training 153 100

Menu Planning 28

Clinical Nutrition Support 43

Better Nutrition 8

Health Improvement FMoss

SIPs 104

Community Involvement 173

Geographical Deprivation 210

Cardiac Intervention - Regional Planning Awaiting regional planning decision.

Cardiology CM

MPI 75

ETT 50 Capital £70k in 2006/07.

Echo 50 Capital £120k in 2006/07.

Heart Failure 60
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GREATER GLASGOW
NHS BOARD

POSSIBLE INVESTMENTS ANNEX 2
TABLE 3

12

3
45

A B C D E F G H

2006/07 2007/08

Description

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Resp- 
onsib- 

ility Comment
£'000 £'000 £'000 £'000

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

91

92

93

94

95

96

97

Pain Management CM

Spinal Cord Stimulators 150

Psychologist 65 CM

Local Enhanced Services

Weight Management 207 100 Capital £17.5k in 2006/07.

Rheumatology 400 400 Part year effect in 2006/07.

Epilepsy 200

COPD 675

Hypertension 300

Heart Failure 300

Transport 75 Pilot study.

Oral Health DW

GDP Support to CHPs 200

Special Needs Children's Dental Service 405

ABI DW

Severely Challenging Behaviour Services 300

Headway 50

Physical Disability DW

Specialist Communication Aids 50

Epilepsy MCN 25

Other

Premises 500 DG
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GREATER GLASGOW
NHS BOARD

POSSIBLE INVESTMENTS ANNEX 2
TABLE 3

12

3
45

A B C D E F G H

2006/07 2007/08

Description

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Possible 
Additional 
Recurring 

Investment

Possible
Non 

Recurring 
Investment

Resp- 
onsib- 
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Primary Care & Other 5,349 386 2,255 100

Total 17,827 1,735 21,839 100

Cumulative Total 17,827 1,735 39,666 100
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	Total NHSGG investment in improving waiting times for the latest complete financial year of 2004/05 are summarised as follows:
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