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TRANSCRIPT:  VISION FOR THE VALE OF LEVEN 

HOSPITAL, PUBLIC MEETING, 2.00 PM, MONDAY 1st  

DECEMBER 2008, DUMBARTON BURGH HALL 

 

 PETER HAMILTON:  ….. Glasgow and 

Clyde. Thank you for coming along and giving up your time 

this afternoon and I certainly hope that what you hear this 

afternoon you will find interesting and very, very informative. 

 An introduction first of all, my name is 

Peter Hamilton and I’m a non-executive Board member with 

NHS Greater Glasgow and Clyde. 

 The purpose of this afternoon’s meeting, as 

many of you, I am sure all know, you received a copy when 

you came in today of a paper called The Vision for the Vale of 

Leven Hospital, along with a summarised version, the coloured 

version there and the purpose of today’s meetings, this is one 

of several public meetings that are being held between now and 

the end of January and the purpose really is to give you a 

chance to understand, and we will explain to you the contents, 

the proposals contained within the paper regarding the Vale of 

Leven Hospital. It will give you a chance to ask questions of 

the people at the top table. It give you a chance to make any 

comments you may have, raise any issues that you may have. 

 The paper itself was compiled after quite a 

long period of pre-engagement consultation and this paper as I 
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say was launched on the 1st of November and the consultation 

period will end on the 30th of January 2009. 

 If I could maybe just make some 

introductions now of the people at the top table. First of all if I 

could introduce to you Helen Byrne, Helen is Director of Acute 

Services Strategy, Implementation and Planning NHS Greater 

Glasgow and Clyde. Sitting next to Helen is Tom Divers Chief 

Executive of NHS Greater Glasgow and Clyde. Sitting next to 

Tom is Ann Hawkins who is Director of Mental Health 

Partnerships NHS Greater Glasgow and Clyde. And sitting 

next to Ann is Robert Calderwood, Chief Operating Officer 

Acute Services Division NHS Greater Glasgow and Clyde. 

 We also have representatives from West 

Dumbartonshire CHP sitting in the front row along with 

representatives of the Scottish Ambulance Service and Argyle 

and Bute CHP which is part of NHS Highland. 

 The format for the afternoon is very 

simple. I am going to introduce Helen to you who will make a 

presentation on the paper itself and following that we will have 

a question answer session, a period when you can ask questions 

of the top table, make any comments you have, raise any 

issues. So without further ado if I could hand over to Helen. 

 HELEN BYRNE:  Thank you Peter. I’, 

going to talk to you today about the vision for the Vale of 

Leven and in my presentation I’m going to talk about the 
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process that we went through during the engagement period, 

I’m going to spend sometime looking at the proposed activity 

for the Vale of Leven, I’m going to go through each of the 

service areas in some detail, talk to you about the consultation 

arrangements that we have in place and towards the end 

summarise all the key points that I’ve made on the 

presentation. 

 So in terms of the process that we went 

through. We received an independent review of anaesthetics in 

a report from an expert panel in August 2008. That report 

concluded that anaesthetics at the Vale of Leven was 

unsustainable and that was the fourth review to come to that 

conclusion, two independent reviews, this being one of them 

and two internal reviews, one by NHS Greater Glasgow and 

Clyde and one by NHS Argyle and Clyde and all four reviews 

concluded that anaesthetics at the Vale of Leven was 

unsustainable. 

 The review in August recommended a GP, 

a supported GP led model of unscheduled medical services at 

the Vale of Leven. 

 In September we published an engagement 

document setting out what we thought the parameters of that 

model would be and during that period we met with various 

groups, including Hospital Watch, Councils and focus groups 
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to hear your views on what would be important to include in 

that model. 

 Also during that period we did a great deal 

of very detailed work with local GP’s both from here and from 

Helensburgh and Lomond, consultants from the Vale of Leven 

and from the RAH, the Scottish Ambulance Service, staff from 

the Vale of Leven and others were involved in very detailed 

work looking at how we would develop the model as set out in 

that report. 

 And as Peter said we launched formal 

public consultation at the end of October and this will run until 

the end of January and I will come back later to how you can 

share your views with us in the period up to the end of January. 

 This table here looks at the services 

currently provided or proposed for the Vale of Leven here on 

the left hand column. The middle column shows you the 

current patient episodes and the right hand column sets out the 

proposed patient episodes and just to make it clear what a 

patient episode is, a patient episode is a person coming to 

hospital for a treatment or some care. 

 So one patient might come five or six 

times, so what we are talking, they would be referred to as 

patient episodes, so what we are saying is that at the moment 

today 115,300 patient episodes of care are undertaken at the 



 
 

6

Vale of Leven and what we plan is that 131,760 patient 

episodes will be undertaken at the Vale of Leven. 

 You see here in this row we planned some 

changes. This is where you see a reduction in services and I’m 

going to explain to you why we propose a reduction in the GP 

supported unscheduled medical admission service. 

 When you see here in this line that we 

plane to increase by 18,350 episodes of care, outpatients, day 

cases, dental services and other services at the Vale of Leven. 

So what you will see is a significant increase in overall activity 

at the Vale of Leven. 

 In terms of beds, because people ask us 

about beds, hospital beds in the hospital, the plan is that there 

will be 88 acute beds, those beds will be medical, rehabilitation 

and continuing care and surgery. There will be 27 elderly 

mental health beds and either 12 beds if adult mental health is 

to stay at the Vale of Leven or no adult mental health beds, if 

the Option 2 is taken forward which is to move services to 

Gartnavel Royal. 

 And I’m going to go through all of these in 

some detail so that you are absolutely clear about bed numbers 

and the services that we propose at the Vale of Leven. 

 So first of all I’m going to focus on 

unscheduled medical care which is the issue that probably has 
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concerned people most locally about changes at the Vale of 

Leven. 

 So as I’ve said in August 2008 the 

independent expert review suggested that between 36 and 83 

percent of activity could be sustained in the supported GP acute 

unit. Basically they didn’t have the time to go into the details 

as to what was the precise figure so what we did was take their 

report and do that detailed work to help us to determine what 

level between 36 percent of activity and 83 percent of activity  

could remain at the Vale of Leven. 

 Our challenge was to develop a clinically 

safe and deliverable model. Based on the work that we have 

done with local clinicians, GP’s, nursing staff and other and 

consultants our conclusion is that 70 to 80 percent of patient 

activity currently undertaken at the Vale of Leven can be 

sustained at the Vale of Leven and that up to 72 percent of total 

acute beds can be maintained at the Vale. 

 The proposal is that the service will be GP 

led and consultant supported. The input of other staff is 

absolutely crucial to making it work, including nurse 

practitioners, pharmacists and many of the staff who currently 

work at the Vale of Leven, so it will be a multi disciplinary 

focus in terms of the care. 

 And as I have said earlier we did go into 

significant detail, we spent many hours, people gave up their 
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time to go into the detail, to understand the activity and the 

patients that had been accessing the Vale of Leven over the last 

few years to determine those patients that could safely be seen 

in this new model of care. 

 Under this model, as I have said, there are 

patients who will no longer attend the Vale, there are patients 

we believe in this new model could not safely be seen at the 

Vale of Leven. The scoring system which is widely in use in 

the Vale will be refined to ensure that the most acutely unwell 

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

 At the moment as you know the most 

acutely unwell medical, surgical, trauma patients already 

bypassed the Vale of Leven.  There is no intention that those 

patients would come back but on top of that we are saying a 

number of patients in addition who have more severe problems 

will go to the RAH, the Royal Alexandria in Paisley. 

 The system, the scoring system will also be 

used in the Vale Hospital to identify those patients who should 

immediately transfer, so if a patient turns up at the front door 

and the scoring system suggests that they should immediately 

transfer then they would immediately transfer to the RAH. 

 In addition there will be certain conditions 

which we will not deal with at the Vale, even if they appear no 

risk in our scoring system and again this is about a safe, 

clinically safe model and those conditions include stroke or 
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suspected stroke and that’s about best practice, about getting 

patients into a stroke unit where they can get the most 

appropriate care, drugs overdose, patients  with gastrointestinal 

bleeds, that’s GI bleeds, inpatient haemato-oncology care, 

neutropenic septis and epileptic seizures. 

 So the agreement is that patients with these 

conditions will bypass the Vale of Leven to go to the Royal 

Alexandria. 

 Patients with chest pain will be seen but 

transferred to a cardiology unit if confirmed with a heart attack 

and as we set out in the document the Golden Jubilee service 

set up for the west of Scotland will also see a number of 

patients, up to 50 go straight to the Golden Jubilee if they have 

a particular type of heart attack. 

 The detailed analysis that we have 

undertaken leads us 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, arrangements will be in place 

to transfer these patients to another hospital and that is an issue 

that you have raised with us during the consultation, the 

engagement period, that those arrangements need to be in 

place. 
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 So based on that, I mean the hope is that 

the vast majority of people will be identified by the scoring 

system and transferred directly to another hospital, to the Royal 

Alexandria, but there will be some patients who are admitted 

who need to transfer and based on that our analysis suggests 

that maintaining 70 to 80 percent of existing activity is the 

level that strikes the optimal balance between safe local access 

to care and the requirement for those potentially higher 

dependency or specialist cases to transfer to a unit that has 

more specialist services available. 

 So we have tried very hard to keep the 

maximum amount of activity local at the Vale of Leven 

Hospital but we acknowledged that it is not safe to keep all the 

patients who are currently treated there in a model that is GP 

led supported by consultants where there won’t be anaesthetics. 

 Moving on then to rehabilitation, the 

rehabilitation service will be provided for orthopaedic patients, 

stroke patients, patients admitted to medicine at the RAH or at 

the Vale of Leven who need rehabilitation following their 

admission and the day hospital will continue to be provided on 

the Vale of Leven site. 

 Moving on to the new hospital services and 

this represents the 18,350 patient appointments. It is intended 

that these will be undertaken locally instead of either in 

Glasgow or in the Royal Alexandria as they are at the moment. 
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 So what we are talking about here is 

18,350 fewer journeys out of this catchment to hospitals that 

are further away than the Vale of Leven. 

 Neurology and ophthalmology day surgery 

services will be developed, supported by significant 

investment, particularly in theatre to make sure that we have 

the equipment to treat the patients. 

 More patients will receive day operations 

and procedures in General Surgery, Ear Nose and Throat, that’s 

ENT, Orthopaedics and Endoscopy. 

 We will develop a new rheumatology 

services. There will be additional outpatient clinics across a 

number of areas, a comprehensive dental service will be 

developed, including 20 dental chairs. 

 We plan to introduce six additional dialysis 

stations which will make a big difference to patients who travel 

into Glasgow as they do now for dialysis treatment three times 

a week and we set out in the document reference to the future 

development of cancer and palliative care. 

 So all in all, an increase of 18,350 patient 

appointments at the Vale of Leven. 

 Moving on now to mental health, first of 

all, elderly mental health services. As you know we were out to 

consultation earlier in the year, we listened to what you had to 

say to us about elderly mental health services and the proposal 
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in the vision is that elderly mental health services will remain 

at the Vale and I referred earlier to the number of beds which 

will be 27. 

 In the visions we talk about addressing the 

inappropriate age mix of elderly functional mental health 

patients being in the same ward as younger adults, so the 

intention is that in the new model older patients would not be 

treated in the same ward as younger patients as happens now in 

the Christie Ward. 

 It’s proposed that the elderly mental health 

continuing care beds will transfer from Dumbarton Joint 

Hospital to the Vale and that was part of the consultation 

undertaken earlier this year. This gives a total, as I have said 

earlier of 27 elderly mental health beds at the Vale and 

underpinning it is improved access to community services so 

that where possible patients can remain at home and be cared 

for in community settings avoiding the need for patients to be 

admitted into a hospital bed. 

 Moving on to adult mental health, again 

this was part of the consultation that was undertaken earlier this 

year and again we have tried to listen to the view that you have 

put forward to us. 

 We are seeking feedback on two options, 

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

providing resident specialist cover out of hours. 
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 The second option is the transfer of 12 

adult beds to Gartnavel Royal Hospital with junior medical 

psychiatry staff providing resident and specialist medical cover 

out of hours. So in the Vale model GP’s would provide out of 

hours services, in the Gartnavel Royal model psychiatry staff 

would provide out of hours services. 

 There will be access to intensive 

rehabilitation beds at Gartnavel.  There are pros and cons to 

both options and there have been many debates with us about 

those pros and cons but we will use the feedback received 

during the consultation to help us to make a recommendation to 

the Cabinet Secretary as part of the overall vision for the Vale 

of Leven. 

 And again underpinning the developments 

at the Vale is improved access to enhanced community 

services, including planned developments by NHS Highland 

which of course was a very important issue to people we met 

last week in Helensburgh and Lomond, but what we want to do 

is improve local services so that where possible people are not 

admitted to a hospital bed and this has proved to be very 

successful in Glasgow and across the UK where through the 

introduction of the crisis services, outreach services and other 

community services patients have not had to be admitted into 

mental health beds. 
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 Moving on to the new Alexandria Medical 

Centre, this is part of the vision for the site of the Vale of 

Leven, so it’s not part of the hospital, it’s part of the site. We 

have been reminded on numerous occasions that the plans for 

this Centre have been around for many years, that’s 

acknowledged. What we want to do in this vision is to take 

forward the plans and make a reality of the new Health Centre. 

 The Health Centre will house a wide range 

of community services and enable the provision of a one stop 

shop service to patients in both health and social care. This 

means that if you come to see one professional it should be 

possible to see other professionals on the same day so that you 

are not coming back again and again to see a different range of 

professionals.   

 It will provide opportunities for better and 

closer working between community and hospital care and 

obviously the proximity to the hospital will make that easier. 

 Our view is that the Vale site is the best 

option for developing the Centre and planning permission has 

been granted. 

 A new Care Home is also planned for the 

Vale of Leven site with the Council as the lead agency and 

through all of this work in developing the vision we have 

worked with Council colleagues to make sure that we are 

working together and planning our services together. 
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 So I am moving on now to the consultation 

arrangements but just to remind you that I have spoken to you 

about unscheduled medical care, rehabilitation, the new 

hospital services that we will provide at the Vale of Leven, 

elderly mental health, adult mental health, the new Alexandria 

Medical Centre and the new Care Home. 

 So looking at consultation arrangements 

for a moment, we have 9 public meetings organised, this is the 

third, the fourth is this evening and the other five are after 

Christmas. 

 We are also planning drop in sessions and 

these will be a more informal opportunity for people to talk to 

colleagues to get more detail where they don’t feel necessarily 

comfortable in this arena but want to have more detail, so those 

drop in sessions will be advertised. 

 We will meet with community inpatient 

groups as requested and certainly did that during the 

engagement period. We will also have a meeting with West 

Dumbartonshire Council and Argyle and Bute Council. 

 Summary leaflets have been distributed to 

all households, feedback can be either written to us or captured 

verbally at these meetings and as we have made reference 

earlier these meetings will be recorded so we don’t miss 

anything. 
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 We have already had quite a lot of 

feedback so I encourage you to feed back to us, you can write 

to us by post or indeed increasingly as people do these days via 

e-mail. 

 Consultation closes on the 30th of January, 

the Board meeting is on the 24th of February and we will take 

the consultation feedback and incorporate that into a report to 

the Board with a recommendation and the decision and 

recommendations of the Board will go to the Cabinet Secretary 

who will make the final decision. 

 So I’m going to spend these last few slides 

just summarising the key points from the vision document. Our 

approach has been to try and provide optimal balance between 

maintaining and enhancing local services and travelling for 

specialist or more intensive care and we have heard that from 

you throughout the consultations that we have undertaken in 

this locality over the last number of years. 

 Our vision is that the Vale of Leven 

hospital will continue to play this central role in providing 

NHS services to the local area and we hope that is 

demonstrated by the significant increase in activity that will be 

undertaken at the Vale of Leven. 

 Our proposals see the majority, 70 to 80 

percent of unscheduled care being sustained at the Vale 

through new arrangements. 
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 The majority of acute inpatient beds will 

be sustained. There will be large increases in the volume of 

planned care being delivered at the Vale, including the 

development of new services. 

 There are no changes planned to minor 

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

consultation on maternity services earlier this year, we listened 

to your views and as a result agreed to keep open the birthing 

suite at the Vale of Leven and with marketing over the next 

three years. 

 There will be no change to diagnostic 

imaging, to primary care emergency services and to the day 

hospital for older people. 

 Mental health services for older people 

will be sustained and enhanced by the services transferred from 

the Dumbarton Joint Hospital. 

 There are two options presented for adult 

mental health services and we set out in our vision the 

development of the new Alexandria Medical Centre and a Care 

Home on the Vale of Leven site. 

 So my last slide is just to remind you what 

we propose for the Vale of Leven. As I have said earlier, in the 

medical assessment unit the figure changes from 6300 to 4410 

up to 5292 based on us being able to safely sustain 70 to 80 

percent of current activity at the Vale of Leven site, so that is 



 
 

18

the reason for the change in that figure and the new planned 

services, the second last line there, an increase of 18,350 new 

patient episodes on the Vale of Leven site. 

 You see there the top of the column says 

“Patient episodes incurred in coming years”. Basically those 

are proposed level of activity, they are not years and years 

hence, these are services that we would want to put in place 

once we have agreement from the Cabinet Secretary that we 

can go ahead with our vision. So these are services that we plan 

to develop at the Vale of Leven site. Thank you very much. 

 PETER HAMILTON:  Thank you very 

much Helen. Really it’s over to you now, this is your 

opportunity to ask any questions. Just before I give you that 

chance could I just say that there’s a couple of roving 

microphones if we do need them, I’m not sure that we do with 

everybody in this hall but they are available anyway. 

 Could I ask you if you ask a question, it 

would be helpful if you introduced yourself, just say who you 

are, who you represent, it’s not compulsory obviously but it 

would be helpful if you could and as Helen has said all these 

public meetings are being recorded and it’s just simply so that 

we can capture everything, all the comments, all the questions 

the public may have. So with those few words it’s really, it’s 

over to you now. There you go, the lady there. 
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 NEW SPEAKER:  First of all I would like 

you to explain (no microphone, inaudible). 

 PETER HAMILTON:  Do you wish a 

microphone, it might be helpful. 

 NEW SPEAKER:  I would like you to 

explain, there’s a lot of people in this room who do not know 

what neutropenic sepsis is, would you like to explain that 

please? 

 HELEN BYRNE:  I am going to allow 

Tom to explain it to you, he tells me I can’t pronounce it 

properly, my apologies. 

 TOM DIVERS:  Sepsis is a poisoning and 

neutropenia is where the body’s immune system is….. 

 NEW SPEAKER:  It’s due to white cell 

counts in your blood. 

 TOM DIVERS:  Thank you. You have just 

explained it. 

 PETER HAMILTON:  You answered your 

own question I think. 

 NEW SPEAKER:  But why do they get 

this, following the programme on television the other night…. 

 DR NICK DUNN:  Hi there, I’m Dr Nick 

Dunn, I’m one of the GP’s working in Helensburgh but I’ve 

also been very closely involved in trying to shape some of the 

vision that we are looking at with having the GP led unit at the 
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Vale. The reason we excluded neutropenic sepsis from the Vale 

of Leven was for safety reasons. Neutropenic sepsis occurs in 

patients predominantly with either undergoing chemotherapy 

for cancer or with leukaemia where their resistance to infection 

is lowered and sepsis occurs when that can become 

overwhelming and becomes dangerous for the patient and we 

realise there are certain patients for whom it wouldn’t be safe 

to continue to be looked after at the Vale of Leven without 

specialist intensive support being available and that was the 

essence of what we are trying to look at in developing the 

model at the Vale of Leven is to have a safe service most of all 

and that’s just one of the conditions which we felt it would be 

more appropriate to be transferred to a specialist unit. Does that 

answer your question? 

 NEW SPEAKER:  (No mike) we used to 

do barrier nursing. 

 DR NICK DUNN: Barrier nursing would 

still be carried out within the hospital obviously but nowadays 

neutropenic sepsis can often require input from critical case 

specialists in intensive care and also it can require specialist 

support to get people through that difficult period and that was 

why we felt it wouldn’t be safe to have that kind of condition 

looked after at the Vale of Leven. 
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 It’s really, it’s trying to make sure that the 

service is safe first and foremost and that people aren’t being 

disadvantaged. 

 PETER HAMILTON:  This is something 

Doctor Dunn that you might want to take up on a one-to-one 

basis after the meeting is over. For medical input Doctor Dunn 

could I maybe ask you to join us at the top table, you can use 

my seat there. Do you have a second question? 

 NEW SPEAKER:  Oh yes. I’d like to 

know what sort of surgery is going to continue, general surgery 

at the Vale of Leven instead of being told – you have got to go 

over to Paisley for an operation. If it is an elderly person how 

do the visitors get over there? It costs a lot of money for them 

to go, I know there’s a bus but it’s not convenient. But do we 

not have a choice of which hospital we can have our surgery? 

 PETER HAMILTON:  I am going to pass 

over to Robert who is…. 

 ROBERT CALDERWOOD:  Okay there 

is a number of questions there, if I take the first question, the 

type of elective surgery that will be undertaken at the Vale is 

building on the current range of surgery, that is the 

predominantly short stay surgery, day surgery and limited short 

stay surgery where patients typically have an inpatient stay of 

about 48 hours.  
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 There’s a full range of that surgery, most 

notably general surgery and orthopaedics going on at the Vale 

just now and we expect to build on that, but it is for those 

patients where other existing *****idities are deemed to be 

safe for the environment we are creating at the Vale which is 

no different than it has been at the Vale for the last four years 

or so. 

 You touched on transport and accessibility, 

we have acknowledged that transport for this community up to 

Paisley is challenging, we have set aside almost £100,000 a 

year to try and build on public transport links between this 

community in Paisley and we continue and have given 

commitments at these public meetings that we will continue to 

work to make the best improvements we can to public 

transport. 

 We recognise the cost even of using the 

subsidised bus service but as we have pointed out at numerous 

public meetings currently the service is not being used and 

therefore what we have to do is work with communities to 

invest that money in improved community and public transport 

with a view to making access to Paisley easier. 

 And the third point that you raised was 

choice. Clearly what we are proposing in this consultation, in 

this vision for the Vale is locally acceptable and locally 

accessible clinical care. If patients choose to be referred to 
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other clinical services provided by NHS Greater Glasgow and 

Clyde then that is their choice and they are at liberty to exercise 

that and to visit those services. 

 MARGARET HECTOR:  Does that mean 

if someone, if you are ill and are about to  get surgery, sorry 

my name is Margaret Hector, if you are ill and about to get 

surgery you are not in any fit state to say where you want to go 

and I would have thought that the nearest hospital possible 

rather than having to traipse over to Paisely and as you know 

that road can  be really bad, there can be, especially between 

the hours of say 8 and ten and also at night between 4 and 6. 

Now it’s okay if you are outwith those hours but to me 

logistically it doesn’t make sense what you are saying. 

 In other words really you are going to be 

put over to Paisley anyway and get on with it. 

 ROBERT CALDERWOOD:  No I think 

the question that was asked was on elective services that would 

be available at the Vale and people’s opportunity to choose to 

exercise choice. 

 As far as emergency services are 

concerned this catchment population served by the Vale of 

Leven Hospital has had access to emergency surgery services 

at the RAH now for the last four years and our proposal is to 

continue that arrangement. 
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 So you are right, for emergency surgical 

services you would be referred by your general practitioner or 

collected by the Scottish Ambulance Service, you would be 

taken to Paisley and that is the current arrangement today, 

that’s the arrangement we propose. 

 If you look to the short, medium term there 

is no other readily accessible acute services proposed to be 

delivered by NHS Greater Glasgow and Clyde in this vicinity 

so the proposal as I say builds on the current arrangement and 

looks to enhance that in the year ahead. 

 TOM DIVERS:  There’s another important 

point here about continuity of care because if you look at the 

slide that Helen has summarised the overall activity here and 

look at the substantial numbers of patient episodes that are 

provided through outpatient services, diagnostic services, day 

case or short stay planned procedure at the Vale of Leven the 

consultant cover for all of those services is from the RAH and 

that continuity of care between planned elective care and 

emergency care on much fewer episodes when that is required 

is important.  

 It doesn’t make sense for someone to go to 

a completely different hospital for an emergency operation, 

unless there are really extreme circumstances. I mean if the 

hospital in Paisley was completely inaccessible, and we were 

hearing again from Darren in the Scottish Ambulance Service 
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that they have not had experience of finding such difficulty in 

getting individuals to the appropriate nearest acute hospital that 

it has compromised individual’s care. 

 If it was absolutely impossible to go to any 

individual the Ambulance Service would go to another, but part 

of what make all of this hang together coherently is that the 

vast majority of patient episodes are outpatient, diagnostic day 

case. The number of inpatient admissions is only a fraction of 

that total volume of care and the consultant cover for all of the 

planned care is provided by consultants in the RAH with one or 

two minor specialty exceptions. 

 I mean more than 70 consultant sessions 

every week provided at the Vale of Leven campus and it’s 

another important point about continuity that I think should be 

borne in mind in having that debate. 

 PETER HAMILTON:  Could I just say I 

know many of you are anxious to ask questions, everybody 

will get a chance, okay, so this gentleman here. 

 JOE HECTOR:  Joe Hector. Can you tell 

me how many patient episodes are currently incurred or 

transferred to RAH? 

 ROBERT CALDERWOOD:  I believe the 

number is about 5400 episodes per annum or patients who are, 

access emergency care at the RAH. 
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 JOE HECTOR:  That’s going to go up to 

what, about 10,000? 

 ROBERT CALDERWOOD:  No under the 

current proposals we expect the increase to be in a range of 

1300 to 1600 additional cases. 

 JOE HECTOR:  The second thing, it seems 

to be that your vision is very heavily dependent on the 

acceptance or otherwise of the local GP population, is this a 

given? 

 PETER HAMILTON:  Doctor DUNN do 

you want to ….? 

 DR NICK DUNN:  There are already local 

GP’s who have been providing cover within the hospital over 

the past three years as part of the integrated care model that we 

had been developing and there’s about 14 or 15 who currently 

have those advanced skills for dealing with inpatient cases in 

hospital. 

 I’ve also been involved in speaking to local 

GP’s who are interested in providing that cover during the day 

and in the evening as well. 

 I actually see this as an opportunity, given 

the fact that pragmatically speaking I don’t think there’s any 

doubt that ideally we would all like to have an all singing, all 

dancing hospital within the area with an Intensive Care Unit 

and acute surgery and acute medicine, I think that in the current 



 
 

27

climate and in the current situation that we’re in what we are 

looking at is an opportunity here to have something which 

would actually have advantages over a large acute hospital by 

having GP’s involved with this and it certainly is a given that 

local GP’s are committed to this and they are actually very 

keen to be involved in shaping this. 

 Speaking to GP’s who don’t live in this 

area, particularly in Highland area, they are very excited about 

what’s going on in the Vale of Leven because they see it as a 

positive thing for the community and I think there are definite 

advantages to having GP’s involved with inpatient care. 

 I mean one of the examples I would give, 

again stressing the continuity, is that with GP’s you have got 

local commitment rather than having trainees who are moving 

on every six months or so. You have got GP’s who are in the 

area who understand the needs of the local patients and the 

local community who are there year on year who get to know 

the hospital, get to know the nursing staff, get to know what’s 

available outwith the hospital and can provide a better quality 

of care I would argue than some of the trainee doctors that we 

currently have. 

 I think in addition to that there are 

advantages to be gained within the local community that these 

are GP’s who are taking on additional skills and training and 
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who can translate that into some of the work that they do 

within the community as well. 

 So I don’t think that because this is 

different from what’s provided within a more urban 

environment such as in the centre of Glasgow, I don’t think 

that’s a bad thing. I think it is different and there’s no doubt 

about it certainly is a different kind of service and it’s unique 

but I think it has got definite advantages in some ways over 

what we have traditionally perceived to be hospital care. 

 TOM DIVERS:  One of the other benefits 

that we will get from the development of this model  builds on 

Steven’s point about the experience, the extra experience that 

the GP’s will bring in terms of their ongoing management of 

patient’s care, but we have got agreement with the Dean of 

Postgraduate Medicine as well that he will support the 

development of a training scheme for GP specialist trainees 

who will work between the primary care and this acute medical 

receiving unit, not just as a means of sourcing those who will 

man this unit in future. 

 But Steven’s other point about the 

enthusiasm that’s being expressed in other more rural parts of 

the NHS in Scotland is one that some of us here heard first 

hand in Lochgilphead when Helen and I were up meeting one 

of the Local Authority’s committees there and we got the 

opportunity to go an visit the local hospital and the GP who 
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was receiving the small receiving complex there spoke with 

real enthusiasm about the opportunity to network with the 

arrangement here. 

 There will be more support in place in the 

unit planned with the Vale of Leven, there should be, it’s a 

bigger volume of patients who will be managed but I think 

there are opportunities both to learn from the experiences in 

centres like Lochgilphead where at times by per force they 

have to deal with case which will bypass the Vale of Leven 

here because they can move to an acute site more rapidly. 

 So I think that point linked to the 

Postgraduate Dean’s enthusiasm and his preparedness from day 

one to put a training scheme in place is important, it means that 

there’s a training environment again established within the 

hospital and one that will yield candidates to staff that unit and 

other units in the future. 

 PETER HAMILTON:  Thank Tom. 

 MARGARET MCGREGOR:  Good 

afternoon, my name is Margaret McGregor and I’m a part of 

the Vale of Leven Hospital Hospitalwatch Campaign Group 

and we have had many, many consultation meetings and I have 

met Mr Divers and many other cases and the whole situation is 

still coming back to more questions, more consultation, but the 

big questions we must ask, I have got a few questions to ask 
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but the big one is why insist in sending the people from this 

area to Paisley? 

 We don’t want to go to Paisley, we have 

no desire to be treated in Paisley….. 

 

(Applause) 

 

 SAME SPEAKER:  I’m already waiting 

myself on elective surgery and I have made it clear to my GP 

that I am not going to Paisley and he’s had to arrange 

something else, What will happen in the longer term if every 

patient from this area decides to choose another hospital, what 

is going to happen. 

 We know already that the hospitals are 

overcrowded, that’s one point. 

 TOM DIVERS:  I was trying to cut into 

that debate in what I said earlier on about the continuity of 

care. Those who don’t want to go to Paisley for what is a small 

proportion of the patient care episodes, a small proportion of 

the patients, the arithmetic confirms that the inpatient episodes 

are a small proportion of the total episodes, that’s an 

arithmetical fact, but those who don’t want to go to Paisley for 

the inpatient care are, as far as I’m aware, very happy with the 

arrangements that are in place at the Vale of Leven for all of 

the planned care activity, for the outpatient activity, the 
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diagnostic arrangements, the current inpatient operations that 

we are being asked about, the day case surgery and as Helen’s 

presentation had highlighted we will be able in future to bring 

20 percent more planned care episodes onto the Vale of Leven 

site. 

 Now if no to Paisley meant no to Paisley 

then what you would be in effect asking us to do would be to 

turn off all of the connections between the two hospitals, to try 

and reverse out of those 70 consultant sessions a week and all 

of that support that’s provided because it simply does not make 

clinical sense in terms of continuity of care to separate out the 

delivery of emergency care for planned care. 

 To answer your hypothetical question, and 

one shouldn’t really answer hypothetical questions, but 

experience over the course of the years has shown us that there 

are not 100,000 patients a year setting their faces against the 

current model that’s in place, that’s not happening. 

 Individual case where as you yourself are 

demonstrating, individuals are talking to their GP’s and 

exercising that right of choice to go into a hospital most 

probably in the west of Glasgow currently. 

 When the new Southern General is fully 

developed and open in six years time there won’t be a Western 

Infirmary, there will be no Accident and Emergency 

Department in the west of Glasgow and there will only be 
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some elements of specialist surgery that are provided at 

Gartnavel General Hospital in conjunction with the cancer 

centre that’s there. 

 So if at that point in time people were 

saying, well it’s no to Paisley and nobody wants to go there 

then the next nearest hospital would be the Southern General 

Hospital and what’s the material advantage in going to the 

Southern General Hospital over Paisley and if because the 

Southern General is also on the other side of the river that 

makes it not acceptable then the next nearest acute hospital is 

Glasgow Royal Infirmary. 

 And so what we think continues to make 

sense for the future is that we maximise the level of planned 

care that can be provided on the Vale of Leven site and that’s 

what this proposal does, it maximises the planned care, it 

brings 18,500 almost extra planned care cases. Yes it involves 

a further transfer of 1300 to 1600 acute medical inpatient cases 

to the Vale of Leven but that is a model which we believe is 

sustainable and is not just sustainable for a year or two it’s a 

model that is sustainable into the foreseeable future. 

 PETER HAMILTON:  Thanks Tom. This 

lady and then…. 

 GLEN COOK:  My name is Glen Cook 

from the United Hospital Campaign….. 
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 PETER HAMILTON:  Could I just check 

it’s switched on? 

 GLEN COOK:  I was admitted to the RAH 

overnight on the 1st of October. I was lucky to go that night 

because the night before both the Vale and Paisley were closed, 

no beds. Where I would have gone I don’t know and I’m also 

one that said I would never go to Paisley but I eat my words on 

that because I couldn’t have had better attention, emergency 

attention and the thing is the ambulance, I had to wait two and 

a half hours from the Vale to go to Paisley, there was no 

ambulances. 

 When I got to Paisley and had my problem 

sorted I was put in the coronary care department and we got an 

infection in that ward. Now we didn’t know for two days that 

there was an infection until somebody came and said – oh this 

is the ward that’s infected. None of the patients knew about it, 

we still don’t know what the infection was but for three days 

people weren’t allowed in the ward and we were told that the 

cleaning services had been cut so the cleaners could only clean 

one room at a time and that had caused the infection. 

 I still haven’t heard why I was taken in, 

what it was, but if they had sent me to the Shetland Islands I 

would have been happy just to get – but the parking at the 

RAH, you say it’s good for parking, the parking at the RAH 

there was people had to miss half of the visiting times because 
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they couldn’t park their cars and by the time they got their cars 

parked and got to the hospital they had lost half the visiting 

times. 

 So I can’t understand how you can say it’s 

convenient. They tried to get me a bed back in the Vale so it 

would be easier for my husband who is ill, to get to the Vale 

and the Vale had no beds, so, you know, I just honestly don’t 

know what the Greater Glasgow Health Board are thinking 

about. 

 PETER HAMILTON:  Robert do you want 

to….. 

 ROBERT CALDERWOOD:  There’s quite 

a number of points there. Clearly I can’t comment on what the 

operational situation was on the evening of the 30th of 

September, if I follow your timeline when there were no beds 

available at the RAH and the Vale. 

 If I just take the overall beds issue first, 

NHS Greater Glasgow and Clyde are one of the main Boards in 

Scotland who have been able to hit the 98 percent access 

targets for all patients needing admission to hospitals after 

attending A&E Departments throughout the Board’s area and 

we have undertaken numerous reviews and opened additional 

beds in the last 12 months to make sure that we can get people 

speedily into the clinical services they need. 
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 Now that’s across the whole system and 

clearly there can be spikes in activity that individual 

institutions can be overwhelmed by and therefore we have a 

policy of cascading the patients into the next appropriate unit. 

 I will look into this situation on the 

evening of the 30th and to the 1st of October, it’s not a date that 

rings any particular bells with me with regard to operational 

problems. 

 You talked about the two and a half hour 

wait for the ambulance service and I’m sure Darren could pick 

up on that if necessary but clearly the ambulance service has to 

respond to moving patients against clinical need and criteria. 

 HAI and the coronary care unit at the Vale, 

again you talk about that unit having, sorry my apologies, again 

I’ll look into that. The situation with hospital acquired infection 

is that after patients are diagnoses, whether a hospital acquired 

infection or an infection in a clinical area a series of protocols 

kick into place with regard to how these patients are barrier 

nursed, whether they are moved into appropriate alternative 

isolation accommodation and in certain situations where future 

admissions to that area are curtailed until the infection outbreak 

is controlled. 

 There has been no cuts in the cleaning 

budget for the Royal Alexandria Hospital or indeed for any 

Greater Glasgow and Clyde Hospital. In fact we are one of the 
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first Boards that brought all cleaning and domestic and catering 

services back in-house, this is now provided by our own staff, 

so I’m concerned as to the inference that anybody may have 

given you that it was linked to changes to the domestic services 

and/or cuts in the budget. 

 And the final issue you raised was car 

parking and the difficulty of car parking at the RAH. That is 

totally accepted by us. We as a Board have very significant 

proposals over the next 18 months to enhance the total car 

parking provision throughout all our campuses, align that 

predominantly to patients and visitors and we had put out a 

very comprehensive car parking policy allied to prohibitive 

charges against staff and other non essential people using the 

sites. 

 We will be removing, as per the 

Government policy, our car parking charges arrangements from 

the 1st of January but we will not be changing our approach to 

car park management in all of the sites and the RAH is the next 

site in which we will be rolling out changes to the car parking 

provision where the majority of the car parking on that site will 

be targeted towards patients and visitors and we would hope 

over the next six to nine months that that situation will 

dramatically improve in Paisley but we do wholeheartedly 

accept the view it’s currently unacceptable. 
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 PETER HAMILTON:  Could I just ask 

Darren to comment, Darren is from Scottish Ambulance 

Service and Darren if you want to comment. 

 DARREN MOCHRIE:  Yes, no problem, 

I’ll pick up a couple of those points. I’m Darren Mochrie, I’m 

the General Manager for the Scottish Ambulance Service. 

 The way we grade calls is based on clinical 

need, so if it’s a life threatening 999 emergency call which is 

really serious then we aim to get to you within 8 minutes and 

having looked back at our performance since April this year the 

Vale of Leven Ambulance Station is performing exceptionally 

well against the rest of Scotland. 

 We are currently achieving round about the 

74 - 75 %  mark. 

 But what I’ll do with that particular issue 

that you have raised is I’ll get Bob Miller the Head of Service 

to have a wee chat with you afterwards and we can look at that 

specific case. 

 We do recognise however at times, 

particularly with demand Friday, Saturday nights that we do 

face a challenge around resources but what we are doing is we 

are working in partnership with Greater Glasgow and Clyde 

Health Board to ensure that any changes that do impact on the 

Scottish Service, that we will put additional resources in place 

to ensure that nobody faces any kind of delay. 
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 PETER HAMILTON:  Okay, thanks 

Darren. JACKIE BAILLIE MSP, you’ve a question? 

 JACKIE BAILLIE MSP:  I’ve got several. 

Sorry I will try and be quick if people can hear me. Can I say 

Margaret McGregor was absolutely right and it’s not often 

Margaret and I will agree but on this you could not put a thin 

piece of paper between us because the people’s choice is not 

Paisley and I think we just need to acknowledge that. 

 There is no question that the treatment at 

Paisley is any different, is any less than the treatment would be 

at the Vale but there are real practical problems that if you are 

not an emergency case, but if you are planned care or indeed 

you have got relatives coming to visit it is a problem and I 

understand the point about making connections, those were all 

old connections. 

 When we joined Greater Glasgow I think 

we created a new Health Board that was Greater Glasgow and 

Clyde. It is a matte of disappointment to me that the two 

Boards did not effectively merge and what we had was Clyde 

continuing which is effectively Paisley, the Vale and 

Inverclyde and Glasgow existing somehow separately and I 

think that’s a lost opportunity that maybe might have reshaped 

where we are just now. 

 Can I pay tribute to the local GP’s though 

because I think without their efforts and their obvious 
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enthusiasm we would have had fewer services kept locally in 

terms of emergency services but I’m conscious the modelling 

shows up 70 to 80 percent, that modelling will need to be 

bottomed out. My experience before is that you bottom them 

out as you are going through the process of treating people and 

agreeing protocols. 

 When will we know what that final figure 

will be. Secondly is it dependent on the current crop of medical 

consultants willing to cooperate with you or do we have more 

sustainable arrangements in place and thirdly is there a 

retrieval services – shall I carry on? 

 PETER HAMILTON:  Yes. 

 JACKIE BAILLIE MSP:  Okay. I am clear 

about what we gain and you have described the patient 

episodes and I note that that’s not patients but patient episodes, 

just so that we are clear about that. 

 My understanding is that we lose 

anaesthetics and as a consequence we lose certain surgical 

interventions and we lose coronary care. 

 It would be helpful just to spell that out 

because whilst there are 5000 emergency case episodes going 

to the RAH, how many planned care episodes are there, so how 

many in totality are going from here to the RAH. I think that 

would just be helpful to know as a context. 
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 And finally the other test for me is the total 

number of beds. Now in your documentation you say the 

starting point is 122 beds, does that include elderly mental 

health beds, adult mental health beds or are those simply acute 

beds, because I guess what I want to know is how many total 

beds do we have without anything being taken away and then 

how many will we have once, not new services are put in place, 

but once services are actually removed so I’m looking for a 

figure for that. 

 And finally, a final degree of uncertainty 

for me, you talk about ophthalmology services, I’m told by 

somebody who works for the NHS that some of those 

ophthalmology services that are planned as new currently 

already exist in say Dumbarton Health Centre and elsewhere 

and what you are doing is simply sucking up from the local 

Health Centres into the Vale Hospital. So how is that different, 

what’s additional? 

 And finally on urology which was pet hate 

for me, yes good Tom you are looking up, I welcome the fact 

that urology clinics are going to return because if you have 

ever sat for two and a half hours, if you are a man with, you 

know, a problem on public transport, you know, I just think 

that is intolerable and yet in your wonderful diagramme in the 

middle there is no mention that this is going to be a service 

change or a new service. Is this a misprint? 
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(Applause) 

 

 PETER HAMILTON:  Tom? 

 TOM DIVERS:  Let me pick my way 

through those and if others need to chip in on one or two on the 

way through they will do. 

 I mean Jackie you expressed 

disappointment about us in a single system being able to 

redraw this map of provision. I mean there’s two elements to 

that, the first was that for good or ill, given what we found at 

the point when Argyle and Clyde Health Board was being 

abolished and not least the extensive sense of hurt and even 

failure in lots of circumstances among staff. 

 We made a judgement that in the first 

instance we would maintain a Clyde Directorate for two years 

or thereby and then integrate the management of all of the 

services into a single entity. 

 Now that’s a judgement that we took at 

that point in time based on how we envisaged the arrangements 

we were inheriting. We have now moved to fuse all of those 

clinical service teams so that we no longer have a Clyde Acute 

Services Directorate. We have brought surgery within Clyde 

into the single Greater Glasgow and Clyde Surgical 
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Anaesthetic Directorate so the same with rehabilitation, with 

emergency care and medicine. 

 So we have now complete that fusion that 

we had always, we had always intended to do. That I think is a 

slightly different question from the question about what the 

implications would have been of swinging the provision of 

acute care from the Vale of Leven and the access into the west 

of Glasgow in the first instance and away from Paisley. 

 And the logistics that that would have 

involved in terms of the, and I know this sounds as though it’s 

about staff, but in terms of the contractual commitments of 

scores of consultant staff we don’t have 100,000 episodes plus 

that are covered by Paisley consultants at the Vale of Leven, 

we don’t have that work for that group of consultants to do in 

Paisley, in Glasgow or anywhere else. 

 Changing that whole pattern in a way that 

would have involved either shipping oodles of consultant 

commitments into the west of Glasgow where we had neither 

the space or the inpatient consequences of that change nor the 

consultant staff would have been enormous and in 

circumstances as I have said where within half a dozen years 

from now there ain’t gonna be a Western Infirmary with no 

A&E in the west end of the city and the access of provision in 

Glasgow is gonna be, it’s gonna be an east west split. 
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 The Southern General largely will look 

after the emergency care, trauma and other needs of the north 

west, west and south and south west of the city and parts of the 

south east and the Royal Infirmary will look after most of 

central north, north east, east and just a bit of south east. 

 Now that’s the pattern of provision in half 

a dozen years from now and to have looked at disrupting all of 

this, all of these established relationships for the sake of what is 

annually several thousands of, several thousands, not tens of 

thousands, hundreds of thousands of episodes of care just did 

not seem to represent a change that was worth making when in 

not many years in the west end of the city there wasn’t gonna 

be an acute hospital with an A&E Department. 

 So I recognise the disappointment, I have 

heard about it often enough but I think the down sides of trying 

to make that set of changes would have been enormous in 

terms of the consequences and we couldn’t have delivered on 

the inpatient changes in the west of the city probably much 

before two years from now. 

 You have spoken about GP’s and their 

work and Nick will speak more about that but what he had 

described previously was the enthusiasm of existing GP’s, our 

need to enhance the capacity of primary care support and the 

model that we want to take forward is to build the extra 
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capacity into primary care and then see the GP input into the 

hospital developed from that. 

 By the current crop of consultants, do you 

mean at the Vale of Leven? 

 JACKIE BAILLIE MSP:  The Vale of 

Leven. 

 TOM DIVERS:  No, it will not depend on 

the current crop of consultants, yes is the answer to what you 

just had mouthed there and that will become more apparent 

shortly, and what we are looking to put together now is a 

model where the GP’s are looking to access a defined level of 

consultant physician input daily into the unit, that is detail that 

we are picking our way through with the totality of the 

consultant group that is based at the RAH so that as part of 

other commitments that many of that group already have on the 

Vale of Leven site where they do clinics or investigative 

sessions or will do in terms of the expanded services in the 

future then we will build in them participating in assessing 

patients within the medical assessment unit on whom the GP’s 

are looking for an opinion. 

 So it’s not dependent on the existing 

consultants at the Vale, it’s looking to build a sustainable unit 

that Robert and his team will build into the job plan 

commitments of the consultants who are involved in that. 
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 As far as the retrieval service is concerned, 

the pivotal part of this is to enhance substantially the provision 

of 24/7 ambulance cover and we are in the midst of debate with 

our colleagues in the Scottish Ambulance Service about what 

the financial cost of that will be, but that is part of the proposal 

that is involved here to provide additional dedicated provision. 

And our sense is that that will deal with the bulk of issues of 

retrieval. 

 There is also a conversation though that is 

going on about the emergency medical retrieval service to see 

whether there are any specific circumstances in which 

resources might come into play. 

 In terms of the levels of planned care going 

to the RAH, there is no proposition here other than for the 

small amount of haemato-oncology inpatient work that’s 

highlighted in the consultation paper for the transfer of any 

further planned care that currently is delivered at the Vale. 

 The existing inpatient surgery continues as 

the consultation paper says we believe that that short stay 

surgery can be organised on the basis of a ward that is open for 

five and a half days, that means that there can still be operating 

sessions carried out on a Friday morning and afternoon, so that 

the ward will be open ‘til Saturday lunchtime so the only 

additional inpatient activity that is transferred under this model 

is the difference between the 70/80 and 100 percent. 
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 Were you asking a question about the 

current volume of planned care that sits within the total number 

of cases that are transferred in Paisley viz what proportion of 

that is the major acute surgery, in essence that is the question, 

major acute surgery that is carried out and my recollection of 

that is that it is just under 2000 cases per annum as part of the 

subset of 5500 acute cases that currently are managed there. 

 We will check the absolute detail of that 

but my recollection is that that number is just under 2000. 

 In terms of the bed numbers, the 122 

complement is a combination of the Medical Assessment Unit, 

the rehabilitation with the small number of – thank you, I 

shouldn’t do this stuff from memory, the small numbers of 

continuing care beds and the inpatient surgery. So that’s 122 

today or thereby versus 88 – Robert keep me up to speed. 

 ROBERT CALDERWOOD:  Tonight at 

the Vale there is actually slightly less than 122. When we wrote 

the document there was 122 but as we continue the ward 

upgrading programme and meet the new diminimus bed 

spacing requirements the operational bed complement at the 

hospital is effected on a rolling programme, so the 122 is the 

acute beds, plays 88, so it’s 122 at the time of writing the 

document, it’s actually physically as we speak tonight 120 

plays 88. The mental health beds are in addition to the 

complement and they are not all on the Vale as you will see 
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from the consultation paper, it talks about beds currently at 

Dumbarton Joint, but the Christie and the Fruin Wards are in 

addition to the 122. So 122 acute plays 88 in the proposals if 

we manage to keep all the acute care there. 

 TOM DIVERS:  And the proposal here 

would, as the slide says, see 27 elderly mental health beds 

provided in future against a current complement that is 30 and 

for adult mental health 12 against the current complement of 

18. 

 Let me get back to my sheet, now 

ophthalmology is not smoking mirrors, it’s both, okay, there is 

the opportunity, it’s both, some new stuff and some existing 

stuff and that’s the same with dentistry and the 20 dental 

chairs, that some of those are existing chairs that are provided 

but the opportunity is being taken to bring them together into a 

single centre.  

 But the new stuff in ophthalmology, 

undoubtedly the new stuff includes day case cataract and other 

operations which have not been available locally. So there is 

new activity around that. We can give you a more detailed 

break out of the numbers but I mean my recollection for 

cataract surgery was it was of the order of 500 cases per annum 

and urology about which you have indeed made representations 

to me over a number of years, yes new both in terms of the 
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outpatient provision and again several hundred day case and 

diagnostic procedures which will be carried out on that site. 

 NEW SPEAKER:  (No microphone, 

inaudible) 

 TOM DIVERS:  Thank you that is an 

important omission and we’ll make sure that that gets picked 

up. It is in the narrative of the major document but we did try 

and capture the most significant changes so thank you for that. 

 PETER HAMILTON:  Okay. 

 JACKIE BAILLIE MSP:  (No 

microphone, inaudible) your own diagramme on planned care 

to have cataracts removed – no change, so that’s already there. 

I know you said it’s both…. 

 TOM DIVERS:  It is, yes. 

 ROBERT CALDERWOOD:  I think we 

need to be quite clear we are not taking the service away from 

Dumbarton Health Centre, Dumbarton Health Centre has four 

rooms allocated to ophthalmology, there is a whole range of 

work we cannot undertake in that environment, we are moving 

some of the services to the Vale therefore we are keeping 

services at Dumbarton, therefore you will get a choice of local 

access. If Dumbarton Health Centre suits you, it’s local, if the 

Vale suits you if you are in Alexandria it’s local, so we are not 

causing people who currently have a service next door to 

move. 
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 The point that Tom is making about 

transferring surgery, that is new. I think what you have 

highlighted on the middle page of our document here is there 

are one or two typos, okay, because I have just highlighted, 

since you raised it, two or three things where the word says ‘no 

change’ and it should mean ‘change’. 

 DR NICK DUNN:  Can I just add to some 

of that Jackie, and I have to say that from the last time I spoke 

to you I think if I’d thought I’d be sitting shoulder to shoulder 

with Helen and Tom you could have knocked me over with a 

feather, so I’m kind of a poacher turned gamekeeper at the 

moment. 

 In saying that my position has always been 

to make the best of what we have got locally with the interests 

of patients in mind and maintaining patient safety and I’m a 

pragmatist and I will do whatever is required to try and do that. 

 To just kind of flesh out what you referred 

to with respect to the level of, or the numbers of patients that 

we are likely to be able to deal with acutely at the Vale of 

Leven, we actually have done additional work over the past 

two or three months around that and I’m fairly confident that 

these are figures that we could see in practicality being seen 

and cared for at the Vale of Leven. 

 The 80 percent figure has been I suppose 

reinforced by a couple of means. First of all looking at the 
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revised scoring system which Doctor Carmichael had 

originally developed he has taken, it’s a years worth of acute 

admissions and a lot of physiological data which has been 

received from that and it’s a huge body of work in itself to 

have collected that data, I would be very surprised if any other 

hospital in Scotland or in the UK indeed has that kind of level 

of detail for their acute admissions. 

 However he has taken that data, revised the 

scoring system and from that has been able to identify that 

reliably 80 percent of these patients who are by my estimations 

relatively low or even medium risk, certainly not high risk, 

could be safely cared for at the Vale because we know that they 

did not go on to receive any kind of intensive care or therapy 

either on site at the Vale or subsequently at the RAH. 

 And I could go into that in more detail with 

you if you wish but certainly I’ve spoken to colleagues about 

that in detail who have, to be fair, initially been a bit sceptical 

about some of these figures and they have been greatly 

reassured by what we have shown them. 

 In addition to that we carried out a more 

subjective prospective audit of acute admissions, asking the 

GP’s who are currently involved with looking after patients in 

the hospital to look at the details, looking at patient details on 

admission and giving their verdicts on a personal level to some 
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extent as to whether they think these are patients that could be 

safely cared for. 

 In addition to that we had GP’s going in 

over the course of about a week or two, going on *** receiving 

ward rounds with consultants and making a statement as to 

whether they felt these were the kind of cases that they could 

safely deal with in the hospital without requiring consultant 

input and again the figures actually came up round about the 

same kind of level, it’s between 75 and 80 percent of the 

current admissions could be safely dealt with by GP’s. 

 So I feel that we have got quite a good 

body of evidence to support that and I’m confident that actually 

on a person with hands on experience of dealing with these 

patients, that these are not patients that would pose particular 

problems. 

 If anything we’ve effectively lowered the 

bar to some extent in the sense that we would be looking at 

transferring more patients to Paisley on the acute basis which 

makes this model of care more accessible to other doctors who 

would be interested in taking on that additional training and I 

think that would make it safer to be honest. 

 But I certainly am confident we could 

sustain acute admissions around 70 to 80 percent. 

 With respect to consultant involvement we 

have been very, very clear from the outset, as Helen will know, 
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that we have insisted that we require consultant involvement 

with this GP led unit and although it’s GP led we do require 

consultant support to maintain a safe and viable and really a 

credible service at the Vale of Leven. 

 The consultants, we haven’t yet pinned 

down absolute detail in the model but what we have stated and 

agreed is that there will be set aside time from consultants on a 

daily basis seven days a week for that kind of support that we 

require with patients in the wards. 

 I understand that these would be from the 

pool of consultants available from the RAH, so basically it 

would be a wider pool of consultants that we could draw upon 

potentially. Again we don’t quite have the details around that 

just yet. 

 TOM DIVERS:  But I think there 

shouldn’t be any surprise around that and you had asked the 

question about when will the 70% to 80 % be firmed up, by the 

end of the consultation period. 

 But what Nick has actually described is 

actually an unprecedented level of detail that has been 

overhauled, because of the richness of Hughie Carmichael’s 

database, then able to be supplemented by the additional fields 

that ISD were able to populate and then the prospective audit 

that was carried out where in real time the GP’s and the 

physicians were separately assessing the patients and I mean if 
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we reflect that it has only been since the middle of August that 

this option which was described as Option 7 in the Anaesthetic 

Review Team Report has been on the table, the amount of 

detailed work that has been undertaken since then to 

understand the work load, to work through the medical model 

and now to work through what that means in terms of staffing 

implications has been substantial and again we will have 

worked our way through. 

 The Postgraduate Dean we have got 

involved, he is going to go out to advert early in the New Year 

to get the trainees in place to bring that other dimension into 

place. 

 So this has been motoring over the course 

of the past three months and we will have bottomed out these 

final details in the course of the consultation period. 

 DR NICK DUNN:  As it happens I think 

that piece of work in itself is quite an important development 

and I think it’s something which will be rolled out across other 

hospitals to be honest. 

 Just lastly, you mentioned retrieval and 

CCU, CCU will not be going. We have spoken to cardiologists 

from Paisley but also from outwith the area, it’s Doctor 

Northcoe who is regarded as an authority within the area who 

felt that what we were proposing which was knowing that the 

SD elevation MI’s would be going to the Golden Jubilee as 
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planned, as they are doing, that we can look after patients with 

acute chest pain on site at the Vale of Leven and we would be 

planning to have that with consultant support from Paisley and 

ideally that kind of support supplemented by tele-medicine 

links which we have got already with minor injuries. 

 As regards retrieval the mainstay of what 

we are trying to do at the Vale of Leven in lots of ways has 

been to reduce the level of risk which is on site at the hospital 

by trying to identify patients who are deteriorating at a very 

early stage, identify if they need to be transferred out and 

making that decision early on so that by the time that they do 

need the critical care support that they are in the right place at 

the right time and that again is something which has been 

driven both locally but also nationally by the Royal College of 

Physicians and NC Pod and the National Patient Safety 

Agency. 

 So in short I would anticipate that the 

requirement to have that high level retrieval support which we 

have previously talked about would greatly diminish from even 

where it is just now. 

 However I think it’s important that it’s an 

issue that’s addressed. It still has to be bottomed out and I 

would hope personally that we would get some kind of support 

from the emergency medical retrieval service that Doctor 

Steven Herron at the RAH provides for the outlying areas. 
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 However I don’t see that we would require 

….. 

 PETER HAMILTON:  I am keen to move 

on, this gentleman has been trying to get in and I think there’s a 

lady over there. Jackie you can come back in later on obviously 

if you…. 

 JIM MOOHAN:  Good afternoon, Jim 

Moohan, Hospital Watch. Tom the first thing I would like to 

say is I mean I hope you acknowledge that this is not a true 

reflection of the interest of the community. I mean it may well 

be the timing of the meetings, I don’t know, but we are 31 days 

into the consultation and Tom initially on behalf of Hospital 

Watch we intend to reverse the compliment and we will be 

inviting you to a Hospital Watch meeting where you can rest 

assured that you will meet a multitude of the community at that 

meeting, it will be prior to the February 24th….. 

 TOM DIVERS:  Well we have met you 

twice already Jim, I don’t think you have got anything new to 

say to us. 

 JIM MOOHAN:  No, I mean Tom, not as a 

campaign group but as a community, whether it be west 

Dumbartonshire and Argyle will be there. 

 Now Tom the adult mental health 

feedback, I mean it has been said abundantly clear by the staff, 

by the staff and the community and by the vast majority of the 
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public that they want the facility to remain and to be invested 

in. 

 We do support the facility being 

complimented by community support, of course we recognise 

that and accept it but we are going back into a consultation 

period again Tom on adult mental health where it has been 

made absolutely clear that that has to remain where it is. 

 I appreciate we are 31 days into the 

consultation of the 90 days but I’m quite sure you’ll get the 

same feedback again Tom, yourself and your colleagues. 

 The transport question has already been 

touched on by my colleague here. The car park, which has been 

acknowledge by Robert, the car parking at Paisley is an 

absolute shambles, it’s a disgraceful situation which no-one 

should be allowed to deal with on a day-to-day basis and I’m 

glad that has been addressed but it really doesn’t answer the 

questions of the communities of west Dumbartonshire and 

Argyle, why should we have to go to Paisley?  

 I mean if we are investing and we are 

supporting the Medical Centre and the site hospital then why 

can’t we reverse the situation, why can’t we supplement and 

compliment the RAH, why can’t we assist them with medical 

drive and support to look after the communities? Why can’t we 

come back the way instead of everybody going one way and 

really that is totally out of order. 
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(Applause) 

 

 JIM MOOHAN:  The aspect of the 

anaesthetic cover Tom, and I know it’s an old war horse of 

mine and the Campaign Group…. 

 TOM DIVERS:  Yes. 

 JIM MOOHAN:  Continue to pursue it, 

continue to pursue it up to the Cabinet Secretary’s door, really 

you say it’s not sustainable after four reviews, there has never 

been any consideration of a rotational factor been put in place. 

Because I listened to Helen very carefully, whilst the GP model 

of care, and we have got very much admiration for the GP’s 

and the work they do and this is another burden on top of the w 

work that they do and we do have a lot of respect for them but 

Helen mentioned the word ‘unsafe’ and that struck me 

immediately, unsafe because we don’t have anaesthetists on 

site. 

 Now we as a community ask you once 

again to consider a rotational system regarding the consultant 

anaesthetists to look after the Alexandria site, only that way 

can we move forward into the 21st Century. It’s very important, 

it’s Number 1 on our list Tom that we have anaesthetists at that 

site because even although the communities of West 

Dumbartonshire and Argyle have changed the face of that 
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hospital from what it was two years ago, and they’ve change it, 

I’ve no’ changed it, Margaret’s no’ changed it, it’s the 

communities that have changed it, they have assisted the way 

forward. 

 Really Tom the anaesthetists is something 

which we are adamant has to be sustained at Alexandria and 

the Cabinet Secretary will be receiving that message from the 

Hospital Watch Campaign Group. 

 Tom as I said the reflection of the 

community turn out this afternoon, I’m gonna come back 

tonight and build up the numbers….. 

 TOM DIVERS:  It’s alright, we’ll pretend 

you were here, we will pretend you were here Jim and add you 

to the numbers. 

 JIM MOOHAN:  Seriously Tom…. 

 TOM DIVERS:  Leave your list…. 

 JIM MOOHAN:  Seriously Tom, I know I 

sent you a number of questions earlier which I thank you very 

much for answering, I do acknowledge that the glossy paper 

with respect and the detail within which is absolutely precise, it 

probably sent the communities of West Dumbartonshire and 

Argyle to sleep because they went away with some satisfaction 

that they have achieved the goal, and they have not achieved 

the goal, we have not achieved the goal Tom and that’s why 

maybe the turnout today does not reflect which we think are 
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vital factors which have to be covered and that is anaesthetic 

cover. 

 The transport questions, which no-one in 

this hall can answer, no-one can answer that question and we 

can, we can reverse the system where the RAH constituents of 

Paisley can come back across that bridge and go to Alexandria 

because we are investing heavily and we can do the job for 

them as they can do it for us. Thank you very much. 

 

(Applause) 

 

 DR NICK DUNN:  Can I just before any 

further comment is made, I would not be involved in a system 

that I thought was in any way unsafe and I think that’s very, 

very important that people understand that. 

 The reason that we have put so much time 

and effort into looking at the data of previous admissions and 

trying to get the scoring totals correct is that we don’t want a 

system that’s anything less than safe for patients and I think 

that’s the key message I want to get across to you. 

 The reason that we’re designing this 

system was pragmatic, was because we knew that three years 

ago when we were designing the integrated care model that we 

would not have anaesthetics on site. 
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 I actually think there are benefits to this 

model, I think that it could be good for the community and I 

also believe that it would be perfectly safe with good links with 

the RAH. So I would want people to understand very clearly 

that I would not be involved in something that I thought was 

going to be unsafe and certainly there’s a lot of evidence here 

to support the fact that safety has been paramount throughout 

everything that we’ve done. 

 PETER HAMILTON:  Robert? 

 ROBERT CALDERWOOD:  Yes, I mean 

Jim it’s disappointing, I don’t know how we can actually 

present this in a way that people will give credit to the details. 

 You talk about the fact that you want 

reversal, now the whole thrust of this is that we are bringing 

18,300 patient episodes back into the community that have 

been taken away. Some have been taken away, some have 

never been here and the service is therefore being developed 

locally. 

 We are saying because of the anaesthetic 

issue, because of the work that Nick and colleagues and the 

consultants have done we think that to provide a sustainable, 

and the point Tom has made on at least two occasions this 

afternoon, are sustainable into the medium term model at the 

Vale we think that the protocol suggested between 1300 and 
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1600 people will for acute medicine need to bypass the Vale in 

the new model. 

 But that is still a net increase or activity on 

the site, locally accessible activity for the community of 17,000 

additional episodes. 

 So to say that you want as a Hospital 

Watch, reversal and then to say that the Board are not listening 

I think really isn’t taking on board everything that we are 

doing. 

 If you mean reversal, let’s go all the way 

back to 2003 and let’s have surgery and let’s have A&E and all 

that goes with it then regrettably, and I think I have heard Tom 

say it at at least five public meetings and in other public 

meetings we have touched on it, there is no way with the 

population that is living in and around this community that a 

full blown District General service of that model can be 

returned to the Vale and sustained. 

 Anaesthetics, well I am in no doubt the 

Cabinet Secretary will hear everybody’s view on anaesthetics. 

We have now published four anaesthetic reviews, two you 

could call internal, one led by a group of Argyle and Clyde 

anaesthetic and you would say they would conclude that. The 

second led by a group of Glasgow consultants to see whether 

or not the Argyle and Clyde conclusions were defensible, 
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concluded that it was a reasonable piece of work, that their 

conclusions were right. 

 We have had two independent review now, 

both commissioned by the Cabinet Secretary, both concluding 

that anaesthetic services for 24 hour, seven day a week 

emergency care is not sustainable on the Vale of Leven site. 

 Anaesthetic services at a consultant level 

will be on the Vale of Leven site linked to the increased 

surgical proposals that we are proposing so there will be 

anaesthetic services there Monday through Friday allied to all 

the surgical work that we are doing, but all four reports have 

concluded that 24/7 anaesthetic support to acute medical 

receiving is unsustainable. 

 And the last element of this at the kind of 

top end of acute medical receiving is those conditions are only 

regarded as being capable of being admitted to hospital that 

have access to surgical and clinical care support. 

 So even retention of anaesthetic services 

on the Vale does nothing for the issue of reversal. So to that 

extent that particular debate has been well exercised and we 

cannot come up with a rotation. There’s no clinical need that 

consultants can exercise their skills working out of the Vale on 

any kind of rotation, however we put it together. All four 

reviews have concluded that. 
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 So we are into sustainability, we are into 

local access and are prepared to look at any element of 

diagnostic or elective service that the local population seek to 

get and to work with them to see how we can deliver it locally. 

 We have talked about car parking and we 

have talked about public transport. They are both interesting 

dialogues for me because on the one hand everybody wants 

parking, therefore if you want parking you don’t use public 

transport, and therefore, you know, we have this model at the 

moment where we are spending about £100,000 to provide 

improved public transport, people are choosing not to use it. 

We have given a commitment to work with numerous clinical 

groups to see if we can’t reshape how that money is used to 

improve public transport and we have given a commitment to 

all users of the RAH that we need to improve car parking and 

we will improve car parking because, you know, that is what 

the car parking is there for, it will be for patients and visitors.  

 That will give me personally a lot of grief 

because a lot of staff who use the car park will find that they 

won’t get access to it but we are committed to improving the 

car parking management. 

 PETER HAMILTON:  Now this lady over 

here has been trying to get in for some time. Okay, very 

quickly. 
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 JIM MOOHAN:   Just a fact, see the 

18,000 that are returning back to Alexandria Robert, am I 

correct in saying they do not require anaesthetic cover? 

 ROBERT CALDERWOOD:  They require 

anaesthetic services to deliver the care. 

 JIM MOOHAN:  But they don’t require 

anaesthetist cover? 

 ROBERT CALDERWOOD:  Not after…. 

 JIM MOOHAN:  I mean you should be 

saying that to the public though. It’s okay saying you are 

increasing the facilities and the numbers who are getting cared 

for, but if they don’t require anaesthetic cover then please 

mention that as well when you make comment, I think it’s 

important. 

 TOM DIVERS: Well we said that we are 

extending the existing planned care arrangements, including 

maintaining all of the existing inpatient surgery and day case 

surgery and are bringing other surgical procedure on to the site 

in order to  avoid those journeys. Sorry, it is at least implicit in 

that the necessary anaesthetics for the planned care will be in 

place and I made the point Jim that I did about the ward 

operating on a five and a half hour day again to make it clear 

that that allows planned care surgery to continue into a Friday 

afternoon if necessary. 
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 PETER HAMILTON:  This lady has been 

very patient, ask your question please. 

 MARY GRAY: I am finding it hard to 

know where to begin. I am Mary Gray from Gairlochhead. For 

many, many year I organised a Red Cross car service which 

inevitably led to one hearing on the long journeys we 

sometimes had to undertake a lot of patients’ views on many 

issues. 

 I think one of the reasons for small 

attendance might be (a) that it is the Christmas pre-season, (b) 

that previous consultations did really appear to come down 

wholly in favour of us linking along the natural travel path 

where the transport already exists to Glasgow. Some of us did 

somehow think that after the changeover from Argyle and 

Clyde perhaps over a scale of five to seven years things would 

come back to the Vale. 

 I find the talk about the small number of 

patient incidents that have to be acutely transferred is not quite 

spelling out the fact that these are the most critically ill people, 

the people who least want to be bumping along in an 

ambulance maybe on a bridge closed through the wind or fog 

and so on. 

 You have got other issues like the CO2 

one, why are they putting more and more vehicles going more 

and more miles on the road by so far centralising your services. 
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 I know about the economics of scale, I also 

know about the not having all your eggs in one basket in case 

something happens to the one basket and I do feel that possibly 

you can’t sustain an anaesthetist because you’ve got no 

Accident and Emergency in the Vale. 

 I see why are you closing the Western 

Infirmary, also I think quite a popular place. Could it be that if 

we were linking in to Glasgow as I think Jackie will remember 

from her consultations, massively voted to be the choice of this 

area. I think it was about 90 percent of people wanted to go that 

way. How come we get the other? 

 We were prepared to wait for it but if we 

had the A&E still going to be at the Western it needn’t close 

the Western, you would have all their car parking already, you 

could save the money you are going to spend enhancing the car 

parking that people go in their cars because they haven’t the 

time to go there by public transport. It would take, from 

Gairlochhead, a whole day. People have work to do, they have 

families to care for. You are not really fully understanding the 

problems on the ground, but above all it’s the seriously ill 

people that are getting the most mucked about. 

 A simple case for the Accident and 

Emergency, we came, after about a 350 mile journey home to 

frost a couple of Christmases ago, my husband slipped going 

into the house, he’s 82 and blind, he had fractured ribs, he was 
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in a bad way, the ambulance came at great speed and was very 

reassuring, the care we got then was absolutely wonderful and 

very reassuring. 

 As we were leaving the house we were told 

I could go with him in the ambulance but they couldn’t 

guarantee to get us home. We left our home on a really cold 

night having had this previous long, long journey from up 

north and we went over. I followed, even though I was very 

tired after driving all that way. We got there maybe 1 o’clock 

in the morning and waited about, waited about, waited about, 

some of the waiting was until he stabilised, one little blanket, 

we were, you know, I don’t know where my head was because 

I would have gone and demanded other blankets, but that was 

the situation we were in, in shock. 

 At 4.30 somebody came and said, well he’s 

stable now, his blood pressure’s okay etcetera you can go 

home. This is a man of 82, really not well at all, up all night 

without sleep and it was so slippery I feared I was going to fall 

going for the vehicle. Sure the nurse helped him into the van, it 

was a camper van, but when we got home I had the problem of 

getting him out, a man in agony, out and into the house up the 

steps and so on and the next problem was painkillers he had 

been given, but nobody had mentioned they only were for the 

next 24 hours which took us through to, the Doctor’s surgery 



 
 

68

closed, Saturday morning, no chance of getting a prescription 

‘til Monday. 

 It’s really not quite as marvellous as it has 

been made to sound when you are at the receiving end. And I 

must stress again it is the seriously ill people with the most 

worried relatives, the most need of their relatives’ support 

around them who are being sent so far away on a difficult, slow 

journey, however you go. It’s the only place where I have ever 

taken a bus from my car up to the place I was going and that’s 

what we have to do if you cannot walk up the hill at the Royal 

Alexandria. There’s just so many things that could be solved 

by having more Accident and Emergency provision, you would 

have half the work for your anaesthetists and I think there 

should be some very serious rethink so that the wishes that 

were expressed at the last consultation could be heard and 

acted upon. 

 

(Applause) 

 

 PETER HAMILTON:  Thank you. A 

number of the issues you have raised have already been dealt 

with by colleagues at the top table. Could I move on just to the 

gentleman here who has been trying to – thank you. 

 CLLR JAMES ROBB:  The first thing that 

struck me was when everybody got so involved with the 
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numbers and it only took two examples, one from Margaret 

and one from Mary to make me realise that this is not about 

numbers, it is about people, it is about the patient experience, it 

is about the service they receive. So why people are getting all 

hung up on the numbers somewhat baffles me because for 

every person it’s a very, very personal individual experience 

and it’s about the care and treatment they receive at that point. 

 A couple of questions actually, just to 

throw this one in, I mistakenly switched on Radio Scotland 

today and heard that C. diff. numbers were falling, I wonder if 

you could give us any update on that? 

 Secondly, to the Board the question on the 

consultation numbers. Jim made the point about not many 

people turning up, I am wondering how you are going to 

interpret that, whether you are going to interpret not turning up 

as apathy or acceptance, are you going to report the actual total 

numbers of people involved, not just those turning up to 

meetings but those that are replying by e-mail or letter or 

whatever and what you consider a representative sample in 

terms of public opinion. 

 Because I don’t agree that, you know, 

certain groups represent the community, certain groups 

represent the community interests and some specialised 

community interest, whether it be unions or politicians or 

whatever it may be. 
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 And I am genuinely concerned that you are 

only getting an average of 20 people a meeting, that’s a very, 

very poor show. 

 On the transport issue I make the point, 

yes, it’s very difficult, we are actually working on this, sorry I 

should have declared an interest, I am a Councillor in Argyle 

and Bute, and the problem is, you know, it’s a question of 

design versus cost versus usage and the numbers are below ten 

on the bus sometimes, you know, it’s very, very difficult to 

resolve this but there has to be a better solution that provides a 

better and quicker service from the outlying regions of 

Helensburgh and Lomond in particular directly through to the 

RAH. 

 And finally just, people have made 

mention of the GP’s and their contribution to this has been 

enormous so, you know, if Nick Dunn’s turns into a 

gamekeeper, I think he has done a pretty good job as a poacher. 

 PETER HAMILTON:  Thank you. Tom? 

 TOM DIVERS:  I think as far as 

attendances at meetings are concerned what we do is we report 

every form of contact that when we go back to the NHS Board 

we report on the numbers who attend the public meetings, the 

numbers who have been in contact by e-mail, those who have 

written. 
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 As Peter said at the outset we record all of 

these meetings and the reason for that is to make sure that there 

aren’t any substantive points made that are missed when we go 

back to the Board because the way in which we present our 

report back to the Board is to try while, you know, including a 

schedule of everyone who has written, we try and distil out 

what the key issues are that have come through from the 

consultation exercise and in a sense whether there have been 20 

people or 120 people or 350 we try to deal with the substantive 

issues as they are raised and address those in our response back 

to the Board. 

 So I think I can say to you that irrespective 

of, we don’t take the fact that, you know, there are 20 odd folk 

here this afternoon and we have got another meeting here this 

evening, we were asked to put on meetings both afternoon and 

evening as an indication of a lack of interest or a sense. We 

will feed back everything that comes from the meetings, 

expressed in whatever medium has been played back to us and 

make sure those issues are debated throughout the Board itself. 

 There was an extensive discussion at the 

Thursday afternoon meeting in Helensburgh last week on 

transport, as Robert has alluded to and Niall McGrogan who is 

our Head of Community Engagement is here again this 

afternoon. He heard all of that discussion last week, already 

picked up another set of contacts at the end of that meeting 
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because there is a sense that we have to be able between us, the 

big US to get better value for the resource that currently is 

being committed to this. 

 And so we have committed to pick up a 

serious piece of work on this over the course of the next two 

months to see if we can address a number of those points that 

have been made. 

 I mean I think Nick and a number of the 

other GP’s have, yes they have lived more closely with a 

number of members of my team in working through the 

implications of the work that has been undertaken over the 

course of recent weeks than I think any other group of clinical 

staff ever has done. 

 I mean if I go back and think to our 

preparation for bringing the Greater Glasgow Acute Services 

Strategy to a Board Meeting at the end of January in 2002, yes 

we understood a lot about the pattern of attendance at A&E 

Departments, we understood what was happening in terms of 

the trends on acute admissions. I mean we knew what was 

happening with surgery but here it has actually been possible to 

study the patient population that had move through the Medical 

Assessment Unit in the first instance over a defined period of 

16 months time which was Hughie Carmichael’s initial study 

and then that prospective study that Nick had described. 
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 And if I could maybe just make one 

supplementary point about that use of Doctor Carmichael’s 

database because when Professor Angus McKay and the 

independent scrutiny panel said at the end of their report that 

although they had not found anaesthetics to be sustainable and 

the evidence reasons why that was so, they had nonetheless 

made a recommendation that the current arrangements should 

continue for up to two years in order to allow that scoring 

system to be tested out. 

 Well what you have heard this afternoon is 

we have actually done more than that. We have been able to 

upgrade the quality of that database by enlarging it and also 

carry out a further prospective study. 

 Could I maybe just say to the lady who 

made the previous contribution that, I mean, I empathise 

hugely with a lot of what you have said, I think we do pretty 

well understand the bigger picture here. The difficulty is that 

there is not a sustainable volume of clinical need that can merit 

an A&E consultant led unit at the Vale of Leven with acute 

surgery, with orthopaedic trauma, with all of the anaesthetic 

input that that involves. 

 The only way in which that could be 

recreated would be by diverting a third of the population 

which, or half the population that accesses care in Paisley and 
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bringing them back here and we don’t see that as logically 

making sense. 

 MARY GRAY:  … closing the Western 

Infirmary…. 

 TOM DIVERS:  The reason why we are 

closing the Western Infirmary is because it’s clapped out, not 

fit for purpose as a set of premises and would have had to be 

replaced and rebuilt if it was going to continue in the future, 

but it’s the same issue as the issue that has prevailed here. 

 When we say down and looked at that 

acute strategy in Glasgow what we had to do was to build a 

model that would endure not for five, or ten  years, but for 15 

or 20 years and what we have done in Greater Glasgow is in 

essence we have taken the unplanned care, because it is the 

unplanned care that is always the major challenge around 

anaesthetic provision, around intensive care and we are 

bringing the unplanned care in essence into two major sites at 

the Southern General and the Royal Infirmary. 

 We are building these two big ambulatory 

care developments across the road from the Victoria Infirmary 

and at Stobhill and they will deal with planned care. 

 There will be no acute medical receiving of 

any kind, or acute surgical receiving, sorry, done on those sites 

but that separation of planned care from emergency care allows 

us to get the critical mass of physicians, surgeons and 
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anaesthetists, intensive care capacity on to those sites that will 

give us the best quality and the most sustainable models of care 

for the future. And that is the balance that we have had to trade 

in all of this. 

 In Glasgow the same thing happened. Now 

you’d say, heavens we are in Gairlochhead, people in the 

Victoria Infirmary don’t know they are living if they are only 

going to have to go to the Southern General. 

 There was a similar debate there about the 

importance of access to local care. We have had to concentrate 

elements of our expertise in order to get this critical mass of 

unplanned, unscheduled care together with 24/7 provision 

increasingly by consultants around the clock to deal with that 

group that is most sick and I’m sorry if that seems the most 

perverse version of the argument but it is those who are most ill 

who need access to the highest calibre most acute facilities all 

the way up to intensive care and there is not a model…. 

 NEW SPEAKER:  (No mike, inaudible). 

 TOM DIVERS:  Indeed and the ambulance 

service has good evidence around that point of needing to live 

long enough in order to get to those sites. That has been 

audited, Darren spoke about it in Helensburgh last week, I am 

sure he would be happy to speak to you about it again at the 

end of the meeting. 
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 But that is if you like the hard end of 

decisions which we as officers, executive directors, non-

executive directors in the NHS Board have had to grapple with 

and as we see it have had to face up to. 

 PETER HAMILTON:  Thanks Tom. 

 NEW SPEAKER:  Can I just address the 

state of the Medical Assessment Unit at the Vale? I was there 

just a couple of weeks ago and it was really in a sad state of 

disrepair, it was actually, obviously been put in an area that 

was once a ward and the state of it was absolutely shocking. It 

didn’t look clean, it looked really tired and I just wondered, but 

what I have to say, I wonder first of all when it’s actually going 

to be decorated, but what I have to say is the nurses and the 

doctors were very good, but the state, the appearance of it was 

absolutely shocking. 

 And I wondered how come you are 

reducing the numbers in the Medical Assessment Unit, that’s 

another thing. 

 PETER HAMILTON:  I think Robert will 

be…. 

 ROBERT CALDERWOOD:  If I take the 

first thing, the Medical Assessment Unit is being relocated into 

what was the former A&E Department at the Vale of Leven 

and there’s a capital scheme under construction as we speak. 

I’m not certain whether it’s at the end of January or the end of 
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February that that scheme is complete and the Medical 

Admission Unit moves to its new location but it is being 

completely refurbished and overhauled as part of the interim 

improvements to the Vale. 

 The second question, sorry, it was about 

the numbers, yes, well the numbers on the Medical Assessment 

Unit are these protocolised patients that Doctor DUNN spoke 

about and Helen introduced it, but these are the protocolised 

patients that we think the new clinical model is not best 

equipped to address, so those patients would bypass the Vale 

and go to Paisley. 

 PETER HAMILTON:  Ladies and 

Gentlemen it’s half past four and I think we should really bring 

it to a conclusion now. If anyone is really keen, we are meeting 

here again at half past six this evening. 

 Could I thank everybody for attending. The 

next stage is, as we have said already, this consultation period 

will end on the 30th of January, the paper taking account of all 

the input from yourselves will then be presented to the NHS 

Greater Glasgow and Clyde Board on the 24th of February and 

if approved at the Board will then be passed to the Cabinet 

Secretary who will in fact have the final decision. 

 So thank you again for coming along this 

afternoon and I wish you a safe journey home, thank you. 


