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TRANSCRIPT:  VISION FOR THE VALE OF LEVEN 

HOSPITAL, PUBLIC MEETING, 6.00 PM, MONDAY 1st  

DECEMBER 2008, DUMBARTON BURGH HALL 

 

 

 PETER HAMILTON:  Ladies and 

Gentlemen thank you for coming along this evening, it’s 

always nice to see you and I hope that you find this evening’s 

public event very informative. 

 Could I first of all introduce myself, my 

name is Peter Hamilton and I am a non-executive Board 

member with NHS Greater Glasgow and Clyde. 

 The purpose of tonight’s meeting, as I am 

sure you are all well aware is to discuss the paper that you 

collect as you come in the door this evening which is, if I had 

one in front of me, that one which is a summary the Vale 

Vision and the other one which is the 76 page document 

entitled Vale Vision for the Vale of Leven. 

 The paper was compiled after a long period 

of pre-engagement and pre-consultation with many interested 

parties, stakeholders and service users, the local Councils, staff, 

local community groups. 

 As a result the paper that you have in front 

of you was launched on the 1st of November and has been 
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launched for a three month consultation period which will end 

on the 30th of January. 

 What we hope to do this evening is to 

present to you the proposals contained within the paper and 

most importantly to give you the chance to ask any questions 

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

that you wish to make. 

 I should say to you that all these public 

meetings that we are holding, this is the third one, we were in 

Helensburgh on Thursday for two meetings and we had one 

this afternoon in this hall, this is the fourth, sorry I said  third, 

this is the fourth public meeting that we’ve had. 

 All the public meetings will in fact be 

recorded and that’s simply to ensure that we are able to capture 

all the discussion, all the debate and make sure that we don’t 

lose any of the issues or any of the comments that you may 

make. 

 So could I just make some introductions 

here. We have moved away from the top table because we 

don’t have a huge audience and we want to keep it sort of 

reasonably informal. 

 So if I could just introduce to you, if you 

just allow me to get my notes here and make sure that I get it 

right. We have on my right hand side Doctor Nick Dunn who is 
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a local GP and has been very much involved in a lot of the 

discussions around the Vale of Leven. 

 Sitting next to Nick is Helen Byrne, Helen 

is Director of Acute Services Strategy Implementation and 

Planning, NHS Greater Glasgow and Clyde. 

 Sitting next to Helen is Tom Divers who is 

the Chief Executive of NHS Greater Glasgow and Clyde. Next 

to Tom is Anne Hawkins who is Director of Mental Health 

Partnerships NHS Greater Glasgow and Clyde. 

 Forgive me for all these long titles but I’m 

nearly there. Sitting next to Anne is Robert Calderwood who is 

the Chief Operating Officer Acute Services Division NHS 

Greater Glasgow and Clyde and we have Darren Mochrie who 

is from the Scottish Ambulance Service and sitting next to – 

now I have got down Gary Fraser, it’s not, Bob Miller, Scottish 

Ambulance Service and last but by no means least Keith 

Redpath who is Director of the West Dumbarton CHP. 

 The format is really quite simple, Helen 

here is going to do a short presentation, about 20 minutes on 

the proposals contained within the paper and then we open it 

up to question and answer. 

 So as I look around there’s one, two, three, 

four, five, six, seven, eight, there’s nine of you, everybody will 

get a chance to ask questions, those who wish to do so. 
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 So without any further ado can I ask Helen 

to present the paper? 

 HELEN BYRNE;  Good evening 

everyone, some of you have heard this before so I apologise 

but I’ll try and make it as interesting as possible. 

 This presentation sets out the vision for the 

Vale of Leven, what we have tried to do in our work is to come 

back to you with a vision for the Vale of Leven Hospital and 

the additional services that will be available on the site and that 

was feed back that you gave to us that you wanted to hear the 

story for the Vale of Leven and provide certainty for the future, 

both for you as patients and carers of people who use the 

Hospital,  but also for staff members. 

 What I intend to do this evening is to go 

through the process that we went through for the last two 

months since we received the report in August. 

 I want to talk about the activity that will be 

presented at the Vale. I want to talk about each of the service 

areas in some details to make sure that you understand what we 

are proposing in each area. 

 I’m going to talk briefly about the 

consultation proposals and I’m going to come back towards the 

end to summarise the key points that I make in the 

presentation. 
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 So in terms of process then we received the 

independent review of anaesthetics in August 2008, so just a 

few months ago and that review concluded that anaesthetics are 

the Vale of Leven were unsustainable and that was the fourth 

review to come to that conclusion. 

 We had had the independent scrutiny Panel 

who drew that conclusion back in December last year. We had 

undertaken a review ourselves as Greater Glasgow and Clyde 

NHS Board from November ’06 to May ’07 and came to that 

conclusion and Argyll and Clyde Health Board had undertaken 

a review and also come to that conclusion. 

 The review that was published in August 

recommended a supported GP led model of unscheduled 

services. This was a new model to us, this was not an option 

we had considered previously, so basically we had to do a lot 

of work in the last few months to develop what this model 

would look like and Nick and other GP colleagues and 

consultant colleagues and staff at the Vale of Leven have been 

involved with working with us in going into the detail and 

developing a model that is now formally out to public 

consultation which as Peter has said will run until the end of 

January. 

 We shared our vision with you through 

September and October and tried to base and feed back your 
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comments that you made during that period in developing the 

model that is out to consultation. 

 So just focussing on this slide for a 

moment, this is a summary of the activity, the current activity 

and the proposed activity. 

 So here you have the services available at 

the Vale of Leven, the middle column sets out the current 

patient activity and the far column sets out the proposed patient 

episode activity and just to be clear what patient episode 

means, it means that one patient might come for six or seven 

episodes of care. 

 So we are not talking about patients, we 

are talking about patient episodes. At the moment 115,300 

patient episodes of care undertaken at the Vale of Leven. What 

we are proposing in the future is that 131,760 patient episodes 

of care will be undertaken at the Vale of Leven and what I will 

do, I am going to go into some detail through the presentation 

on this line here, the Medical Assessment Unit where you see a 

reduction proposed and this line here where you see an increase 

proposed of 18,350 patient episodes. 

 Although in these top lines the number 

proposed for the future is the same as now we are aware that 

demand may change. There has been a reasonably static level 

of activity through the Vale over the last years, but demand 
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will be kept under review and our service provision changed 

accordingly. 

 So just to reassure, that was an issue raised 

with us in Helensburgh the other day, that although we show 

the same numbers demand may increase or decrease and we 

will change the services accordingly 

 So what we are looking at in the vision is a 

significant increase in activity to be provided here at the Vale 

of Leven. 

 In terms of beds, and we often get asked 

about beds because for many people Hospitals mean beds. 

What we will have are 88 acute beds from the current 122 and 

those 88 acute beds will comprise medical beds, rehabilitation 

and a small number of continuing care beds and surgery beds. 

 In elderly mental health we are proposing 

that there will be 27 beds and in the paper we set out two 

options for adult mental health, Option 1 is to retain services 

here at the Vale of Leven and that would mean 12 beds, the 

seconds option is to move services to Gartnavel Royal and that 

would mean there were no beds, no adult mental health beds at 

the Vale of Leven and I’m going to go into all of these areas in 

a bit of detail in the presentation. 

 So in total we would have between, we 

would have 115 beds or 127 beds based at the Vale of Leven 

Hospital. 
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 The next few slides are about unscheduled 

medical care. This is the area about which we had the most 

feed back over the last few months.  

 So I’m going to talk about it in a little bit 

of detail. The expert review that was published in August 

suggested that between 36 to 83 percent of current activity 

could be sustained in a supported GP acute unit. They didn’t 

have the time to do the detailed work to determine whether it 

was 36 or 83 but they felt within those parameters levels of 

activity could be safely maintained at the Vale of Leven. 

 So therefore our challenge was to develop 

a clinically safe and deliverable model and that’s what we have 

been doing over the last few months, we have been working 

spending a lot of time looking at the detail, looking at the 

activity figures that had been collected during the last few 

years by Doctor Carmichael, looking at it in detail by 

consultant and GP colleagues to understand the types and level 

of activity, the types of patients and conditions going into the 

Vale of Leven to make a decision as to what level of activity 

could be safely sustained at the Vale of Leven in a model that 

would be GP led, consultant supported but without anaesthetic 

support. 

 Our conclusion is that 70 to 80% of patient 

activity and up to 72% of total acute beds can be maintained 

and we were asked today as to what, as to the percentages.  



 
 

10

 We have further work to do and we are 

doing that work literally as we speak to narrow the range 

between 70 and 80 so that we can come with a more precise 

figure, but we have work to do with the clinicians between this 

and the end of consultation to finalise the model. However we 

are confident that between 70 and 80% of the current activity 

can be safely sustained. 

 As I’ve  said services will be GP led and 

consultant supported and we are talking with the GP’s about 

models for GP led and we’re not talking about it being the 

same GP’s that there are now but looking at new GP’s. 

 Input of other staff is crucial to making it 

work and that will include the nurse practitioners, pharmacists 

and other staff at the Vale of Leven, many of whom are central 

to the provision of care now. 

 And I’ve talked to you about the extremely 

detailed programme of work, we spent a lot of time and effort, 

not me personally so much but clinical and other colleagues 

working through the detail. 

 So 70 to 80 % will remain at the Vale of 

Leven which means 20 to 30 % will no longer attend the Vale 

of Leven. 

 The scoring system which is widely in use 

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

medical patients do not come to the Vale of Leven Hospital. 
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 You are aware that the most acutely unwell 

patients already bypass the Vale, A&E patients, surgery, 

trauma and the sickest medical patients already bypass the 

Vale. 

 So what this tool will do is help us to 

determine that 20 to 30 % of patients in addition who will 

bypass the Vale in future. 

 The system will 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 an 

assessment is made that they need to transfer to the RAH, to 

the Royal Alexandria in Paisley that decision will be made. 

 In addition there will be certain conditions 

we don’t deal with at the Vale, even if they appear low risk on 

the scoring system, and those include stroke or suspected 

stroke, and that is about best evidence now on where stroke 

patients should be treated, patients with a drug overdose, 

gastro-intestinal bleeds, inpatient haemato-oncology care and 

epileptic seizures. 

 Patients with chest pain will be seen at the 

Vale of Leven but be transferred out to a cardiology unit if 

there is a confirmed heart attack and you see we make 

reference in the vision document to those patients who would 

immediately go to the Golden Jubilee Hospital because of the 



 
 

12

new service set up there for the west of Scotland for patients 

with certain heart conditions. 

 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 admissions, following admission and we 

will put the arrangements in place to transfer these patients on 

to another Hospital, predominantly to the Royal Alexandria in 

Paisely. 

 And I suppose a key point for us is that we 

believe that maintaining 70 to 80 % 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. 

 So balancing local services with the need 

for some patients to be able to access higher dependency or 

more intensive care. So those are the three slides on 

unscheduled medical care. 

 I am moving on now to rehabilitation.  The 

rehabilitation service will be provided for orthopaedic patients, 

stroke patients, patients admitted to medicine at the RAH in 

Paisley or at the Vale and the day hospital will be maintained at 

the Vale. 
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 In terms of new Hospital services, as I said 

earlier this represents 18,350 patient episodes, new patient 

episodes at the Vale of Leven. So patients will no longer travel 

to Glasgow or to the RAH to receive these new services, they 

will access services at the Vale of Leven. 

 We will have a new urology and 

ophthalmology day surgery services developed at the Vale, 

supported by significant investment and particularly in theatres. 

More patients will receive day operations and procedures in 

general surgery, ear nose and throat which is ENT, 

orthopaedics and endoscopy. 

 We will develop a new rheumatology 

service at the Vale. There will be additional outpatient clinics 

across a number of areas. There will be the development of a 

comprehensive dental service including 20 dental chairs, six 

additional dialysis stations which means that the patients who 

require dialysis will not have to travel to Glasgow. And we set 

out in the document the further development of palliative and 

cancer care. 

 So we believe this represents a significant 

development at the Vale in terms of the number of people who 

will no longer have to travel either to Glasgow or to Paisley for 

treatment and it is a range of services from outpatients to day 

care cases, to renal dialysis services. 
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 Okay, moving on then to elderly mental 

health. As you know we had a consultation on mental health 

services earlier in the year and in that consultation we received 

numerous comments which we took on board and that’s 

reflected in the vision for mental health services for older 

people and in this vision we set out that inpatient care for older 

people will remain at the Vale. 

 We intend to address the inappropriate age 

mix of older people with functional mental health problems 

being in the same ward as younger adults. So at the moment 

older people are in the same ward as younger adults in the 

Christie ward. Out intention would be to address that as we 

develop the service. 

 It is proposed that elderly mental health 

continuing care beds will transfer from the Dumbarton Joint 

Hospital to the Vale and that was part of the previous 

consultation. This gives a total of 27 elderly mental health beds 

at the Vale and underpinning this is improved access to 

community services, so where possible keeping people at 

home, treating people at home or in community settings so that 

they don’t have to be admitted to a Hospital bed. 

 Moving on now to adult mental health 

services. We are seeking feed back in the vision on two options 

and again many, many comments were given to us during the 

consultation on adult mental health services. Option 1 is the 
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retention of 12 adult beds at the Vale with GP’s providing 

resident specialist medical cover out of hours. 

 The second option, the transfer of the 12 

adult beds to Gartnavel Royal with junior medical psychiatry 

staff providing the out of hours cover. So the difference there 

of the 12 beds remaining at the Vale with out of hours cover 

provided by GP’s and the 12 beds being transferred to the 

Gartnavel Royal with out of hours cover by, cover provided by 

psychiatric staff. 

 There will be access to intensive 

rehabilitation beds at Gartnavel. We acknowledge there are 

pros and cons to the two options and we will use the feed back 

received during consultation to help us to make a correct 

recommendation to the Cabinet Secretary. 

 Underpinning adult mental health services 

again is improved access to enhanced community services 

including the planned development by NHS Highland which of 

course was particularly important in the meetings that we had 

last week with people from Helensburgh and Lomond. 

 Greater Glasgow and Clyde has committed 

through the CHP and the Partnership to enhance community 

services to enable people to be treated at home, crisis 

intervention services, assertive outreach and other such 

services that have proven to keep people at home and allow to 
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be treated in community settings as opposed to being admitted 

to Hospital. 

 Okay, so now I am moving on to the new 

Alexandria Medical Centre. This is not part of the Hospital per 

se, it’s part of the vision for the Vale of Leven site. 

 The new Medical 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 and 

what that means really is that if you need to see a GP and you 

also need to see a nurse or a Social Worker or another 

professional that it should be possible that you can see them on 

the same day so that you don’t have to return again and again 

and obviously those proposals are being developed but that 

would be the aspiration. 

 It will provide opportunities for better and 

closer working between community and Hospital care, not least 

because of the proximity to the Vale of Leven Hospital. We 

believe the Vale site is the best option for developing the 

Centre and planning permission has been granted. 

 A new Care Home has also been planned 

for the site with the Council as the lead Agency and through 

this process we have worked closely with the Council to 

develop our vision and they are very supportive that we are 

coming out now from our consultation on a vision that sets out 

certainty for the future of the Vale. 
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 So what I’ve tried to do there is to talk to 

you about the components of the vision document, from 

unscheduled medical care, rehabilitation, the new Hospital 

services, mental health services for older people, mental health 

services for adults, the Alexandria Medical Centre and the Care 

Home and those are the key parts of that summary document 

and the bigger document. 

 In terms of consultation, as Peter said this 

is the fourth of nine meetings, the five other meetings will be 

after Christmas, so anyone wants to come back again in 

January to talk to us you will be more than welcome. 

 In addition we arranging drop in sessions, 

these are more informal where we will have colleagues 

available in more accessibly settings where if this kind of 

meeting you don’t particularly like or people here tonight don’t 

like or want more one to one you can, those drop in sessions 

will offer that. 

 We will meet with community and patient 

groups as requested and we have already had a request today. 

We will also meet with West Dumbartonshire Council and 

Argyll and Bute Council. 

 We’ve distributed the summary leaflets 

that Peter showed you a copy of to all households. 

 In terms of feed back it can be written, you 

can write to us in a letter or via e-mail or however you wish 
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and we will capture verbally what’s said tonight, and as Peter 

said the meetings are recorded. 

 Consultation closes on the 30th of January. 

We would urge you to have any feedback into us by then. The 

Board Meeting is on the 24th of February and what we will do 

is collate all of the comments that we receive and capture those 

in the Board report. So reference will be made to all of the 

comments that we receive during the consultation period. 

 The decision and recommendation of the 

Greater Glasgow and Clyde Board will go to the Cabinet 

Secretary and she will make the final decision. 

 Okay, the next few slides are the last few 

slides and basically what I’m going to do is just summarise 

what I’ve said to you tonight before we go into the discussion. 

 So our approach in the vision has been to 

try and provide the optimal balance between maintaining and 

enhancing local services and the need to travel for specialist or 

more intensive care. 

 Our vision is that the Vale of Leven 

Hospital site will continue to play the central role in providing 

NHS services to the local area. 

 Our proposals see the majority, at the 

moment 70 to 80% of unscheduled medical care being 

sustained at the Vale through the new arrangements of a GP led 

consultant supported model. 
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 The majority of acute inpatient beds, 72 

percent will be sustained. We have set out the large increases in 

the volume of planned care being delivered at the Vale, 

including the development of new services. 

 There is no change intended to minor 

injuries, to maternity services and, you know, we made the 

decision to keep the birthing suite open at the Vale, diagnostic 

services, primary care emergency services and the day hospital 

for all the people. 

 We will retain mental health inpatient 

services for older people with mental health problems and 

those services will be enhanced by the serviced transferred 

from the Dumbarton Joint Hospital. 

 We set out two options for adult mental 

health inpatient services and we also set out in the vision for 

the Vale of Leven site the development of the new Alexandria 

Medical Centre and a Care Home on the Vale of Leven site. 

 So this is my final slide and the slide that 

we will leave up during the evening. Just to recap, our intention 

is to move to the provision of 131,760 patient episodes of care 

at the Vale of Leven Hospital. This represents a significant 

increase over the current provision of care. 

 The major change in this slide is at the 

Medical Assessment Unit where our view is, having looked in 

detail at the service provided, that we can safely sustain 
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between 70 to 80% of current activity which means 20 to 30 % 

will move to the RAH, the Royal Alexandria. 

 In terms of beds, we will have 88 acute 

rehabilitation surgery beds, 27 elderly mental health beds, 

possibly 12  adult mental health beds and on the site a Care 

Home and the Alexandria Medical Centre. Thank you. 

 PETER HAMILTON: Thanks very much 

Helen. It’s really now we open it up to the floor now for any 

questions. We do have two microphones available if they re 

required, it may be that they are not and could I just ask, if you 

don’t mind, if you do ask a question if you maybe just give us 

your name or who you represent, it would be helpful to us, you 

don’t have to but it would be helpful if you do that. 

 So it’s really over to you, questions, 

comments, any issues you may have, this is your opportunity 

and as I’ve said and as Helen has said the whole proceedings 

are being recorded and that will be the case for all the 

meetings. Now if I go to this gentleman first and then I’ll come 

back to yourself, the gentleman there. 

 NEW SPEAKER:  Am I right in reading 

that the Accident & Emergency is being kept open at the Vale? 

 PETER HAMILTON:  Robert? Sorry, 

Tom. 

 TOM DIVERS:  There isn’t an Accident & 

Emergency at the Vale, there hasn’t been for some years. What 
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there is a Minor Injuries Unit and it will continue with the same 

number of attendances projected as is currently the case. 

 SAME SPEAKER:  Will that close at 6 

o’clock at night as it does just now? 

 DR NICK DUNN:  Sorry, I’m a GP, I 

work at the Vale of Leven in out of hours. The Minor Injuries 

Unit actually operates on a 24 hour basis, seven day a week, it 

doesn’t shut at 6 o’clock in the evening. Sorry the Minor 

Injuries Unit is open and operates 24 hours a day, seven days a 

week, it doesn’t shut at 6 o’clock in the evening. 

 SAME SPEAKER:  Well I’ve been there 

after 6 o’clock and it was closed. 

 DR NICK DUNN:  Right, I’m not sure 

how that happened but certainly anyone who comes, I mean I 

work there overnight and overnight if anyone turns up with a, 

you know, what we think might be a broken ankle or a broken 

arm or whatever they’ll get seen in x-ray. 

 SAME SPEAKER:  If that’s the case…. 

 DR NICK DUNN:  That would continue 

with this vision as well. 

 SAME SPEAKER:  Another point I’ve got 

to make is when we went to as you call it Minor Injuries and it 

was with a child being stung with a bee and the woman was 

told that there was no Doctor there to look at a young child… 
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 DR NICK DUNN: That would be correct 

during the day, during the day there are no GP’s there and at 

the moment so therefore the Hospital caters for adult 

emergencies and minor injuries. I think that would be a 

development to be honest that would occur with the new model 

because with the new model it would be staffed 24/7 by GP’s 

who would be comfortable dealing with children as well as 

adults. 

 SAME SPEAKER:  You would agree that 

was a short fall then? 

 DR NICK DUNN:  Well I would certainly 

agree that that’s an improvement, I’m not sure if, you know, 

the current level of care has been that way for a while to be 

honest with you, I think it’s just a reflection of the skills that 

are on site and I suppose Doctors have to deal with what they 

feel they can safely deal with. 

 SAME SPEAKER:  Okay. Now this might 

sound silly but if you go after 6 o’clock how do we find youse 

there? 

 DR NICK DUNN:  If you go to where the 

Minor Injuries you know entrance is, which is just slightly to 

the main entrance, it’s a common entrance for everyone 

coming in the Hospital out of hours, so it is the same entrance 

for anyone at that time of day, but after 6 o’clock at night until 
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8 o’clock in the morning, so you would be directed to see the 

GP or whoever was on at that time. 

 SAME SPEAKER:  Well you have 

answered my questions, thank you very much, thank you. 

 PETER HAMILTON: Thank you. Now I 

believe Mr Muir you have a statement to make, it’s not a 

question, and remember anything that you have there can be 

sent into us as a written submission – I’ll give you a chance…. 

 ANDREW MUIR:  Apologies for that. My 

name is Andrew Muir, I am a member of the public. I’d just 

like to speak about the admission procedures to the Christie 

Ward as my experience. 

 

PERSONAL MEDICAL DETAILS INCLUDED IN 

STATEMENT – REMOVED FROM TRANSCRIPT DUE 

TO GUIDELINES ON PATIENT CONFIDENTIALITY. 

 

 That’s the end of my statement, I’ll give 

you my next thing in January. 

  

 PETER HAMILTON:  Okay, thank you 

Mr Muir. Questions? The gentleman there, Gordon? There’s a 

microphone if you are……. 

 ROBERT DARROCH:  I am sorry, I don’t 

come from this area, I come from Clydebank and I read about 
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the demonstrations against the circumstances in the Hospital 

and I went to visit it and it reminded me of being bombed 

during the Clydebank blitz; boarded up wards with graffiti on 

them, paint being stripped off paint, there’s being boards being 

stripped of paint and when I saw the elderly wards all the 

roughcast is falling off. I thought, my goodness. 

 And then when I read this you said, “For 

the past ten years there has been much debated and uncertainty 

about the Hospital’s future. Well ten years and it has been ten 

years of neglect, no wonder the staff have been depressed, it 

must have been terrible and I’ve written a letter and sent it 

round, distributed it round Cove, Helensburgh, Vale of Leven, 

Hospital surgeries, the Doctor, I have got one in his surgery 

and I can’t believe some of the things that’s happened. 

 A lady told me that when she was at a 

meeting in your Headquarters a man said, it’s only six miles 

from the Vale of Leven to Paisley as the crow flies. Well I 

costed a couple going as the helicopter flies is £3750 to 

Paisley. 

 I can’t believe some of the things that’s 

happened here. What the people here really need is a Hospital 

that cares for everybody. 

 The old aged pensioners, I timed, I went 

from Cove to Helensburgh, to Partick, waited in the cold to get 

a bus to the RAH and an old person would be away for seven 
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hours. It’s the same going by Balloch to the Dumbarton special 

bus, she will be away for seven hours and old people go to see 

their husbands every day, that’s not going to help their health 

either. 

 So honestly I really believe that….. 

 PETER HAMILTON: You’ve raised quite 

a few issues there and some of them have been raised before, 

particularly around the fabric of the building. Robert do you 

want to respond? 

 ROBERT CALDERWOOD:  Peter. I 

break the points you raised down to the two or three different 

issues. 

 First of all if we take the ten years that 

there has been a lack of certainty over the future role of the 

Vale. This whole document of visioning the future and giving 

certainty over the next ten to fifteen plus years is a recognition 

of the fact that really since about 1999/2000 clinical services 

have been individually reviewed and have incrementally in 

some cases been re-provided, redesigned from other services, 

most notably the RAH and therefore the whole purpose of the 

vision document is to give clarity to the role of the Hospital. 

 Turning to the fabric, we are doing two 

things with regard to the fabric; firstly we are addressing a 

whole range of, if you like housekeeping issues like the 

roughcast being fixed. The reason that that wasn’t previously 
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done was aligned to a combination of insufficient capital and 

this lack of certainty about what the building was going to be 

put to. 

 So we have embarked on a programme of 

expenditure over this year that will see 2 million pounds spent 

on improving the basic amenities within the Vale of Leven 

Hospital to deal with its interim role. 

 Secondly we give a commitment in the 

visioning document that at the end of this process, once the 

Cabinet Secretary has agreed what services should be provided 

from the Vale we will bring forward within a six to nine period 

a comprehensive capital plan to in essence rebuild the Hospital 

and make it fit for purpose for its new we believe exciting role 

going forward. 

 The third issue you make is one of 

transport and access to alternative facilities and you talk in 

your letter of the various difficulties getting by public transport 

from various parts of the community served by the Vale to 

Paisley. 

 Well we do two things with regard to that, 

currently we are spending almost £100,000 a year in putting in 

public transport infrastructure to take people from the Vale of 

Leven, from Alexandria to Paisley and that service is currently 

available to the public at a cost of £2 each way, £2 per single 

journey. 
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 Secondly it’s free to everybody over 60 

because it’s covered by the Strathclyde bus pass and other 

elderly schemes, so that transport is there. Sadly it’s not 

currently being used, we have given a commitment at these 

kinds of public meetings and at numerous other community 

meetings that we will work with the local community to try and 

deal with the scheduling of the bus runs to their pick up and 

drop off points so that it is connected more into where people 

live or where people seek to move from to the Hospital and that 

we will seek to speed it up so that it does if you like a kind of 

express service after a handful of pick up points in and around 

the Alexandria area, it goes as an express route to Paisley and 

similarly on the return. 

 It is regrettably a fact of life that for people 

who are living distance already away from the Alexandria 

Hospital have to endure that journey already. What we are 

saying is that where we further exacerbate that travel, because 

of changes we propose connected to the Vale we will work 

with the community to put improved public transport in place. 

 But I have to say, and I have said at other 

public meetings we will work with the community to do that 

but basically at the end of the day the community really need to 

intimate that they want that kind of service and use it and at the 

moment regrettably the way the service is currently configured 
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it’s not meeting the needs of the community and it’s not well 

used. 

 ROBERT DARROCH:  I know your are 

saying that you have got public transport, it actually says in an 

emergency to get to Paisley, if you are going from here to 

Paisley and you are on the back road, it happened to me when I 

left Greenhead Road and we were heading for the Milton lights 

and the traffic, there was two lanes of traffic was jam packed 

right up to the lights.  

 The next thing I heard a siren at my back 

and there was a Police car and the Police car had nowhere to 

go, he was clogged up and an expert says the ambulance 

drivers are experts in finding an alternative route, if someone 

can tell me an alternative route facing the Milton lights, an 

alternative route, it’s a boat going up the Clyde is the next 

alternative route, because there is no other way to get by. 

 How can you get by, you go right up to the 

Milton roundabout and the Police care couldnae get by, so how 

was an ambulance going to get by? If someone can tell me how 

can you manage to get through that line of traffic I’d welcome 

it, believe me? 

 PETER HAMILTON:  We might have 

somebody here that might be able to answer that. Darren who 

is from the Scottish Ambulance Service. 
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 DARREN MOCHRIE:  Yes, from time to 

time we do experience difficulty getting through traffic, I 

appreciate that and from time to time we do experience 

difficulty  getting through traffic, it’s never caused us a 

problem so far getting from the Vale of Leven up to the RAH 

or into Glasgow. 

 We can call upon the Police to give us an 

escort through the traffic. We have got the helicopter as well 

which we can use, so there is various different methods that we 

can use to get through the traffic but I appreciate it can be 

difficult at times depending on the time of day. 

 NEW SPEAKER:  This is a bigger 

question for a bigger picture, but this is a very large catchment 

area. I lived in the east Ayrshire for 30 years and they have a 

superb state of the art Hospital serving the whole of that area. 

 The Vale of Leven was built for that 

purpose that I can remember and why has it bee let to go when 

we have all this, you know, to offer the people around and 

about here, it’s a big catchment area. 

 Why can east Ayrshire, south Ayrshire 

have state of the art hospitals, you know, centres of excellence 

and ours is falling to bits? 

 TOM DIVERS:  I mean the difficulty is 

that there is not the population base here that can justify the 

provision of a major acute hospital, that has been the history of 
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what has happened and it’s in part in response to some of your 

opening comments as well Sir because over the course of the 

past 15 years what has happened is that as the provision of 

medical and surgical care has become more specialised, and I 

think quite properly more specialised because all of us would 

want to see a specialist in the sub specialty area that we needed 

treated. 

 Whereas back in the 1990’s there was a 

surgical team available that would deal with different aspects 

of surgery, surgery has now become much more specialised so 

you don’t have surgeons any more who will be competent in a  

broad range of areas of expertise. Surgeons will specialise in 

breast surgery, in bowel surgery, in vascular surgery, dealing 

with surgery of the arteries and the overall case load within this 

catchment area has fallen over the years to a level where you 

can’t sustain that level of expertise….. 

 SAME SPEAKER:  Surely we have 

hundreds of thousands of people in this area. 

 TOM DIVERS: No, you don’t, 60 to 80. 

Those are attendances, sorry those, what Helen has shown on 

that final slide there is 131,000 patient episodes that would take 

place over the course of a year. 

 And that’s the difficulty with what’s 

happened, that’s the reason why in Glasgow we are bringing all 

of our major acute medical and surgical and orthopaedic 
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trauma, emergency work on to two sites as part of the strategy 

there because it just isn’t practicable to be able to sustain all 

those other units. 

 In the Ayrshire example that you have just 

quoted there are two acute Hospitals in Ayrshire serving a 

population of about 360,000…… 

 SAME SPEAKER:  They pour money into 

those Hospitals. 

 TOM DIVERS:  They did, they poured 

money into those hospitals in order -  but they also moved a lot 

of services out of other Hospitals, Ballochmile went, Ayrshire 

central was completely re-profiled, the maternity service most  

recently from there has gone to Crosshouse and again the key 

issue that has driven, the two key issues that have driven these 

changes have been sub-specialisation and increasingly the 

importance of delivering emergency care, the unplanned care 

on a 24/7 basis with more experience than more senior staff. 

 And what you will see over the years 

ahead increasingly is that these major acute sites will have 

consultants or at least very experience trained Doctor working 

24/7 manning those services. 

 The days when junior Doctors manned the 

front doors of Accident & Emergency Departments or Acute 

Receiving arrangements are already behind us. 
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 So although it is a sizeable population it is 

not of a level that has enough critical mass to sustain the 

activities of a full general Hospital and that has been the major 

driver for change over the course of the past ten years. 

 What we have endeavoured to do in the 

two and a half years since responsibility passed from Argyll 

and Clyde Health Board when it was dissolved into our hands 

within NHS Greater Glasgow and Clyde is to bring forward a 

series of service proposals across all aspects of service 

provision and across all parts of what was the former Argyll 

and Clyde Health Board area and our aim is that this should be 

the final consultation arrangement. 

 Yes, we have heard about the ten years of 

uncertainty. What we want to do is to bring forward a proposal 

that gives certainty, not just for a year or two but for the 

foreseeable future and to do that with a set of arrangements that 

we believe is sustainable and will endure through that period. 

 SAME SPEAKER:  Well I accept that 

youse are trying to do something there and it’s to be 

appreciated. I feel a lot more could be done. 

 TOM DIVERS:  I think, I was asked at the 

meeting in Helensburgh last night, you know, I need to put that 

back to people here and say, well you need to tell us what you 

think the more is that we haven’t done, because we believe 
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quite honestly that we have overhauled every aspect of 

provision. 

 SAME SPEAKER:  The best more is 

money. 

 TOM DIVERS: No, it’s not. 

 SAME SPEAKER:  There’s no doubt 

about it, no doubt about it, you put money into a Hospital you 

attract the best Doctors, the best nurses, the best equipment. 

 TOM DIVERS:  But it’s people resource 

and skilled people resource that is the key issue in shaping the 

pattern of these services. You can’t attract consultant staff, as 

has been proven with anaesthetic here, to work in a Hospital 

where there is not a viable workload.  

 We have not been able to recruit 

permanent consultants to the Hospital. You don’t get training 

accreditation from the training bodies for training programmes 

unless they can see a viable future. 

 This is not a money question, this is a 

skilled people resource question. 

 SAME SPEAKER:  I think it starts from 

money. 

 PETER HAMILTON:  I’m going to do my 

David Dimbleby here and ask to move on, if you could pass to 

the gentleman behind you, thank you. 
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 NEW SPEAKER:  I’d like to contradict 

you there, you says you’d looked in to the future when youse 

were planning this, do you know there are a thousand houses 

getting built in Dumbarton itself. Now I don’t know about 

other areas, in your own figures it’s 3.7 per household, possibly 

four, to me that’s 4000, another 4000 people just in this area, 

probably another 2000 motors that will be using this road at the 

busy times that you are on about. 

 I don’t think youse have really looked into 

it, youse have got one agenda and it’s to shut the Vale Hospital 

which is ridiculous. If you had offered us another alternative 

rather than going over that bridge it could be a wee bit more 

acceptable. 

 I don’t think youse have really looked at it 

because this is just Dumbarton, in the next two years there’s 

1000 plus houses getting built and that’s a lot more people in 

this area because you are saying we’ve no’ got enough people 

to justify a Hospital service Well there’s another 4000 people, 

plus other places. 

 TOM DIVERS:  Sure, if it was 20 times 

that additional number you might get to viability, I’m not 

joking, 20 times that growth number might get to the question 

of viability. 

 We’re talking often now about a quarter of 

a million being the minimum level that can sustain a full range 
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of general Hospital services. You know 2000 more or 4000 

more, those numbers will comfortably be accommodated in the 

scales of accommodation that we are making available here. 

They don’t begin to tip that balance in looking at he viability of 

emergency care. That as I said is the crucial issue in this and 

it’s why, not just here, Ayrshire found exactly the same, they 

are there to get their services down on to two acute sites. 

 It is an inevitable consequence of those 

two factors that I mentioned. 

 SAME SPEAKER:  Well I can agree to 

that, but what I cannae agree to is going over to Paisley 

because it’s no’ suitable for anybody in this area at all because 

it can take you three hours, if you’ve no’ got, three hours it 

takes you to get to Paisley from here if you have no’ got 

suitable transport. 

 ROBERT CALDERWOOD:  I think we 

have recognised the transport issue, but I mean the reason why 

we made the recommendations to build on the links that exist 

with the clinical teams at the RAH is the whole issue of 

continuity of care. 

 At the moment the services at the Vale, the 

130,000 patient episodes that we seek to develop at the Vale 

versus the about 10,000 episodes that currently go to the RAH 

for specialist care, that’s the balance, it was about 13 to 1 in 

our model about keeping services locally versus travelling, but 
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the reason that we are aligning these services, these critical 

care services, these specialist services with Paisley is at the 

moment over 70 consultants a week come down from Paisley 

to deliver local care at the Vale of Leven. 

 Now if you disconnect that and say that the 

population could go for emergency care to another service you 

run the risk of not building up (a) the continuity of care and (b) 

the commitment among the clinical teams that **** to deliver 

services locally and this is about building up these clinical 

teams in such a way that as services develop and techniques 

improve we believe more services will be able to be 

repatriated. 

 Once something is no longer specialist, 

once we believe that as techniques and interventions develop 

that we can deliver these locally the whole aim is to keep 

repatriating back into the Vale of Leven and the whole 

document, particularly the kind of glossy version, what we 

have tried to do in that is we’ve tried to segregate out 

unplanned care, unscheduled emergency care and say that we 

need to deliver a safe and efficient service for this population. 

 We are predicating that built on using 

services and support  at the RAH and we have then split the 

occupant into planned care, and what we are saying is that all 

aspects of planned care we will look to build locally. 
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 And as a started for ten on that we are 

saying there are currently eighteen and a half, almost 18,500 

episodes of care. 

 Now some of these people who are  going 

to dialysis three times a week up in Glasgow and we are saying 

we will build services at the Vale of Leven so that these people 

can get that services locally and avoid significant travel, 

significant discomfort to them and the family and equally a 

larger proportion of these 18,000 are going up to Paisley or 

Glasgow for day surgery or investigation and we are saying we 

will build the services up locally by bringing the specialists 

down to the Vale to get more planned care. 

 And that for us is a commitment to 

continue to build the Hospital up in any and every way it is 

viable in planned care. 

 In unscheduled care Tom has outlined the 

drivers that we need to take account which is clinical 

specialism with patient safety and at the moment this model, 

particularly the proposal to keep up to 80 percent of the 

medical assessment, the minor injuries and the out of hours 

medical services remaining at the Vale is trying to address 

what we believe is the maximum amount of care we can 

deliver locally, safely. 

 NEW SPEAKER:  No microphone, 

(inaudible)….. 
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 ROBERT CALDERWOOD:  Well I 

appreciate the point you are making, I think if we take these 

particular issues like stroke, it is recommended now that all 

patients should be admitted to a specialist stroke unit under the 

care of specialist clinicians in the shortest period of time after 

the suspected stroke or stroke and indeed they are expected to 

access CT scanning within 24 hours and indeed there is 

research at the moment that suggests that might come down to 

less than six hours. 

 The Vale of Leven could never be a 

specialist stroke centre therefore even if we were maintaining 

status quo we would be seeking to develop services for stroke 

and it’s back to the critical mass issue of how we develop these 

services. 

 So we believe that people will get safe 

access to these emergency services in specialist units and we 

genuinely believe all of the clinical teams involved and we 

genuinely believe the outcome for the patients will be better. 

 SAME SPEAKER:  No microphone 

(inaudible). 

 TOM DIVERS:  I don’t understand what 

you mean by ‘we have been proven wrong in the past’ because 

I don’t think any of the strategic decisions that we have taken 

in the last ten years in Glasgow…. 



 
 

39

 SAME SPEAKER:  No microphone 

(inaudible).  

 PETER HAMILTON:  Patrick….? 

 PATRICK TRUST:  Yes, Patrick Trust, 

I’m not here as a retired General Practitioner or connected with 

West Dumbarton, I’m here representing Cardross Community 

Council. 

 I was accosted while I was filling up with 

petrol at Milton yesterday by a lady who is hairless who 

wanted to specifically to say, will you please thank the Health 

Board for maintaining the oncology treatments locally, she had 

been to the Beatson, she’s had her plan and she just wanted 

everyone to know how superb it was that she went for her  

treatments now to the Vale and would continue to do so. 

 So local people are delighted that you are 

carrying on with the chemotherapy and oncology service at the 

Vale. 

 However General Practitioners have been 

extremely concerned and other patients that there is a possible 

threat to the haematology service and I met a patient from 

Oban in the Haematology Day Care Centre who sees Doctor 

Clark and her two consultant colleagues who wanted to know 

what your plans were for haematology and they are a little bit 

vague and I would put in a plea that the Day Haematology Unit 

stays at the Vale and in Oban. 
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 And my second thing is really to Helen, 

I’m worried about bed numbers because looking at this the 

beds are going down quite a lot and looking at all the plans for 

the Southern General and the like, the beds are going down a 

great deal. 

 I think, I am delighted to see in your paper 

that you are going to repatriate as many people as possible. I 

don’t see how you are going to do that because the Vale is full 

again today, was full again most of last week. 

 The other Hospitals, as you know, 

throughout the west of Scotland are full, the number of elderly 

is going up and while the population is not going up because 

single occupancy has gone up which most people don’t 

understand, the reason our population in West Dum is going 

down is because the number of houses are going up but the 

occupancy is going down strikingly. 

 So I would just say to you Helen why are 

you cutting the bed numbers so much when we’re already stuck 

for beds. 

 HELEN BYRNE:  Okay, thanks Patrick. I 

mean in actual fact although we talk about 88 acute beds at the 

Vale of Leven we talk about 42 additional beds at the RAH. So 

in overall terms the bed number is actually going up rather than 

going down, because at the moment it’s 122, so we will have 
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an increase to 130 once the RAH beds and the Vale beds are 

maintained. So there is actually an increase in overall terms. 

 There is no doubt about it there is pressure 

on beds across the system throughout the year and that’s part of 

our planning as to how we deal with the operating difficulties 

that that presents and how we use our beds across the city when 

that is faced by the Vale, the RAH and the beds across 

Glasgow. 

 So very, very tuned in to the issue about 

bed and bed modelling. 

 TOM DIVERS:  And what’s been done as 

part of the calculation of the bed requirement here is to capture 

the bed days of medical patients who may have been boarded 

in a surgical bed for example, so that has been swept up in the 

calculation of the bed requirement here so that totality of those 

admissions have been pulled together in the analysis that’s 

been done. 

 So I think the numbers are as robust as 

they can be and as we have said in other places all of this 

activity continues to get tracked and monitored annually so that 

we continue to understand what the trends are both in terms of 

medical admissions and the trend line here has been relatively 

stable in recent years in terms of the numbers going through 

the medical admissions unit. 
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 In some other acute sites it’s been much 

more volatile than that but we keep these things under annual 

monitoring in terms of reports that we take back to our Board 

Performance Committee. 

 PETER HAMILTON:  Your first question 

Doctor Trust was…. 

 ROBERT CALDERWOOD:  Was around 

the matter of oncology. I mean we are working with Doctor 

Clark and colleagues to bottom out the current service and the 

proposed service. 

 Basically at the moment there are a few 

compromised patients that Doctor Clark currently boards in the 

medical beds which she believes would be best served as going 

into a specialist haemato-oncology unit in either Paisley or 

Glasgow and that’s been worked through. 

 We are also working with her and her 

colleagues looking at the on site provision of medical support 

throughout the day to see which other groups of patients may 

or may not be affected but because she’s now going to be part 

of a bigger clinical team she’s reassured that her clinical 

commitment to the service and support as being part of a 

bigger clinical team she thinks the service can be maintained 

broadly as is and even ‘developed’. 

 So our expectation is that there will be 

little change to the day haemato-oncology service and in the 
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expectation that when she is working within a bigger team 

other colleagues might be able to support aspects of 

development as we go forward. 

 PETER HAMILTON:  Is there anyone 

down here who hasn’t asked a question who would like to ask 

one? The gentleman there and then I’ll come to yourself, okay. 

 NEW SPEAKER:  Every meeting I’ve 

been at, I have been at every one, now the problem always 

seems to come up anaesthetists, they can’t recruit, why is this, 

always comes up, can you tell me this? 

 TOM DIVERS:  Yes, and if you do want 

to get the opportunity to look at the detailed annex that is in the 

consultation paper we have tried there to summarise what the 

key points were from four reviews that have now been 

undertaken of that question of anaesthetic sustainability. 

 But the crucial question is the one I was 

discussing with the gentleman earlier, there isn’t actually a 

viable workload there that requires that level of specialist input. 

 You will see from the paper that the 

number of emergency calls that the anaesthetists are required to 

respond to under the current arrangement on average is one 

during normal working hours and one outwith normal working 

hours. 

 As I mentioned earlier attempts had been 

made to recruit and fill those posts with established 
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consultants, that has proved impossible in spite of numerous 

adverts and the current arrangement in place sees locum 

appointments holding the arrangements together, but that’s not 

a sustainable arrangement for the future. 

 The suggestion has been made at different 

times, well you’ve got ‘hunners’ or anaesthetists across the 

whole of Greater Glasgow and Clyde, just get them on to a rota 

and send them down there to work, but the same questions 

arise, there is not a viable workload there to justify the 

commitment of that skilled expertise. 

 Secondly you won’t get Doctors who are 

prepared to go and work in that environment because it’s not 

fulfilling, it doesn’t allow them to maintain their skills. 

 And thirdly as was reflected some years 

ago there is not accreditation given by the training bodies to 

train junior Doctors. 

 Those are the reasons and no fewer now 

than four different groups have come along to look at the 

question of sustainability of anaesthetics and concluded that 

it’s not sustainable and indeed I was just being reminded when 

I was reading some of the papers back to 2004 about this that it 

was the senior consultant anaesthetist within the Vale of Leven 

himself who at that point in 2004 had flagged that this service 

was not going to be sustainable and that an alternative model 
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needed to be found for delivering acute medical receiving 

which was not dependent on anaesthetic support. 

 And that is now what has been bottomed 

out through the work of the most recent external review team 

and the report that Doctor Dunn and Doctor Trust and many 

other colleagues have actively been engaged in developing in 

more details over recent months. 

 PETER HAMILTON:  Doctor Dunne do 

you want to…..? 

 DR NICK DUNN:  Yes I think it’s fair to 

say that the problem with anaesthetics and the other specialities 

is not just a problem that has arisen in the Vale of Leven but 

it’s affecting Hospitals across the country for various reasons. 

 It’s partly because it’s recognised that you 

need that critical mass of experience to maintain skills and 

experience but in order to train Doctors you need to have rotas 

that work with implementation of the European Working Time 

Directive and their scheme called Modernising Medical 

Careers, that has changed how training has worked for Doctors, 

for junior Doctors and it’s much more tightly controlled which 

means that the Centres which can train anaesthetists have 

become fewer and I think that’s a problem that’s going to arise 

in other areas other than the Vale of Leven. 

 Now that was the main driver for us 

looking at the integrated care model at the Vale of Leven, 
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finding a safe delivery of acute care which would not require 

anaesthetics on site and whilst it’s recognised for the more 

what we call acute cases, our critical patients, we do require to 

have an intensive care unit on site with anaesthetics. 

 There is a significant proportion of patients 

that we have identified who don’t need that kind of support 

who can be looked after safely locally and they can be 

identified at a very early stage and that’s what a lot of the work 

that’s been done over the past few years and more recently 

bringing that together has identified that with the application of 

a few very simple tools that score patients at an early stage, 

you can identify which patients can safely be looked after in 

the kind of GP led unit that we are describing at the Vale of 

Leven. 

 And we are basing that upon a lot of 

material that’s been collected over, well over a year by Doctor 

Carmichael, one of the consultant physicians at the Vale and a 

lot of analysis has gone into that. 

 In addition we have also done prospective 

audits where we have had GP’s looking at the admissions 

coming into the Hospital and telling us what they think would 

be safely dealt with without requiring consultant support and 

by looking at a lot of these figures plus the hands on experience 

that GP’s like myself have gained by working in the Hospital 

overnight over the past three years in fact, we have identified 
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that around about in fact 70 to 80 percent of the current acute 

admissions could be looked after safely at the Vale of Leven 

without anaesthetics on site. 

 I actually think that what we are describing 

here tonight and what we are trying to put together is 

something that should seriously be seen as an improvement to 

care within the area. 

 I think it could provide us with a Hospital 

that is meeting the needs of the local community because if you 

are involving GP’s who are aware of what patients in the area 

need and want, who are shaping the service that can be much 

more responsive to what’s required. 

 I think increasingly as well though in this 

kind of modern age there are specialist areas that require 

specialist skills, for example the Golden Jubilee Hospital being 

the cardio-thoracic centre where the most serious heart attacks 

go there straight away or with acute stokes, as Helen described 

earlier on, they should go to a specialist stroke unit and I think 

that’s a good thing but it does require people to be transported 

there. 

 But there are still a significant proportion 

of patients who require Hospital admission who have relatively 

straight forward admissions and are out after say five days or a 

week and they can be looked after locally and have all the 

benefits of a local Hospital there. 
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 So I don’t think this is a compromise, I 

think it’s an improvement, I think however that it’s different 

from what we’ve known before and that’s always quite scary 

for people and I can understand that, but I’m convinced that 

this represents a very safe service and I think it is definitely 

sustainable and I think it’s a model that I know that Doctors in 

other areas are looking at with great interest because they see 

the applications of this could be relevant to providing care in 

lots of other areas around the country. 

 I think we’ve got to be realistic, the 

question about anaesthetics has been looked at by, it was 

Professor Chris Dodds who chaired the Review Group, he is 

Vice-President of the Royal College of Anaesthetists and they 

were looking at, from a sustainability point of view of 

experience and skills and they have said that anaesthetics isn’t 

sustainable on site at the Vale of Leven Hospital. 

 I think in some ways speaking personally it 

would be great to have an active A&E at the Vale, to have 

acute surgery at the Vale, again to have an Intensive Care Unit 

at the Vale but unfortunately that’s not the reality and I think 

that what we have to look at is well what are the options and 

how can we make the best of this and I think this represents the 

best possible model that we can get given the circumstances. 

 SAME SPEAKER:  So it just means that if 

they don’t want to go to the Vale that’s it, tough luck. Listen, I 
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can go into work tomorrow morning and get anywhere in West 

Dumbartonshire, if I don’t want to do that I’m out a job, it’s as 

simple as that, I say I’m not going, so they just say – I’m not 

wanting to go the Vale. 

 DR NICK DUNN:  Are you saying that 

about consultant anaesthetists not wanting to go to the Vale? 

The problem is though you would be asking them to go to the 

Vale in light of their professional body, which regulates what 

they do, saying that it’s not safe and sustainable to maintain 

their skills, so as an employer Greater Glasgow Health Board 

would not be being responsible by doing that, because you 

can’t ask a professional to work in an environment where they 

can’t maintain their skills and that’s been clearly stated by, as I 

say the Royal College of Anaesthetists. 

 SAME SPEAKER:  That’s life, that’s life 

in general. A lot of folk don’t like what they are doing or have 

to go where they don’t want to go. 

 DR NICK DUNN:  I think it’s about 

what’s regarded as safe and sustainable though and I think….. 

 TOM DIVERS: The reality here is that 

people who have had the option of applying for and coming to 

work in that environment have concluded that it is not a viable 

position, not a career post, they’ve not applied and haven’t 

come and they have taken the option to go and work elsewhere 

and that is a reality. 
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 Would it be a reasonable instruction for us 

as employers in these circumstances to instruct an anaesthetist 

to go on to a rota and go and work in these circumstances? No, 

because there isn’t a viable workload for them to undertake and 

although that might be difficult to accept that is the reality. 

That would not be a good use of skilled scarce resource as 

well. 

 SAME SPEAKER: One last thing then, 

can Paisley cope with all the extra work? 

 TOM DIVERS:  Yes. All the extra 

work…. 

 SAME SPEAKER:  That’s figures, that’s 

figures, that’s just paper work, you don’t know what’s round 

the corner. 

 TOM DIVERS:  Well we do pretty well. 

 SAME SPEAKER:  You do? 

 TOM DIVERS:  We do, what I said a few 

minutes ago is if you look at the pattern of admissions to 

Hospitals  year on year you see a trend. As I said in respect of 

the Vale of Leven and the Medical Assessment Unit there the 

numbers have been relatively stable over recent years. We 

know what that trend is in terms of all of the acute Hospitals 

within NHS Greater Glasgow and Clyde. 

 And what Helen was saying in response to 

an earlier question is that we have planned to replace the 
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capacity that is being withdrawn at the Vale and to add to that 

in order to ensure that the work can be accommodated at the 

RAH. 

 We know which wards would be 

commissioned for that purpose, we know what the staffing 

implications of that are and there would be a final lead in 

period, probably of something of six months or thereby after a 

decision was made. 

 PETER HAMILTON:  Thank Gordon.  

 JIM MOOHAN:  Thanks very much. Jim 

Moohan, Hospital Watch. I was here this afternoon and it’s just 

to pick up what Nick said there, sustainability of skills of the 

anaesthetists. 

 Our concern is that the rotation factor 

Tom, we can’t understand as a population, maybe you should 

correct this point, a population of approximately 100,000 

covering a radius up to the Rest and be Thankful really 

deserves credit for what it’s done over the last 50 years. 

 I can’t understand how we can’t do a 

rotational factor and someone can’t sustain their skills if they 

are only in Hospital for a week out of every month, or a week 

every two months, I can’t grasp that at all. 

 Now attached to that point is when the 

three locums disappear, or go away next May, June, the 

question being, what is the safety critical factor now with those 
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three being away, does that increase the critical safety factor 

for the population of West Dumbartonshire and Argyll, 

because without the three locums I would suggest it does, I’ll 

be corrected by medical science here tonight if that’s not the 

case. 

 Another question I would like answered is 

the ambulance cover. I’d like to know the investment of the 

ambulance cover and the sustainability and the number of 

vehicles which will be on a 24 hour seven basis for West 

Dumbartonshire and Argyll going forward. 

 Within that question also that once the 

cross the border of Old Kilpatrick and Clydebank, are they 

allowed to come back into this area or are they then under the 

authority of Glasgow Health Board? Because that’s what 

happened in the past Tom and we want that to change. 

 Another question is the recruitment of 

staff. If we are investing in the hospital and I was glad to hear 

Tom, Robert or yourself mention it, the Cabinet Secretary will 

be advised of the sustained capital investment for the next ten 

years to keep the progress of the hospital going forward, I want 

glad that that intends to be done. 

 If that’s the case then I would suggest that 

you must supplement that with the recruitment of staff. Is the 

recruitment of staff at the present time going to be sustained 

and is it going to increase? 
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 And my last point Tom, and I and some of 

my colleagues have mentioned it tonight, we can/can’t 

overcome this, we can/can’t overcome the five hour cycle of 

tragedy which can arise in getting from for example the Rest 

and be Thankful to Paisley, we can/can’t overcome the bridge 

obstacle, we can/can’t overcome the Clyde tunnel obstacle, we 

can/can’t understand as a population as to why we have been 

put into the position of having to go across the water. 

 Now we have got a vast geographical 

spread, we’ve not got the close knit community of Paisley and 

its outlying districts and that seems to be our downfall and now 

that from a moral point of view is totally outrageous and is not 

acceptable by the community of West Dumbartonshire and 

Argyll which is approximately 100,000 and growing by the 

houses that are being built within the area and the 

development. 

 I understand what Patrick Trust said about 

the one house occupancy but really we are getting continuing 

development and really there’s a lot of questions Tom which 

still have to be answered on behalf of the community and really 

in effect we don’t want to go to Paisley. 

 We admire so much the GP’s and what 

they do, I am saying that to Nick and his colleagues, we do 

admire that, but really we feel that our safety factor has been 
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reduced by what’s about to happen within the proposals. Thank 

you. 

 PETER HAMILTON:  Right, can I stop 

you there and deal with the ambulance part first. 

 DARREN MOCHRIE:  Yes, in terms of 

resources, we have a number of resources depending on the 

time of day. As Tom says, believe it or not even emergency 

activity is fairly predictable in that I roughly know what we get 

each day in terms of the different types of emergency calls and 

even down to the point where roughly we will get them. 

 I know that there will be 50 percent of 

emergency calls in Dumbarton today or tomorrow and roughly 

50 percent in the Vale of Leven area as well. 

 Helensburgh has one 24/7 paramedic crew 

with one paramedic response unit on two days a week. In the 

Vale of Leven station that fluctuates depending again on 

demand. 

 So for example during the day it’s usually 

three paramedic units with a paramedic car. At night it’s again 

three depending on demand, i.e. Friday and Saturday and it 

sometimes goes down to two Accident & Emergency Units 

during the week with one paramedic car. 

 That’s the resources and I can give you an 

assurance that we’re working very closely with the Health 

Board just now to make sure that there is no impact on 
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ambulance service provision with any changes that are made 

and that commitment has been given by the team, that if we 

need additional resources then whatever that may be we will 

get and make sure that we put them in place. 

 And I suppose the point that’s linked into 

that is that this area has one of the best ambulance response 

times in the country, we are currently sitting at 74 percent for 

our response time within eight minutes which compares 

extremely favourably with the rest of the country. 

 And the last point you raised was if the 

vehicle is at the RAH in Paisley or in Glasgow with a patient 

then our Control Centre in Cardonald, which is in Glasgow will 

always endeavour to get that vehicle back into its base area, 

whether it be Helensburgh up to Arrochar or in the Vale of 

Leven area to make sure that there is optimum cover. 

 PETER HAMILTON: Thanks Darren. 

Robert do you want to deal with the other…..? 

 ROBERT CALDERWOOD:  A number of 

issues there. I mean if a start with the anaesthetics issue. The 

situation at the moment is that the anaesthetic service at the 

Vale has been sustained as you say by three locums. We do not 

anticipate making any changes to that service until after the 

Cabinet Secretary has responded to whatever is the outcome of 

this consultation and therefore we have given a commitment 
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throughout this process to maintain the status quo until a 

decision is taken. 

 And then, as Tom has said, there will be a 

period of time after that decision is taken before we are able to 

enact the change. So realistically at the moment we see a 

process going through to a Board decision in February, a 

recommendation to the Cabinet Secretary, a response from the 

Cabinet Secretary in whatever is an appropriate timetable and 

then we will engage in the final stages of the detailed planning  

with not only the clinical staff but all the other Hospital staff 

and with the community and we would anticipate that planning 

and the timetable for that change to have a lead in period of 

approximately six months.  

 It may be a bit longer, it may be slightly 

shorter and that will involved the work that Darren has talked 

about which is how we build up the ambulance service capacity 

that’s needed to make sure that we can deal with the 

probability of the few, you know, realistically, 1300, 1600 

additional patient movement. 

 So anaesthetics with the current 

arrangements we are committed to retaining and if there were 

issues we would be committed to finding a work round on that 

until a proper decision is taken. 

 We have said in numerous meetings that 

we are not going to allow the current service to wither on the 
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vine until this consultation is complete and due process has 

been done. 

 You then went on to talk about the aspect 

of the ambulance, you talked about capital investment and 

recruitment of staff……. 

 PREVIOUS SPEAKER:  I asked you 

specifically what happens if and when it comes in, how does it 

affect the safety factor? 

 ROBERT CALDERWOOD:  When the 

anaesthetic service is discontinued at the Vale for the out of 

hours it will be at the time that we have re-aligned the 

movement of those patients that we think are at risk of needing 

on site anaesthetic support away from the Vale, therefore for 

the patients in the Vale at that time there is no risk. 

 NICK DUNNE:  Can I just add to that if 

you don’t mind, I mean I’m glad to hear that you are looking at 

risk and safety because that’s been of paramount importance in 

everything that has ever been done in developing this model. 

 And you are talking about risk, I think we 

can never have a situation where there is no risk, there’s always 

going to be a degree of clinical risk wherever you are, whether 

it’s in the GP surgery, in the Hospital, in an ambulance, 

wherever. I think what we are trying to do is to minimise the 

risk and keep that risk as low as possible. 
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 You were asking if the risk is going to 

increase for patients in the area and I would, it’s very difficulty 

to quantify but certainly we are doing everything that we can 

do when we are looking at this new model to minimise the risk 

and you could argue that it could be less, you could argue it 

would be slightly more. I would argue it would be actually a 

lower risk that we would be having at the Vale of Leven 

Hospital because what we are doing is we are vetting patients 

prior to being admitted to the Hospital to ensure that these are 

the patients who we expect to be of low risk and not requiring 

anaesthetic input. 

 And any patients who are deteriorating are 

picked up at a very early stage. I mean one of the tools that 

they use in Hospital is called MEWS, it’s a modified early 

warning score and the Vale of Leven was one of the first 

Hospitals in the country to be using this on a regular basis and 

making it meaningful and that’s because we are very aware of 

the need to identify patients who are deteriorating at a very 

early stage. 

 It’s been identified before, prevention is 

better than cure, it’s always better to identify when someone is 

becoming unwell and institute early measures to deal with that 

rather than wait to get to the stage where patients are at a 

critical stage requiring critical care. 
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 One last point I would make about 

anaesthetics is that we’ve got into the habit of using 

anaesthetics and critical care inter-changeably recently and 

without going into too much detail I would just point out that in 

fact the kind of care that acute medical patients require when 

they are becoming more unwell is critical care.  

 It so happens that historically anaesthetists 

have been the people who have developed these skills through 

intensive care to deal with that. 

 But I think it’s fair to say that not all 

anaesthetists are in a position to provide critical care and 

increasingly it’s regarded that if you really want critical care 

you should see a critical care specialist and these are people 

who are a sub group of anaesthetists who tend to be based in 

larger Hospitals because of that sub-specialisation, because you 

might in fact find that some consultant anaesthetists would not 

be happy to be in a position where they are being asked to 

provide critical care and, you know, the question is if you have 

anaesthetists who are not being exposed to intensive care on a 

regular basis or who are not critical care specialists, is there an 

inherent risk there and we can take that further and further 

down the line. 

 So I would just say that what we are trying 

to do has been based on trying to minimise the risk as much as 
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possible and I’m confident that that’s what we are doing by 

implementing these measures. 

 ROBERT CALDERWOOD:  Okay, we are 

picking up on capital investment, I mean I think as we have 

said that breaks down into two. We’ve committed to a series of 

interim measures which will be complete by next April and 

will have seen us invest two million pounds in the Hospital to 

make it more appropriate for purpose at this moment in time 

pending the completion of the bigger piece of work which will 

be dependent on the outcome of the debate on the vision for the 

Vale. 

 Therefore I expect people to see a 

noticeable difference in the physical infrastructure and the 

clinical environment by next April. 

 What we have said is that once we have a 

clear agreement from the Cabinet Secretary on the vision for 

the Vale we will bring forward within six to nine months a 

complete capital appraisal of how we can create an 

environment in the Vale that meets modern health care 

standards with a life of fifteen years plus. 

 Now at this moment in time anyone can 

speculate what that will look like, it could be a significant 

remodelling of the Vale with parts of it knocked down and 

rebuilt incrementally, it could be a complete new build, it will 

depend on the economics and the standards that we aspire to. 
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 As people will know or have seen in the 

Press, the Cabinet Secretary announced only last week the new 

standard that she would expect to be met in Hospital 

refurbishments where a minimum of 50 percent of the 

accommodation should be single en suite accommodation and 

if it’s a rebuild the optimum should be 100 percent single 

rooms. 

 So all of that will influence the business 

case that’s brought forward for creating a perfect or an 

appropriate clinical environment going forward. 

 The other issue you mentioned was 

recruitment. Well there’s two aspects to recruitment, first and 

foremost tonight we continue to recruit as vacancies occur at 

the Vale of Leven. There’s no change to that and in fact as a 

consequence of a piece of work we did only last week I am 

able to say that tonight we have fewer vacancies at the Vale 

than we had a year ago when we looked at just two spot points, 

that in November 2007 we had more vacancies than we have 

tonight in November 2008. 

 And our commitment is that we will 

continue to fill posts as they become vacant up and until we 

have the way forward. 

 The final point of that question which you 

asked was how many people will ultimately be employed at the 

Vale at the end of this vision. Well assuming it’s our model of 
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vision that’s ultimately agreed there will be two different sets 

of changes, one we will be bringing down more theatre and 

surgical nursing to deal with the improved day surgery, 

diagnostics and surgical throughput and there will be less beds 

in the Vale in specialities in acute medicine and rehabilitation. 

 Those beds will be re-provided you have 

heard at the RAH, therefore in the context of employees we 

will offer every existing employee alternative employment. 

Some people may or may not choose to take that alternative 

employment, that will be worked through with them on an 

individual basis and therefore the bottom line if you take it on 

just a straight head count, then by the time we have 

implemented the vision as we currently see it there will be a 

reduced head count on the Vale site, but there will be no loss of 

employment to any individual employed by us tonight. We will 

guarantee them alternative employment within Greater 

Glasgow and Clyde. 

 Whether they want to move with their 

patients and the services to Paisley or whether they want to 

move to other aspects of the service, they may want to move 

into community services or they may want to move into others, 

everybody will be guaranteed alternative employment. 

 PETER HAMILTON:  Gordon can you 

pass the mike to JACKIE BAILLIE MSP? 



 
 

63

 JACKIE BAILLIE MSP:  Thank you very 

much. Can I start with the Ambulance Service, much as Jim 

Moen did and ask about resources again because I notice on 

Page 2 of your leaflet such is the potential problem in capacity 

that you are recruiting from South Yorkshire, because that’s 

where the ambulance man on your leaflet comes from. So I 

wonder whether you could comment on that. 

 And I question, you know, Darren 

Mochrie’s boast about response times here being exceptional 

because those are not the response times if you live on the 

Roseneath Peninsula and whilst we could argue whether you 

take them over a much wider scale or not, whilst people in 

Dumbarton might feel comfortable, those living in Cove, 

Kilgreggan, Gairlochhead would spend, you know, a long time 

looking for a response time that was about 74 percent. So are 

the resources there is the first question. 

 The second question is can I take you to 

your wonderful framework in the middle and pose some 

questions of clarification because firstly under the heading 

‘Suffering Chest Pains’ you have ‘No Change’ and you also 

have, where a patient is found to have blocked arteries that they 

go on to Golden Jubilee and that’s a new service. 

 Is there not a third strand where a patient’s 

condition is not stable but deteriorating that they would be 
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transferred out to the RAH in Paisley and therefore that would 

be a change to service. That’s the first thing. 

 The second thing in your table is under the 

Planned Care and I think we have been through this before but 

just for the record, a patient to have their cataract removed is 

claimed as a new service elsewhere in your document, some 

question whether it’s already provided and on this table is not a 

new service at all, it’s no change. So clarity there. 

 A patient with a urological condition, again 

you claim that there will be outpatient clinics and I would 

dearly welcome them but again on your table it says ‘No 

Change to the Service’. 

 We then have patient requiring 

examination for possible eye disease. You’ve got it down as a 

new service, it’s not new, it’s already provided certainly in 

Dumbarton Health Centre and elsewhere, so is this just a re-

profiling of that service? 

 And finally we’ve got ‘Patient requiring 

wisdom teeth removed’, painful though that may be is that 

4700 appointments for the removal of wisdom teeth or are 

there some dental services currently provided as a local level 

that will now be drawn into the Vale of Leven? 

 Now those are five examples picked out, 

you know, today, that are less than clear and I wonder what 

you are going to do to clarify this document? 
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 PETER HAMILTON:  Darren do you want 

to deal with the ambulance? 

 DARREN MOCHRIE: Yes, I think I’ll 

pick up the two main points. With regards to the photo’ I can’t 

comment Jackie unfortunately but certainly the two points you 

made around resources, there’s a working group been 

established, obviously we are working through all that work 

just now with Greater Glasgow and Clyde Health Board to 

ensure that whatever the patient numbers are at the end of the 

day that that matches the resources we require, whether that be 

extra transfer type ambulances, whether that be paramedic 

units, whether it be paramedics in cars, whatever it may be 

there is a commitment from Greater Glasgow and Clyde that 

we will jointly work through the various amount of data that’s 

there to make sure the resources are right for patient safety. 

 The second point, you are quite correct, the 

Vale of Leven Station is currently achieving the 74 percent 

standard. Argyll and Clyde is how we report it, it’s exceeding 

that as well but if you look at some of the smaller, more rural 

Stations then yes you are right it’s not 74 percent. 

 PETER HAMILTON:  Tom? 

 TOM DIVERS:  I think we’d like to offer 

you a responsibility for checking our various bits of literature 

and clarifying them, thank you, you’ve picked up on each of 
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the points something that is not as clear as it should have been 

and we do need to go back and just retest all of that. 

 I think what you’ve suggested is accurate 

in every sense. On chest pain, yes, there is that element of 

change that affects the Golden Jubilee but also affects if there 

is a confirmed heart attack then patients will move. 

 I think the other important thing about that 

piece of work though was the amount of detail that the General 

Practitioners, the Cardiologists and Physicians went through in 

looking across the whole spectrum of chest pain in order to 

make sure that what was able to be continued at the Vale, 

which is the majority of the, is the management of the majority 

of chest pain was able safely to be sustained there. 

 On ophthalmology, as we said this 

afternoon it’s elements of both. What is absolutely new is the 

provision of day case cataract surgery, that is a new service 

provided locally. There are already outpatient clinics that are 

held within Dumbarton and those will continue and there will 

also be outpatient clinics provided at the Vale. 

 So new outpatient clinics at the Vale, 

outpatient clinics continuing in Dumbarton, day case cataract 

surgery and other day case operations as new services to the 

locality. 

 And similarly, you are right, we have not 

done justice to the fact that the urology developments, both in 
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terms of the outpatient activity, the diagnostic {cystoscopies} 

and the day case surgery are important additional services that 

will be available locally. 

 ROBERT CALDERWOOD:  The dental 

issue is again, it’s split, the proposal at the moment is to 

provide 20 central chairs in our development, either associated 

with the new Alexandria Health Centre or in the development 

associated with the redevelopment of the Vale, but on the Vale 

campus and part of the new development. 

 And that’s made up of two strands, one 12 

chairs is the replacement and enhancement of some local 

general dental practitioner practices where these premises 

cannot comply with the new decontamination regulations and 8 

chairs is an outreach service for new dental training and dental 

services from the Dental Hospital in Glasgow back into the 

community and the episodes that we sought to portray in the 

example is the repatriation of work from the Dental Hospital 

that will be brought into the community because of the dental 

trainees and lecturers coming down from the Dental School. 

 So the 12 chairs that will replace existing 

chairs in and around Alexandria are not included in the activity 

stats, what’s included in the activity stats is the work that will 

be repatriated from Glasgow and the Dental School. 

 TOM DIVERS:  I mean what we’ll do as a 

response to this discussion as well, given that this is number 4 
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of a series of nine meetings with the other five to come in 

January, is we’ll pull a note together beyond this and get that 

widely distributed which clarifies and makes clear what an 

absolutely accurate reflection should be of that. 

 I think festina lente is a bit of what in 

terms of the number of pieces of work which were coming 

together in the course of a single week, so we are grateful for 

that input and we’ll come back out with a note that clarifies 

those so that ahead of the next round of meetings it’s quite 

clear what the full picture is. 

 PETER HAMILTON:  Thanks Tom. It’s 

okay, it’s the lady behind you, I’ll come to you in a few 

seconds. 

 LIZ:  Hi there, I hope you can all hear me. 

My name is Liz and I’m a nurse member……. 

 PETER HAMILTON:  Could you hold the 

microphone closer…… 

 LIZ:  Sorry, my name is Liz and I’m a 

nurse member of Hospitalwatch. Could I first of all make a few 

comments. First of all it’s quite concerning the body language 

of some of the members of the Board. Everyone here present is 

here with a very concerning issue to raise with you and I think 

that it is your job not to treat this as an entertainment evening. 

 I know that this is recorded, your facial 

expressions unfortunately are not, that’s just my first point. 
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 My second point is that this is recorded 

and Hospital Watch, many of the local groups if possible 

would like a copy of this recording and minutes taken would be 

beneficial perhaps to go over some of the points raised and 

some of your answers to the points raised which may actually 

benefit the next consultation because you can in fact maybe 

have the opportunity to respond with some clarity and it will 

save then going over the same points at each consultation. 

 Also on the numbers here tonight which 

someone from your Board, I can’t identify the person standing 

nearest to the screen, you did say there was nine present….. 

 PETER HAMILTON:   There’s more than 

that now. 

 LIZ:  Yes, there is more than that, even 

taking a numbers count could I say that many of the local 

Community Groups are linked in to Hospital Watch. Hospital 

Watch, if I can just relay, 20,000 people turned out on 

September the 15th 2007. Hospital Watch took forward from 

these numbers and represent we would say the whole of a 

concerned community and Hospital Watch have contributed 

both to the consultations, both to meeting with the Health 

Board to get the best options for the whole of this community 

and we have, I think it would be safe to say been involved in 

overturning some of the decisions already made. 
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 On progress for the future I would like to 

say on behalf of Hospital Watch there has been progress made, 

there is no doubt about that. 

 I personally would like, as a member of 

Hospital Watch, to direct some of the remaining concerns in 

relation to mental health services to Anne Hawkins. 

 Hi there, hi Anne, it was just to say, just a 

wee bit of clarity about some of the planned services for the 

future of mental health patients within the Vale of Leven 

Hospital site. 

 Reading some of the reports and reading 

the most recent, sorry can I just clarify the difference between 

the elderly acute mental health and elderly mental health 

continuing care beds? That’s a bit of a mouthful. 

 My understanding is that dementia services 

currently being delivered at the Fruin Ward at the Vale of 

Leven site through comments at the last consultations we have 

now resulted where we are now which is really to say that 

service will be retained within the Vale of Leven Hospital. 

 Also for those present and for the member 

of the public wondering the difference between all these mental 

health services, we are to believe that the continuing care 

patients currently at Glen Arran in Dumbarton Joint Hospital 

will return to the Vale of Leven Hospital, in close proximity to 
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current mental health service delivery. Could we please have 

that clarified Anne where they will actually be cited? 

 Also the other mental health services that 

are delivered from the Christie Ward, the plan as we believe is 

to reduce the number of beds there, some of which will be 

added on to  the Fruin Ward. 

 There perhaps are some more comments 

that will come into that in addition to the responses and we 

believe that you will continue as will to engage with West 

Dumbartonshire Council again to create the best options 

delivered locally within the Vale of Leven Hospital. 

 We do believe that there is going to be a 

Care Home development which is under consideration for the 

Vale of Leven Hospital site. The public would like more 

information on this. Hospital Watch would like to know quite 

clearly who will actually be housed within this new Care 

Home. 

 Section 6.2, if you actually study that we 

have no guarantee as to the permanency of a local service 

being retained in the long term, as some of the goals and 

objectives of the Health Board appear to be quite clear for the 

short term only. I think that’s quite enough for me to raise at 

this meeting. 

 

(Applause) 
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 PETER HAMILTON:  Could I just, before 

I hand over to Anne. I don’t think any of us here consider this 

as an evening of entertainment, if I could just make that point. 

Anne? 

 ANNE HAWKINS:  Thanks for these 

questions about mental health services. This is the first 

opportunity I have had to speak from this afternoon and this 

evening because I thought nobody was that interested in them. 

 Your first point was about the elderly 

services and what we have just now and what is proposed and 

you are absolutely right, I mean Hospital Watch and lots of 

other members of the local community did influence what we 

were thinking at the last round of consultation on mental 

health. 

 And you see in the document on Page 24 

we actually summarise the beds that we have got just now and 

what is proposed. So at the moment in Fruin Ward in the Vale 

of Leven there are 12 dementia beds and we have 12 

continuing care beds, and that’s for people that are longer term 

care in Dumbarton Joint and then we have in Christie Ward 

there is a complete mix of patients, you can be 16 years old and 

go into Christie and you can be 85 and go into Christie, if you 

are suffering with what’s called a functional illness, in other 
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words  you are suffering from depression or you are psychotic 

or something like that.  

 So that’s got a very wide age range and the 

plan is that we take the older people out of that ward, so that’s 

six beds and they move, at the moment to Fruin Ward. We 

haven’t made a final decision in the current scenario as to 

where the long stay beds would go and when that would 

happen. 

 The preference would obviously be that in 

the new build we manage to bring everything together then and 

then you would have all of the beds co-located and you would 

give them a degree of flexibility between these beds as well in 

terms of need. 

 So that’s the older people’s bit and Christie 

currently has 24 beds, six of those are the elderly beds, there 

are four that are effectively being used by long stay patients, 

they are rehabilitation effectively, the people that are in those 

beds and the rehabilitation service will be provided from 

Gartnavel Royal. 

 We have two new, brand new 

rehabilitation wards in Gartnavel Royal too of our older wards 

that have just had a significant amount of money spent on them 

to upgrade them so we will be able to provide rehab from there. 

 And we also have done some 

benchmarking and we can demonstrate that in total we need 
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about 12 adult admission beds and that roughly splits about six 

or seven to the West Dumbartonshire end and about the same, 

six or seven the other way, it varies from week to week but it’s 

almost half and half, okay. 

 The issue about the Care Home, Keith is 

going to pick that up. 

 KEITH:  The care home development 

again has been planned for sometime there. Initially when we 

were out to consultation earlier on this year the plan was I think 

to take the beds, it was always the plan to bring the continuing 

care beds from Dumbarton Joint on to the Vale site and one of 

the options that was there at that time was to potentially 

commission those on a partnership basis from within the Care 

Home development. 

 That remains just that, an option for us and 

as would, as Anne has suggested if we co-located all those 

three distinct sets of elderly mental health beds…… 

 PREVIOUS SPEAKER:  No mike, 

inaudible. 

 KEITH:  I think the point is it’s still an 

option and as Robert has said until we get through this and 

until we see what the overall capital, you know, what our re-

provisional model will look like, it’s a bit difficult, you know, 

to fix on that. I think there are pros and cons, advantages of 

going potentially with the Care Home for all of the elderly 
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mental health beds, that’s clearly one option that we might look 

at.  

 On the other hand, you know, within a 

redeveloped campus on site, again all those things need to be 

worked through. 

 I think the timing of the Care Home does 

provide us with some pressures, because we have been working 

with Council colleagues, you know, the size of that overall 

Care Home is between 60 and 80 beds. At one hand you could, 

one option would be to take 27, nearly 30 beds there for elderly 

mental health, which would take up, you know, a significant 

proportion of those general beds that the Council was wanting 

to commission, you know, for its own use, for general care 

home/nursing home purposes etcetera but again in the timing 

of that, of going out to tender we would need to be clear when 

we are going out to tender what the NHS expectations would 

be, if there are to be expectations for us over the timing of 

that.; 

 So that’s why we are saying these are 

options that we would want to look at. 

 PETER HAMILTON:  Okay, could I have 

just one last question, the gentleman there who hasn’t asked a 

question this evening and then I’m going to have to bring it to a 

close folks, it is half past eight. 
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 CLLR JAMES ROBB:  Just to pick up on 

Jackie’s point, I spent little time on the brochure but I did read 

the full report. Are the changes you are contemplating for the 

brochure, will these lead to compensating changes in the full 

report, or is the full report accurate? 

 TOM DIVERS:  No, the full report has got 

all the detail within it, I think just in the attempt to get 

everything on to the single pages has meant that some of the 

detail is lost. However we will cross check every element of 

that to make sure it’s crystal clear, where something is 

absolutely new, it is part new, part transferred or whether it is 

continuing. 

 And if there other bits and pieces that 

anyone has picked up then by all means let us know and we 

will sweep that up at the same time. 

 CLLR JAMES ROBB:  Okay. You are 

coming to see us on Wednesday. 

 TOM DIVERS:  Yes. 

 CLLR JAMES ROBB:  So could you give 

us an erratum so that the democratically elected representatives 

of the community will have the full picture? 

 TOM DIVERS:  Indeed, in fact I will bring 

you errata for that purpose. 

 CLLR JAMES ROBB:  So there is more 

than one then? 
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 TOM DIVERS:  Yes, I have already 

acknowledged four. We will get that swept up ahead of that 

session. 

 PETER HAMILTON:  Okay, could I just 

thank you Ladies and Gentlemen for coming along this 

evening. Thank you for all your contributions. The next stage 

as I think Helen outlined in her presentation, this consultation 

ends on the 30th of January, the final paper with all the 

proposals will go to the NHS Greater Glasgow and Clyde 

Board on the 24th of February, taking into account all the input 

from yourselves over all the Public Meetings and what we pick 

up in the drop in centres. 

 After the 24th of February, if approved by 

the Board it will then go to the Cabinet Secretary who will then 

make the final decision on the proposals. 

 So that is the next stage in this process 

once the consultation is over. 

 So could I thank you once again Ladies 

and Gentlemen for your input and wish you a safe journey 

home, thank you. 


