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TRANSCRIPT:  VISION FOR THE VALE OF LEVEN 

HOSPITAL, PUBLIC MEETING,  2.00 PM,  MONDAY, 

19th JANUARY 2009, DUMBARTON BURGH HALL 

 

 PETER HAMILTON:  Thank you for 

coming along this afternoon to this our sixth public meeting to 

discuss the consultation paper which I’m sure you’ve all got 

copies of entitled vision for the Vale of Leven. 

 My name is Peter Hamilton and I am a 

non-executive board member with NHS Greater Glasgow and 

Clyde. 

 The consultation paper details proposals on 

how services will be delivered including new enhances services 

at the Vale for the foreseeable future. These proposals were 

arrived at after a long period of pre-engagement and 

consultation with many stakeholders, including service users, 

staff, Council members and local community groups and the 

document was launched on the 1st of November for a three 

months consultation period which ends on the 30th of this 

month, in a few weeks time. 

 As I stated this is the sixth of nine public 

meetings being held locally. We also have arranged drop in 

centres where you can speak to NHS staff on a one to one basis 

and there’s quite a number of them still programmed from now 

until the end of January and if anybody wants any information 
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if you ask any of the staff who you registered with when you 

arrived this afternoon they will be able to give you details. 

 The format for this afternoon is quite 

simple and quite straight forward, you’ll hear a short 

presentation on the proposals followed by a question and 

answer session and we would hope to finish around half past 

four this afternoon. 

 The meeting I should say will be recorded, 

it’s so that we can capture all the issues that are raised and any 

comments that you may have. 

 So let me now just introduce to you my 

colleagues who are sitting at the top table and who will be 

answering many of your questions and if I just work my way 

from my right right along, we have Doctor Nick Dunn who is a 

local GP, we have Anne Hawkins, Director of Mental Health 

Partnership NHS Greater Glasgow and Clyde, we have Tom 

Divers, Chief Executive of NHS Greater Glasgow and Clyde. 

Sitting next to Tom is Robert Calderwood who is the Chief 

Operating Officer, Acute Services Division NHS Greater 

Glasgow and Clyde and lastly and by no means least we have 

Helen Byrne, Helen is Director of Acute Services Strategy 

Implementation and Planning NHS Greater Glasgow and 

Clyde. 

 So without further ado I’m now going to 

ask Helen to come up and make presentation on the 
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consultation paper and then after that we will open it up to 

questions and answers. Helen? 

 HELEN BYRNE:  Chair, good afternoon 

everyone. Some of you have heard this presentation before and 

to many of you it will be new. 

 What we try to do in the presentation is 

pull out the main highlights in the vision document and update 

you on some of the work that we have been doing over the last 

months or so since we were out in the first  round of 

consultation meetings. 

 I’m going to talk to you about the process 

that we went through, and Peter referred to that briefly, I’m 

going to take you through each section of the document and 

summarise at the end. 

 So in terms of the process we received an 

independent review of anaesthetics in August 2008 and this 

review concluded that anaesthetics at the Vale of Leven was 

unsustainable and that was the fourth review to come to that 

conclusion. The independent scrutiny panel had come to that 

conclusion in November, the November before. 

 NHS Greater Glasgow and Clyde had 

undertaken a review which reported in June 2007 and that 

review is included as an appendix to the document, so in full 

detail the work that we did and NHS Argyle and Clyde had 

also undertaken a review of anaesthetics and come to the same 
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conclusion that anaesthetics was unsustainable at the Vale of 

Leven. 

 The review in August 2008 recommended 

to us a GP led model of care at the Vale of Leven to be 

supported by consultants. That was a new model to us so we 

had work to do between the receipt of the report in August and 

the end of October when we went to formal consultation to 

look at what that model meant and in doing that we worked 

with GP’s, we worked with consultants based at the Vale of 

Leven and at the Royal Alexandria Hospital in Paisley and with 

other clinical staff to develop the model and I’m going to talk 

to you about that in some detail today. 

 During that period of engagement in 

September and October we had a period of engagement with 

local people and met quite a number of people to ask what you 

would like to be addressed in the consultation document and 

we have attempted to do that in the vision that we have 

presented. 

 As Peter said formal consultation is 

underway, it’s up and running now since the 31st of October 

and will conclude at the end of this month. 

 This is the summary of activity that will be 

available at the Vale of Leven. What you see there in the left 

hand column are the services that are currently available and 

the last two lines I’m going to focus on in a little bit of detail. 
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 In the middle column the current patient 

episodes, those are the levels of care currently provided at the 

Vale of Leven and in the right hand column you see the 

proposed patient episodes and basically just to be clear about 

patient episodes, a patient might have a number of patient 

episodes of care, so one person might come back six times, so 

we are talking about patient episodes of care in all of these 

lines. 

 The lines that will be of particular interest 

are the third last line around the medical assessment unit, this is 

the provision of unscheduled care and you see there that at the 

moment 6300 patient episodes of care and we are proposing 

that it will be possible to sustain between 4410 and 5292. 

 The second last line refers to the new 

planned care services, diagnostic outpatient treatments and day 

case procedures representing 18,350 patient episodes of care. 

These are episodes of care that at the moment either happen in 

Glasgow or in Paisley and these are new services that we 

believe we can introduce at the Vale of Leven so that 18,350 

patients in terms of their care can be seen at the Vale of Leven. 

So that’s a significant increase in the activity that will be 

undertaken at the Vale. So we move in overall terms from 

115,300 to 131,760. 

 Now in terms of the proposed patient 

episodes you see there the figures are the same as in the middle 
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column. We are aware that activity might go up or down and 

we plan our services accordingly and will continue to do so. 

 People ask us about beds and people have 

asked us to be clear about the current number of beds as well as 

the proposed number of beds, so in acute we currently have 

122 beds and we propose to have 88 beds and those beds will 

be medical beds, rehabilitation, continuing care and surgical 

beds. 

 In elderly mental health we have currently 

18 at the Vale and 12 in the Dumbarton Joint Hospital. The 

proposal in future is to have 27. 

 In adult mental health there are currently 

18 beds, the proposal as set out in the vision, there are two 

proposals, there are two options set out in the vision, Option 1 

is to retain 12 beds at the Vale of Leven, Option 2 is to retain 

no beds at the Vale of Leven, those beds would be provided at 

Gartnavel Royal Hospital. So there will either be 112 or 127 

beds depending on the outcome of mental health, compared to 

the 148 beds at the moment on the Vale site and 12 at the 

Dumbarton Joint Hospital.  

 In addition we highlight in the vision that 

there will be 42 beds provided at the Royal Alexandria for the 

shift of patient work that will go to that hospital, so we will put 

in place additional beds at that hospital. So in overall terms a 

small increase in beds. 
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 Okay, I’m now going to talk about 

unscheduled medical care. As I said to you in August 2008 the 

independent expert review suggested that 36 to 83 percent of 

activity could be sustained in a supported GP led acute unit and 

they set us with the challenge of determining exactly between 

those percentages what percentage could be retained at the 

Vale of Leven. 

 In doing the work our challenge was to 

develop a clinically safe and deliverable model at the Vale and 

in looking at the detail that we had available to us in terms of 

the details about patients who had been admitted over the last 

few years, and in working with clinical colleagues, doctors and 

others, our conclusion was that 70 to 80 percent of patient 

activity was sustainable at the Vale of Leven and up to 72 

percent of total acute beds. 

 Services will be GP led and supported by 

consultants. The input of other clinical staff is absolutely 

crucial so nurse practitioners, pharmacists, and other staff who 

work at the Vale of Leven, it’s a multi-disciplinary model of 

care that we are proposing. 

 And the work that we did was very, very 

detailed with clinical colleagues basically pouring over the 

detail and the data to make sure that the conclusions that we 

drew were conclusions that could be supported from a clinical 

point of view and were viewed to be clinically safe. 



 
 

9

 I’m moving on now to rehabilitation 

services and what the vision says. Rehabilitation services will 

be provided for orthopaedic patients, for stroke patients, for 

patients admitted to medicine at the Royal Alexandria and the 

Vale of Leven and the day hospital will continue to be 

provided. 

 Moving on to the new hospital services. 

We plan to provide new urology and ophthalmology day 

surgery services at the Vale and this will be supported by 

significant investment as is referred to in the vision document, 

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 plane to provide a new rheumatology 

service. There will be additional outpatient services, a 

comprehensive dental service with 20 dental chairs. There will 

be six additional dialysis stations and we refer in the document 

to the future development of cancer and palliative care 

services. 

 So all in all, as I have said earlier this 

represents 18,350 patient episodes of care that will be delivered 

at the Vale of Leven that are not currently delivered at the Vale 

of Leven. 
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 Moving on to elderly mental health. As 

you know we were out to consultation earlier in the year, well 

in 2008 on services for older people with mental health 

problems and as a result of that the proposal in the vision is to 

retain inpatient mental health services for older people at the 

Vale. What we intend to do is address the inappropriate age 

mix of older people with functional mental health problems, 

those being problems such as schizophrenia, psychotic 

problems, depression. 

 At the moment those patients are cared for 

in the same ward as younger people so we want to address that 

and put in place a more appropriate model of care in 

developing our vision. It is proposed that elderly mental health 

continuing care beds will transfer from Dumbarton Joint 

Hospital to the Vale and this totals 27 inpatient beds for older 

people with mental health problems and underpinning all of 

that is improved access to enhanced community services, 

thereby enabling people to be cared for in their own homes, 

and I’m going to come back to that later to show you the 

investment in community mental health services over the last 

few years. 

 In adult mental health we are seeking feed 

back on two options. As I have said before Option 1, the 

retention of 12 adult beds at the Vale with GP’s providing out 

of hours services and Option 2, transfer of the 12 adult beds to 
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Gartnavel Royal Hospital with junior medical psychiatry staff 

providing services out of hours. 

 The visions sets out that there will be 

access to intensive rehabilitation beds at Gartnavel. In the 

vision we set out the pros and cons of the two options and our 

intention, as with all aspects of the vision is to use the feedback 

that we receive during this period of consultation to help us to 

make a recommendation to the Board and to the Cabinet 

Secretary. 

 Underpinning mental health services in 

adult mental health services also in improved access to 

enhanced community services including planned developments 

in Highland which have not been put in place, and again I’m 

going to come back to that later. 

 We also make reference in the vision to the 

new Alexandria Medical Centre which will be based on the 

Vale of Leven site, it won’t be part of the hospital, it’ll be part 

of the site. It 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, so that basically means if you 

come to  see your GP you should be able to see other 

professionals also and not only from health but also from social 

care. 

 It will provide opportunities for better and 

closer working between the community and hospital care, not 
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lease the proximity to the hospital on the Vale of Leven site. 

We believe the Vale site is the best option for developing the 

Centre and planning permission has been granted. 

 In addition in the vision we make reference 

to a new Care Home which is planned for the site and that will 

be the Council as the lead agency and locally the Community 

Health Partnership are working very closely with the Council 

on the development of both the Medical Centre and in 

discussion about the Care Home. 

 

(Interruption from someone in the audience) 

 

 HELEN BYRNE:  We’ll come back, we’ll 

answer your questions when you get the opportunity to ask us, 

okay?  

 Just, people have asked us what we have 

been doing since we have been here last time, so I just want to 

update on two areas in particular. We also have been doing a 

lot of work around transport, we are in continued discussion 

with the Ambulance Service, we are continuing our work 

around finalising the model, so all of that work is underway but 

I just want to take the opportunity to update on these two 

specific issues. 

 We were asked to be clear about the level 

of investment in community mental health services so what we 



 
 

13

want to do here is just flag up that there has been significant 

investment, you see the figures on the right hand there, in 

community mental health services, £750,000 in the Riverview 

Resource Centre which opened in October 2007, the Crisis 

Home and Intervention Team which was implemented in 

September 2007, an investment of half a million. £200,000 for 

the Primary Care Mental Health Team which will become 

operational in February and £90,000 to enhance older people’s 

community, the older people’s community mental health team. 

 There also was the commitment from 

Argyle and Bute to enhance services for Helensburgh and the 

Lochside mental health patients and you see there the 

investment from the CHP, the Crisis Home Intervention Team 

became operational on the 5th of January this year and there are 

developments proposed for a Primary Care Mental Health 

Team as set out as well. So significant investment from NHS 

Highland as well as for NHS Greater Glasgow and Clyde. 

 And this slide basically sets out the impact 

that that investment has had in terms of a reduction in the 

number of people accessing inpatient beds. So the total 

admissions to Christie Ward between June and December 2008 

was 103. The Crisis Team referral number was 294. The 

Community Mental Health caseload at Riverview, 1029 and 

you can see there a gradual reduction in the admissions to the 

Christie Ward and based on evidence elsewhere in Glasgow 
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and across Scotland and the UK we believe as these services 

bed in and as we enhance them  further it will continue to have 

a positive impact in terms of reduced admissions to mental 

health beds. 

 And just to say that approximately 90 

percent of activity is carried out in a community setting. 

 In terms of laboratory medicine our 

proposal is the integration of laboratory services between 

Glasgow and Clyde which is part of our overall integration of 

eServices between Glasgow and Clyde. 

 The review of services which started a 

number of years ago is being undertaken in partnership with 

clinicians and with staff. The plan is that there will be new 

state of the art automated platforms being provided for 

haematology and biochemistry within an upgraded on site 

facility, so this means that results will be available very 

quickly. 

 But it’s important to say that any potential 

change of service as a result of the review that’s underway will 

ensure no detriment to the current service in terms of the 

timeliness of results being available. 

 So just in summary then, our proposals see 

the majority of unscheduled medical care being sustained at the 

Vale through new arrangements and I have set out the figures 

previously. 
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 The majority of acute inpatient beds will 

be sustained at the Vale of Leven. There are large increases in 

the volume of planned care being delivered at the Vale, 

including the development of new services. There will be no 

change to minor injuries, to maternity services, diagnostic 

services, imaging, primary care emergency services and the 

Day Hospital for older people. 

 Elderly mental health inpatient services are 

being sustained and enhanced by the services transferred from 

Dumbarton Joint Hospital. Two options set out for adult mental 

health inpatient services and the development of the new 

Alexandria Medical Centre and a Care Home on the Vale of 

Leven site. Thank you. 

 

(Applause) 

 

 PETER HAMILTON:  Helen thanks you 

for that applause. Ladies and Gentlemen we now come to the 

question and answer session. Could I say – there’s the hands 

going up already. I am going to try to give priority to those 

people who are attending one of these meetings for the first 

time. That doesn’t mean to say that everybody – everybody 

will get the chance to ask a question but I’m going to try and 

concentrate on those if they are coming here as I say for the 

first time and haven’t been at previous meetings. 
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 We have two roving microphones available 

and before I open up could I just ask you that when you stand 

up and ask a question if you could perhaps just introduce 

yourself, or if you are a representing an organisation, that 

would in fact be helpful to the top table. 

 I am going to go to this lady first, and then 

I’ll come to you Mrs Muir. 

 NEW SPEAKER:  …. I am voting - 

actually here, I’m voting for nobody actually, I am actually 

here on the mental health side of things and I hope you’ll just 

bear with me because I’ve got a whole screed of questions here 

for – sorry I have forgot your name, for Helen. There was a lot 

I disagreed with. Can I sit back down now, thank you. 

 First of all I can’t actually read your 

document for a start, it’s far too small. I wear glasses and I 

can’t read a word of it, but apart from NHS, it’s too small, I 

don’t know if I’m the only one that can’t read it, but I can’t 

read it, I thought that was just a point just to clarify at the start. 

 Can I actually come back to the beds at 

Christie? I think if Christie ward, I would agree with Christie 

ward going down to 12 beds, to go to zero beds would knock 

us back 30 years. 30 years ago we had Argyle and Bute, and 

we had Gartnavel, Christie ward was created for the very 

reason there was nothing in between, that’s why Christie ward 

was opened. Christie ward is a brand new ward, it’s less than 
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ten years old, it was my own Doctor that opened it and I would 

be heartbroken to have to go to Gartnavel all the time. I 

wouldn’t get visits, I wouldn’t get visitors. They have strict 

regimes in Gartnavel that do not exist at the minute in Christie, 

Christie are flexible for the visiting hours, they do provide 

therapies, they have saved my life on various occasions. I 

would actually be very disappointed if Christie got shut and 

I’m sure I speak for most, for both the Mental Health Forum 

who, I don’t know if there’s anybody here from the Mental 

Health Forum and I actually think it would be a disaster to the 

area. 

 On top of that the Community Services is 

different….. 

 PETER HAMILTON:  Do you want us to 

answer that part now…? 

 SAME SPEAKER:  Can I just go through 

what I have got ….? 

 PETER HAMILTON:  Yes, sure. 

 SAME SPEAKER:  Or do you want to 

answer them one at a time? 

 PETER HAMILTON:  You carry on. 

 SAME SPEAKER:  The other thing I’ve 

got is the community services. With regard to the community 

services, we’ve actually just lost three community services 

already in Dumbarton in the last fortnight, so where the 



 
 

18

increase in community services is coming from we really do 

not know because it’s not happening. 

 Riverview has just lost its Friday group, 

it’s also lost its Wednesday group, that’s because the staff 

aren’t being replaced, so the service is now no longer there. St 

Kessocks which works on a Tuesday which is run by Social 

Work, it’s now gone, so that’s three services gone within three 

weeks. That is community services, you are cutting beds, if you 

are proposing to go to Gartnavel, not only are you cutting beds 

in Christie, you have already cut community services, all that’s 

left now is one Monday morning for two hours in the Crisis 

service and for the amount of people in Dumbarton with mental 

health problems I really don’t think that’s enough services to 

be available. 

 On top of that I am aware Riverview has a 

lot of people on its books but the Crisis team doesn’t always 

have the answers and they can’t get round everybody. The last 

time I was in hospital I was in for five days, the admission 

before that was seven months. Now those five days might have 

been a big difference between those seven months I was in 

under section, but I also felt I wasn’t listened to in those five 

days and I got chucked out into the community whether I felt, 

or other people felt I was ready to be out or not. A Doctor just 

says, right, fine, on you go and that was it, I was thrown back 

out into the community and now the services within that 
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community have now been cut so now where do I go now that I 

don’t have those services any more and if it goes to Gartnavel 

I’ve got even less services in my area and that’s all the 

questions I’ve got. 

 PETER HAMILTON:  Okay, thanks very 

much. Anne? 

 

(Applause) 

 

 ANNE HAWKINS:  Okay, thanks for that, 

Your first point about the slides and not being able to read 

them, we can give you them in a bigger print format and I’m 

sorry that that’s the case…I understand why people can’t read 

that because that’s very small print. Thanks for pointing that 

out and we can sort that.  

 The second point that you made about 

Christie ward and the regimes being more flexible there than 

they are at Gartnavel and the therapies etcetera, you are 

absolutely right, Christie ward did open about ten years ago 

and before that people who needed an acute admission, adults 

who needed an acute admission went to either the Argyle and 

Bute Hospital or they went to Gartnavel Royal. 

 The issue about visiting times etcetera has 

been brought up… 
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 SAME SPEAKER:  I was actually in 

Christie ward when that changed. 

 ANNE HAWKINS:   I was just going to  

say that has come up throughout engagement sessions and what 

we have said to people is that recognising the further distance 

that individuals potentially would have to travel, we will look 

at that and look at how visiting times for relatives etcetera 

could be more flexible because it’s quite clear that there aren’t 

therapeutic inputs going on all day every day for everybody 

who is an inpatient. So that’s something that we can look at, I 

am please that you agree that the number of beds can drop from 

18 to 12 because all of the evidence is ……. 

 SAME SPEAKER:  I would just hate to 

see Christie ward itself shut. 

 ANNE HAWKINS:  Okay.  

 SAME SPEAKER:  It’s local, it’s where 

the people want to be. 

 ANNE HAWKINS:  It’s not local for 

everybody, I think you would accept that. 

 SAME SPEAKER:  It’s more local than 

Gartnavel. 

 ANNE HAWKINS:  You have talked 

about Riverview and the groups that have stopped and I’m 

going to ask John Russell who is in the audience, who is the 
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Head of Mental Health here in Dumbarton to talk specifically 

about that because I wasn’t aware of the detail of that. 

 JOHN RUSSELL:  Yes, hi Anne, you are 

absolutely right, some of the groups have been stopped at the 

minute, but that’s because we have had a couple of vacancies 

as you are aware to the staff who have got promoted, so we’ve 

got a couple of vacancies at the minute, we are looking at all 

the groups, including working with Sammy…. 

 SAME SPEAKER:  We got told though 

(no microphone) 

 JOHN RUSSELL:  Yes, there has been no 

decisions about how we are going to work out, how we are 

going to make sure that people get access to the groups they 

need, so we are working with Sammy, with Ingram Wilson, 

you will be aware of Ingram and Susan Provan to look at that 

and we will be happy to include you in some of those 

discussions about how we try and make sure that everybody 

gets access to the types of groups that they need but there’s not 

reduction, it’s just a case of we have got some recruitment 

problems at the moment, we are going to recruit staff to look at 

how we, an opportunity to redesign how the group work, 

functions. 

 SAME SPEAKER:  (No microphone).

 ANNE HAWKINS:  Maybe that’s 
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something that you could pick up separately after the main 

meeting because I don’t think….. 

 SAME SPEAKER:  Sorry, what was your 

name? 

 JOHN RUSSELL:  John Russell. 

 ANNE HAWKINS:  And then your final 

point was about lengths of stay in acute admissions and the 

Crisis service and, you know, I am please to hear that your 

length of stay was dramatically different from when you were 

in hospital the last time, in fact five days and the previous time 

seven months and all the evidence we have got is that people’s 

lengths of stay are dropping in acute admissions over time and 

that’s demonstrated by, not just here, locally in terms of length 

of stay but right across Scotland and Glasgow elsewhere. 

 And Helen showed a chart, she put up a 

chart on the overhead showing….. 

 SAME SPEAKER:  I saw a wee wavy 

line…. 

 ANNE HAWKINS:  She showed the wavy 

line and basically what that is demonstrating is that over the 

last seven months since we put in place the Crisis service the 

number of admissions into Christie ward has been reducing, so 

in actual fact in terms of adults using an adult admission ward 

in this patch it averages out at just over two people a week 

having an admission to Christie Ward, so it’s a relatively small, 
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in fact a very small number of people who are actually going 

into hospital compared to at the moment 1029 people who are 

getting care in the community and of those people roughly two 

a week go into hospital, just to keep it in perspective. 

 The Crisis team isn’t meant to get round 

everybody all the time, the Crisis team is there to support 

people who are in crisis who have been identified as needing 

more intensive care and that’s what it does and once that short 

period of support is over then people who need ongoing care 

continue to see their Community Mental Health team member 

whoever it is, whether it’s a nurse or a regular session with a 

Doctor, whatever it is they require, okay? 

 DOCTOR NICK DUNN:  Can I just add to 

that, as a local GP involved in shaping some of the vision I 

have spent a lot of time speaking to GP’s in Dumbarton, 

Alexandria and Helensburgh and Lochside, we certainly felt 

that there was a distinct value in having Christie ward as a local 

acute psychiatric ward and I would completely agree with you 

on that, that was certainly the feeling we got reflected back to 

us from local GP’s and that was why there is an option there in 

the vision to have the Christie ward supported by GP’s in order 

to provide that resident out of hours cover which was one of 

the main problems that the Christie ward was facing, so I agree 

with you on that. 

 SAME SPEAKER:  (No microphone) 
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 DOCTOR NICK DUNN:  Lochgilphead, 

absolutely, and I agree it is fair to say there was widespread 

support amongst GP’s on that ground. It is just a matter of how 

that is faced and I think that’s one of the options that the people 

are being asked to look at through the consultation. 

 PETER HAMILTON:  Thanks Nick, 

thanks Anne. Mrs Muir do you want to……? 

 CLAIRE MUIR:  Hello, my name is Claire 

Muir, I have been a resident of Dumbarton for nearly ten years.  

 

EXCERPT OF TRANSCRIPT REMOVED TO 

CONFORM WITH GUIDANCE ON PATIENT 

CONFIDENTIALITY. 

 

 PETER HAMILTON:  Could I maybe just 

add Mrs Muir that your husband’s written submission which he 

gave us last week has been passed in with all the other 

consultation material so we do have that on record and it’s with 

the Board at the moment. Anne do you want to say anything 

else? 

 

EXCERPT OF TRANSCRIPT REMOVED TO 

CONFORM WITH GUIDANCE ON PATIENT 

CONFIDENTIALITY. 
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 PETER HAMILTON:  Mrs Muir I think 

we’ve really got to move on because I think what you are 

saying, I don’t think it’s really for, you know, a public meeting 

such as this and I know that you have met with Anne, you have 

met with Anne over the last few weeks…. 

 CLAIRE MUIR:  Yes. 

 PETER HAMILTON:  Along with your 

husband so I think it’s not really appropriate to continue this in 

public and I’m really going to ask for the next question. 

  

EXCERPT OF TRANSCRIPT REMOVED TO 

CONFORM WITH GUIDANCE ON PATIENT 

CONFIDENTIALITY. 

 

 PETER HAMILTON:  The lady there? 

 ROSE HARVEY:  My name is Rose 

Harvey, you will have to excuse me, I have got a heavy head 

cold and sore throat. 

 I think having read this report and the 

consultation I think everybody will welcome the opportunity 

for increase services to avoid people having to go to the RAH 

for some of the services, however I think we would all regret 

the overall reduction in the number of beds in the Vale. 

 My question is, what happens if an 

unscheduled acute case arrives at the Vale of Leven by 
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themselves, as does happen. Will the GP’s be trained to 

anaesthetise, intubate and ventilate patients prior to transfer to 

the RAH and if not how can this unscheduled medical care 

possibly be deemed to be clinically safe? 

 PETER HAMILTON:  Okay, Doctor 

DUNN? 

 DOCTOR NICK DUNN:  Yes, I suppose 

what we have got to understand is that the unscheduled acute 

case arrive at Health Centres unannounced and without any 

triage, and we have to deal with these situations at the surgery 

as well as in people’s houses as well when they arise and one 

of the important processes that would have to be part of 

implementing this vision would be a large scale 

communication exercise to the general public to inform people 

about the change of service that would be taking place at the 

Vale of Leven Hospital so that they would be aware of what 

the procedure should be should they become unwell and it 

certainly would be advised that they wouldn’t directly come to 

the hospital unless advised to, either by their own Doctor or the 

Ambulance Service or NHS 24.  

 I think there are always going to be 

emergencies that arise unexpectedly in any kind of situation 

like I pointed out in the surgery or in the household as well and 

what we are trying to do is to prempt a lot of that be educating 

people about the change of service and also by having the 
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triage tools which the Ambulance Service will be 

implementing to take these patients directly to Paisley. 

 ROSE HARVEY:  Yes, that’s all very 

well, surely as a qualified medical practitioner every GP should 

be able to anaesthetise and intubate somebody if absolutely 

necessary and in some cases it is absolutely necessary. 

 DOCTOR NICK DUNN:  Well that’s not 

the case…. 

 ROSE HARVEY:  I mean I don’t know 

what everybody else thinks about that but…. 

 DOCTOR NICK DUNN:  I mean certainly 

it’s an interesting idea but it just wouldn’t be possible, I don’t 

think it would be practical to have every GP having the skills to 

anaesthetise and intubate patients, that’s a very specialist skill 

which it does require a lot of training and it’s critical care 

training which takes place in hospital. 

 ROSE HARVEY:  Well with the greatest 

possible respect when I worked in the maternity unit a good 

number of years ago now, but midwife practitioners were 

trained to intubate tiny premature babies is and when it was 

necessary and just occasionally it was necessary. 

 Now if a nurse practitioner can be trained 

to intubate someone in an emergency, surely a GP who has had 

six years training should be trained as well. 
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 DOCTOR NICK DUNN: The GP’s who 

will be working on site at the Vale of Leven hospital will have 

advanced training and the GP’s who – I am one of the GP’s 

who currently work on site at the Vale of Leven in the wards at 

the moment overnight, I have been doing that for the past three 

years and we have had advanced training, not just with airway 

management but also with the acute medical problems with 

advanced life support and ongoing training at the simulator 

centre which is based in Stirling. 

 Now we are able to manage an airway in 

an emergency situation. I mean I can intubate but we can also 

use other techniques such as things called laryngeal masks 

which we can use  in extremis  in case such as cardiac arrest. 

 The kind of cases where you have to 

anaesthetise a patient generally you have got more time to 

consider your options and involve more specialist help and 

that’s why we think it’s more useful to transfer patients safely 

using the skills of a critical care specialist and I think it’s 

important that when we talk about what we are doing at the 

Vale of Leven that we are aware of what our limitations are, 

we are not trying to be specialists the same way as you would 

get in an intensive care unit in Glasgow but we are trying to 

make sure that the patients that we are looking after we can 

look after safely. 
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 So I think we are prepared for the 

emergencies but I don’t think we would be looking to 

anaesthetise and intubate patients. 

 PETER HAMILTON:  Tom? 

 TOM DIVERS:  If I can speak another 

couple of minutes on this because the reality is that about 40 

percent of the patients who come to the acute receiving facility 

at the hospital in future will self present, that’s our expectation, 

probably 40 percent. 

 The way in which the model has been 

examined in detail over the course of the past three to four 

months is by use of the protocols that have been developed, 

extending the protocol that’s already in case to exclude those 

patients who might be likely to require the full services of a 

skilled anaesthetist and so the numbers of such cases which 

would present in a year would be expected to be vanishingly 

small. 

 What needs to be in place is an 

arrangement using the advanced life support skills that Doctor 

DUNN had mentioned but crucially also the enhanced 

Ambulance Service provision in order to make sure that 

someone can be stabilised until able to be taken  to a full acute 

centre, but it’s a substantial proportion of patients who will 

continue to come and self present and they will be examined by 

the GP’s, the emergency nurse practitioners using the same 
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protocols and the same scoring systems as will be used by the 

general practitioners if they go and assess someone at home or 

in a surgery. 

 PETER HAMILTON:  The gentleman…? 

 REV IAN MILLER:  (No microphone) 

hopefully you will hear me, but I’ll use this, okay, you are 

recording, oh my goodness. It’s a heavy team you’ve sent to 

see us today, we are grateful. We also like your almost Blairite 

publication. 

 I can presume yourself Mr Hamilton, you 

did check out the Vale and you are acquaint with what’s there 

and hoped to be there, good, I’m impressed. 

 I have a number of questions, but it would 

be wrong to hog it, so I’ll just try and make it simple, but I’ve 

got to just chase a red herring and wonder if maybe Anne could 

tell us which part of her catchment area would find Gartnavel 

more local than the Vale? 

 

(Applause) 

 

 ANNE HAWKINS:  I don’t think…. 

clearly for parts of the catchment area Gartnavel is closer, if 

you live in Dumbarton Gartnavel is close than if you live in the 

Lochside, that is what I meant by my statement. 
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 REV IAIN MILLER:  If you live in 

Dumbarton Gartnavel is closer than the Christie, is that what 

you are saying? 

 ANNE HAWKINS:  No, I wasn’t 

comparing it to Christie, I was meaning just proximity to 

Gartnavel from those localities. 

 REV IAIN MILLER:  Does anybody else 

understand that or is it just me, sorry, okay, I’ll miss, we’ll go 

on.  

 Yes a simple question, it is good that, the 

vision is wonderful, I wonder whether to use my analogy if 

Moses had presented that to the children of Israel they would 

ever have come out of Egypt, but the vision is good, it’s broad, 

can I just get it down to a bit more specifics? 

 The figures you have given us, yes, there is 

an increase, I can see that quite clearly, an increase in things 

that are happening but for me personally when I go to my GP 

with a pain in the toe I don’t have much apprehension, if I go 

to my GP with a pain in my chest I have considerably more 

apprehension, so you will realise from the communities aspect 

the things that we are apprehensive that you have taken away 

are the things that we would have more security if safeguards 

were there for us, so what I am really asking you is if I have a 

heart attack am I liable to go to the Vale, to the RAH or to the 

HCI or to the Royal Jubilee. If I have a stroke where am I 
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liable to go, same thing, if I have an abdominal pain where am 

I liable to go and how quickly am I liable to come back and I 

think in particular I relate that to the stroke situation because 

there is the buzz and I have seen some answers in e-mail and I 

still find them clouded, what is happening to Ward F? Thank 

you. 

 

(Applause) 

 

 PETER HAMILTON:  Robert? 

 ROBERT CALDERWOOD:  Well I’ll 

kick it off, I mean if we start with your heart attack/stroke 

victims then I think the vision sets out particularly in the centre 

pages under ‘Unplanned Care’ it does describe how we expect 

those patients to be handled. In essence we would expect them 

to be protocolised and bypass the Vale and go in the main 

direct to the RAH in Paisley. 

 We have drawn out a very, very small 

subset who now with a brand new service just introduced with 

primary PCI may go as part of their heart attack condition 

described by the Ambulance Service to the Golden Jubilee but 

we do in the numbers say it is a very small percentage. 

 In relation to, and I’ll come back to the 

rehab of both the heart attack victims and the stroke, with 

regard to stroke again the whole trend in modern medicine is 
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for acute stroke units with access to specialist clinicians and 

access to specialist diagnostics. 

 There is a trial ongoing at the moment that 

suggests access to CT within four hours would be a major part 

of how we can minimise the impact of stroke, so again we are 

quite clear, those patients will bypass the Vale of Leven and 

with the new enhanced Ambulance Service will go to the RAH. 

 Now to put that in context we have now for 

the last four years bypassed protocols at the Vale where of the 

most seriously ill patients both medical and surgical and 

trauma have been bypassing the Vale and in that period of time 

there were approximately 20,000 acutely ill people who have 

been moved by the Ambulance Service to Paisley following the 

protocols that have been in place. Specifically in relation to 

heart attack and stroke that would be our expectation. 

 If you were to, and Nick will come in in a 

minute and talk about the patients who will attend the Vale of 

Leven, how we will deal with those, if I come back to your 

second point which is rehabilitation, we are looking to develop 

the rehabilitation model where you will commence your 

rehabilitation almost immediately following admission into the 

acute setting, you would in our expectation probably have the 

first two to three days of your intensive rehabilitation in the 

acute hospital you are admitted to mainly as far as the Vale is 

concerned the RAH, then you would be repatriated back to the 
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Vale of Leven for your ongoing rehabilitation so that we 

address some of the very legitimate concerns about access for 

the patient’s relatives and extended family of them being in 

Paisley. 

 So your rehabilitation would commence in 

Paisley and then you would come back to facilities at the Vale 

of Leven. 

 You talked about Ward F, there’s a number 

of red herrings running about Ward F, as Helen said in the 

document we envisage the demand being placed on the Vale of 

Leven will warrant us having about 88 beds and in simple 

arithmetic terms that sees us closing one of the three acute 

medical receiving facilities, keeping two and closing one of the 

three rehabilitation wards, keeping two, but also we have this 

ongoing programme of refurbishing the hospital which those of 

you that have been in and about know that that results in a 

reduction in beds in some of the physical areas so we can meet 

the new modern space requirements and in particular with 

regard to HER wash-hand basins and other isolation facilities. 

 So we have said in the document that once 

the vision is agree and once the Cabinet Secretary has given a 

decision in support of the Board’s proposals or otherwise we 

will publish within nine months of the that Cabinet Secretary 

agreement a detailed plan that will show how we will 

modernise the Vale of Leven so that it is fit for purpose for all 
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the services that we are going to provide from that hospital and 

there is a kind of shorthand working at the moment, Ward F is 

one of the wards that we don’t think we would refurbish and 

use but that’s an ongoing debate. Nick? 

 DOCTOR NICK DUNN:  Can I just add 

about chest pain because that’s been an area of concern I think, 

you know, that’s an area that does inspire a lot of anxiety, you 

know, amongst medical staff and amongst patients clearly 

because the stakes are high with chest pain and the issue is 

balancing up the needs of being seen locally and making sure 

you are in the right place at the right time against getting that 

specialist help when you need it and as Robert said although 

the chest pains are identified as having what we call these ST 

elevation MI’s that require to  go straight to the Golden Jubilee 

Hospital in Clydebank, they are identified very early on and are 

transferred directly there where they can get this intervention 

that’s required. They are actually quite a small number of the 

total number of patients presenting with chest pain. 

 We looked at this in the Vale Hospital and 

looked at in within coronary care. Now bearing in mind that 

over the past two or three years as GP’s we have been covering 

the coronary care unit, it is almost a bit of a paradox because 

the number of problems that have arisen in coronary care out of 

hours certainly have been very few and very manageable 

because these things are very tightly protocol driven at the 
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moment and there have been very close links with both the 

RAH and the Western Infirmary coronary care unit over the 

years and we have had very good support from them. 

 And certainly when I have been on the 

patients requiring transfer, they have been transferred within 

about half an hour. So actually with that kind of experience we 

felt that we could manage a lot of these people with chest pain 

locally. 

 In fact when we looked at the number of 

admissions per months it was averaging out round about 100 

patients admissions per months. Out of them there were 

approximately 15 to 18 patients who actually had heart attacks. 

A lot of people present with chest pain who don’t however 

have heart attacks and we felt that there was certainly adequate 

scope to look after these patients locally because we have got a 

very experienced coronary care staff in the hospital and very 

good protocols and very good links with other hospitals. 

 We looked at that in conjunction with local 

cardiologist both at the RAH and also wider afield to get a 

perspective in that in terms of what they felt was a workable 

solution and what we have essentially felt would be safe and 

agreeable to all the staff and patients was that chest pain, 

people presenting with chest pain who weren’t in this small 

subgroup requiring to go to the Golden Jubilee would all be 

seen at the Vale of Leven Hospital. 
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 If at that early stage or later on during their 

admission it was found that they were having a heart attack 

then they would be transferred to a coronary care unit at the 

Royal Alexandria Hospital where we have got these higher 

scale facilities. 

 But it’s a very valid question to ask and, 

you know, I think it’s important to point that kind of level of 

detail out. 

 PETER HAMILTON:  Anne do you want 

to come back, I think there was a question just before….there’s 

a microphone…. 

 NEW SPEAKER:   (no microphone) and 

one of the things that a lot of professionals, and I say in 

brackets because it covers a lot of different people, if you have 

a psychiatric history it’s amazing how many physical 

conditions you don’t have, when in actual fact you do have and 

I just wish, and I am sorry Doctor Dunn but this goes from 

GP’s right through to professors, I mean it took me what, six 

months to discover I’ve now got a progressive neurological 

condition because folk were all saying it was in my head 

because I had a psychiatric history and it turns out I do not 

have, it’s not in my head, it’s real and I kept saying to people, 

look, my legs aren’t working – it’s in your head – it’s not, it’s 

my legs, no’ my head and it took six months for that actually to 

work. 
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 So could I actually just ask the 

professionals if you come across somebody with a psychiatric 

background please treat the physical condition that they have 

said they are there with. Thank you, that’s all I’ve got to say. 

 PETER HAMILTON:  Next question, the 

lady there. 

 MARJORIE MCKAY:  My name’s 

Marjorie McKay, it’s a slightly different question, it’s 

regarding the labs. I see you are relocating haematology and 

biochemistry, could I ask what’s happening to microbiology? 

 ROBERT CALDERWOOD:  Yes, we are 

retaining, the proposal that’s being discussed is the retention on 

site of haematology and biochemistry, the blood sciences, but 

the centralisation of microbiology, that’s a service that does not 

provide an instantaneous turnaround for specimens, they 

normally take 24 hours thereby to culture and report and the 

consultant services for the microbiology service is already 

brought in from Paisley. 

 So the current proposal that’s out for 

discussion is to centralise the microbiology laboratory, to retain 

the biochemistry and haematology laboratories, including out 

of hours cover and weekends.  These are the laboratories that 

turn around the specimens usually within a sort of one to four 

hour period and are quite critical to the ongoing management 

of the patients. 
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 Microbiology is a much slower service 

with a greater specialist input and we believe we can provide a 

better service with the centralisation of that in line with the 

services that we have provided in Glasgow Hospitals.

 MARJORIE MCKAY:  (no microphone) 

…. urine samples of C. diff., they all work together and I have 

worked there so…… 

 PETER HAMILTON:  Jackie Baillie?

 JACKIE BAILLIE MSP:  Thank you very 

much, I understand I’m not allowed to speak because I’ve 

spoken before but hey, you gave me the microphone so that’s 

your problem. 

 PETER HAMILTON:  I only said I would 

give priority to those who haven’t spoken. 

 JACKIE BAILLIE MSP:  Oh absolutely, 

well I think there’s somebody else wants to speak after me but 

there you go. 

 Can I welcome in part the additional 

outpatient appointments because anything that avoids people 

having to travel any great distance is indeed welcome, but I’m 

afraid my comments now get slightly more critical. 

 This diagram that you have presented to us 

before and have presented again is wrong and I have to share 

my disappointment that an updated version isn’t here available 

for people to look at. Well I have not been given one, so my 
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version is the old one and I don’t think that that’s coincidental 

and just so that people understand, you know, we have heard 

already that if you are suffering from chest pains and you are in 

an unstable condition, i.e. you are having a heart attack there 

should be an additional column there, there should be an 

additional column there, it’s probably in the ones you have 

been supplied with but not in mine, saying that there’s a change 

to service and equally in fairness urology clinics that were 

promised doesn’t appear in my version which was the one I 

was handed and of course that is an improvement to the 

service, so I would have thought getting the service diagramme 

right for future consultation meetings is important. 

 But can I ask because you know a lot of 

people will operate on the basis of there are all these additional 

patient episodes but when I look at it there’s quite a few that 

are additional dental services, welcome indeed, I’d rather have 

my wisdom teeth removed here but given the choice between 

having proper dental services at the Vale Hospital and a full 

coronary care service I know which one I would choose. 

 But sticking with teeth for a moment could 

you tell me how many of those dental services are actually 

currently delivered locally in dental surgeries, how many of the 

other additional patient episodes are actually covered currently 

in local health centres or indeed at GP surgeries or the 

Helensburgh Victoria Infirmary because sucking up services 
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from an even more local level to the Vale I don’t think counts 

in anybody’s book as a huge improvement on what we have 

currently. 

 Secondly can I ask about the new Medical 

Centre because I see there are people here from the Community 

Health Partnership, I understand that the Medical Centre is now 

to be delayed by two years, that an architect has not yet been 

appointed and I think it would be helpful to have clarity on 

that. 

 The reason being that given the tightness 

of budgets now and the absolute tightness of budgets in two 

years time can you give a complete and utter guarantee today 

that that Medical Centre will be proceeded with because I think 

it is critically important to the community of Alexandria that it 

is so. 

 On laboratory medicine, that hasn’t been 

part of the consultation to date, is it your intention that it forms 

part of the consultation and can I ask what your view is when 

leading academics say that microbiology results and tests 

should have a much faster turn around time. 

 If that was to be implemented at a national 

level would you rethink your proposals to shift the 

microbiology labs? 

 In terms of mental health, I think people 

have made their views already known. I do know that there are 
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budget proposals sitting with West Dumbartonshire Council 

that look to further reduce their contribution to mental health 

services which should of course worry you as a Health Board. 

 I am disappointed to know that some 

services have not been proceeded with on the basis of staff 

vacancies, I would have thought in mental health above all 

other services continuity was important and I wonder if you 

couldn’t reinstate those groups pending recruitment of 

additional staff. 

 And finally a word about Paisley. This 

community doesn’t have a relationship with Paisley, it’s not 

because we dislike ‘Buddies’, it is simply because our travel to 

work area does not feature Paisley, our transport connections 

don’t run across the river, they run into the centre of town. 

 That is self evident, the geography of this 

area is plain for anybody to see. To get to Paisley is impossible 

without a car and even when you get there most people find 

that they can only park at the very bottom of the hill. 

 Now if you have got anything wrong with 

you climbing that hill is a challenge probably too far. 

 There are significant challenges already 

with patient transport and significant challenges with the 

Ambulance Service. 
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 Just this week I’ve had two complaints 

about the Ambulance Service and patient transport not 

functioning and that’s based on current capacity. 

 Yes I welcome more at the Vale, I would 

welcome even more delivered not just at the Vale but at 

hospitals that this community can get to and I am sorry to  bore 

you rigid with this but actually that does mean looking again at 

how we provide services north of the river. 

 We expected to be integrated with  Greater 

Glasgow, we didn’t expect to remain Clyde on the outside of 

the existing Health Board. 

 

(Applause) 

 

 PETER HAMILTON:  We have a Paisley 

‘Buddie’ here, Robert…… 

 ROBERT CALDERWOOD:  Is that the 

cat out of the bag Jackie, has that given it away, born and bred 

in Paisley. 

 Let me start with dental services, you 

highlight two important points, the proposed 20 chair dental 

suite at the Vale of Leven is made up of the three principal 

elements, the first is a new 8 chair outreach service for 

delivering training for dental students outwith the Glasgow 

Dental Hospital and School in Sauchiehall Street and that’s 
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part of a national programme to enhance dental training and 

local accessibility and outreach to training. 

 The second part of the development is, as 

you quite rightly say, is the replacement of I believe four local 

general dental practitioner premises in and around Alexandria 

and they are identified in the paper work. These are dental 

practices where we are speaking to the general dental 

practitioners because their premises are not capable of being 

modernised to meet the new decontamination standards and 

therefore under the Glennie Report accepted by the Scottish 

Parliament these practices would not be able to continue in 

their current location and current configuration, they would 

either have to close chairs to allow us to install dental 

decontamination equipment or they would need to move to 

alternative premises, so these people, these dental practitioners 

are being given the choice. 

 And the third element is the repatriation of 

the 4700 episodes of care which are currently delivered by 

tutors and trainees in the dental hospital for the Vale of Leven 

catchment area population, those services, those tutors and 

those dental students will be in the Vale delivering those 

treatments. 

 So the numbers that are in the 18,300 are 

indeed repatriation cases. We have not included the dental 

practitioner’s surgery numbers because the choice is for these 
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dental practitioners to move or not, they are independent 

practitioners. 

 Should they decline to move then 

ultimately the configuration would be a 12 chair dental clinic 

for the community **** dental service plus the repatriation 

from Glasgow Dental Hospital School. 

 You talked about the Medical Centre, I can 

leave colleagues who are more knowledgeable than me to talk 

about the architectural content et al. What is safe to say is that 

Greater Glasgow and Clyde Health Board in its soon to be 

approved capital plan which will be going before the Board in 

the spring, there will be a very firm commitment in that three 

year capital programme to the commencement of the 

Alexandria Medical Centre. 

 The point that you make about future 

commitments that Governments may enter into and what that 

will say with regard to the allocation to individual public sector 

bodies is certainly not something that we can forecast with any 

certainty. 

 However Greater Glasgow and Clyde 

received in excess of £100,000,000 per annum on its weighted 

capitation capital account and against that expectation that that 

£100,000,000 per annum will be maintained we have clearly 

identified the funding in our forthcoming capital plan to see the 

start of the Alexandria Medical Centre, that work to get it 
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through its full business case, to get the detailed design is 

money that the Board has already put out to do the detailed 

design and get through detailed planning. 

 So there’s no policy decision to delay it 

two years, it will undoubtedly take three years from now to 

come to fruition because we have to go through the full 

business place and then the construction period, but it will be in 

the Board’s forward commitment. 

 If the Board was to be told that it will not 

receive that level of funding in the years ahead, well there’s not 

certainty that the Alexandria Medical Centre will fall. 

Undoubtedly the Board’s priorities will need to be revisited 

and other commitments may or may not fall in preference to 

the Alexandria Medical Centre, but that’s a decision the Board 

will take if and when confronted with that decision. 

 Turning to labs, the questions you posed 

was if the world changes in microbiology would I change or 

would the clinical team suggest change, no. Greater Glasgow 

and Clyde’s microbiology services has a volume of work 

provided from fewer locations with 24 hours, seven day a week 

shift working, means we will be able to guarantee a much 

faster turn around for all our specimens, we will be able to 

ensure a specialist report on the specimens and we believe the 

improvement in patient care will be marred. 
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 So that any changes in the time frame we 

do not believe will cause us to revisit our microbiology service. 

 And just to put it in context Greater 

Glasgow as well as Greater Glasgow and Clyde will not have 

and does not have microbiology services in all its major sites. 

So we have hospitals that we are retaining long term like the 

Stobhill, Victoria and Gartnavel will not have microbiology 

services on site and the volumes of activity going through these 

are significantly greater than currently and/or proposed at the 

Vale. So we believe the microbiology proposals will stand the 

test of time and the change in that. 

 I can’t comment on mental health, I will 

leave that to colleagues to pick up.  

 Paisley you pick up two very important 

points about Paisley, one was about public transport. Helen in 

her presentation has talked about the work that Niall 

McGrogan and his team have already undertaken in trying to 

improve the public transport infrastructure through SPT from 

this community to Paisley in relation to those public services 

transport contracts that we pay for, we the NHS pay for to try 

and address the deficiency in public transport to Paisley and we 

remain prepared to continue working with the community to 

enhance that public transport. 

 But as you have debated at other public 

meetings and as we have exchanged comments in the past, at 
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the moment that public transport is not meeting the needs of 

the public because despite the fact there is no other better or 

substitute public transport, the public still choose not to use 

those services and they run the majority of the time with only 

one or two numbers or empty. 

 You talk about car parking in Paisley, I 

have said publicly before and I’ll repeat it, it is our intention 

now that we have finished resurfacing the car park at Paisley, 

so you won’t fall over the pot holes as you walk up the hill, 

that we will reverse the car park and the public/patient part of 

the car park will be at the top and the staff, those that qualify to 

get on site car parking will be at the bottom, though we have 

tried as you know to run shuttle buses from the bottom up to 

the top with the voluntary groups in recognition that that helps 

people to get to the front, we will change that and car parking 

will be improved  and you know we have strong views about 

improving car parking to make sure that the public and the 

patient use of our services get appropriate access. 

 And the last point you talk about is north 

of the river, well we recognise the traditional public transport 

routes north of the river, we have always recognised that and 

we have always indicated that public transport is a challenge, 

we have expressed why we believe there is much to be gained 

by the community from building on the synergy that’s 

developed over the last ten years between Paisley and the Vale, 
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Tom’s has talked at numerous public  meetings about the over 

seventy consultant sessions a week that is provided at the Vale 

from Paisley consultants, that number will increase to over 80 

as part of these repatriation proposals and we believe the 

connection between planned and unplanned care and the 

continuity of care is very important. 

 And finally, and we have been very open 

about this we have said there is no emergency component of 

Greater Glasgow and Clyde’s clinical services beyond 2013 

that would be accessible north of the river short of the Royal 

Infirmary and we believe that the Paisley option offers a way 

forward, but we have recognised that there is no historic public 

transport links with Paisley and the travelling, it is a challenge. 

 PETER HAMILTON:  Keith would you 

like to say anything about the Alexandria Health Centre? Keith 

Redpath is the Director of West Dumbartonshire CHP. 

 KEITH REDPATH:  Yes, thanks very 

much. Yes we have previously confirmed that our expectation 

was that the new Health Centre for Alexandria would be done 

along similar timescales to the ones that have been developed 

in Renfrew and Barrhead and those are due for completion as I 

understand it during 2011, so I think we are talking about a 

matter of months and it has taken us a fair while to get the 

business case through the process but as Robert has said that 

was now done, and it was done in November. There’s going 
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through processes with the Scottish Health Department as we 

are going through the early months of this year and it will see 

it’s completed in the early months of 2012 which from our 

perspective as well we think that’s longer than it should have 

been, but practically that’s the amount of time we are in there. 

 It has been said already in the presentation 

a previous design of the Centre was granted, planning 

permission on that site and we want to move forward with that 

and I’m please to hear my colleague’s support for the 

continued prioritisation of the capital development, as he’s a 

member of the Capital Planning Group, I’m please to see that. 

 Maybe pick up the point that you raised 

about the Council’s proposals for savings, yes I am aware of 

those, I had a meeting with their Director of Social Work at 

lunchtime today in fact and I was talking through a number of 

them and I have got the opportunity to put some comments and 

observations on those proposals into him in writing which I’ll 

do before the end of this week. 

 And there was one in particular that sticks 

in my mind which is about their proposal to not fill a mental 

health officer post and I presume that’s the one you are talking 

about. Clearly that’s a Local Authority Statutory responsibility 

that they have got a legal duty to do so and I’ll make some 

observations about that, but clearly that’s a decision for the 

Council. They must provide mental health officers when they 
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are require to do so and their failure to do so would be, 

obviously cause, have an impact for them as an organisation as 

well. I’ll be making representations about that, but I’m 

certainly very well aware of that and as I say I was discussing 

that with Bill Clark at lunchtime today. 

 PETER HAMILTON:  Thanks for that 

Keith. Next question? Sorry one point about mental health. 

 ANNE HAWKINS:  That was your point 

Jackie about being given a guarantee that we would reinstate 

the groups that stopped immediately pending the appointment 

to the two vacancies. I can’t give you that guarantee today. 

 What I can give you a guarantee is that we 

will recruit to the vacancies as quickly as possible and as John 

Russell said we will review the activity of the Community 

Mental Health Teams and the effectiveness of those groups in 

the process of that. 

 PETER HAMILTON:  Helen? 

 HELEN BYRNE:  Jackie thank you for 

pointing out the mistakes with the leaflet which we picked up 

in the December meeting and amended it subsequently and I 

apologise that you didn’t receive the new information and we 

will make sure for tonight that everyone gets a copy of this, but 

if people in the audience don’t have a copy please get a copy as 

you leave because it does include the correct information, 

thank you. 
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 PETER HAMILTON:  I’ll come to that 

lady first and then I’ll come to you Jim, okay. Linda I’ll get 

you a microphone. There we go. 

 LINDA RODMAN:  (no microphone) 

Rodman and I’m a cardiac *** assistant and I worked at the 

Western and then I’m working at the Golden Jubilee and when 

you are saying about *** so they would be going directly to the 

Golden Jubilee or ….. also just the working in an area that you 

are dependent on ambulance services, they don’t really seem to 

respond the way that the plans maybe before at the Jubilee 

were set out, that it would be automatic that there wouldn’t be 

any delays, that’s the impression I get. 

 I mean I’m not in the know directly but I 

would say that the Ambulance Service doesn’t really rise to the 

occasion that really the plans earlier that it should do. 

 TOM DIVERS:  Just to answer your first 

question, if there is that ST elevation then the individuals are 

taken direct to the Golden Jubilee and that’s the protocol that’s 

in operation. Could you maybe say just how you are tracking 

the response times and what the arrangement that is in place for 

that is? 

 GARY FRASER:  My name is Gary 

Fraser, I am the Head of Ambulance Services for Argyle and 

Clyde. There is a protocol in place with patients that have 

certain types of heart attack, that when the ambulance crew 
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arrive they carry out 12 lead ECG and if the patient fits the 

protocol they are taken directly to the Golden Jubilee. 

 Now that’s not just in this area, that’s the 

whole of the west of Scotland that that takes place. 

 In response to your question about how 

that happens in hospitals, anyone with what they call at ST 

elevated MI which is a certain type of heart attack arrives at a 

hospital they’ll get a treble 9 response from the Ambulance 

Service, that’s the protocol now, therefore we aim to have an 

ambulance at the door of the hospital within eight minutes. 

That’s maybe not been the case in the past, but it’s certainly the 

case now. Does that answer your question for that? 

 PETER HAMILTON:  Ok, thanks Gary. 

Jim? A question I trust? 

 JIM MOOHAN:  Sorry? 

 PETER HAMILTON:  You wish to ask a 

question? 

 JIM MOOHAN:  Yes I do, and make a 

couple of points Chair. JIM MOOHAN, Hospitalwatch. I pick 

up an issue about the increase in the patient population. Tom I 

know you will maybe correct me again here, or possibly try 

and correct me. 

 The patient population, colleagues, for 

those in the community who are very impressed with the vision 

paper, that increase in population does not require anaesthetic 
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cover or anaesthetists on site, so the increase was done on the 

basis that there would be no anaesthetist required for that 

increase in the thousands of patient population. 

 The second point on anaesthetists, and the 

lady raised it, is it clinically safe and what can the GP’s do? 

Well if you recall last week colleagues in the Lennox Herald 

where the young man collapsed, his lungs collapsed completely 

and his mother’s comments to me and to the Press were that if 

there hadn’t been an anaesthetist on site at Alexandria then that 

boy would have died. Now that boy was in intensive care in 

Stobhill, Stobhill for a fortnight. 

 Now that is not good enough for the people 

of West Dumbartonshire and Argyle, that’s why it is important 

that anaesthetists are on site and we deserve that right to have 

anaesthetists on site. 

 PETER HAMILTON:  Jim what’s your 

question? 

 JIM MOOHAN:  Well my question, on 

mental health, I have got a question on mental health. How 

many times does the Health Board have to be told that we don’t 

want mental health centralised. In the last year I attended every 

meeting in Dumbuck Hotel, in the football stadium and it was 

made quite clear by the vast majority of the public they did not 

want mental health services centralised and yet we are still 

looking at Option 1 and Option 2. 
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 Now what is the voice of democracy 

within the Health Board’s way of thinking? You have been told 

continually – please listen to that voice. 

 A question about Paisley, Chair: Paisley is 

a grid lock, and I know the gentleman’s here from the 

Ambulance side, Paisley is a disaster for this community and I 

forecast, God forbid I’m wrong, there will be fatalities in 

people going to the RAH. 

 My message to the public in here, we shall 

be meeting the Cabinet Secretary within the next few weeks 

and I implore and impress on each one of you to write a letter 

to the Cabinet Secretary because the campaign is not finished 

colleagues, we can’t walk away from this, please rise to the 

challenge, write to them, a few words, long words, write to the 

Cabinet Secretary and tell here exactly how you feel about this 

situation, this is going to be a disaster in time for us. 

 Iain Miller is correct, the Minister is 

correct, our services have been stolen from us, it’s time we 

fought for services back at Alexandria. Thank you very much. 

 

(Applause) 

 

 PETER HAMILTON: Tom? 

 TOM DIVERS:  Jim there is little point in 

me trying to answer your questions factually if at the next 
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meeting you just get up and produce the same mis-information 

again.  

 I said to you last week in Alexandria and I 

say it again this afternoon, that the new additional surgical 

services for ophthalmology, for urology, for other aspects of 

surgery will require anaesthetic input and that additional 

anaesthetic input for those planned care services will be 

provided…… 

 JIM MOOHAN:  Is that a consultant 

anaesthetist though Tom? 

 TOM DIVERS:  Yes, that is consultant…. 

 JIM MOOHAN:  I have got a lot of time 

for mine, he is an exceptional GP but is it a consultant 

anaesthetist, not an anaesthetist, somebody who can do 

anaesthetics ….? 

 TOM DIVERS:  Jim I said for planned 

care. The whole crux of this debate about planned and 

unplanned or unscheduled care pivots around that and what the 

external review team concluded was that anaesthetics for the 

provision of unscheduled care at the hospital was not 

sustainable, for unscheduled care. 

 The planned care which requires extra 

anaesthetic input will get that extra anaesthetic input. 

 In terms of mental health, you have said 68 

times, 69 times now I think 68 last week, 69 times now how 
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often do we need to be told by this community we want to 

retain the acute adult mental health service. 

 The judgement that the NHS Board needs 

to make when it sits down on the 24th of February when it 

considers all of the feedback from consultation is around the 

viability, sustainability and quality of that local model as 

against a model that would be provided at Gartnavel Royal. 

That’s our responsibility, our responsibility can’t simply stop at 

a view that that is the way forward so that’s what we have to 

do, and that is the debate that will take place. 

 It was because we had heard just how 

material the views being expressed locally were in support of 

Christie that the issue did not proceed to decision at the point 

when the Health Board took the decisions about all other aspect 

of the mental health strategy for Clyde, apart from the inpatient 

facilities at the Vale, everything else was concluded at the 

Health Board meeting back in August, but because of the 

passion and significance of the debate in the local consultation 

meetings here the issue was carried forward for further detailed 

work and that’s what we need to go back and report on at the 

Board meeting in February. 

 The issue around Paisley, as Robert had 

said previously, comes back as we see it to the importance of 

continuity of care and the continuity between acute receiving in 

medicine, surgery, orthopaedics and the planned care, and you 
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have heard again this afternoon that there will be significant 

numbers of individuals who will come back for rehabilitation 

here. 

 If there was to be a proposition that acute 

medicine for example should be realigned it would mean 

looking at realigning all of the planned care as well as 

unplanned care arrangements and Jim you talk about this being 

a disaster waiting to happen, the reality is that under the 

existing protocol the most sick medical patients have been 

going to Paisley already for five years, the most sick patients 

have been going there. 

 So what happens under the arrangement 

that’s proposed now is that the next most acute group, not the 

sickest, the next most acute group which might potentially 

require the input of that expert anaesthetic care will equally by 

protocol go to Paisley, be assessed, be transported by the 

Ambulance Services, so the sickest patients have been going to 

Paisley without mishap on the evidence of the audits that have 

been done there and the records of the Ambulance Service for 

five years. 

 This is a less acute group and so to say that 

this is a disaster waiting to happen is I think not taking proper 

account of the relative acuity of this group of patients who will 

if they require the full services of an acute hospital with critical 

care, be going either direct to that centre or immediately when 
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they are assesses as requiring that care on presentation at the 

Vale. 

 DOCTOR NICK DUNN:  Can I just  

respond to the concern about clinical safety Jim? And I have to 

say that, you know, I have got a lot of respect for yourself and 

people in Hospital Watch and the work that has been done to 

date to try to safeguard the Vale Hospital because I do feel 

strongly that the Vale, the hospital is a valuable resource for 

the whole area and it’s something that we have tried to work 

hard to protect, as you know from previous discussions that we 

have had. 

 As regards clinical safety I would be very 

clear that that has been at the forefront of everything that we 

have tried to do when we have built the clinical model for the 

Vale of Leven, accepting the anaesthetic review group’s 

findings that anaesthetics is no longer sustainable at the Vale of 

Leven, I feel that the way forward is to look at the realistic 

options that we have got. 

 And I think realistically the options that we 

have got are either to have an acute medical service without 

anaesthetics which doesn’t necessarily mean transferring more 

patients to Paisley, but maintaining the majority of the acute 

admissions at the Vale, or I think the worst solution, or the 

worst solution which would be to transfer all acutely unwell 

patients outwith the area to Paisley. 
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 And I accept that that may be a 

compromise that some people find hard to accept but I think 

it’s worth looking at and in fact with a GP led hospital in the 

area there are distinct advantages in having GP’s involved both 

in the community and in the hospital with patients’ care. 

 The clinical safety argument with respect 

to the kind of case that you presented is hopefully the kind of 

situation that would arise very, very infrequently and that’s 

what a lot of work has gone into in developing this model. 

 Currently as Tom said we do divert the 

sickest patients already to Paisley and we have been doing that 

for the past few years using the protocols that we have all 

experience using and we have been fairly successful in doing 

that. 

 Now what we are doing with the vision is 

that we are actually lowering the bar, we are actually 

transferring a greater proportion of patients to Paisely to give 

us a greater safety margin with respect to that and I’m 

confident both by practical use of these protocols in the 

hospital and in the community and also by some of the 

statistical work that has been done by Glasgow University 

recently around that I am confident that these protocols stand 

up to scrutiny and are safe. 

 Now there will occasionally be 

eventualities where emergencies arise and for that we are 
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preparing for that with the advance life support training and 

with the advanced airway management and with ongoing 

training that GP’s who work within the hospital will have to 

manage that acute episode, to allow time for what we call 

retrieval to take place and I think that’s an important aspect of 

what we do is that the very sick patients in these unlikely 

emergency situations can be transferred and stabilised safely to 

a centre where there is an intensive care unit to hand and we 

feel that that is certainly possible and something that we would 

need to have in place for that very few occasions when that 

kind of situation arises. 

 So it’s not something we haven’t thought 

of, but it’s something that we certainly do not expect to happen 

very often at all, because from experience we know that we can 

identify these patients at a very early stage. 

 PETER HAMILTON:  Thanks Nick. The 

lady in the second row? 

 BETTY MITCHELL:  Hello my name is 

Betty Mitchell and I live in Dumbarton, I have worked here for 

a long time and I would like a quick answer, I don’t want five 

minutes and waffle and statistics, and, you know, I don’t want 

to listen to Mrs Baillie using it as a platform, I agreed with 

your last point. 

 Could I have a quick question, why is 

anaesthesia not sustainable, is it money? 
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 TOM DIVERS:  No, it’s not money, it is 

because there is not the volume of specialist work required 

either to make the posts attractive for full time specialists or to 

allow accreditation for training to be given for junior doctors, 

that’s the basis on which it is not sustainable. 

 The volume of response required for 

unscheduled medical care has averaged out at one case during 

normal hours per week and one case out of hours per week. 

 BETTY MITCHELL:  So surely this, the 

anaesthetists could be split between the Royal Jubilee and the 

Vale? 

 

(Applause) 

 

 BETTY MITCHELL:  And another thing 

is this thing about having the dental come to the Vale, there’s a 

dental place at Jubilee, what’s happening there? 

 TOM DIVERS:  The nature, I need to 

come back to this separation between emergency or unplanned 

care and planned care, the nature of the response that can be 

required for emergency or unplanned care is that that response 

needs largely to be available on site or accessible by response 

rapidly in a call out situation. 

 You cannae split posts between two 

hospitals like the Golden Jubilee where the anaesthetic rota that 
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is in place there is to cover the out of hour emergencies for post 

surgical complications or working with the cardiologists who 

are doing the coronary intervention and another general 

hospital. 

 We have looked at this previously, we 

have been accused of not having looked at it. The number of 

anaesthetists in Greater Glasgow and Clyde who are 

intensivists who cover the critical care facilities numbers less 

than 40 and between them they cover seven intensive care units 

and those seven intensive care units operate in a mode of 

having a bed bureau because they suffer pressures and peaks at 

different times and that’s in the nature of intensive care and 

that’s why the case that Jim Moohan was talking about saw 

that young man go to Stobhill because the beds in and around 

Greater Glasgow and Clyde operate in a bureau so that there is 

a maximum opportunity to have an intensive care bed within 

the locality. 

 But we have looked at these options, we 

have been told – you should just tell anaesthetists to get down 

there, there ain’t the  work, basically there ain’t the work to 

justify either the substantive posts and the retention of 

individuals in these posts or crucially the throughput of work 

that would allow trainees to be trained in that environment. 
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 BETTY MITCHELL:  Excuse my 

ignorance but is an anaesthetist not first of all qualifies as a 

Doctor? 

 TOM DIVERS:   Yes indeed but the 

anaesthetist, I mean a surgeon is qualified as a Doctor but as 

you know surgery over the years has specialised hugely so that 

you get breast surgeon, vascular surgeons, urologists, 

colorectal surgeons, anaesthetists sub specialise also and one of 

the major sub specialities within anaesthesia is in critical care 

and that’s what this group of thirty odds anaesthetists in 

Greater Glasgow and Clyde have chosen to specialise in and 

they are a particular group of sub specialists. 

 There are others, you mentioned the 

Jubilee, there  are others who have specialised in cardiac 

surgery, so there is a group of anaesthetists who have become 

particularly specialised in those unique skills that are required 

there. 

 So anaesthesia has sub specialised in the 

way that many other of the broad medical and surgical 

specialities have. 

 PETER HAMILTON:  Doctor DUNN do 

you want to add anything? 

 DOCTOR NICK DUNN:  I mean I would 

reflect that. I mean I think it’s – I was disappointed with the 

findings of the anaesthetic review group, as were a lot of my 
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colleagues however I think that’s the reality, is that the review 

group felt that there wasn’t the sufficient experience for even 

consultants to maintain their skills on site at the Vale of Leven 

and I think that in some ways part of this is a reflection of the 

way that health care is changing, is that there is an increasing 

demand to have specialist care for specific acute conditions 

like for example stroke going to an acute stroke unit, someone 

with a bleeding ulcer going to a specialist gastrointestinal unit, 

ST elevation heart attacks going to the Golden Jubilee Hospital 

and it’s based around the concept of what they call the right 

person in the right place at the right time. 

 I would certainly support that. I think 

though there still remain a group of patients who can be 

appropriately cared for at the Vale of Leven whilst still having 

these specialist units that we can be linked with. 

 PETER HAMILTON:  Ian Miller. 

 REV IAIN MILLER:  I have got just one 

question. 

 PETER HAMILTON:  Is this to the heavy 

team, is it? 

 REV IAIN MILLER:  It is to the heavy 

team, yes indeed. One question, somebody, and I can’t 

remember who did refer to it, they used this phrase ‘enhanced 

ambulance service’, it’s a questions 1(a) and 1(b) and so is that 
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operating or is that something we’ve yet to get, so that’s the 

first part of the question. 

 And the second one is in know Nick when 

we were engaged in trying to retain anaesthetic services and 

then of course you have come up with your own scheme with 

Brian, at one point you were very firmly of the belief that we 

needed a retrieval service, have we got that in place, a kind of 

crash team or something, because at that time that wasn’t clear. 

 So maybe if you could come back to that, 

you did speak about it, I now want to know what they have 

given you are you happy with. 

 PETER HAMILTON:  Gary do you want 

to respond to the ambulance question? 

 GARY FRASER:  I’m unsure what the 

question was in terms of enhances ambulance service, what 

context it was said in. 

 REV IAIN MILLER:  It was a statement 

that was made from the table and the phrase was ‘enhanced 

ambulance service’, can you clarify what that is, is it on just 

now or is it coming later? 

 ROBERT CALDERWOOD:  If the 

proposals are accepted we are in discussion with the Scottish 

Ambulance Service about additionality, so because there is a 

possibility, if not a probability of the ambulance vehicles being 

out of district as a consequence of these additional 1500 or so 
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acutely, you know, emergency transfers to Paisley, we do not 

want to denude the local population of the Ambulance Service, 

so we are discussing with colleagues what additional 

ambulance personnel and vehicles will be brought in to the 

wider area served by the Vale of Leven and colleagues in the 

Ambulance Service have put forward a range of proposals 

which will be addressed, not only dealing with our need to 

move these 1500 or so patients to Paisley, but also to make 

sure that they can respond to the emergency needs of the 

population while the vehicle is away. So that’s what I mean by 

enhanced. 

 PETER HAMILTON:  Nick do you want 

to …. 

 DOCTOR NICK DUNN:  Thanks Iain, 

just to respond to that, I have along with yourself and many 

others fought very hard to try to retain anaesthetic services at 

the Vale of Leven through looking at sort of various options 

that we could have tried and I think the situations is changed 

now beyond our control in a sense, I feel as though situations 

beyond our control have changed the situation. 

 And I certainly would make it clear that 

my preferred option, and certainly the preferred option of the 

majority of GP’s I have spoken to in the area would certainly 

be an anaesthetic consultant led service, that would be our 

preferred option. 



 
 

68

 However I am a pragmatist and we are in a 

situation where the situation has changed and I think the 

situation has changed as a result of various things, including 

the findings of the review group which was appointed by 

Nicola Sturgeon. 

 And I feel that at this stage it’s more 

realistic to assume that we don’t have anaesthetics on site and 

what else can we do to retain a quality services at the hospital. 

 Now the consultant supported GP led 

service that we are describing in the vision, just to correct you, 

it wasn’t something which Brian any myself came up with to 

be honest, it was something which was suggested would be a 

good idea by the anaesthetic review group, so it was news to us 

as well to be perfectly honest, it wasn’t something that we had 

ever looked at and engineered. 

 However having looked at that and having 

looked at what the options are for the local community and the 

hospital and I suppose my desire to try and keep as much care 

as local, I mean we quoted Professor Kerr’s report from two or 

three years ago which was describing here being as local as 

possible but as specialised as necessary and I think that’s an 

important ethos that we have maintained throughout all of this 

and trying to maintain care as local as possible because I think 

it’s a very valuable asset the Vale Hospital, I mean I know that, 

I have grown up in the area, I have worked in the hospital as a 
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junior Doctor and I have also been there as a patient and I 

know how much the community values the place and how 

much GP’s value the place. 

 So it’s very much based on being 

pragmatic. What we did say when we described the vision was 

that we felt that retrieval was going to be an essential 

component of that. 

 Unfortunately at the moment I can’t 

describe to you exactly how that would be implemented. My 

feeling would be that we have got a helicopter emergency 

service for the west coast of Scotland provided via consultant 

at the Southern General and at Paisley and I think it would be 

well worth looking to see whether in the likelihood these 

eventualities are going to be very rare and unlikely and I think 

to me that would be the most obvious example. 

 However whatever solution we come up 

with it’s got to be a  situation of retrieval where patients are 

stabilised prior to transfer and that the transfer is safe and if we 

did any less than that we would be letting patients down. 

 PETER HAMILTON:  Okay. Mrs Muir I 

think could you and I have a discussion after the meeting? 

Okay…… 

 CLAIRE MUIR:  Thank you, I appreciate 

it. You had the same problem, as you haven’t got the 

anaesthetist, I think Nicola, do you remember you had the same 
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problem with no paediatrician, what did you get over there? Do 

you remember that, we didn’t have a paediatrician and they did 

close down the maternity services, do you remember? 

 DOCTOR NICK DUNN:  I am not sure I 

remember specifics but certainly, I mean the general situation 

in paediatrics, is that what you mean within the area? 

 CLAIRE MUIR: There wasn’t enough 

work for a paediatrician full time at the Vale and they closed 

the maternity services down. 

 DOCTOR NICK DUNN:  I wasn’t 

involved in that to be honest. 

 CLAIRE MUIR:  Does anybody 

remember? 

 TOM DIVERS:  Yes, I remember because 

it happened….. 

 CLAIRE MUIR:  You got over exactly the 

same problem did you not? 

 TOM DIVERS:  No, the bulk of the 

service was transferred, it happened in three maternity 

hospitals in Glasgow as well as in Inverclyde, ultimately what 

happened was that because of the drop in workload the 

accreditation for training for the junior Doctor post was 

withdrawn by the training authorities so that the posts were not 

viable and so the service model had to change and that was 

what happened in those cases….. 
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 CLAIRE MUIR:  But the maternity ward 

is open. 

 TOM DIVERS:  Yes as a community 

midwifery, yes, staffed by midwives. 

 CLAIRE MUIR:  Am I just being stupid? 

 TOM DIVERS:  No, staffed  by midwives, 

not a consultant, the change in levels happened and whereas 

previously here there were of the order of 800 deliveries within 

the previous consultant led maternity unit that had consultant 

obstetricians, that had out of hour anaesthetists to provide that 

unplanned care that I was talking about, and had paediatricians, 

what is available now is a planned care service staffed by 

midwives and if women need to deliver under consultant 

supervision or opt for that model then they go either to the 

RAH or the Queen Mother’s in the current model. 

 So there was a change in service provision 

that reflected that and the services that was put in place at the 

Vale of Leven Hospital here was designed to deal with around 

200 deliveries and part of the reason why the Health Board 

decided not to close the delivery component of the community 

midwifery service was that we were persuaded that although 

there had only been 70 odd deliveries in the previous year there 

was still the possibility that in the years ahead more women 

would opt to deliver in that midwifery setting and there is some 

early evidence that that is happening, but there was a 
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fundamental change that saw 600 of the deliveries go from here 

to either the Rah or to the Queen Mother’s largely to a 

consultant unit. 

 NEW SPEAKER:  (No microphone) 

 PETER HAMILTON:  Do you want a 

microphone so we can all hear. 

 NEW SPEAKER: They go there because 

they know that if anything goes wrong there’s an anaesthetist 

and a paediatrician and everything on hand and at the Vale 

there isn’t and that’s why there’s been such a drop in numbers. 

I know lots of girls that have said that outright to me, it’s too 

dangerous for them. 

 TOM DIVERS:  Indeed and I mean there 

used to be six midwifery maternity units in Glasgow, by the 

end of this year there will be two for exactly the same reasons 

of changes in clinical practice, there is much more midwifery 

led care in Glasgow as well and now it is a very, very common 

phenomenon that the consultant obstetricians are in frequently 

out of hours delivering complex cases themselves, so profound 

have some of these changes in Doctors training become. 

 PETER HAMILTON:  If you would like a 

weather update, as we have been talking the snow has been 

falling heavily, but however I still intend we carry on ‘til half 

past four, unless in fact there are no more questions. So in the 

time that’s left any other questions? No, okay. 
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 Well Ladies and Gentlemen could I on 

behalf of NHS Greater Glasgow and Clyde thank you all for 

attending this afternoon. Thank you for your input. 

 As far as the next stage is concerned, and I 

think Helen said that in her presentation, the consultation ends 

on the 30th of January, a final Board paper will got to NHS 

Board on the 24th of February for approval and if approved by 

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

Secretary for Health and Wellbeing and she in fact will have 

the final decision. 

 As far as the consultation process is 

concerned, the final Board paper will in fact have appended to 

it a lot of the consultation feedback, feedback from the 

meetings, any feedback that we receive in written form and 

already we have had written submissions, so that will in fact be 

appended to the final paper. 

 So all I can say now Ladies and Gentlemen 

is thanks once again, I trust you are all suitably geared up for 

this sort of weather, a safe journey home, thank you very much. 


