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TRANSCRIPT:  VISION FOR THE VALE OF LEVEN 

HOSPITAL, PUBLIC MEETING,  6.00 PM, THURSDAY, 

27th NOVEMBER 2008, COMMODORE HOTEL, 

HELENSBURGH 

 

 

 PETER HAMILTON:  Good evening 

Ladies and Gentlemen, could I welcome you to this public 

meeting this evening, thank you very much for coming along, I 

certainly hope that you find it very worthwhile, and that 

welcome is on behalf of NHS Greater Glasgow and Clyde 

Health Board. Introduction first of all from myself, my name is 

Peter Hamilton and I am a non-executive Board member with 

Glasgow Clyde’s Board. 

 The purpose of the meeting this evening, 

as I am sure you are all aware, this is the second public meeting 

we have had, we had one this afternoon, to discuss the 

consultation paper titled The Vision for the Vale of Leven 

Hospital which I am sure you have all got copies of as you 

come in the door, and also the coloured version which is a 

summary titled The Vale Vision. These papers were compiled 

following a very long period of pre-engagement consultation 

with many groups, local communities groups, service users, 

Councils, staff etcetera, and as a result of that, of these 

discussions, as I say this paper was produced and launched on 
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the 1st of November for formal consultation for a three month 

period ending the 30th of January. 

 What we hope to do this evening is to 

present to you the proposals contained in the paper, give you 

the chance to ask any questions, make any comments that you 

might have about the paper and what we intend to do this 

evening, as we will do in every public meeting that we hold 

over the next two months, is actually record the proceedings so 

that we capture everything, all the information that we can gain 

from yourself and any issues that you might have. 

 I am now going to introduce you to the top 

table, our guests at the top table and if I can start off with 

Helen Byrne, Helen is Director of Acute Services Strategy, 

Implementation and Planning for Glasgow and Clyde. Sitting 

next to Helen is Doctor Brian McLaughlin, who is, as I am sure 

many of you will know, a local GP, he also happens to be 

Clinical Director of the Helensburgh, Argyle and Bute CHP. 

Sitting next to Brian is Tom Divers who is the Chief Executive 

of NHS Greater Glasgow and Clyde. Sitting next to Tom is 

Doug Adams who is Head of Planning and Performance 

Mental Health Partnership NHS Greater Glasgow and Clyde 

and sitting next to Doug is Robert Calderwood who is the 

Chief Operating Officer for Acute Services Division NHS 

Glasgow and Clyde and sitting next to Robert is Derek Leslie 
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who is Director of Argyle and Bute CHP which is part of NHS 

Highland. 

 Also sitting in the front row, I’m not going 

to name them all, but we do have representatives from the 

Helensburgh and Lomond CHP, Scottish Ambulance Service 

and West Dumbartonshire CHP. 

 Now the format for this evening is really 

very, very simple, Helen is going to do a presentation lasting 

maybe 20 minutes Helen on the proposals contained in the 

paper. Once Helen is finished we then open it up to the floor 

for you to ask your questions of the top table or indeed just 

simply to make comments or raise any issues that you may 

have. 

 As I said to you at the beginning all the 

information, all that info will be captured and when we come 

to, when the Board considers its paper at the end of the 

consultation period all that will information will be taken into 

account. 

 So I don’t think I want to say any more at 

this point other than to hand over to Helen to make her 

presentation, thank you. 

 HELEN BYRNE:  Than you Peter, good 

evening everyone. I want to present the content of the paper 

which focuses on a vision for the Vale of Leven Hospital and 

vision for services on the Vale of Leven site. 
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 In doing this presentation this evening I’m 

going to talk to you about the process that we have gone 

through over the last few months to get to where we are today, 

I’m going to talk to you about the activity and the activity that 

will be undertaken at the Vale of Leven, I’m going to go into a 

little bit of depth on each of the areas that we are consulting on 

and some of the changes proposed, I want to talk to you about 

the consultation arrangements and finally I’m going to 

summarise the key points from the presentation. 

 So in terms of process we received from an 

expert panel in August a report outlining the independent 

review of anaesthetics. This had been the fourth review of 

anaesthetics, the second independent review of anaesthetics, a 

third review undertaken by Argyle and Bute, sorry Argyle and 

Clyde and a fourth review that had been undertaken by NHS 

Greater Glasgow and Clyde.  So I want to stress the 

independence of the review undertaken in August. 

 We got the report, it made some 

suggestions to us that we hadn’t come up with ourselves as a 

Board and we basically spent the time through September to 

the end of October working with the CHP’s, local GP’s, 

consultant colleagues and others who developed what would be 

a model of care that would meet the requirements set out in the 

report and we launched formal consultation on the vision on 
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the 31st of October and that will run, as Peter said, to the 30th of 

January. 

 Now in the work that we have done we 

haven’t only focussed on unscheduled medical admissions, we 

have focussed on the vision for the Vale of Leven. Our 

intention is to set out a vision that provides certainty for local 

people and staff at the Vale of Leven as to the services that will 

be provided at the Vale of Leven Hospital. 

 This slide sets out the future activity that 

will be available at the Vale of Leven Hospital, so in the left 

hand column we have the services currently provided at the 

Vale of Leven and you see there in the second last row the new 

services that we provide. 

 The middle column sets out the current 

patient episodes and just to differentiate and highlight the 

difference between patient episodes and patients, patient 

episodes are the number of episodes patients have at the Vale 

of Leven, so one patient might have six episodes, so we are 

counting episodes rather than patients and the right hand 

column sets out future patient episodes and what we are saying 

in our vision is that we will move from 115,000 patient 

episodes of care currently provided at the Vale of Leven to 

131,760 patient episodes at the Vale of Leven and what this 

means for a significant number of patients that they will have 

less journeys to travel either to the RAH in Paisley or to 
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Glasgow Hospitals, a significant 18,350 more patient episodes 

of care will be undertaken here at the Vale of Leven and that is 

very important in terms of the fewer journeys that patients will 

experience moving away from their local area into either 

Glasgow or to Paisley and I want to stress that that is key in 

terms of new planned services. 

 You see there the third last line, Medical 

Assessment Unit, currently 6300 episodes of care. In our 

proposals, and I’ll go through it in some detail, we estimate 

that between 70 to 80 percent of current activity that is 

undertaken in the Medical Assessment Unit can safely be 

undertaken in the new model of care that was proposed to us by 

the independent panel of anaesthetics and there you will see the 

range from 4410 to 5292 and I will try in my presentation to 

make clear to you why the range is between 70 to 80 percent of 

current activity and why 20 to 30 percent of patients would go 

to the RAH of current activity undertaken at the Vale. 

 So what you see is an increase in activity 

that will be undertaken at the Vale. We believe our vision is 

very much about the Vale being the centre of NHS provision 

here locally. 

 In terms of inpatient services what we have 

been able to do is sustain our key 88 acute and rehabilitation, 

including surgery beds, compared with the current 122 and we 

heard a lot during the engagement period about a hospital 
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having beds, so the Vale of Leven Hospital will have 88 acute 

rehabilitation beds and included in that 8 surgery beds.  

 I am going to go on to describe the elderly 

mental health services that will be sustained here at the Vale 

site and refer to the options for adult acute mental health 

services. There is the intention that we will reduce from 18 to 

12 and that two options are presented, the retention of services 

at the Vale of Leven or services being provided at Gartnavel 

Royal. 

 So I am now going to move into a 

description of the work that we have undertaken in each of 

these areas and focus in particular on unscheduled medical 

admissions. 

 So in August and the 15th of August we 

received the report, the independent expert  review suggested 

that between 36 and 83 percent of activity could be sustained in 

a supported GP acute unit and our challenge then was to 

develop a clinically safe and deliverable model and what we 

did, as I described earlier, was work with local GP’s, Brian 

included, Patrick Trust who was here earlier today, and other 

GP’s to look at what that might mean, together with colleagues, 

consultant colleagues both from the Vale of Leven and the 

RAH, the Ambulance Service and colleagues from NHS 

Highland to work through what that model would look like and 

what levels of activity were sustainable and we did that in great 
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detail, spending many days together to look at the activity 

levels that had gone through the Vale of Leven over the last 

few years to look at the scoring mechanisms that had been 

used, working with people who had worked in the system to 

understand what we could safely sustain at the Vale of Leven 

in a consultant led and GP supported model of care. 

 The input of other staff is absolutely 

crucial to this model so what we are advocating in the vision is 

that it will be a GP led model of care with consultant input, key 

other professionals include nurse practitioners, pharmacists and 

other clinicians who work at the Vale of Leven Hospital. So 

this is about a multi-disciplinary approach to unscheduled 

medical care. 

 We obviously focussed in our work at 

patients who could safely be cared for at the Vale of Leven in 

this new model but also those patients who would no longer  be 

cared for at the Vale of Leven. 

 The scoring system that is widely used at 

the Vale will be refined and there are a number of scoring 

systems that have been developed over the last few years, 

prempt and preamble which have been tried and tested. They 

are, they do need to be refined to ensure that the most acutely 

unwell medical patients do not come to the Vale of Leven. 

 Now in this model those acutely unwell 

patients who already bypass the Vale of Leven, A&E patients, 
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trauma, surgery patients, those patients will continue to bypass 

the Vale of Leven. 

 In addition to that 20 to 30 percent of 

patients who currently attend the Medical Assessment Unit 

using these criteria will bypass the Vale of Leven and go to the 

Royal Alexandria in Paisley. 

 So the system will be used at the Vale 

Hospital to identify those patients who should immediately 

transfer and in addition there are certain conditions which we 

will not deal with at the Vale even if they appear low risk in the 

scoring system and those patients include patients with stroke 

or suspected stroke and that’s about the best model of care and 

the evidence base now for stroke patients; patients with drug 

overdose, gastrointestinal bleeds, inpatient haemato-oncology 

care, neutropenic septis and epileptic seizures. So those 

patients would bypass the Vale of Leven and go to the RAH in 

Paisley. 

 Patients with chest pain will be seen at the 

Vale but will be transferred to a cardiologist unit if confirmed 

with a heart attack and we describe as well in the document 

that the service that is being set up at the Golden Jubilee for 

certain hear attack patients will be the service for certain 

patients, up to 50 from this area and that is a service that has 

been set up according to best practice for the West of Scotland. 
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 So we have set all of that out in the 

document. What we are saying about chest pain generally is 

that they will be seen, patients will be seen at the Vale but will 

refer on if a confirmed heart attack. 

 In terms of the detailed analysis that we 

have undertaken we have come to the conclusion that the 

model we propose is clinically appropriate. 

 As unscheduled care remains on the site 

there will be some patients who present inappropriately or who 

deteriorate following admission and we will put arrangements 

in place to transfer these patients to another hospital as exists 

now. 

 Based on that our analysis suggests that 

maintaining 70 to 80 percent therefore of existing activity is the 

level that strikes the optimal balance between safe local access 

to care and the requirement for those potential, for those who 

need higher dependency or specialist care to be transferred or 

to bypass the Vale of Leven and we have in our work listened 

very carefully to what patients and people have said, what local 

people have said to us about that optimal balance. We believe 

we can maintain the vast majority of services here. There are 

patients in this new model that we believe need to bypass the 

Vale of Leven or will need to be transferred and that is about 

getting the best balance between local care and specialist care. 
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 So moving on now from unscheduled 

medical services to rehabilitation services. The rehabilitation 

service will be provided for orthopaedic patients, stroke 

patients, patients who are admitted into medicine at the Vale of 

Leven and also at the RAH and return to the Vale of Leven for 

their rehabilitation and the day hospital will continue to be 

provided at the Vale of Leven. 

 Moving on to new hospital services and as 

you recall and as is highlighted there in bold at the end 18,350 

patient appointments will be undertaken locally instead of in 

Paisley or Glasgow. That represents a lot of patient journeys 

and a lot of saved miles and for some patients, particularly 

dialysis patients and other patients who attend services 

frequently it will make a big difference to their lives. 

 So new urology and ophthalmology day 

surgery services will be developed at the Vale, supported by 

significant investment, not least in theatre services where we 

will have to gear up out theatres to accommodate this new 

activity. 

 More patients will receive day operations 

and procedures in general surgery, ear, nose and throat which is 

ENT, orthopaedics and endoscopy. We intend to establish a 

new rheumatology service, additional outpatient clinics across 

a number of areas, a comprehensive dental service will be 

developed including 20 dental chairs and this will allow 
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significant repatriation of services currently provided at the 

dental hospital in Glasgow, six additional dialysis stations 

which will make a significant difference to patients, kidney 

patients who attend hospital for dialysis and we set out in the 

visions document the plans for future development of cancer 

and palliative care services. 

 So as I said earlier all of that represents 

18,350 episodes of additional patient care that would be 

undertaken at the Vale of Leven. 

 So moving on then to elderly mental health 

services. We have undertaken a consultation exercise in 

relation to mental health services earlier this year and in that 

consultation many views were expressed to us, both about 

older people’s mental health services and adult mental health 

services and in developing the vision for elderly mental health 

services we have taken into account the views that you have 

presented during that consultation and what we are saying in 

the vision is that elderly acute mental health inpatient care will 

remain at the Vale. 

 We intend to address the inappropriate age 

mix of elderly functional mental health patients being in the 

same ward as younger adults, so elderly patients currently 

cared for in the Christie Ward our intention is in future that 

patients would be cared for in the same environment although 

designed to take into account the different needs of people, of 
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older people with functional mental health problems as 

opposed to dementia. 

 We propose that elderly mental health 

continuing care beds will transfer from the Dumbarton joint 

hospital to the Vale and that again was part of the consultation 

we undertook earlier in the year. That will give a total of 25 to 

30 elderly mental health beds at the Vale. 

 Underpinning all of that is improved 

access to enhanced community services. Basically what we 

want to do is care for people at home or in community settings 

and prevent admission to hospital where that is possible. So our 

intention is to improve services, improve community mental 

health services underpinning the need for inpatient services. 

 In adult mental health, again this was 

subject to consultation over a three month period earlier in the 

year. Many strong views expressed during that consultation. In 

our vision therefore we are seeking feedback on two options, 

Option 1 is the retention of 12 adult beds at the Vale with GP’s 

providing resident specialist medical cover out of hours and I 

must stress, because it was a point that was raised earlier today, 

that we are in discussion with the GP’s still about the model of 

out of hours care for all of the services that will be provided at 

the Vale, including adult and elderly mental health services. 

 Option 2 is to transfer the 12 adult beds to 

Gartnavel Royal Hospital with junior medical psychiatry staff 
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providing resident specialist medical cover out of hours. So 

basically in that model would be psychiatric doctors who 

would provide the cover out of hours. There will be access to 

intensive rehabilitation beds at Gartnavel.  

 We set out in the document the pros and 

cons of both options and we do want during this consultation 

period to receive feedback to help us to make a decision in 

putting a recommendation forward to the Cabinet Secretary. 

 And again key to all of this is enhanced 

community services. We are putting in place and Highland 

have made a commitment to put in place Community Mental 

Health Services in this area. What we want to do is keep people 

out of hospital where that is possible and certainly the evidence 

in Glasgow and elsewhere in the UK is that it is possible to 

keep people out of hospital services when there are strong 

community based services. So we are making that commitment 

that those services will be strengthened. 

 So now I’m moving to the new Alexandria 

Medical Centre, pointed out to us on numerous occasions 

during the engagement period that the plans for the medical 

centre have been long in the offing so to speak, plans over 

quite a number of years. What we do in the vision is make the 

commitment that the medical centre will go forward, it’s part 

of our wider vision for the site so it’s not part of the hospital 

but our intention would be that it’s part of the Vale of Leven 
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site. It will house a wide range of community services and 

enable the provision of a one stop shop service which basically 

means patients would come in and have access to a range of 

professionals, so wouldn’t have to attend one day to come back 

the next day or the next week to see another professional or 

clinician.  

 The intention is to work with Social 

Services colleagues to develop a one stop shop where you 

could see a number of professionals or clinicians on the same 

day and that is to patients in both health and social care. It will 

provide opportunities for better and closer working between 

community and hospital care. 

 We believe the Vale site is the best option 

for developing the centre and planning permission has been 

granted for that development on that site. 

 In addition a new care home is also 

planned and the Council will be the lead agency in that but we 

as the NHS will work with the Council on the delivery of that 

services and indeed are working with the Council in the vision 

and on how we can strengthen working across social health and 

care in improving services from the Vale for local people. 

 So now I have talked to you about the key 

components of the vision, I have talked to you about 

unscheduled medical services, rehabilitation services, the new 

services that are planned for the Vale, services for people, older 
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people with mental health problems, adult mental health 

services, the new Alexandria care home, sorry Medical Centre 

and the care home. 

 And now I’m just going to talk briefly 

about the consultation arrangements. We’ve got 9 public 

meetings organised across the area, this is the second, as Peter 

described, we have the third and fourth on Monday at 

Dumbarton. We are arranging drop in centres and this will be 

more informal where people can see people from the Board on 

a one to one basis and get in a more informal environment 

detailed information, so it’s not this formal meeting where 

people will raise questions but an opportunity for more 

information if you wish. 

 We will arrange meetings with community 

and patient groups as requested and also have meetings 

arranged with colleagues from Argyle and Bute Council and 

West Dumbartonshire Council. 

 Summary leaflets have been distributed to 

all households, feedback can be written and already we’ve 

received quite a lot of written feedback and will be captured 

verbally and indeed recorded, as Peter said earlier, at these 

formal meetings, at the drop ins and the other meetings we will 

record what you have to say as well. 

 Consultation closes on the 30th of January 

so you have ‘til then to get your views into us. We will collate 
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a report based on the feedback that will go to Board on the 24th 

of February and a decision and recommendation of the NHS 

Greater Glasgow and Clyde Board will go to the Cabinet 

Secretary who will make the final decision. 

 If I could stress as well that during the 

engagement period and through the consultation period we will 

work closely with NHS Highland in taking forward these 

proposals as obviously NHS Highland is responsible for this 

part of the catchment of the Vale of Leven. 

 So I’m just going to spend the last few 

minutes summarising what I’ve said in the presentation. Our 

approach has been to try and provide the optimal balance 

between maintaining and enhancing local services and 

travelling for specialist and more intensive care and that’s what 

we strive to do in presenting the activity figures which I’ll 

come back to. 

 Our vision is that the Vale of Leven 

Hospital and site will continue to play a central role in 

providing NHS services to the local area. Our proposals see the 

majority, 70 to 80 percent of unscheduled medical care being 

sustained at the Vale through new arrangements and the GP led 

supported model. 

 The majority of acute inpatient beds will 

be sustained, 88 of the current 120. There are large increases 

planned in the volume of planned care to be delivered at the 
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Vale, including the development of new services that are no 

currently available at the Vale of Levin site. 

 We don’t intend any changes to minor 

injuries, to maternity services, and you know we went out to 

consultation earlier in the year on maternity services and our 

decision is to keep the midwife led birthing suite at the Vale of 

Leven. We don’t intend changes to diagnostic imaging, 

primary care emergency services nor to the day hospital for 

older people. 

 Elderly mental health inpatient services 

will be sustained and enhanced by the services transferred from 

the Dumbarton joint hospital. We are presenting two options 

for adult mental health services and we are setting out 

proposals for the development of the new Alexandria Medical 

Centre and a care home on the Vale of Leven site. 

 So just to remind you again, the activity 

levels that will be undertaken as part of our vision at the Vale 

of Leven site. The Medical Assessment Unit will see between 

70 to 80 percent of patients continuing to be seen and treated at 

the Vale of Leven site, so between 4010 and 5292. You see 

there the increase of 18,350 patient episodes of care being 

undertaken at the Vale of Leven, in new planned care services, 

diagnostic services, outpatients, treatments and other day case 

procedures. 
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 And you see on the levels the areas above, 

the levels of activity remain the same, so we are seeing a 

significant level, increased level of activity being undertaken at 

the Vale site and just to recap 88 acute and rehabilitation and 

surgical beds. In terms of elderly mental health beds, 15 acute 

and 12 continuing care, two options for adult mental health 

which included 12 beds and on the Vale of Leven site a new 

care home and a new Health Centre. 

 So I am going to leave this slide up for the 

duration of the rest of the meeting. Thank you. 

 PETER HAMILTON:  Thank you very 

much Helen. Now Ladies and Gentlemen it’s over to you. 

Before I do open it up can I just make a few requests. If you 

have a question to ask we have two roving microphones so 

everybody hears your question or your comment. It would be 

helpful if the person asking the question or making the 

comment introduces themselves. If you don’t want to that’s 

fine, but it is helpful if we know either who you are and who 

you are representing. 

 I would be failing in my task as the Chair 

if anybody leaves this hall tonight who hasn’t had a chance to 

ask a question, so I’ll certainly make it a priority for me tonight 

that everybody gets that opportunity. 

 So forgive me, if somebody is sitting with 

maybe ten questions to ask and I  sort of move things on, it’s 
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really just to be fair to all of you, that everybody gets that 

opportunity. 

 So with those few words it’s over to you, 

any questions for anybody at the top table?  The gentleman 

there? 

 TREVOR WELCH:  Good evening, my 

name is Trevor Welch and I represent the Helensburgh and 

District *** Society and also the Helensburgh *** both of 

which have memberships of elderly people. Now I thought the 

young lady’s introduction was excellent and I went along with 

it until you came to the new proposed medical centre at the 

Vale, right. Now to my understanding what is your definition 

of local because to me local for Helensburgh means 

somewhere in Helensburgh. 

 Now admittedly when you are fit and 

healthy and not disabled it’s easy to get along to these places 

but a lot of the elderly people they have difficulty. They may 

not warrant perhaps an ambulance or something but how do 

they get there? 

 Now one of the reasons, I don’t know if 

they still do x-rays at the Jeannie Deans because I’m not 

involved in that now,  but to me that is local and now if I want 

a hearing test I’ve got to go all the way up to Dumbarton. Now 

I would like to know what’s the definition of local? Thank you 

very much. 
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 PETER HAMILTON:  Who would….? 

Tom? 

 TOM DIVERS:  Can I come in and Keith 

and Ann can come in beyond that. I think some of this sorry is 

probably just about the use of language because the Medical 

Centre that is being described as the Alexandria Medical 

Centre here is the replacement of a now rather elderly and not 

fit for purpose and undersized Health Centre. It’s termed 

Medical Centre because the opportunity will be taken as Helen 

had said in the presentation to bring some of the health and 

social care facilities together, there’s an opportunity to do that, 

but this is in essence much more about the delivery of primary 

care and the associated community facilities than it is about 

any of the specialist hospital based services. Keith do you want 

to add to that? 

 KEITH REDPATH:  Thanks Tom. I’m 

Keith Redpath, I am the Director of West Dumbartonshire 

CHP. Yes, just as Tom says there are longstanding plans and 

long in coming to fruition to replace the Medical Centre in 

Bank Street and Alexandria so I think the, and Helen in setting 

out her presentation she was saying that that was something 

else in terms of a commitment that we were making to the site, 

and I am going to hand over to Ann Hilstrup who is the 

Locality Manager for Argyle and Bute CHP. 
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 ANN HILSTRIP:  Thank you. I’m please 

to say that yes there are still x-rays taking place at the Jeannie 

Dean’s Unit or at the Victoria Base, we still have an x-ray 

department there and we continue to have x-ray available. 

 I’m also happy to say that with the 

redesign of the Jeannie Dean’s Unit and considerable 

investment by NHS Highland we are in the process of 

developing an audiology unit that will save patients from this 

area going to Dumbarton for hearing tests and that that will be 

a new development on this site within the next few months, 

okay, thank you. 

 PETER HAMILTON:  Okay, next 

question? 

 ANDREW MUIR:  Hello, this isn’t a 

question, it’s just a list of comments, it’s on one A4 bit of 

paper. My name is Andrew Muir…. 

 PETER HAMILTON:  Can we just keep 

them brief as well just to give everybody the chance. 

 ANDREW MUIR:  I don’t want an 

answer. 

 PETER HAMILTON:  Okay, just a brief 

comment. 

 ANDREW MUIR:  Just a brief comment. 

My name is Andrew Muir, I’m a member of the public, I just 

want to talk about the mental health proposals only. The 
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consultation paper written last summer contains 93 pages, 

however only four pages are written by users and carers, the 

other 89 are on behalf of the big institutions. As a result the 

report is superficial. It concentrates on external factors, e.g. the 

state of the buildings and the age mixture of patients. I am sure 

patients are far more interested in internal factors, the 

medication that they are taking, the medication they are being 

injected with. 

 I think the Christie Ward should be closed 

and patients move to Gartnavel. Christie Ward uses illegal 

practices, patients are not interviewed on admission which is a 

breach of Section 454 of the Mental Health Act and Human 

Rights procedures are not being followed during treatment 

which is Section 1 of the Mental Health Act. 

 

EXCERPT OF TRANSCRIPT REMOVED TO 

CONFORM TO GUIDANCE ON PATIENT 

CONFIDENTIALITY. 

 

  PETER HAMILTON:  Okay, thank 

you. Questions? Any more questions? The gentleman there. 

 GORDON FORRESTER:  Good evening, 

my name is Gordon Forrester…. 

 PETER HAMILTON: You want to switch 

on your microphone….. 
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 GORDON FORRESTER:  ……45 years, 

okay, you can hear? I am very impressed with this projection 

and it should get someone half way to a PhD I think. I should 

however before I start to operate on the projections is 

congratulate the medical services we have in Helensburgh at 

present and the Vale of Leven. Any occasion I’ve had or my 

family has had to go there, fortunately we have had no fatal 

episodes but any occasion I felt we were very well looked after 

and I’m a great believer of not breaking, not fixing something 

which isn’t broken. That’s the first part. 

 The second part, in the summary of the 

future activity could I be told what model you used for the 

future demographic curve and what years you went into? 

That’s the first thing. 

 And with a plan like this, when it’s 

running, is there any provision for a review of it after the two 

years. Sorry, is there provision for a review of the plan after 

two years and the third and last thing, am I right in thinking the 

people I see here are the main people involved in this whole 

exercise, on the table? 

 PETER HAMILTON:  I’ll answer that. At 

the table, yes. 

 GORDON FORRESTER:  That’s right, 

I’m sure you’ve done a good job but I am curious to know how 
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many of you are medically qualified?  If I could have an 

answer to these questions please? 

 PETER HAMILTON:  Okay. Tom? 

 TOM DIVERS: Yes, I’ll start if I may and 

your initial comment about – don’t start fixing what’s not 

broken and we have got a set of arrangements here most 

particularly around unscheduled medical care that were not 

sustainable, there had to be a piece of work undertaken to 

determine what a sustainable set of future, arrangements for the 

future would be. I am sorry, I am miked, I’ll speak a little 

higher.  

 I was saying that the current arrangements 

are not sustainable in that form and so we had to go an find a 

set of arrangements that was sustainable and that is what has 

involved a major piece of work over the course of what now 

has been several months during the pre-consultation period 

which ran earlier in the summer and autumn and now 

continuing into the consultation period and as Helen Byrne had 

said during the presentation there is still some important 

detailed work being undertaken, not least to finalise what the 

staffing arrangements re going to me for unscheduled medical 

care and for the options around adult acute mental health and I 

make no apology for the fact that that is work in progress, it is 

work that will be completed by the end of the consultation 

period but it involves a significant amount of detail. 
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 And that links on to your third point, I’ll 

come back to the second point, because your  third point was 

are the people here the main people who are involved in this 

work, the people here are people who have been leading on 

some of the major streams of work and who will have a 

responsibility for presenting the conclusions of this work to our 

respective Health Boards but there are scores of people, 

including many General Practitioners, other Health Care 

professionals who are involved in the detailed modelling of 

this. 

 You would not want the future planning of 

the Health Service to be undertaken by Doctors alone, believe 

me, I have been in it for 34 years. What you need is a team 

effort that brings together the very different and complimentary 

skills that we have because the skills that are required around 

planning are different for clinical decision making skills, are 

different from the application of clinical skills to models of this 

kind, but what I can say to you with confidence is that I believe 

we have all the key individuals from the various different 

professional backgrounds involved in this work. 

 The issue about demography and about 

ongoing review I’ll take together, okay, because we keep all of 

these major strategic programmes, whether it’s about acute 

care, mental health care, the care of people, of older people and 
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their services, we keep them under constant review and track 

what is changing in demography over a period of time. 

 In looking at the mental health strategy for 

Clyde then demography over the course of the next ten to 

fifteen years was being looked at. What we focus on much 

more specifically in looking at this acute hospital activity is 

what’s happening in terms of ongoing demand, what’s 

happening in terms of the responsiveness of services, how long 

are people waiting just now, how long are the targets that are 

being set for making improvements in the future and we build 

our models around that, but all of this work is recast, most of it 

almost on an annual basis so that we constantly keep track of 

what’s happening in what for some of these areas is still a 

fairly rapidly changing environment and that cluster of 18,350 

additional cases that Helen has put up there include services 

such as urology day cases, ophthalmology day cases, where 

people now are able to have an operation undertaken safely as 

a day case, discharged later that day when ten, fifteen years ago 

they might have been in hospital for up to seven or eight days. 

 It is staggering just to go back and look at 

the impact of these changes. So these matters are kept under 

constant review as we continually overhaul both the needs and 

responsiveness of services and the effectiveness with which 

they are being delivered. 
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 GORDON FORRESTER:  I don’t deny 

that, but first of all you haven’t answered my questions how 

many of you are medically qualified, you side stepped that… 

 TOM DIVERS:  No what I said to you was 

that there were scores of people involved including many, 

many General Practitioners….. 

 GORDON FORRESTER:  I am talking 

about the people at the table tonight. 

 TOM DIVERS:  The people here? 

 GORDON FORRESTER:  I know this 

gentleman there is a Doctor and I am delighted to see him. I 

would never run an engineering firm without engineers on the 

Board. 

 TOM DIVERS:  And we wouldn’t run the 

Health Service in Glasgow without 1600 consultants and we 

don’t try to. 

 GORDON FORRESTER:  Yes, but who 

has the Board decisions? 

 TOM DIVERS:  The Board’s decisions are 

taken by the members of the NHS Board and that includes the 

complete set of skills and experiences that a corporate Board 

should have, including some people who are medically 

qualified, others who are qualified as nurses, there are others 

who are qualified as allied health professionals, there are others 

who are professionally qualified by managers and then there is 
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a string of non-executive Board members who include seven 

elected members, the Dean of the Faculty of Medicine from the 

University, but people who have been appointed as part of the 

public appointment arrangements that are established with the 

NHS in Scotland. 

 The days when the Health Service could be 

run by well meaning Doctors are 25 years in the past. 

 GORDON FORRESTER: This sounds to 

me very much like the argument that HBOS would use with the 

formation of their Board nicely cleaned out of any bankers. 

 TOM DIVERS:  Well I don’t think you 

have heard what I said. I told you we have a number of Doctors 

who are members, and nurses and other professionals…. 

 GORDON FORRESTER:  How many 

have a vote on your Board who are medically qualified, let’s 

get down to it, how many of the final Board? 

 TOM DIVERS: The first thing I should 

say to you is happily in our Board we very rarely have a vote 

because we work really hard as a group of 32 Directors, 27 

non-executives and five executives, so he managers on the 

Board have five of the 32 seats. We work hard to ensure that 

we don’t have votes, we have had one vote in seven and a half 

years, one vote …. 

 GORDON FORRESTER:  That sounds to 

me suspicious. 
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 TOM DIVERS:  Well that is because you 

can’t understand how our organisation operates, you can’t, 

because you have to be part of it and to live close to it to know 

how much time as a group of non-executive directors we spend 

on these important strategic decisions. By the time we take the 

decision of this strategy Sir as a group of Board members we 

will probably have spent 13 or 14 working sessions on this 

element of the work alone. 

 GORDON FORRESTER:  Well it looks to 

me as if you have wasted rather a lot of your time because you 

are assuming on your demographic change there that there will 

in fact be no change in the population structure over the next 

two or three years, otherwise how did you get that first lot of 

figures before you flung in the one at the bottom to adjust it? 

 TOM DIVERS:  That’s an unfortunate 

comment to make, ‘flung in’, ‘flung in’ means in that 

circumstances that we have overhauled 13 different sets of 

specialist services in order to identify how we could bring on to 

the site 20 percent more planned care than is currently provided 

there, 20 percent and you will find in the consultation paper the 

build up of every one of those 18,000 cases, right. 

 We have overhauled the strategy here at a 

level that has never been done before, we are bringing services 

here that have never been provided here before. That’s not 

flung in at the bottom as a balancing number. I am sorry, I am 
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not accepting that. We have done this rigorously to get for the 

future the most sustainable set of services that we can get here 

and that is our effort.  

 I told you we will recalibrate these 

numbers every year, we have to because we operate within a 

defined set of waiting time standards that mean that for all of 

these outpatient services for the day case and short stay 

surgery, for the planned diagnostic services, you know that’s 

70,000, those three figures at the top there is a defined time 

limit within which everyone who is referred has to be treated. 

 So if the 50,000 went up to 55,000 we 

would still have to ensure that all of the individuals were 

assessed within the waiting time standard. These are the 

numbers that represent current needs and are met by the current 

waiting times…. 

 GORDON FORRESTER:  Well I must 

say….. 

 PETER HAMILTON:  Could I just say I 

did say that I wanted everybody to get a chance. Tom made 

reference to non-executive Board….. 

 GORDON FORRESTER:  I want to make 

one final comment…. 

 PETER HAMILTON:  If it’s a quick one. 

 GORDON FORRESTER:  There are eight 

figures in each of these two columns, they are identical left and 
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right, it doesn’t happen like that in the world, your projections 

are not worth a damn. 

 NEW SPEAKER:  I think to, you know, 

having been involved in it, the future patient episodes is not 

necessarily, you know, to five and ten years hence, it was to try 

to give a vision of how things would be in the near term future, 

I don’t think that this is a projection of something in the long 

term, it’s to try and compare what happens at the Vale now as 

to what would happen at the Vale within a year’s time and 

some of these things, I mean outpatient services, current patient 

episodes may go, may increase because of demographics and 

may decrease because there are many patients brought back 

unnecessarily to outpatients, so that could work both ways, but 

it was to try to give a direct comparison as to where there is a 

plan of change and the two areas where there is a plan of 

change in (1) in the reduction of the Medical Assessment Unit 

and the other is in the increase in new planned cases and it does 

highlight these specific planned changes. 

 I think the other figures may well change 

as things goes on but I don’t think Glasgow have any intention 

whatsoever, I don’t think that’s designed to pull the wool over 

our eyes and, you know, I came in to this fighting very much 

for local services and although I’m sitting here at the top table 

with Tom and Helen and such like and I agree with what they 

put forward but that’s not always possibly the case. I mean 
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we’ve had a lot of conflict in previous meetings over local 

services and I’ve been arguing very strongly, but I don’t think 

there is anything to be read into it, it’s not 55 versus 50,000. 

I’m quite happy about that. 

 GORDON FORRESTER:  I am very 

pleaseD to listen to your point of view. I’m looking at this from 

a commercial point of view and if anyone produced a set of 

figures like that to me as a projection I hope to God the 

Chancellor of the Exchequer doesn’t work on the same basis. 

 PETER HAMILTON:  Can we move on? 

Any other questions? 

 JOHN THOMSON:  John Thomson…. I 

am greatly concerned about Option 2, the Christie Ward since 

my wife spent four and a half months last winter in the Christie 

Ward and to think that that could be transferred to Gartnavel 

would be an absolute nightmare as well as being very costly. I 

have worked out that for myself it would have cost about 

£1200, the same for my family, plus two times seven for 

parking and for all the inconvenience. In fact it’s very doubtful 

if my sons could have visited at the Gartnavel due to work and 

being unable to get home at a decent time. 

 Regarding the possibilities of Paisley I 

personally very much doubt if I would be alive today since I 

took cardiac infarction and was rushed to the Vale, a year later 

I had cardiac arrest five times and was treated at the Vale. 
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 Now having said that do you expect me to 

think that the vision is little better than a nightmare? 

 

(Applause) 

 

 TOM DIVERS:  Could you pick up the 

mental health point and just explain what the balance is that’s 

in the paper? 

 DOUG ADAMS:  Yes in the paper there 

are 15 acute mental health beds for people, for older people and 

they would stay on the Vale of Leven site. There is a proposal 

for 12 adult beds and the paper gives an option of retaining 

those beds on the Vale site or those beds going to Gartnavel. 

So the issues of travel apply specifically to the 12 beds. 

 The other area that we would emphasise is 

for some people their care is currently provided in hospital 

whereas if we were to strengthen community services there 

may be no need for a hospital admission and part of the focus 

has been to strengthen community services which would keep 

people in the local area, but it’s a debate about the balance or 

the advantages of Gartnavel in terms of the continuity of 

psychiatric cover and in terms of the facilities there that one 

could access more rapidly in terms of the environment and the 

consequences of travel and that’s why we put both options in 
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the paper and why we are very interested to hear people’s 

responses about how that balance should be struck. 

 TOM DIVERS:  I think your point about 

cardiac care and the excellence of the care that you have 

received at the Vale of Leven over the years were echoed in the 

questions and discussion that took place this afternoon but as I 

said in response to the initial question that was raised, the 

model of acute medical receiving which changed 

fundamentally back in 2003/4 when the most acutely medically 

ill patients by bypass protocol then were taken directly to the 

Royal Alexandria Hospital at the point when the acute surgical 

activity transferred was the first material change in that pattern 

of acute receiving and the conclusion of the work, as Helen 

presented, that has been undertaken in a series of reviews since 

then has led to the conclusion that that model of anaesthetic 

care is not sustainable for the future and indeed in going back. 

 And just reminding myself of some of the 

earlier signals of that it was indeed the consultant anaesthetists 

within the Vale of Leven Hospital who had raised back in 

2003/4 the clear indication that there needed to be an 

alternative model found for acute medical receiving in the 

hospital because the current model was not going to be 

sustainable in the longer term and that is why what the paper 

now describes is the work that has been done that follows on 

the most recent external review of anaesthetics, that recognises 
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also that there have been other changes in the management of 

heart disease within the west of Scotland over the course of this 

year with the creation of the heart and lung centre at the 

Golden Jubilee Hospital in Clydebank and so a proportion, 

some 50 cases a year of people with a particular kind of heart 

attack will be taken directly to the Golden Jubilee Hospital and 

get the appropriate cardiac intervention there. 

 The paper also describes that there was a 

debate in which the General Practitioners, the hospital 

physicians at the Vale, the hospital physicians and cardiologists 

from Paisley participated in which they sat down and looked at 

the whole spectrum of chest pain cases to determine what 

proportion of those cases could appropriately continue to be 

managed locally and which should be taken either to the 

Golden Jubilee if they are that subset of patients who have had 

a heart attack or on to another major acute site. 

 So none of that is at all to gainsay the 

excellence of the care that has been provided over decades but 

it is a reflection of the fact that the world of acute hospital care 

and the staffing arrangements within acute hospital care have 

continued to move over the course of the past decade. 

 PETER HAMILTON:  The gentleman 

here. 

 ALAN REID MP:  Thank you, it’s Alan 

Reid the local Member of Parliament. The first question is 
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about the number of beds because there seems to be a fair bit of 

shuffling going on here. You have got up on the screen 88 

acute rehab beds, that’s down from 122, although another slide 

said up to 88, or as this slide says 88.  

 Now there’s beds as I understand it, your 

proposals is that get moved from the Dumbarton Joint Hospital 

to the Vale, so does that mean that if you are taking those beds 

into account in your 88 the actual number at the Vale is 

actually in reality getting reduced further. 

 Also one of the options for mental health is 

that 12 beds would be transferred to Gartnavel, so if you chose 

that option at the end of the day does that mean that 88 would 

be coming down by another 12? 

 TOM DIVERS:  No, sorry if there’s any 

confusion about that, no the figure of 88 covers the three acute 

services functions currently, the Medical Assessment Unit, the 

rehabilitation wards and the surgical inpatient unit and so it’s 

those in aggregate that add up to 88 acute and rehab beds and 

the elderly mental health beds are discreet and distinct from 

that and the possible adult mental health beds is the discussion 

that Doug was having just now about whether it’s Christie or 

whether the adult acute mental health inpatient facility is at 

Gartnavel. 
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 ALAN REID MP:  So are you saying that 

those, just for clarification, those 88 are, sorry what were the 

three categories?…you mentioned three categories. 

 DOUG ADAMS:  The 88 beds that we 

refer to there are the 88 beds that we estimate will be required 

to meet the inpatient episodes projected for acute medical 

receiving, elderly rehabilitation following acute episode and 

general surgery, that’s the patients who stay in overnight 

following surgery that will be carried out at the Vale of Leven. 

Those three add up to 88. 

 In addition to those 88 there will be a 

minimum depending on the options of 27 mental health beds in 

relation to the elderly mentally ill service, that’s these 15 plus 

12, those 27 beds will be on the Vale campus in addition to the 

88 and depending on the outcome of the options on acute 

mental health a further 12 beds could be on the Vale site if 

that’s the option chosen in preference to the Gartnavel. 

 So in mental health in addition to the 88, 

and we’ll tidy this up for future presentations, thanks for 

bringing it to our attention, 88 plus 27 plus 12 if that’s the 

option chosen. All of those beds will be on the Vale of Leven 

site if these options are adopted. 

 ALAN REID MP:  Right, a quick bit of 

mental arithmetic, that 88 down from 122 is round about 30 

percent which seems to be the top end of what you are claiming 
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for the Medical Assessment Unit, so but also you have got 

other services there which you say are not being changed so it 

should be less than 30 percent. 

 DOUG ADAMS:  If you follow the 

patient’s journey following into one of my pet subjects, if you 

follow the patient journey the 30 percent, the 1200 to 1500 

cases that may bypass the Vale under these models, they have 

an acute length of stay for acute medicine and that length of 

stay has been deducted from the beds and those beds are being 

re-provided in the RAH so that there’s a re-provision, it’s not a 

reduction at all for us as managers. 

 Because a large proportion of these 1200 to 

1500 patients who bypass under these protocols the Vale they 

would go into what we call slower stream rehabilitation, they 

would come out of acute medicine and go into rehabilitation. 

 ALAN REID MP:  Sorry is that back, do 

they come back to the Vale….? 

 DOUG ADAMS:  No they start that 

rehabilitation in Paisley and then at an appropriate point they 

return to the Vale for the balance of their rehabilitation so 

when you follow the patient’s journey through you not only 

remove the ‘two to three days’ for the acute medical episode 

currently delivered at the Vale, you remove the first two to 

three days of the rehabilitation journey because that will  be 
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commenced intensively in the facilities at the RAH and then 

the patient will return to local communities. 

 So it’s those two lengths of stay that you 

deduct from the bed model to get the change, so the bed model 

is not 30 percent down because of the change in acute 

medicine, it’s how the patient’s journey will go through the 

beds, therefore there is a reduction in acute medicine and 

there’s a reduction in rehabilitation and there’s a small 

reduction in general surgery because of the increasing day case 

rate and the fact that the ward is significantly under utilise at 

the moment so there’s a modernisation efficiency built into the 

bed model. So it’s all set out on how you follow the patient’s 

journey through and where they will get that care in the future. 

 ALAN REID MP:  I think I need to write 

to you to get a bit of detail on that I think. Three questions 

altogether so the second one was following up what the 

gentleman had asked earlier about how these figures on the 

fourth columns were identical. 

 Is there a commitment from the Health 

Board that if demand goes up then that demand will be met and 

that the right hand column will increase? 

 DOUG ADAMS:  Yes. I mean just to get 

this in context again I am actually going to take your point on 

board and change the slide. I am going to remove the word 

‘future’. As Brian tried to set out these are us trying to 
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describe, the figures, they are current patient episodes, these 

are the people tonight, these are the 2007 calendar year 

episodes of people who live in this and the Vale catchment area 

who have accessed care at the Vale of Leven in the year 2007. 

 I could have put up a 2002 figure and it 

would be less than 50,000 and the figure here, future, is if we 

made the change tomorrow would these current people still get 

the service at the Vale, the answer is yes. 

 To take the gentleman’s comment at the 

back about business planning, this is not meant to be a business 

plan, this is trying to describe in a simple way if the hospital 

tonight does this what will it do tomorrow if we enact these 

changes, the numbers are just saying they  would be the same 

except where we had said people will be taken away, they will 

not get the opportunity of that treatment at the Vale, i.e. 

medical admissions, but equally because we are trying to create 

a vision for the Vale for the next 20 years and because we are 

trying to provide locally accessible services which has been 

raised we are saying there have been 18,500, 18,350 to be 

exact, but 18,500 episodes of care where people who live in 

this community, live around Alexandria at the moment do not 

get the opportunity to get that care locally, they have to travel. 

We have agree to bring those services back to a reinvigorated, 

re-enhanced Vale of Leven and give the people the choice to 

have that service locally.  
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 Hence we are proposing to double the size 

of the dialysis unit so that all people undergoing regular 

dialysis in this area will have the choice to be able to have that 

dialysis locally and likewise for example with ophthalmology 

where at the moment you have to travel we are going to bring a 

service, an elective service to the population. 

 So that 18,000 is a description of the 

people who used those services in 2007 and what we are saying 

is in 2009, if these proposals are adopted those 18,000 people 

will now get the choice to have that service locally, a choice 

they currently do not have. 

 PETER HAMILTON:  Helen I think you 

wanted to come in as well. 

 HELEN BYRNE:  Yes in the work that we 

did, and I described that, in relation to unscheduled medical 

admissions we did very, very detailed work. We looked back 

over the last three years at the levels of activity coming into the 

Medical Assessment Unit and over the last three years the 

levels of activity have been reasonably static, around about the 

6300 figure so we looked at three years of activity in the very 

detailed work in that  area. 

 ALAN REID MP:  Finally, obviously the 

18,000 new patient procedure that’s obviously welcome but 

you don’t need me to tell you that there’s widespread 
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opposition locally to the reduction, the 20 to 30 percent 

reduction in the Medical Assessment Unit. 

 Now for the mental health you had 

provided two options, I mean I always thought that a 

consultation involved options, but this seems, as far as the 

Medical Assessment Unit is concerned, this seem to be a 

consultation with one option and I mean, you will remember 

back last year, I think it was about the December or January 

Board meeting the decision had been that you were, that the 

decision was to persuade us all that this was a good idea, rather 

than have a consultation. 

 I simply don’t think this is a genuine 

consultation, I think you have simply presented one option. 

You know there’s going to be opposition and if the outcome of 

the consultation is that people are opposed to it, will it still get 

imposed on us or will you come back with a different model 

for consultation? 

 TOM DIVERS:  This is not what the 

Health Board discussed in December of last year Alan and I 

think that is really important. What the Health Board discussed 

in December of last year was medical assessment going from 

6300 to nothing, okay, to nothing. 

 Our view at that point in time, having 

worked our way through the review of anaesthetics was that 

anaesthetics were unsustainable and everyone who has looked 
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at this has said anaesthetics are unsustainable. However the 

most recent external review group commissioned by the 

Cabinet Secretary to undertake that work came back and said 

on August the 15th this year, anaesthetics is unsustainable in the 

short term, in the medium term and in the longer term and they 

also expressed a concern about the viability of the current 

model that is held together with local anaesthetic support. 

 However they came up with Option 7, 

there had been six options in the previous pre-consultative 

work that had been developed over the period up to December 

2007 and the external anaesthetic review team said no, we 

believe there is an option 7, even if anaesthetics is not 

sustainable and their conclusion was that it was not, they 

believed that a proportion of acute medical receiving could 

continue at the Vale in a GP led consultant supported unit 

without anaesthetic cover and what they said, as Helen had 

mentioned, was that all they could do was say that between 34 

and 83 percent of that  work might be sustainable. 

 Now the reason why they said that was that 

they identified just under 1000 cases where there was a 

significant potential need for anaesthetic assistance and so they 

said that 1000 cases should bypass and that 1000, which is 17 

percent takes you to the 83 percent figure, okay. The 34 

percent figure they did no more because they didn’t have a 

huge amount of time to get into the detailed work that these 
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guys and many others have now done in recent months, they 

looked at the patients who presented at the Medical 

Assessment Unit from the two other streams, because there is 

the group that comes into Medical Assessment who have been 

assessed either by GP’s at home or in the surgery or who have 

been triages by NHS 24 or by the out of hours service and there 

was a proportion of those cases where the individuals, several 

hundred who came to the Medical Assessment Unit, they were 

assessed there and then were sent home, okay, and so they said 

– ah, that group there should certainly continue to be able to be 

looked after at the Vale. 

 And they did the same analysis for the 

third stream of patients, viz the same people who present, they 

looked at how many of them were admitted, they looked at 

how many were sent home and they said – ah, the group that 

was assessed and sent home, they should be able to continue to 

come to the Vale and be assessed under this GP supported 

model and that’s where they got 36 percent, okay. 

 My colleagues have filled in the space in 

the middle and what we actually have now is that the 

maximum as a result of the anaesthetic work, the maximum 

possible was going to be 83 percent, the minimum was 36, we 

are actually up at 70 to 80 percent of that and I think again it 

does demonstrate the level of detail at which we have 

overhauled this work and as I said earlier that detail is work 
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which the GP’s, the hospital doctors here, the hospital doctors 

in Paisley have all been engaged. 

 So that is why, this is a very different 

proposition from the proposition of December 2007. Is that 

reasonably clear? 

 ALAN REID MP:  Oh it’s clear but you 

can fully appreciate that I mean the local population is not 

happy at the loss of these 1800 procedures. 

 TOM DIVERS:  And I understand that and 

I have heard that in countless meetings but at the end of the day 

the decision that our Board and ultimately the Cabinet Minister 

secretary will have to make at the end of this consultation is 

what represents an appropriate safe and sustainable model for 

the future and in bringing forward this option with 70 to 80 

percent of those cases still being able to be maintained we 

believe that that is the best and most sustainable option that can 

be delivered. 

 I recognise that there are a number of 

opinions in the community that don’t see that but we cannot 

see a sustainable anaesthetic model. 

 ALAN REID MP:  So you are saying that 

no matter the outcome of the consultation that the decision has 

already been made up, is that….. 

 TOM DIVERS:  No the decision hasn’t 

been, if you are asking, if you are asking whether we think 
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there is a sustainable answer of anaesthetics, no-one has been 

able to show us a sustainable answer on anaesthetics, and two 

external groups have looked at that as well as our internal 

people when we first – and by our internal people I mean our 

anaesthetists and physicians sitting down and looking at the 

model at the point when Clyde was becoming part of Greater 

Glasgow and Clyde and we have not found a sustainable model 

and numbers of attempts were made to recruit consultant, 

substantive consultant anaesthetists and people would not come 

to the jobs. 

 So I am being honest Alan in telling you 

that, but we think that we are bringing in this the best outcome 

that can be delivered and it’s a very different one from 

December last year. 

 PETER HAMILTON:  The gentleman 

there. 

 ALAN MCDOUGALL:  Alan McDougall, 

general public. I noticed on your publication here it says for 

hernia that this would take place at the Vale. As at present I 

would say that it not happening always at present and if you 

have to go to Paisley, as I had, in a hurry, which is not waiting 

for the bus, which I’m told is soon going to take two hours to 

get there, and you go by taxi since you can’t drive, the round 

trip is going to cost you £100 and if you have any visitors it’s 

going to cost them something similar. 
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 If in future the hernia operation takes place 

at the Vale I’m delighted to hear it. 

 

(Applause) 

 

 PETER HAMILTON:  Thank you.  

 DOUG ADAMS:  I think it’s worth 

clarifying that acute hernia surgery, if somebody had an acute 

problem and had to go in as an emergency they would still go 

into Paisley, so anybody who had an acute, like a strangulated 

hernia or something like that would still go to Paisley, but 

elective hernia surgery is planned locally. 

 NEW SPEAKER:  Is planned as part of the 

development services locally. 

 TOM DIVERS:  But I think what I was 

trying to explain earlier on that this 18,000 figure at the bottom 

is not some kind of balancing figure, we have literally gone 

back, specialty by specialty to look afresh at what can be 

provided locally here and that will be a genuine, a genuine 

transfer of almost 18,500 cases as Robert says of planned care 

work and other treatments that are undertaken elsewhere. 

 Now I think you made a comment about 

transport, the costs of transport. We have an extensive 

discussion at this afternoon’s session about transport 

arrangements and have committed to a detailed piece of work 
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and Niall McGrogan who is our Head of Community 

Engagement is here this evening and was here this afternoon 

and has already made contact with some of those who spoke 

this afternoon about this to see how we can try and get much 

better connections from the various elements of transport 

which don’t connect locally just now to try and get better 

utilisation for the substantial investment that is being made in 

the support of transport that is available, but it is still not much 

utilised and we have given a commitment this afternoon to take 

that off as a material piece of work and try and make sure that 

we have got a complete understanding of where the current 

misconnections are and seeing what we can do to try and 

improve that because we have continued the contribution of 

£100,000, is it Robert, yes £100,000 towards this that had been 

in place from Argyle and Clyde. 

 There’s certainly not £100,000 worth of 

value being got for that from anyone’s standpoint. So we gave 

a commitment this afternoon to overhaul that substantially and 

will invest time and effort in that over the next two months. 

 PETER HAMILTON: Thank Tom. The 

lady across…. 

 MAXINE FLETCHER:  Maxine Fletcher, 

local resident. I am interested in what the gentleman’s saying. 

Several people are saying about local services, without 

question everyone that has been talking to me locally, they 
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want all the services to remain local and over at the Vale, over 

at Paisley, up in Glasgow, these are not local services. 

 I went to Tesco to buy a can of peas, I 

went in and there was a shelf marked ‘local produce’, so I 

thought good, took the can of peas off the shelf, made in 

Norfolk, that’s not local. 

 People who tell me that they are afraid that 

if they have a heart attack that they are going to die in the back 

of an ambulance going across to some hospital, and the Erskine 

Bridge is closed, they have got to go through the Clyde tunnel 

when they could be saved perhaps if they were going to the 

Vale of Leven. I don’t understand about this sustainable 

anaesthetic services, why was it able to be sustained in the past, 

presumably this was through the volume of customers, patients 

going in that enabled the consultant led coronary care unit and 

the anaesthetists to maintain their skills. 

 Now if they are customers, patients are 

being diverted without reaching the Vale, just being diverted, I 

don’t know, who makes this decision, diverted straight across 

to other hospitals, then of course they are not going to  get 

enough business to keep their skills up and saying that you 

can’t get anaesthetists to take up any post there, that’s why. 

 I was very interested when I was one of the 

people who volunteered to go round and get signatures for the 

Petition and quite a number of people whose houses I visited to 
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get the signatures were medical people, qualified doctors, 

professionals with quite a lot of experience and some of them 

had left the Vale, they thought the Vale was closing, that was 

the public perception that the Vale would close, so these 

professionals wanted to keep their skills up and not wanting to 

wait until they were told to go, they then left to go other places, 

therefore the skills as I see it were reduced bit by bit, bite by 

bite until as you say the anaesthetic was unsustainable, not 

getting enough business at the Vale. 

 But from everyone who has spoken to me 

on this subject they do not want to have to go to hospitals 

across the river, across the bridge when their own local hospital 

had been more than adequate in the past. 

 What I want to know is with all these 

proposals would the Vale of Leven Hospital still come under 

the category of a district hospital and if it isn’t then why not. 

We need all of the facilities that we had at the Vale before and 

make them sustainable by giving the business and giving the 

people the practice they need to keep their skills up. We need a 

district, our own district hospital this side of the river for all 

this big catchment area and the population scheduled likely to 

increase, thank you. 

 PETER HAMILTON:  Robert? 

 ROBER CALDERWOOD:  To start off 

with your first point on locally accessible services, we 
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fundamentally support that principle, that is the whole reason 

why we are saying these services that you currently can’t 

access locally, that we believe we can bring them back 

clinically and safely, we will bring back and develop locally. 

 In answering the question to the gentleman 

right at the beginning, colleagues from Argyle and Bute have 

already explained the developments that they are looking to 

take forward in the Helensburgh community for further 

improving local services, so we totally support and endorse the 

principle of providing services locally. 

 You then turned to the second point which 

is the future of the Vale and how are we where we are. Well 

fundamentally we are where we are because the resident 

population served by the Vale is not big enough to support the 

range of clinical services in a hospital that is now required to 

make it viable, both from a clinical staffing perspective and 

also from an economic point of view. 

 In 2003 when surgical services were 

removed from the Vale of Leven there was a consultation led 

by former colleagues in Argyle and Clyde Health Board, I’m 

sure they set out all of the arguments of clinical safety; sub-

specialisation and critical mass which meant the Vale of Leven 

could not sustain surgical services locally. 

 At that point when that decision was taken 

the long term future of anaesthetic services was put at risk. 



 
 

54

Anaesthetic services work cheek by jowl with surgical services 

and they are available in an acute receiving point to support 

medicine. You will not find a published piece of work in the 

United Kingdom, and I suspect nowhere else in Europe or 

North America which supports the concept of acute medical 

receiving across the whole spectrum of care being 

disassociated from general surgery in anaesthetics in a hospital 

with a 24 hour, seven day a week A&E Department. So by that 

definition the Vale of Leven was not critically and clinical 

science viable from the beginning of this decade and there has 

been consultation brought forward by Argyle and Clyde Health 

Board up until we took over in 2006 that have taken away the 

services piece meal. 

 We have come here tonight and Tom and I 

have addressed previous meetings in the community and one of 

the things that has always been said to us, and I think we had to 

take that criticism on board, we always came out an consulted 

on a single subject and therefore everybody was of the opinion 

the hospital was dying by 1000 cuts. 

 What we have tried to do in this document 

is take everything that’s in the hospital and give you a view as 

to what we think is clinically capable of being developed, 

sustained and safe over a ten to twenty year period and what 

you see there is our proposals as to what is safely capable of 

being promised and delivered to the local population. 
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 The Vale of Leven Hospital in this model 

will offer a range of acute medical receiving facilities for the 

local population for protocolised care which as it transpires 

runs at the moment at about 70 to 80 percent of the usage. 

 However the most critically ill people, 

surgically and medically have been bypassing the Vale of 

Leven for over four years and therefore the most critically ill 

have been safely moved by colleagues from the Scottish 

Ambulance Service and triaged by GP’s safely to other 

alternative facilities, predominantly the RAH. 

 The next group of patients, the 1200 to 

1500 that we are saying in this model should get their care in a 

more appropriately staffed environment are the next level of 

severity of ill health and we have every confidence in the 

clinical people who have examined the care of these people, 

are confident as well that these people can be safely transported 

to alternative facilities that are better equipped to deal with 

their illness and ensure that they progress as quickly as possible 

and that really is it in a nutshell, you cannot regrettably get a 

full range of clinical services for smaller communities, that just 

unfortunately is now a fact of life. 

 So what we are saying is locally where it’s 

clinically safe and maximise that and so as we have said 

already we will continue to look at the demand and as the 

demand for any of these services goes up we will size the Vale 
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of Leven to the right size to meet that increasing demand, but 

we do not believe anything other than what we have shown 

tonight can safely be delivered over a ten to twenty year period, 

so we have put all that out. 

 So, yes, regrettably the Vale of Leven will 

not be in your definition, and in many people’s understanding, 

a District General Hospital, it will have a full range of 

diagnostic elective and outpatient facilities and it will have an 

extensive range of acute medical and minor injuries facilities. 

 PETER HAMILTON:  You raised another 

point about Ambulance Service, I don’t know, there are a few 

representatives from the Ambulance Service here, any 

comment? 

 DARREN MOCHRIE:  Darren Mochrie, 

General Manager for the Scottish Ambulance Service. I 

suppose there was a couple of points there, the first one with 

regards to the Erskine Bridge. We’ve carried out an exercise 

recently to have a look at the impact of the Erskine Bridge 

being closed and since January 2006 the bridge has been closed 

a total of five times and there has been no impact whatsoever 

on the ambulance crews being able to get patients across either 

to the RAH in Paisley or as a contingency into Glasgow, into 

the closest hospital in Glasgow, so there has been no clinical 

risk to the patients. 
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 And just picking up on the point about 

patients going to the most appropriate place, that is key, 

certainly my experience as a clinical paramedic on the road is 

that when we take patients into inappropriate hospitals all that 

happens is we delay the treatment for that patient and that 

patient then has to get a subsequent ambulance to transfer them 

on to the most appropriate hospital. So not only do you get one 

ambulance you end up getting two ambulances and that’s 

where clinical risk comes in. 

 So it’s more appropriate that if we identify 

through the triage system that the patient needs theatre for 

anaesthetic services we get that patient to the right hospital at 

the right time, thank you. 

 PETER HAMILTON:  Thank Darren. 

Would you like to ……. 

 NEW SPEAKER:  Can I comment that I 

haven’t been to the Paisley Hospital often but at least two 

occasions I have had to park three quarters of a mile from the 

hospital due to the fact that the car park was totally full, is that 

satisfactory? 

 ROBERT CALDERWOOD:  No, well I 

mean the basic answer to your question, is it satisfactory  that 

patients can’t get access to an appropriate car parking next to 

the clinical facilities, no it’s not. I’ll not rehearse the situation 

that Greater Glasgow and Clyde has published and sought to 
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implement what we consider to be very reasonable proposals to 

how to guarantee that, however what I can safely say is the 

situation is Paisley is unacceptable today.  

 We had plans to roll out additional car 

parking allied to bringing in car parking attendants and 

stopping staff and non-patients accessing areas of the hospital 

linked to a payment system, that’s not going to be our way 

forward, however we are still going to put in a traffic 

management system to the car parks which will only allow 

visitors and patients to the hospital into certain of the 

designated car parks. We have yet to work out, simply because 

of the way the car park is at Paisley, as you will know it’s one 

large hill where it’s just parking from top to bottom, it’s a bit 

difficult at this moment to partition it but our current thinking 

is we will take the top half of the car park and we will create a 

dedicated barrier controlled access in and out which will only 

be available to people who exhibit their appointment card that 

they are actually going clinically into services and we will re-

route staff into more restricted areas. 

 We  accept and we are on record 

regrettably unsuccessfully with our colleagues in the Evening 

Times etcetera to defend the principle that there has to be a 

balance of access to hospitals in favour of the public attending 

the hospital, in preference to staff and most certainly in 

preference to the public who use some of our car parks as park 
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and rides and Paisley happens to be one of the more notable 

ones where because of the bus terminus at the bottom of the car 

park it’s very convenient to leave your car there free and jump 

in the shuttle bus into Paisley Town Centre, though I  have to 

say as a Paisley buddy there’s not much left in Paisley Town 

Centre to get into, you know, but we will address that. 

 PETER HAMILTON:  The lady here. 

 CLLR VIVIEN DANCE:  Thank you, 

Vivien Dance, Co-Chairman of Hospitalwatch Campaign 

Group and local Councillor for Helensburgh. 

 A few points, first of all before I make 

some points which do have some questions on them. To go 

back on the point of beds, could you just tell me how many 

beds there are open in the Vale tonight, because that’s what I 

always compare things with, what we have got now and what’s 

on offer. So how many beds are open in the Vale tonight? 

 ROBERT CALDERWOOD:  I’m going to 

get this wrong again but I’ll have a go at it. My understanding 

of where we are in the ward upgrading programme as I think 

we have manage to get the first three finished, each one loses 

beds in the Vale so in a rolling programme the beds are going 

down on a weekly basis as we upgrade them to meet the new 

diminimus standards, so I think tonight out of the original 132 I 

think I have got about 120 open tonight. 
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 CLLR VIVIEN DANCE:  Right, okay, 

thank you. Just to take up a few points, the figures that you 

have got up there are really quite impressive and I have to say 

as campaigners we are glad that we’ve brought you to the 

position of having to provide all these extra services and the 

reason I deliberately…. 

 ROBERT CALDERWOOD:  We can 

share the credit for that though. 

 CLLR VIVIEN DANCE:  No, no, no, 

because I’m just going to take you back through a little bit of 

history because you have all been quoting history to the public 

tonight. It was in fact just two short years ago in September 

2006 when you came out to the public in the football ground in 

Dumbarton and you stood up then and said that the majority of 

those services provided under the 115,000 were not sustainable 

at the Vale and I don’t have the exact figure with me tonight, 

but I would have said that on that night you would have been 

saying that the figure on the right hand side would have been 

more like 50,000 that you could provide safely and sustainably.  

 You were challenged by the public on that 

night and for your sins that was actually the night that gave 

birth to Hospital Watch and that is two years where we have 

moved and we are now taking up the extra 18,350. 

 You talked about the Vale not being 

sustainable and fears of it closing, I would say in September 
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2006 there was a very grave fear of that and most people 

challenged you on the grounds that that was your intention. 

 We then move to December 2007 to the 

Board meeting that you talked about earlier and again that 

Board meeting was heavily influenced and the decision taken 

then by the fact that some eight weeks previous this community 

had turned out 18,000 people, just about the same number of 

planned care services, so we have actually achieved, in a year 

we’ve achieved one actual patient episode each for every 

member on the street. I think that is real people power. 

 I had the privilege yesterday of spending 

an hour with the Cabinet Secretary to talk about, among other 

things in the NHS, to talk about the Vale and she actually 

agreed with the stand that we have come a long way in a very 

short time in what we have managed to sustain at the Vale. No 

doubt she was claiming the political credit since the change of 

Government, but I was keen to ensure that this is as a result of 

real people power. 

 So my question to you tonight is while 

welcoming the 18,350, one each, I would remind you that 4700 

of those as I have said before are to do with teeth and what we 

are losing is the real concerns for people around medical 

assessment and the number of people on top of those already 

bypassing the Vale, we will, if this is implemented, by next 
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spring have roughly have 250 people per week bypassing the 

Vale to go to the RAH. 

 On one of your slides Helen you put up the 

words ‘another hospital’, you didn’t use the term RAH, I think 

the issue for this community is most of this consultation is 

predicated on the assumption that the other hospital for us is 

the RAH. This community has rejected that from the beginning 

and continues to do so and we’ve always urged for the 

transport links to reflect our medical and surgical links into the 

city and we do not accept that the RAH is our alternative 

hospital of choice. 

 So given that your vision still currently has 

the odd cataract which I’m glad will now be dealt with at the 

Vale, and we want to make your vision a lot clearer, if over the 

next two months as we go through this consultation, and you 

will be please to know that Hospital Watch is currently in 

observing mode rather than responding mode, we’ll be asking 

for a meeting with you in January when we will be going out to 

the public with our vision for what our hospital should have. 

 Can I ask you how far will you go if we 

continue to push you further considering that we have now 

managed to get the Vale on everyone’s radar screen, so how far 

can the public push you to get further and that really follows on 

from Alan Reid’s point about is this it, is this the option or can 

we push you further to give us more? 
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 TOM DIVERS:  I mean I think Helen will 

come in on some of the detail of that but a very nice yardstick 

of measurement of success you have had, it’s a very good 

benchmark. So there’s two groups of people who now can take 

the credit. 

 We have looked at this as I said earlier 

Vivien, a quite different level of detail from previously. I don’t 

think we necessarily share your view of the arithmetic, of 

where we were a couple of years ago, but Helen was there that 

night and not me and we can come back to that, but as far as 

the planned care is concerned here, those dental services are 

really important, you know that the biggest cause of general 

anaesthetic, children’s operations in the west of Scotland is 

extraction of teeth and oral health is hugely important indeed. 

We will have dental services enhanced locally, we will have 

enhanced dental services, yes that will bring services out from 

the Dental Hospital in to the community, we will bring some 

services, but we will not necessarily have anaesthetic 

extractions there but the whole purpose of our complete dental 

health strategy is to try and reverse the trends of decades of 

quite literally decay in that sense. 

 We are not, we are not out here on this 

what, as I have said, our final consultation as far as I am 

concerned in this because you and many others have registered 

with me a decade of uncertainty, we are not out here thinking, 
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well look, let’s put 70 percent of the cards on the table just now 

and then when someone comes back and has another push then 

we’ll say well actually we can adjust that number or that 

number. This is our honest assessment of the best and most that 

is sustainable and we are not holding back on that. 

 And I would just play a slightly different 

reflection back to you. I know that there’s a debate about 

anaesthetics and people remain unhappy about that but given 

that where we cut into that piece of work was that the 

maximum that was going to be sustainable was 83 percent, the 

maximum was going to be 83 percent, I wonder how many 

people thought that we would have come out with proposals 

that said 70 to 80 percent and if we end up nearer 80 percent 

that will be almost all of the rest of it is sustainable. I don’t 

think all that many people when the anaesthetic report was 

published would have thought, well these buggers whom we 

have seen down here all too often, they’ll come back and say 

it’s 40 percent or 50 percent. 

 There is no gaming around this; it’s far too 

serious and far too important for that. This is our best and 

fullest overhaul of what can be done and I say that to you 

honestly and yes you and others have quite properly pushed us 

hard and that’s why I said in response to Alan earlier on, we 

are not where we were in December 2007, we are way beyond 

that and we certainly aren’t where we were at Dumbarton 
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Football Ground. I don’t know what the arithmetic was that 

night, I’d have been surprised if it was 50,000, but I myself at a 

meeting of West Dumbartonshire Council in March of this year 

when asked by one of the elected members there whether my 

vision for the future of the Vale of Leven saw anything more 

than some nice houses in future and what I said on that evening 

was, I said I see a set of sustainable arrangements that will 

have at least 100,000 patient attendances continue in a year.  

 That was in March, since then we’ve had 

the anaesthetic report, so that has put back in from where we 

were in December ’07 4500 to 5300 attendances and in terms 

of planned care we have come back with an additional 18,000. 

I really do believe we have given this our best and most 

rigorous effort recognising that the criticisms that you and 

others have made, that you are out to us talking about single 

subjects, we don’t have certainty around the future, that needed 

to be addressed once and for all.  

 So we are not holding back on this. We 

don’t have another thing that says, oh well, you know, if we go 

back and then there’s another major push as there will be over 

the course of the next could of months we can come back and 

retreat that. 83 percent was the maximum given that 

anaesthetics was not sustainable.  
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 I have been honest in my answer to Alan 

about anaesthetics and I think we have given the acute medical 

receiving the best and fairest crack that we can. 

 HELEN BYRNE:  I was there at that 

meeting in September ’06 and it’s fair to say that the sole focus 

of that meeting was unscheduled medical admissions. You 

have been amongst our fiercest critics about us taking single 

subjects as Tom has just described, we had not done the work 

then that we have now done, we had not looked at what was 

possible to repatriate back to the Vale of Leven. That work had 

not been done. 

 You through Hospitawatch and the 

Helensburgh and Lomond Planning Group and others in the 

room made the point to us that we needed to come up with a 

vision and that’s what we have done so the subject very much 

on that night was unscheduled medical admissions. 

 The issue about the RAH, you have raised 

with us numerous  times. In terms of the levels of activity 

currently provided, those activities as described there in that 

central column are services that are predominantly provided by 

consultants based at the RAH who come to the Vale of Leven 

every week, over 70 clinics undertaken every week at the Vale 

of Leven and we see that relationship continuing and not 

dismantling all of that in terms of how we see the future vision 

for the Vale of Leven, enhanced by the numbers we describe 



 
 

67

there, predominantly provided by consultants an other 

clinicians based at the RAH. 

 PETER HAMILTON:  Thank Helen. I’m 

conscious of the time folks, could we maybe have one last 

question from somebody who hasn’t asked a question and I’m 

going to look at that gentleman there. 

 MICHAEL FORBES:  Michael Forbes, I 

am a local resident and a dentist by profession. You have 

touched very slightly on the dental services but not really 

expanded on it. The new Alexandria Medical Centre, Health 

Centre presumably will have space for dental GP’s and the 

community dental service. Twenty chairs in the Dental Unit 

seems an awful lot for people turning up with dental problems 

at the Minor Injuries Unit, could you expand on the purpose of 

these chairs please? 

 ROBERT CALDERWOOD:  Yes, I won’t 

get it word perfect since this is one bit I didn’t actually grab the 

crib note. The 20 chair clinic proposal is that it will either be 

developed in the confines of the new Vale of Leven Hospital or 

as part of the new Alexandria new medical centre, so it’s not 

20 chairs plus the development that was in the Alexandria 

Medical Centre. The chairs themselves are made up of 

replacing a number of dental practices in the community who 

had not complied with the new decontamination regulations 

which I think from memory is 12 and 8 of the chairs is part of 
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the new Dental Hospital outreach training programme where 

these will be chairs associated with students and lecturers who 

will rotate out of the Dental Hospital. 

 In addition out of these 8 chairs for 

training the proposal is that some of the senior clinical staff of 

the Dental Hospital will conduct clinics in the Alexandria area, 

i.e. in this new Centre and that’s why we could repatriate some 

of the treatments that people currently have to travel to the 

Dental Hospital to get round restorative dentistry and oral 

health. And that’s really how the thing, the programme is made 

up, so really it’s 12 replacement chairs in new fit for purpose 

accommodation and the document I think specifies the 

practices that have intimated their willingness to participate in 

the redevelopment and 8 chairs as part of the new enhances 

dental training programme in outreach for the students and also 

in those 8 chairs will be where the specialist clinic will be 

repatriated to from the Dental Hospital. 

 TOM DIVERS:  We have got a more 

detailed write up of that that can be shared with you that Robert 

and I just don’t have to hand this evening, yes we will get that 

Richard to you through Keith. 

 NEW SPEAKER:  (no mike) 

 ROBERT CALDERWOOD:  With dental 

services? Yes first of all there will be no paediatric anaesthetic 

services in relation to dentistry in the Vale because, because 
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but because there will be a full range of consultant supported 

anaesthetic sessions into the day surgery unit then we hope to 

work with the dental community to look at how those services 

can be used. So there is the possibility of developing those 

services and those services that are anaesthetically supported 

within the Dental Hospital for the local population can be 

considered to be repatriated. 

 PETER HAMILTON:  Thanks Robert. Just 

before we finish for the evening I think Doctor DR BRIAN 

MCLAUGHLIN just want to say a few words to everyone. 

Brian. 

 DR BRIAN MCLAUGHLIN:  I just 

wanted to say something to try and give a GP perspective. I 

feel in a slightly unusual position because I have been on both 

sides of the fence and I feel like a bit of a poacher turned 

gamekeeper here. 

 Not that long ago I went through with 

Vivien on the train to Edinburgh to meet with the Secretary for 

Health and, you know, arguing very, very vociferously for a 

consultant led anaesthetic service and I was passionate about 

that because I felt at that time that that was the way forward 

and I was very committed to it and I wanted local services, you 

know, I’m very, very passionate about local services. 

 One of the other things that was talked 

about earlier on was the concept of people lying. I might not 
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always be right but I won’t ever lie and I think what you are 

getting here is an honest assessment from people. I don’t think 

it’s a point for negotiation, I think it’s an absolutely honest 

assessment that Tom is putting forward and that’s why in some 

respect I’m on this side of the fence now, that’s why I have 

moved because I think that the value of pushing and pushing 

and pushing, and Vivien asked the question, should we keep 

pushing for more. I feel, and the other people in the GP’s 

community that have been involved with me in negotiating and 

pushing for local services at the Vale, all the people involved 

feel the same that we are not going to get anaesthetics and I 

believed we might up until the independent anaesthetic review. 

 I can’t remember if Vivien was at the 

meeting where, I can’t remember if you were at the meeting 

where I made a passioned plea for anaesthetics to be retained at 

the Vale and the review came out and I was very, very clear I 

think after that that it was a non-starter. The reality is that it 

leaves the Scottish Government, you know, the review says, 

this is not safe, this is not sustainable, the Government Minister 

is not going to go against the Royal College of Anaesthetics.  

 The Vice Chairperson of the Royal College 

of Anaesthetists, I spoke with him and I tried to persuade him it 

was viable and if these people who are the experts said no, it 

would be foolhardy of the Government to make a decision 

against the experts, one of the, somebody in the meeting said 
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we should listen to the people in the profession, in fact that’s 

what they are doing, they are listening to the so called expert 

anaesthetists and they came out with this GP led service which 

is somewhere, myself and my colleagues we had never 

intended to be, it wasn’t something, this GP led service is not 

something that’s driven by general practice, it was put on the 

table as an opportunity. 

 So we looked at it and we wondered, well, 

you know, is it an opportunity and what does it mean. GP led, 

we then went back and argued that it should still be consultant 

led and it became very quickly that that was a non starter, the 

Royal College of Physicians, the local consultants, all the 

Glasgow consultants are just simply not prepared to work in an 

environment without anaesthetic cover, it’s foreign to them. 

 So the GP led service was on the table. The 

anaesthetic and consultant led I think is gone, it’s not what we 

wanted and it’s not what’s going to happen. 

 I think it’s GP led or no acute medicine at 

all and if the public don’t want that then we won’t get it 

because I think Glasgow who I am at the table with just now 

will then just walk away and you will have a service in Paisley 

and at the end of the day we will get what we ask for, because 

what we can ask for now is either I think GP led with 

consultant, strong consultant support or a Glasgow, and that is 

Paisley led service. 
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 But GP led, I don’t think that’s a second 

rate service. If you go into hospitals at the moment much of 

your patient contact, particularly in the initial stages is by 

junior hospital doctors and these doctors rotate every six 

months, they are in teaching posts, they are learning about their 

job. 

 Now we have already been in discussion 

with the Professor of Postgraduate General Practice in Glasgow 

about getting additional teaching posts in in this new model. 

The Professor of Postgraduate General Practice has committed 

to that. 

 The upscaling of the GP’s in the 

community will mean that eventually we will be upscaling 

people who will be staying in these posts for years and years 

and years so the skills that will be available locally I think will 

be potentially of a better service than you might get through the 

junior hospital doctors rotating through post in hospital. 

 So I don’t think it’s secondary, but will 

there be enough consultant input, and that’s one of the things 

that I’m arguing very, very strongly for just now, that we have 

sufficient consultant input to provide a safe, quality service 

locally. So it may be GP led but that doesn’t mean that there 

won’t be consultant input and I think that’s one of the things 

that I think you the public, if this is what you want, you should 
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be arguing for, you should be arguing for that there’s a 

sufficient consultant support. 

 I think we should see this service as a huge 

opportunity and I’d like you to just consider something 

differently. Imagine for a moment that all our acute medicine 

went to Glasgow, to Paisley, because that’s in fact where we 

possibly were last December at the meeting, that’s what, that’s 

one of the potential threats that were here, but imagine that was 

a service that we had and imagine that was a service that we 

always had and then someone came along and said – we can 

move 70 percent of your acute medical services back into your 

community, run by this innovative service with consultant 

support where it’s required and that would mean that many of 

your patients could be cared for within your own community 

and to be honest the Vale is as local as we are going to get for 

acute medicine because it’s never going to happen in 

Helensburgh. 

 And how would we feel about that, and I 

would think that that would have been a very exciting 

opportunity if we had never had anything in the first place, but 

because we are in a position where we have got something a 

little bit more just now it feels like a loss and it does feel like a 

loss, it feels like a loss to me, but you know we could lose an 

awful lot more and I think these are difficult times, financially 

and economically that we are living in and I think that this is an 
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opportunity for our locality but it’s a very fragile thing, it has, 

it needs nurtured, it needs supported, it needs a lot of work 

done on it, but it will not happen at all unless the public want it 

to happen and Glasgow then can walk away and say – we gave 

it our best shot and the public didn’t want it and, you know, we 

will be left at the end of the day with nothing. 

 So I think I’d like you all to think about 

that and think about the opportunity from it and this is not me 

speaking corporately, I said I would be kind of corporate, but 

this is me speaking as a local GP and seeing it as an 

opportunity. 

 Now some local GP’s don’t think like this, 

some of them want the hospital to close, you should be aware 

of that and that’s why I said it’s fragile and it should be 

nurtured because there are GP’s in Dumbarton Health Centre 

who would happily see the Vale close and everything go to 

Paisley. Dumbarton is nearer to Paisley but you know that’s the 

situation, that’s why this needs nurtured by our community and 

supported by our community if we want to have services 

locally because otherwise we will have nothing in terms of 

acute medicine. 

 So I just wanted to kind of make that point 

that I think if you look at it differently it can be an opportunity. 

 PETER HAMILTON:  Thanks very much 

Brian for that. I think that’s an opportune moment now to bring 
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this evening’s meeting to a close. Could I just maybe remind 

everyone what is the next stage. 

 The next stage is we continue with these 

public meetings up until the end of the consultation period 

which is the 30th of January next year 2009. The final paper 

with the proposals will then go to the NHS Greater Greater and 

Clyde Board on the 24th of February, just as Helen said in her 

presentation and then if it’s approved by the Board it will then 

be presented to the Cabinet Secretary and she will then have 

the final decision. 

 So could I thank you all, first of all thank 

everyone at the top table, but most importantly to thank you for 

all your contributions, they are valued. As I say this is the 

second of I think nine public meetings that we have and we 

will certainly continue to be in dialogue with the local 

communities. 

 So thank you very much for coming along 

this evening and I wish you a safe journey home, thank you. 

 

(Applause) 

 

 


