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TRANSCRIPT:  VISION FOR THE VALE OF LEVEN 

HOSPITAL, PUBLIC MEETING,  6.30 PM, MONDAY, 

19th JANUARY 2009, DUMBARTON BURGH HALL,  

 

 PETER HAMILTON:  Ladies and 

Gentlemen it is that time and I think we’ll make a start. Could I 

thank you all for coming along this evening on what’s a rather 

January winter evening. 

 Thank you for coming along to this out 

sixth public meeting to discuss the consultation paper entitled 

vision for the Vale of Leven. 

 My name is Peter Hamilton, I’m a non-

executive Board member of NHS Greater Glasgow and Clyde. 

The consultation paper which I’m sure you’ve all got copies of 

now details proposals and how services will be delivered 

including new enhanced 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 services users, staff, Council members 

and local community groups. 

 The document was launched on the 1st of 

November for a three month’s consultation period which ends 

on the 30th of January in a couple of weeks time. 
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 As I stated this is the sixth of nine public 

meetings being held locally. We have also arranged drop in 

centres where members of the public can speak to NHS staff on 

a one to one basis and there’s quite a number of them 

programmed from now until the end of January and if anybody 

wants any details of them they can get them from any of the 

staff whom you met when you arrived this evening. 

 The format for the evening is quite simple, 

quite straight forward, you will hear a short presentation on the 

proposals followed by a question and answer session and we 

would certainly be hoping to finish around half past eight this 

evening if not earlier. 

 The meeting I should say will be recorded, 

that’s so that we can capture all the issues that have been raised 

and any comments that you may have. 

 So if I could just introduce my colleagues 

who are at the top table, and I’ll just start from the right hand 

side, on my right Doctor Brian McLaughlin who is a local GP, 

sitting next to Brian we have Anne Hawkins who is Director of 

Mental Health Partnership NHS Greater Glasgow and Clyde. 

Sitting next to Anne is Tom Divers, Chief Executive of NHS 

Greater Glasgow and Clyde, next to Tom is Robert 

Calderwood, Chief Operating Officer Acute Services Division 

NHS Greater Glasgow and Clyde and sitting at the end is 

Helen Byrne and Helen is Director of Acute Services Strategy 
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Implementation and Planning NHS Greater Glasgow and 

Clyde. 

 So without further ado I’m now going to 

ask Helen to make her presentation on the consultation paper, 

Helen? 

 HELEN BYRNE:  Thank you Peter. Good 

evening everyone. In the presentation this evening I’m going to 

draw out the main messages in the vision document.  

 First of all I’m going to talk about the 

process. In August 2008 we received an independent review of 

anaesthetics and that review concluded the anaesthetics were 

not sustainable at the Vale of Leven Hospital and that was the 

fourth review that came to that conclusion. The independent 

scrutiny panel had come to that conclusion in November 2007.  

 As a Board we had undertaken a review 

which concluded in June 2007 and NHS Argyle and Clyde had 

also concluded that anaesthetics were not sustainable at the 

Vale. 

 The independent review in August 

recommended a GP led model of unscheduled medical 

admissions at the Vale of Leven supported by consultants. 

 When we received the document this  was 

a new recommendation to us so we spent the time through 

September and October doing detailed work to develop the 

model and we worked with Doctor McLaughlin and other GP’s 
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and with consultant staff at the Vale of Leven and the RAH and 

other clinical staff to develop the model. 

 Formal public consultation, as Peter said, 

runs ‘til the end of this month so we are interested to hear your 

view on what I have to say tonight and what you have read in 

the document. 

 In terms of the activity at the Vale of 

Leven you see here on this table described in the left hand 

column what currently happens at the Vale of Leven, the 

second last line outlining new services that will be at the Vale 

of Leven. 15,300 patient episodes of care undertaken at the 

Vale of Leven today. We are proposing an increase of 14 

percent up to 131,760 patient episodes of care to be undertaken 

at the Vale of Leven and obviously as we do with all our 

hospitals we will keep demand under review and amend 

services accordingly. 

 The two lines you’ll be most interested in 

are the third last line the Medical Assessment Unit, you see 

there the column on the right hand side shows a range of 4410 

to 5292 patient episodes of care. This basically reflects the 

view that we contain 70 to 80 percent of current activity safely 

at the Vale, and I’ll come back to that. 

 And in the line underneath you see in the 

right hand column that we intent to introduce 18,350 new 
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patient episodes of care at the Vale of Leven which is an 

increase of 20 percent of current activity. 

 In terms of beds we currently have 122 at 

the Vale of Leven, in future we’ll have 88 and these will be 

acute beds covering medical, rehab and continuing care and 

surgery services. We are proposing 27 elderly mental health 

beds, currently we have 18 at the Vale and 12 at Dumbarton 

Joint Hospital. 

 We currently have 18 adult mental health 

beds at the Vale, we are proposing  one of two options, Option 

1 12 beds to be retained at the Vale of Leven, Option no beds 

to be retained at the Vale of Leven and those to be provided at 

Gartnavel Royal. 

 So in future 115 to 127 beds provided at 

the Vale compared with the current 148. In addition given that 

activity will shift to the RAH, to the Royal Alexandria in 

Paisley we are proposing 42 beds at the RAH. 

 Moving on then to each of the service 

components described in the vision document, I’m going to 

talk first of all about unscheduled medical care. In the report 

that we received in August the review team suggested that 

between 36 to 83 percent of activity could be sustained in a 

supported GP acute unit and our challenge was to look at that 

and to develop a clinically safe and deliverable model. 
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 Our conclusion based on the detailed work 

that we did, and I described that was done with clinicians 

looking at data over the last few years which is rich in content, 

our conclusion was that between 70 to 80 percent of patient 

activity could be maintained at the Vale and up to 72 percent of 

acute beds. 

 The service will be GP led and supported 

by consultant staff. Other staff will be crucial to making it 

work, such as nurse practitioners, pharmacists and other 

clinical staff and I’ve described that we did very detailed work 

over the six week period with days of attention being paid to 

the detail. 

 So I have described the 70 to 80 percent of 

patients could remain at the Vale so 20 to 30 percent we are 

proposing would no longer attend the Vale and what we will do 

is use the scoring systems that are in use at the Vale at the 

moment and refine them to make sure that the right decisions 

are made about patients who could remain at the Vale and 

those who should transfer. 

 The system will be used at the Vale 

Hospital to identify patients who should transfer but also used 

by the Ambulance Service, by GP’s and other clinicians to 

make the decisions whether a patient should go to the Vale of 

Leven or should transfer to the Royal Alexandria. 
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 In addition we have set out in the vision 

that there are a number of conditions which we will not deal 

with at the Vale even if they appear low risk in the scoring 

systems and those are described, stroke or suspected stroke, 

drug overdose, gastrointestinal bleeds, inpatient haemato-

oncology care and epileptic seizures. 

 We also looked in detail at chest pain and 

the proposal is that patients with chest pain will be seen at the 

Vale but if they have a confirmed heart attack they would refer 

to a cardiology unit and there are a number of patients who will 

go straight to the Golden Jubilee Hospital if they have a 

condition for which the Golden Jubilee is the best place of care. 

 So that’s unscheduled medical care, I’m 

now moving on to rehabilitation. Rehabilitation services will 

be provided for orthopaedic patients, stroke patients, patients 

admitted to medicine at the RAH or at the Vale of Leven and 

the day hospital will be retained. 

 The new hospital services are described, 

new urology and ophthalmology day surgery service will be 

delivered at the Vale supported by significant investment, 

particularly in theatres. More day operations and procedures in 

general surgery, ear nose and throat, orthopaedics and 

endoscopy. 

 We propose to introduce a new 

rheumatology service, additional outpatient clinics, a 
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comprehensive dental service including 20 dental chairs, six 

additional renal dialysis stations and we refer to the future 

development of cancer and palliative care services.  

 So all in all that totalling 18,350 additional 

patient episodes of care to be undertaken at the Vale and those 

are patients who currently attend either services in Glasgow or 

at the RAH in Paisley. 

 In terms of elderly mental health services it 

is proposed that elderly mental health inpatient care will 

remain at the Vale. We plan to address the inappropriate age 

mix of older people with functional mental health problems, 

those are patient with dementia, schizophrenia, psychotic type 

illness, being in the same ward as younger adults. 

 We propose that elderly mental health 

continuing care beds will transfer from Dumbarton Joint 

Hospital to the Vale and that will total 27 beds for older people 

with mental health problems at the Vale underpinned by 

enhanced community services and I’ll come back to that later 

in the presentation. 

 As I’ve said earlier we have two options 

set out in the vision on adult mental health, Option 1 to retain 

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

hours cover and Option 2 the transfer of the 12 adult beds to 

Gartnavel Royal with junior medical psychiatry staff providing 

out of hours cover. 
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 We propose that access to intensive 

rehabilitation service beds will be at Gartnavel. We do in the 

document set out the pros and cons and we will, as we will 

with all aspects of the vision listen to the views that we hear in 

helping us to make a decision and recommendation to the 

Cabinet Secretary. 

 And again I’m going to come back to 

improved access to enhanced community services including 

services introduced recently by NHS Highland and the impact 

that those are having on inpatient mental health services. 

 We make referent to the new Alexandria 

Medical Centre which will be based on the Vale of Leven site 

housing a wide range of community services and enabling the 

provision of a one stop shop in both health and social care 

services, so that if you come to see a GP you should be able to 

see other professionals while you are there, if it’s appropriate. 

It’ll provide opportunities for better and closer working 

between community and hospital care. 

 Our view is that it’s the best site and we 

have planning permission for the development and there are 

also discussions going on for a new care home which the 

Council would be the lead agency for. 

 Just to give you some update on the work 

that we have been doing over the last month or so in terms of 

community mental health services which has been going on for 
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longer that the last months but we have certainly heard what 

you have said and you’ve asked us for clarity and also to give 

you an update on laboratory medicine. 

 We were asked specifically by the Council 

to be clear about the level of investment in community mental 

health services and you see here there has been a significant 

level of investment by NHS Greater Glasgow and Clyde in the 

development of the Community Mental Health Team at the 

Riverview Resource Centre which opened in 2007, £750,000. 

half a million invested in the Crisis Home Intervention Team 

which was implemented in September 2007. £200,000 to be 

invested in Primary Care Mental Health Team which is to be 

operational in February 2009 and £90,000 to enhance older 

people’s services through the Community Mental Health Team. 

 And you also see there the investment from 

NHS Highland in services for patients from the Helensburgh 

and Lochside area with Crisis Home Intervention Team 

introduced on the 5th of January, £140,000 and strengthening 

the Primary Care Mental Health Team. 

 And what you see here, this chart basically 

demonstrates that when you look at activity over the period the 

community services have been in place and certainly focussing 

in particular on the last six months of 2008 there has been a 

reduction in admissions to Christie Ward, the total number of 

admissions was 103, the total number of referrals to the Crisis 
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Team 294 and the caseload of the Community Mental Health 

Team 1029. 

 Admissions to Christie Ward are gradually 

declining and it’s important to note that about 90 percent of 

activity currently goes on in community settings and that is a 

trend that we would want to continue, to enable people to stay 

at home and keep people out of hospital beds where that’s 

possible. 

 We’ve also been asked for clarity on 

laboratory medicine. The plan is to integrate laboratory 

services between Glasgow and Clyde and that work is 

underway, the work started in Clyde a number of years ago. 

 The review is being undertaken with both 

clinicians and staff. The plan is the new state of the art 

automated platforms will be provided for haematology and 

biochemistry with an upgraded on site facility so that results 

will be available quickly and we make the commitment that 

any potential change of services as a result of the review will 

ensure no detriment to the current service in terms of timeliness 

of test being available. 

 So in summary our proposals see the 

majority, 70 to 80 percent of unscheduled medical care being 

sustained at the Vale through new arrangements. The majority 

of inpatient beds being sustained. Large increases in the 
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volume of planned care being delivered in the Vale, including 

the development of new services. 

 There are no changes outlined to minor 

injuries, maternity services, diagnostic imaging, primary care 

emergency services and the day hospital for older people. 

 We set out that elderly mental health 

inpatient services will be sustained and enhanced by services 

transferred from Dumbarton Joint Hospital. We set out two 

options for adult mental health inpatient services and we set out 

the development of a new medical centre and a care home on 

the Vale of Leven site. Thank you. 

 PETER HAMILTON:  Thank you Helen. 

We are now opening it up to question and answer. We have 

two roving microphones so if you put up your hand we will put 

a microphone into it. Could I ask that when you do ask a 

question it would be helpful if you introduced yourself and if 

you are representing a particular organisation and as I did this 

afternoon, I am going to try to give priority to the people who 

are maybe attending these meetings for the first time, that 

doesn’t mean to say I am going to exclude anyone, Jackie 

Baillie, but as I say if it’s for the first time then, you know, 

obviously we want to hear from you. So without further ado 

could I ask for the first question. Now I have heard from you 

before Mr Moohan but I do promise I’ll come back to you, I 
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will come back to you. So first question, I may be coming to 

you actually first Mr Moohan the way it’s going. 

 ANDREW MUIR:  I have no questions, 

it’s just a speech. 

 PETER HAMILTON:  One page and then 

you give it to me to put in as a written submission. 

 ANDREW MUIR:  Signed, dated. 

 PETER HAMILTON:  Okay. 

 ANDREW MUIR:  My name is Andrew 

Muir, I am a member of the public. I think the Vale of Leven 

Hospital is a very uncaring place.  

 

EXCERPT REMOVED TO COMPLY WITH NATIONAL 

GUIDELINES ON PATINET CONFIDENTIALITY 

 

 So my wife’s care in the Christie Ward 

was not safe and effective, I think it was totally illegal, I think 

the ward should be closed and investigated by the Police. 

 Anne I think you have been condoning a 

few of these practices, I have written to you many  times and 

you have said you are happy with them I’m afraid. If you are I 

think you need to consider your position, it’s just not on, it’s an 

abuse of human rights. Okay. 

 PETER HAMILTON:  Are you going to 

give me a copy/ 
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 ANDREW MUIR:  I wrote it about five 

minutes ago. 

 PETER HAMILTON:  Any questions? It 

looks as though we may only need one roving mike. Anne do 

you want to respond to…. 

 ANNE HAWKINS:  I think….. 

 PETER HAMILTON:  It was being made 

just as a statement but certainly by all means Anne. 

 ANNE HAWKINS:  I think there’s a 

couple of points to make in relation to that, clearly I can’t 

discuss the specific case but the first point is that the staff at 

Christie Ward are staff whom we have a lot of confidence in 

and I think it’s really important to stress that because I 

wouldn’t want people to go out of this room tonight thinking 

that there’s an issue with staff. 

 There is a complaints procedure if 

someone has concerns about their care, we have worked 

through that procedure in this particular case and I do have to 

say that in fact you are being a little, not telling the whole story 

if you don’t make it clear that you did report this to the Police 

and the Police chose not to investigate it. Well that’s not for me 

to answer but I just think that’s an important point. 

 The issue for me in relation to all of this is 

not so much about individual care in Christie, it’s about the fact 

that because of the investment in the community services that 
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we have made, which was on Helen’s slide, the number of 

admissions that we are having to the ward now is slowly but 

surely going down. We have a very active Crisis service, we 

have a highly invested in community service and on an average 

week from the West Dumbartonshire area we are now only 

having two admissions with is a very low number of 

admissions and we have to question whether over time the 

quality of service that we can provide in the Christie Ward and 

the sustainability of that service is actually going to be viable 

and that is something which the Health Board will have to 

consider when we consider the outcome from the consultation 

exercise. 

 I think that’s all I want to say just now, 

there will probably be further discussion about mental health 

services later. 

 PETER HAMILTON:  Thank Anne. Any 

questions on the consultation paper? The gentleman here? 

 NEW SPEAKER:  Good evening Panel, I 

should perhaps declare an interest, I am a member of the Vale 

Hospital Watch Group but I’m not here to represent them or 

anybody else. 

 I have three points to make, the first is that 

the slides very carefully show a reduction, a very small 

reduction in unscheduled medical care, but surely these are the 

patients who most acutely require rapid access to specialist 
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intervention and medical care and in fact these are the ones 

who will lose out more significantly if they have to travel 

greater distances. 

 The second issue is in relation to 

sustainability which is one of the tenants of the whole vision 

statement and I wonder whether Doctor McLaughlin could let 

us have some indication of what he believes to be the 

challenges in sustaining this level of care with a GP led service 

with consultant’s advice but off site. 

 The third thing I would like to say is that I 

do believe that the vision turns the Vale of Leven from a 

District General Hospital, and I note that’s been very carefully 

removed from the documentation, into what is effectively a 

Community Hospital with a level of on site medical staffing 

which is lower than that proposed for rural General Hospitals 

from Oban to Orkney., Thank you. 

 

(Applause) 

 

 PETER HAMILTON:  Okay. Tom? 

 TOM DIVERS:  I don’t think we have 

sought in any way either side to weigh up the consequences of 

a reduction of 20 to 30 percent in acute medical cases and that 

volume expressed in the figures that Helen has shown and 20 

percent additional planned care, 18,350. 
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 The starting point of our deliberations was 

that with anaesthetics unsustainable the challenge for us was to 

develop a model of care that would sustain as much acute 

medical receiving at the hospital as was possible. 

 I think you know from your involvement 

in a number of the fora in which you have participated, that the 

external anaesthetic group had reflected a very broad range in 

its report of the number of cases that might be sustainable 

between the first 36 and 83 percent of current attendances at 

the Medical Assessment Unit, the further detailed work that 

Helen and Robert’s team have taken forward and worked 

through along with General Practitioners and consultant 

physicians locally has seen us able to come out with a model 

that sustains between 70 and 80 percent of those admissions. 

 And so I don’t think we have sought either 

way to put a particular weighting on that. I think the model that 

has been developed, and Brian McLaughlin will answer your 

question about sustainability and GP commitment to that is one 

where we have got enthusiasm from the Postgraduate Dean in 

developing a specialist training programme for trainee GP’s 

who have an interest both in acute receiving and in primary 

care so that there will be a training environment maintained 

with that different focus and in the round I can’t say that I see 

the difference between 6300 and potentially 5300 Medical 

Assessment Unit cases as being the difference between a 
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District General Hospital and a Community Hospital. I don’t 

see how 1000 cases or so different in that light equates to the 

difference that you are expressing. 

 We’ve put in place, as you see from the 

subsequent entry on the slide, a significant increase in the 

planned care services, including bringing services on to the site 

that have never been there and some important new services. 

 So I don’t think that this changes 

fundamentally the status of the hospital and I’ll maybe pass to 

Brian in terms of his observations on the sustainability question 

that you raised. 

 DR BRIAN MCLAUGHLIN:  Yes I think 

it’s important for me to point out to the audience that not many 

months ago I was sitting amongst you shouting at the Board, 

trying to maintain local services and all local services, 

including anaesthetics and, you know, along with Hospital 

Watch and other people in the community I was active in 

trying to continue to keep anaesthetics at the Vale and that was 

without doubt my preferred option for a long time. 

 And, you know, we managed to persuade, 

a group of us, the Health Secretary Nicola Sturgeon to conduct 

an independent anaesthetic review and like many of you in the 

audience I had hoped that that anaesthetic review would have 

favourably shown that we could have kept more patients at the 

Vale and kept anaesthetics at the Vale. 
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 But unfortunately the outcome from that 

review was that the three esteemed anaesthetists, including the 

Deputy Chairman of the Royal College of Anaesthetics decided 

in their wisdom that anaesthetics couldn’t continue and, you 

know, I think they looked at it and gave a fair and honest 

appraisal and came to the decision that some of us may 

disagree with individually and I could argue with them about 

some points in their case, but, you know, the Health Secretary 

conducted an independent review and I think it’s impossible or 

very difficult for, to ask the experts to come up with a decision 

and then to continually question the decision until you get a 

different answer. 

 I think there comes a point in time where 

you have to accept these decisions and what I would say is that 

most of the people within the GP community who had been 

vociferously arguing to keep services at the Vale will now 

accept that the only way that we can keep services at the Vale 

is along the lines of the GP led model. 

 Now the GP led model was never, it wasn’t 

something that was promoted initially by the GP’s, so it wasn’t 

something – I’m a GP in Helensburgh and we didn’t come up 

with this model, it wasn’t something that we were promoting, it 

was something that was suggested by the independent 

anaesthetic review and we then looked at it.  
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 And the reason we looked at it was 

because we realised that it was that or nothing at all, that all 

acute unscheduled care would move to Paisley. 

 So we then looked at it and we looked at 

the viability of it and, you know, thought, is this something that 

has some legs we can run with and we worked with the 

physicians and colleagues at the table and the nursing staff in 

the hospital to see whether we felt it was something we could 

work with and the interesting point is what do you call the 

hospital because we had a lot of chat about this, some of the 

GP’s that were involved, what we would call the hospital, 

would we call it a Community Hospital, a District Hospital, 

you know, and in some respects, you know, after about a day 

of throwing lots of different names about we came to the 

conclusion it didn’t really matter what you called it, what 

mattered was what it did and what we tried to come up with 

was the best option for the community that we could get in the 

circumstances. 

 And the circumstances were the Royal 

College of Anaesthetists were not going to provide an 

anaesthetic service. The Royal College of Physicians were not 

going to continue in training for ST Doctors, that’s specialist 

and training Doctors at the Vale of Leven Hospital. 

 So you know there was real prospect of us 

having no unscheduled medical care at all. So we looked at the 
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GP led model and the real strength of the GP led model is that 

instead of having junior hospital Doctors, you have Doctors 

with a much higher level of experience and training than those 

that are currently seeing patients that come into the hospital. 

 So the Doctors on site for most of the time 

will actually have more training and more background than the 

junior Doctors that are currently on site in the hospital. 

 And in addition to that a consultant support 

will be available in the model for seven days a week for one 

session per day. So in some respect a consultant presence on 

the ward will not be dissimilar to what it is just now.  

 All patients are admitted, would be seen by 

a consultant within 24 hours of admission, all patients who 

require to be seen, you know, on the judgement of the GP’s 

that are in the hospital will be seen by a consultant the 

following day. 

 So it’s a different model of care than that 

which exists anywhere else in the country, it’s unique, it’s 

different, but it’s an opportunity and I think it’s an exciting 

opportunity for us to be able to keep the majority of patients  

that currently stay at the Vale at the Vale. 

 I would like to keep them all but I think 

circumstances have dictated with the anaesthetic review, with 

the lack of the Royal College of Physicians being able to 

support specialist training Doctors, that’s not going to happen. 
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 We have been offered the opportunity of 

new junior hospital Doctors through Stuart Murray who is the 

Professor of Postgraduate General Practice, that’s a different 

training stream from that which currently exists and again it’s 

an exciting opportunity. 

 So I think we have, I mean I genuinely 

think we have an opportunity to have something here which is 

unique to this area which could perhaps be rolled out to other 

areas in Scotland in the future and it’s delivering as much care 

as we can locally. 

 I am sorry, I am going on and on. The 

other issue in relation to this is some of these patients that 

won’t be coming to the Vale, patients that would be going to 

the Golden Jubilee for specialist intervention, these are new 

developments that would be happening anyway, they are 

happening in Glasgow hospitals, these patients will be 

bypassing Greater Glasgow hospitals to go to the Golden 

Jubilee. 

 Patients with strokes that currently go to 

the Vale will in the future, it doesn’t matter what happens, they 

will be going to specialist units in the future anyway. Patients 

with gastrointestinal bleeds in the future will go to specialist 

units and these are models which we have all accepted would 

be happening anyway. So some of that 100 percent we would 

be losing we would lose anyway, even if we kept anaesthetics. 
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 I think at the moment we are at a stage just 

now where if we don’t nurture this GP led model we could 

potentially lose it too and I would commend it to the public, I 

think it’s a – I’ve got no axe to grind with the members of the 

Board here, I’m here because I’m a local GP fighting for what I 

think is best for the local community. 

 I would love if we could keep anaesthetics, 

I think that’s dead in the water now, I am sorry, that’s how I 

see it. I think it’s how most of my GP led colleagues see it too 

and I think that GP led colleagues that don’t support the current 

model would in fact be happy to see the hospital close to acute 

medical admissions and I think that’s your choice, GP led or 

everything goes to Paisley. 

 PETER HAMILTON:  Thank Brian for 

that. Can I come to this lady in the front and then I’ll come to 

you Jackie. I don’t think you have asked a question before. 

 NEW SPEAKER:  Thank you, I would just 

like to ask again about the anaesthetist situation, is it that we 

don’t have enough anaesthetists in Scotland or is it – I can’t 

understand why the rota system that was mentioned at some of 

the other meetings is not a possibility. I mean are the 

anaesthetists not with the NHS, I mean is it not their job that 

they just get to the hospital if they are needed. I really don’t 

understand the situation, why are they able to dictate to us that 

they just are not going to come? 
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 TOM DIVERS:  They are not dictating, 

their college, as the specialist body responsible for their 

training sets down what the standards are that are required in 

order for specialist training to be recognised in a unit and the 

reality is that at the Vale of Leven there is not the work that 

would keep either consultants properly engaged, fully occupied 

and their skills up to standard, nor are the conditions such that 

would meet the requirements for specialist training. 

 The anaesthetists are not just all the same, 

we went into some of this this afternoon. Just as many other 

branches of medicine and surgery have sub-specialised so that 

you have breast surgeons, colorectal surgeons, vascular 

surgeons, urologists, so anaesthetists have specialised and the 

group that looks after critical care which is what supports acute 

medical receiving is a group of intensivists of whom there are 

35, 36 in number in NHS Greater Glasgow and Clyde, they 

cover seven intensive care units between them, that’s their 

responsibility, but they cover intensive care units, each of 

which are busy units that have between six and ten beds and 

the reality is that there is no longer and has not been for 

sometime now that critical mass of work that is necessary to 

sustain the skills of specialists or to create the right 

environment where accreditation for training would be given. 

 So it’s not a question of us being able to go 

back and Robert says – look just you get your pals on to a rota, 
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get them down there and cover that – it is not a viable career 

job. 

 PETER HAMILTON:  Jackie? 

 JACKIE BAILLIE MSP:  Thank you very 

much and I’ll try and not repeat what I said this afternoon. 

 I think a description is important, I 

absolutely accept it’s not about numbers, it’s about what a 

hospital provides and what we as a community can expect it to 

provide. 

 So I struggle with the lack of a description 

because I think that would help people understand what they 

can go to the Vale for and what they need to go to other 

hospitals for. So I would want to press you on this point 

because whilst I have no doubt, and I made this point earlier, 

that having the provision of all these extra dental chairs and the 

ability to have your wisdom teeth extracted at the Vale is a 

positive move forward, I’m not sure I would want to swap that 

for the loss of coronary care to the RAH. So a description of 

what the hospital is would be helpful. 

 Somebody suggested to me that the 

hospital used to be open 24/7, now is more of a Monday to 

Friday 9 to 5 plus low risk rehab. Now I’m not sure if that’s a 

fair description, I would welcome clarification on, you know, 

how we can describe it. 
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 Secondly on the point of labs, I don’t think 

this was answered for me earlier, will there be a separate 

consultation involving patients on the outcome of what you 

want to do with the labs, and I’m thinking in particular of 

microbiology, given the public interest in hospital acquired 

infections and C Diff in particular and we know that 

identification and labelling is key. 

 I am sorry you find that funny, perhaps you 

were laughing at something else, but I do think it would be 

important to understand where you are going with that 

consultation and whether the public will be involved. 

 In terms of anaesthetics can I say the Royal 

College of Anaesthetists is the greatest Trade Union in the 

world and, you know, I don’t know of many other professions 

beyond the medical one where people aren’t told as part of 

their job description where they should be working and I think 

that’s the difficulty that people struggle with. 

 But there was something in the 

independent review that wasn’t fully explored and the first 

option that was described by the independent review was 

indeed the provision of anaesthetics and the emergency care at 

the Golden Jubilee Hospital and if you go back and study that 

chart it ticked the box on clinical safety, it ticked the box on 

access, it ticked all the boxes that the Royal College of 

Anaesthetists wanted, but it wasn’t tested because it’s not in 
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the plans. It is a separate Health Board. Glasgow I’m 

absolutely convinced don’t want to know about it and what we 

get is this unwillingness to think out the box and to look again 

at the strategies that are out there.  

 So what we get is we get Clyde bolted on 

to Glasgow, not properly integrated and no kind of imagination 

in terms of what might be possible. 

 Commentators are predicting that there’s 

going to be unemployment in the medical profession, will that 

apply to anaesthetists too is the question I want to  ask and 

when will the retrieval service that, you know, the GP’s rely on 

be resolved. 

 Now I have no doubt about the work of the 

GP’s in helping us to retain services locally, you know, I pay 

tribute to them for doing so, but they need support and backing, 

they need appropriate retrieval service, when will that be 

resolved? 

 And finally as somebody who is very 

interested in numbers, how many extra ambulances, how many 

extra paramedics, where will they be based. We already know 

the problems. This afternoon you hinted at negotiations, I want 

some hard figures about numbers. Thank you. 

 

(Applause) 
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 TOM DIVERS:  I’ll start off and we’ll 

pick this up between two or three of us if we may? 

 I think that, I echo what Brian has said 

about, you know, what the hospital is because I don’t think that 

that is materially important. What is materially important is 

that there is clarity about what the range of services is that is 

available within the hospital, that that’s understood by local 

people, by those who are referring them, by those who are 

assessing them and we will ensure again after all decisions 

have been taken that there is absolute clarity about what the 

range of services that is being provided on the site is. 

 The issues about the anaesthetists and 

about the Golden Jubilee, as I said a few minutes ago it’s not a 

question of going in and telling anaesthetists where they are 

going to go and work, there is not a proper job for them to do 

in that environment any more. You don’t send a skilled 

resource into an area where there is insufficient work to 

maintain their skills and to deploy those skills reasonably and 

that is the question of anaesthetics. 

 It’s not about an unwillingness on our part 

to be able to direct members or groups of staff to work in 

particular environments, there is not a viable job to be done 

there any more. 

 The Golden Jubilee suggestion is an 

extraordinarily nonsensical suggestion because it is absolutely 
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extraordinarily nonsensical and if our friends from the College 

of Anaesthetists had stopped to think about it for two minutes 

they would immediately have realised that there was a serious 

number of short comings in it. 

 The first is that there is no capacity 

whatever at the Golden Jubilee Hospital to deal with 

undifferentiated, untriaged admissions, none. They don’t have 

a Medical Assessment Unit, they don’t have an A&E 

Department, yes they have anaesthetists but the anaesthetists 

that they have Jackie are among the other sub-specialists that I 

was talking about previously, so their anaesthetists who have 

specialised in the care of cardiac patients, either surgically or 

medically, surgically or medically and that is what anaesthetics 

sustains at the Golden Jubilee. It supports the work of the 

cardio-thoracic surgeons and it supports the work of the 

cardiologists in their percutaneous interventions and in the 

coronary care that flows from that. 

 But that is a planned care service in 

essence that flows through a set of protocols that relate to the 

management of heart attacks. That is completely different from 

the whole swathe of undifferentiated cases that turns up at the 

front door of an acute General Hospital and the Golden Jubilee 

does not have any of the rest of that front end capacity. 

 So it’s not that we haven’t thought about it 

or haven’t looked at it. 
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 For the Golden Jubilee to take on that role 

you would have to put in place at the front door of the Golden 

Jubilee all of that other apparatus and all of those other services 

and they are not needed, they are not needed in terms of 

meeting the health care needs of the population within this 

NHS Board area. 

 Opening up another front door is the last of 

the challenges that could begin sensibly to be addressed in 

these circumstances, because that, as we were saying this 

afternoon, that is the critical issue that has seen services change 

at the Vale of Leven over the years. It has been a combination 

of an inability to continue to sustain dedicated out of hours 

emergency provision, that’s what happened with the obstetric 

service and the paediatric support for that and the anaesthetic 

support and then in acute surgery again what had happened was 

that the total numbers of surgical services, surgical cases fell 

below critical mass where there was not a viable acute service 

could be sustained. 

 And that’s been the hard end of all of these 

changes, it’s the reason why in Greater Glasgow we are 

moving from an arrangement instead of having five front doors 

to one where there will in essence be two in five years from 

now. It’s the same set of pressures on maintaining specialist 

out of hours care increasingly provided by consultants or CCT 

trained Doctors and that’s the model that is working through 



 
 

32

now in some specialities and will be developed in others in the 

years ahead. 

 And that’s why the Golden Jubilee thing 

has just seemed to be such an extraordinary suggestion because 

it’s not about critical care, the critical care component of what 

is up on that slide there at its maximum definition, maximum 

definition is 20 percent, the external group said 17 percent and 

the Jubilee just does not have that kind of front door and it 

would not make any sense to go off and replicate and put 

another whole set of acute receiving arrangements in place. 

 JACKIE BAILLIE:  Because I recognise 

that’s not there currently but I equally recognise there are 

anaesthetists serving the national waiting times list procedures 

that go on there.  

 But I think my central point, and maybe 

you want to correct me if I’m wrong, you said Glasgow would 

have two front doors, is it not actually three front doors 

because Paisley would be an A&E as well and the proximity of 

the A&E at Paisley to the Southern General just is not 

understood and is equally nonsensical from our point of view 

and therefore  looking at provision kind of round about the 

Golden Jubilee actually makes much more geographic sense 

than having Paisley slap bang next door to the Southern 

General. 
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(Applause) 

 

 ROBERT CALDERWOOD:  I think if we 

could just deal with the  geography bit because you are right, 

everybody assumes that the RAH is next door to the Southern 

General, the RAH is further away from the Southern General 

than Glasgow Royal Infirmary is from the Southern General, 

one is eight and a half miles and the other is six, therefore from 

our point of view the geography and the density of where the 

population live generates where you would site you’re A&E 

Departments so that the vast majority or the greatest percentage 

of your population can get access to the A&E Services. 

 So they were originally within the 

Glasgow boundaries modelled when we went to a two site 

model which arrived at our conclusions of the Royal and the 

Southern General. 

 Within Clyde and the services we inherited 

in 2006 there’s no getting away from the fact that over 200,000 

people live in and around the Renfrewshire area and are 

supported by the RAH and it is in the right place for the vast 

majority of the population, not north of the river, so that’s the 

issue there with regard to the A&E and its siting. 

 If I can go to a couple of other points you 

picked up, first of all you talk quite rightly about the retrieval 

services. There are three arms to the retrieval service, the vast 
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majority of patients are moved between hospitals after they 

have been received, assessed and stabilised by the Ambulance 

Service, the vast majority, that is the current situation tonight 

and it will remain the current situation going forward. 

 However there are two specialist retrieval 

services available in the west of Scotland, the first is the shock 

team service and Jim this afternoon made reference to a 

transfer of a patient needing intensive care out of the Vale of 

Leven to Glasgow, to Stobhill in fact and that type of transfer 

is conducted by the shock team based at the Western Infirmary 

with dedicated staffing and dedicated vehicles and that shock 

team, as has just been evidenced by Jim’s colleagues this 

afternoon, does support the Vale.  

 And the third element which is a newer 

development, which has only been going now for just coming 

up for a year is the emergency retrieval service based on a rota 

that is run between the RAH and Southern General A&E 

Departments where we have an A&E consultant on duty in 

addition to the day time core staffing and they are available, 

supported by the Scottish Ambulance Services to go to the  

patient if they need more immediate care of a specialist nature 

and then they arrange, through the Scottish Ambulance service 

and in particular the Air Ambulance for the patient to be 

brought back to an appropriate specialist hospital. 
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 So we have these three forms of retrieval 

service. They exist today and they will be developed as we go 

forward to meet the needs of the west of Scotland and the Vale 

within that. 

 You talked on the concept of 

unemployment for medical staff. Well there are a few of us 

speculating that our success in training in recent years may 

result in the period beyond 2010/11 with there being the 

opportunity for there to be a greater number of CCT or post 

certified Doctors who can take forward jobs. 

 Anaesthetics unlikely to be based on the 

current modelling, that might be because a Medical Director is 

an anaesthetist and he couldn’t possibly bring himself to say 

that there are too many of those. 

 However the modelling suggests that as we 

move to 18 week RTT programme with the expansion of 

elective care and the point that Tom was making about super-

specialism in Intensive Care and the fact that consultants in 

Intensive Care now provide more of the delivery of care as 

opposed to junior Doctors there’s an expectation that the 

expansion anaesthetic numbers will only meet the demand for 

stepping up pour throughput of elective care and providing 

consultants first on for these specialist units. 

 And the last point you made, or not in that 

order, but the last point I’m answering in that order is labs. 
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Labs is a diagnostic support service, it is not normally a service 

that we publicly consult about changes. The normal way 

forward for diagnostic support service changes is once the 

configuration of a hospital is agreed following public 

consultation the clinicians work through a review of the 

diagnostic support services needed to support the hospital and 

subject to clinical governance these changes are made. 

 So at the moment it would not be our 

expectation to consult on the change to half a dozen technicians 

in microbiology. 

 TOM DIVERS:  I think it’s important, and 

that was the smile that significant service change thus far has 

dealt in essence with the provision of front line clinical services 

as opposed to any consequential impact on diagnostic support 

services. 

 So in changing some of the laboratory 

services which we have already changed within the city of 

Glasgow for good or ill, those are changes that have been taken 

forward and have been discussed in the context of their impact 

with staff and staff organisations, given that the starting point 

was that there always had to be an assurance in the first 

instance that there was an equally responsive model that was 

being put in place in the alternative arrangement. 

 The Scottish Health Council is currently 

looking again at what the definition of significant service 
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change should comprise, but hitherto it has been much about 

the front line delivery of service as opposed to the 

consequentials for others. 

 I mean just one final work on this 

RAH/Southern interface. If you put together the combined 

numbers that will present at the Accident & Emergency 

Departments of the redeveloped Southern General Hospital and 

the RAH you are at a figure of between 180 and 190,000 

attendances. In our view that is not a manageable model. 

 Irrespective of the fact that they are eight 

miles apart, they serve distinctly different populations and the 

RAH is now vying to be the second busiest A&E Department 

in Greater Glasgow and Clyde and the scale of what would be 

developed if that was all just being brought together, we 

believe would actually be unmanageably big and we have 

worked through what the staffing models will be as you know 

for the implementation of the previous Greater Glasgow 

strategy, including doubling up the medical teams for acute 

receiving lying in behind A&E. 

 PETER HAMILTON:  Could I maybe just 

at this point bring in Gary Fraser. Gary is Manager of Argyle 

and Clyde Scottish Ambulance Service. If you want to touch 

on Jackie’s point. 

 GARY FRASER:  Jackie, just to answer 

your question about how many paramedics, how many 
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ambulances, where they will be positioned. Just now we are 

doing some work with the Greater Glasgow and Clyde Health 

Board to look at resources and it’s not just as simple as let’s 

put in four paramedics and four ambulances or whatever the 

case may be. 

 What we are doing is postcode analysis of 

where the patients come from, the volume of calls in the whole 

area and up to, I know you cover Arrochar and all these places 

and the impact it would have on that community, put that 

altogether for emergency ambulances as well as patient 

transport vehicles, you see a lot of new services coming for 

outpatient clinics so I have to make sure that we get the right 

figure and relate that into staff and vehicles so that the 

community gets the best service out of that. So we are still 

working away at that just now is the short answer, okay. Does 

that answer your question? No. 

 TOM DIVERS:  But there will be an 

answer and that answer will be visible as soon as the detail has 

been worked through and profiled through. 

 JIM MOOHAN:  Jim Moohan, Hospital 

Watch. Tom I’m gonna phrase the question in a different 

manner because I have been raising this for months, the 

question of the Vale of Leven. Robert when I mentioned the 

anaesthetist this afternoon I was highlighting the fact that if 
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that person hadn’t been on site then the boy in question would 

have died, that’s what I was highlighting Robert. 

 Now we talk about the critical mass and 

the question is that I am putting to you Tom, the geographical 

spread which west Dumbartonshire and Argyle had to 

overcome for 50 years required consultant anaesthetists on site 

to make sure the patients were fully safe. 

 Now we still have approximately 100,000 

people over that spread so we can’t understand as a public as to 

why we can’t have anaesthetists on site. 

 There’s three locums at present on site. 

Now come I think July or August next year Tom your words 

were that those individuals would disappear and that would 

then leave us with Brian’s GP model of care, Brian and his 

colleagues. 

 And Brian I do accept that you initially 

supported the call for anaesthetists, what concerns me is that 

how a critical life situation you believe can now be covered by, 

with respect to the GP’s when the cover of the airway 

management, the cover of intravenous access, areas like that 

where you do not specialise in, you and your colleagues, how 

that can be achieved. So the geographical question Tom cannot 

be overcome. 

 My next point to you Tom is a comment, 

the consultation that’s been done over the last number of 
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weeks, over the last year on mental health, on anaesthetic 

cover, on the transport, on the viability of the Vale of Leven, 

has any of that reached the ears of your good selves, have you 

taken it into account because we believe now, and you were 

savaged last week Tom, at the Vale of Leven Academy the 

Health Board was savaged from start to finish. 

 Now surely that told you a story that the 

community is unhappy and the different aspects that they 

covered and the different areas, are these things, and I know 

it’s recorded, but what’s the point of recording something if 

you are not taking it into account? I mean it is getting very 

disappointing, we have been very patient with the Health Board 

up to now. 

 And my third question to yourself Tom 

and your colleagues is, how far away is your hospital from 

your good self, I don’t know where you stay, how far away is 

it. You don’t stay up in the Rest and be Thankful to get to 

Paisley, whereabouts do you stay in locality to your hospital? 

Thank you very much. 

 PETER HAMILTON:  Jim could I just 

before I hand over to Tom, just say that as the person who 

chaired the meeting last Wednesday, I don’t see where you are 

coming from in terms of ‘we were savaged’, I just wouldn’t go 

along with that. It was a very, the meeting itself certainly, the 

opinions were very strong, we accept that, but this is a 
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consultation and at the end of the three months there will be a 

final document produced which will be cleared, approved by 

the Board in February, as we have stated at every one of these 

meetings. 

 JIM MOOHAN:  Yes but there was a vote 

of no confidence and trust put in the Health Board last week 

which was almost unanimous in support…. 

 PETER HAMILTON:  There was 

somebody in the audience who stood up and made – who had 

got no confidence – and it wasn’t unanimous, you maybe saw it 

as unanimous through your eyes, but I can assure you it wasn’t. 

Tom do you want to…..? 

 TOM DIVERS:  Yes. No I don’t think we 

were savaged at all, I think we met a group last week that had a 

very, very particular perspective on the issues and that has not 

been the same in all of the meetings which we have attended 

and the mood and tenor of that meeting last week is very 

different from the two meetings we are having here today as 

well, very different. That’s not a question of being savaged. 

 Jim the issue, the fundamental issue about 

this, and I tried to work through this again during last week, is 

that the nature of the provision of health care has altered 

fundamentally in the last ten to fifteen years and whereas 

previously there were acute and emergency services being 

sustained at the Vale of Leven by a group of general surgeons 
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who were carrying out emergency surgical activity supported 

by anaesthetists, there was a maternity unit which was carrying 

out 800 deliveries, supported by a consultant anaesthetist, again 

supporting the out of hours care. 

 The model of provision in almost all of 

these specialist services has altered fundamentally over the 

course of that period of time and the reason why that has 

happened is because so much of medicine and surgery has sub-

specialised. 

 So you no longer have an individual 

surgeon who undertake either emergency or elective work on a 

whole range of different conditions. You don’t have the 

generalist who will dealt with a colorectal emergency, a 

vascular emergency, a urological emergency, that model has 

gone. As a society we have moved beyond that and medicine 

has sub-specialised and I would have thought that almost 

everyone here this evening would want to be able to consult 

with the appropriate specialist to deal with the individual 

condition. 

 And inevitably over the years that has 

involved a trade off and has involved a trade off between the 

availability of what was a much wider set of acute general 

hospital services including way back in the mid 1990’s 

orthopaedic trauma as well as then acute surgery consultant 

maternity services, that model has gone. 
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 And what happened in terms of each of the 

changes that has occurred in this locality over the course of the 

past decade is that a number of the services fell below a critical 

mass where they were viable. 

 And that’s what happened with acute 

surgery because the composition of the 8 or 900 acute surgical 

emergency cases was a mix of 5, 6, 7 different sub-speciality 

interests and the development of more robust quality 

management and governance systems meant that it was no 

longer acceptable in a society that a general surgeon came out 

and did the best that he could to deal with a ruptured aorta or a 

leaking aneurysm when there was a specialist hospital that was 

15 or 17 miles away where there was a team of specialist there 

who could deal with that. 

 And that fundamentally is what has 

happened over that period of time and that is why there is no 

longer that critical mass that I was talking about earlier on 

because the anaesthetic support that sustained critical care at 

the Vale of Leven in that earlier time period supported the 

acute surgical receiving cases that then required critical care, 

supported previously the orthopaedic cases as well as the acute 

medical cases, but the paradigm has altered fundamentally and 

that’s why this sounds like a kind of conversation of the deaf, 

that you are saying to us – but how many times do you people 

have to be told by us that this is what we want, are you deaf, 



 
 

44

you haven’t said thick yet but are you deaf, thick, can you not 

get it into your thick skulls what it is we want and just go off 

and give us it. 

 And what I have said from the first 

meeting that I have attended in the former Argyle and Clyde 

way back to October 2005, I made one commitment, two 

commitments on that night, one that we would overhaul the 

totality of the Argyle and Clyde strategies and this is us now in 

the final stages of that. 

 But I made another important commitment 

that night, I said that I would never come and make false 

promises to any community, irrespective of how hostile the 

reception was that I got and I have viewed that second point as 

being important in the way that the first also has been. 

 And so have we listened to anything, yes I 

think we have Jim, we haven’t been able to listen to everything 

that you asked us for. We have listened to you on community 

midwifery, we have listened to you in the criticism that was 

made of us that you only ever come and tell us about what you 

are taking away and we have gone and looked, and although at 

times, you know, poke a little fun at that, about teeth and how 

many additional dental chairs, there are some really important 

additional local services and some highly specialist local 

services that are being brought into this community for the first 

time and so we did hear that message, we went off and 
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overhauled the totality of the planned care that is provided 

across out Health Board area. 

 And it’s an interesting break out of the 

18,350 cases that over half of those are actually provided by 

units that are regional specialist units. So this has not just been 

about District General Hospital services and facilities, we have 

gone beyond that and have gone into the regional specialist 

services as well. 

 So Jim I think we have listened to a 

number of the things that have been said, but what I’ve not 

been prepared to do at any time is come along and offer you or 

others a level of optimism about our ability to deliver a 

solution around anaesthetics and issues related to that that is 

beyond our deliverability and that is where in lies in some 

senses the starkness of the conversation that we have had in 

some of these meetings. 

 DR BRIAN MCLAUGHLIN:  Can I just 

come back on some of it? None of the GP’s, we are not trying 

to be specialists and it’s not a role that we set ourselves up as, 

so there’s no GP’s at all in the area who are purporting to be 

the new anaesthetists or the new physicians.  

 Those of us that are interested in this are 

looking to try and do what, a report, it’s a report called the Kerr 

Report that was published a few years ago and the Kerr Report 

was published because the Royal Colleges, that’s the 
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physicians, the surgeons and the anaesthetists who were all 

acting like, was it I think Jackie said like Trade Unions, trying 

to look after their own members, saying that everything had to 

be specialist. 

 Well a Professor Kerr was asked to look at 

this because in Scotland one of the problems in Scotland was 

that with the geographic diversity of the area, you know, 

having everything specialist and everything in the centre 

doesn’t really fit fully the geographic shape of Scotland. 

 And Kerr came out with this phrase which 

I refer to quite often and it is ‘as localised as possible, as 

specialised as necessary’. And I think that’s at the crux of the 

matter. 

 So what this GP led model is trying to do 

or what those of us that have been looking at it and trying to 

shape it, or trying to provide something which is as local as 

possible, as specialised as necessary. 

 I’m not a specialist, I’m a GP, but I’m 

working in a hospital and I have increased my skill base so that 

I can deal with some of the emergencies that arise but I’m not 

an anaesthetist and I never will be an anaesthetist, you know, I 

have no desire to be an anaesthetist. 

 So we are trained, and I give you an 

example, I was on call last night and a patient had a cardiac – 

was it last night, gosh, within the – recently, last week, it 
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wasn’t last night, it was last week and a patient had a cardiac 

arrest in the middle of the night and I arrived at the cardiac 

arrest and another local GP arrived at the cardiac arrest. 

 I have been a GP now for 25 years, my 

colleague had been a GP for 20 years, we have both done 

hospital medicine, we have both done advanced life support, 

we both know how to manage airways and put lines in, we both 

know how to intubate patients. 

 Now we are not anaesthetists, there was an 

anaesthetist there as well, but I led the arrest. Now in the 

situation before GP’s became involved in integrated care model 

there would have been a junior hospital Doctor who may have 

only have been qualifies a couple of years. 

 So in some respects the level of expertise 

you have in the hospital through the GP involvement is much 

greater than it used to be and we have to counterbalance that as 

well as the balance where the GP model is actually bringing a 

higher level of expertise on site. 

 The other thing about the current 

anaesthetic service. I work in the hospital a lot just now 

overnight and the amount of times that I have to get an 

anaesthetic opinion, now I would love an anaesthetist, I would 

still love anaesthetics there and if I could get another bite at the 

independent review I would take it, but I just think that that’s 

gone. 
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 I think it is fair comment to say that the 

current three anaesthetists there are locum anaesthetists, they 

are not intensivists, so they are a different quality of personnel 

than exists in Glasgow Intensive Care units.  

 Also we don’t have Intensive Care at the 

Vale, we have a high dependency unit and it’s actually a fairly 

low level of specialisation compared to what happens in 

Glasgow Intensive Care Units and it would be fair to say that 

most of the patients who go off who are very ill are stabilised 

and transferred. We don’t keep patients at the Vale at a very 

high level of intensity at the moment, they are stabilised and 

transferred and the anaesthetists – I take you point Jim – the 

anaesthetists do a very critical role in doing that. 

 In order to account for the anaesthetists not 

being there there are a lot of bypass protocols and scoring tools 

so that we can try and identify patients who are becoming ill 

earlier so we can transfer them before they become ill, but 

there will always be patients who go off quickly and 

unpredictably and for that we need some form of rapid retrieval 

service, either involving, either retrieval service or the shock 

team. 

 I think it’s very important that people like 

yourself Jim are pushing very hard to get that type of service, 

you know, on site as quickly as possible. There may be cases 

where that delay in getting that may cause a fatality and I think 
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in some respects I think that’s the cost, you know, that happens 

in medical care, you know, I see patients who perhaps in 

Helensburgh who if there was an anaesthetist in Helensburgh 

they might have been saved, you know, but I think the numbers 

involved, if the service is designed and shaped correctly, will 

be as small as they can be. 

 You know I think it’s – I’m going to be a 

little bit controversial just now, you know, in the news just now 

we’ve Israel and Gaza at each other’s throats and unwilling to 

look at each other’s view points and with a seemingly, you 

know, no solution and those of us who are not involved in it 

can see the solution, you know, that they need to talk to each 

other and in some respects I feel a little bit sitting on the 

sidelines just now because I’m not with Hospital Watch and 

I’m not with the Board, I’m a local GP, but somehow we still 

seem poles apart and I’m really, really concerned because I 

want something for the community as local as possible and 

specialised as necessary and I think it involves us actually 

trying to move a little bit from the anaesthetics, from fighting 

for anaesthetics, I think anaesthetics is just not going to 

happen. I would love it to happen but I just don’t see it 

happening. 

 The Royal College of Anaesthetists are 

fundamentally opposed to it, you know, you are not going to 

get junior hospital doctors in training. The hospital is run at the 
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moment but junior hospital doctors, it does not sufficiently 

meet their training needs. The new model, the GP led model 

will have these Doctors doing an additional year of training 

which will be supported by general practitioners and they w ill 

be going in to do General Practice jobs and we as GP’s will 

provide them with great training in hospital because they are 

becoming GP’s, they are not becoming physicians. So it’s a 

different training pathway. 

 I think I have tried to answer Jim’s points 

as well as possible. You know I would like to see Hospital 

Watch, I think they have done wonderfully well, we wouldn’t 

be here today if it hadn’t been for the way that you’ve whipped 

up public enthusiasm and got everybody on board and your 

leaflet campaigns and everybody at Alexandria. I mean it’s 

been inspirational what you have managed to do with the 

community and you have achieved an enormous amount and I 

would ask you now, this is not from the Board, this is from 

myself as a GP, is to actually try and embrace this now and to 

try and shape it so that we get as good a service locally as we 

can. 

 TOM DIVERS:  But the striking thing 

about that, because this guy’s his own man, is that’s almost 

exactly what I said to Jim Moohan when we came down and 

met you in Keith Redpath’s office and we came forward and 

said, look there is an alternative model of acute medical 



 
 

51

receiving that’s going to be developed here that we believe will 

maximise the amount of acute medical receiving that can 

continue in this locality. 

 Don’t get so stuck on the issue of 

anaesthetics that you perhaps miss out on the opportunity to 

engage in the development of what we believe is a sustainable 

model that can endure for years and years and years. 

 So it’s interesting that Brian independently 

has, and from a different set of starting points, has arrived at a 

similar position on that. 

 PETER HAMILTON:  Thanks Tom, 

thanks Brian. 

 NEW SPEAKER:  You haven’t answered 

Jim’s third question, where you stay….? 

 TOM DIVERS:  We stay where we choose 

to stay as do you and as the man who first raised that issue with 

me in a meeting in Dunoon said when he was talking about the 

future of Inverclyde Royal Hospital, he said – if I choose to 

live on St Kilda I can have no great expectations of the 

immediacy of health services. If I want a hospital with its full 

services on my door step I’ll go and live in Hyndland in the 

west end of Glasgow. He said – I have opted to stay in this 

peninsula and I have an expectation that within an hour I 

should be able to get to a comprehensive of acute hospital 

services and that is about relative access and where we choose 
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to live is neither here nor there. We choose to live where we 

live and we choose that for a whole set of reasons. 

 There is an important point about relative 

access to hospital services and although people last week hated 

what we were saying in response to some of the questions, this 

that we have presented in this consultation, and you are hearing 

others who were not part of the development of this strategy 

now saying also that they believe that this is the best 

sustainable model for the future. 

 I think you are also beginning to hear that 

there may actually be some further benefits in other aspects of 

this model beyond the current arrangements, not least in terms 

of the experience of the hospital Doctors, the hospital based 

Doctors, the GP principles, the more experienced trainees, 

because the trainees that are going to be working to you as 

ST1’s are more experienced in the first year, FY1 and 2 

Doctors just now, and that coverage that will be there round the 

clock. 

 There is something here that beyond the 

emotion and heat of this consultation period I hope will be 

material for people to be able to come back to explore, look at 

in more depth, maybe hear more about the depth of the work 

that has been undertaken in order to build up the profile of 

cases that can be managed in this and it may be that the time 
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for that is a couple of months down the road and not just yet 

but still plenty time before any change would be enacted. 

 PETER HAMILTON:  Thanks Tom. The 

gentleman there. 

 IAN MURRAY:  Ian Murray member of 

the public. If we take, if we accept that this GP led unit is the 

way forward, are there more GP’s going to be put in place or 

can, you know, the existing workload cope with it, I wouldn’t 

have thought so. 

 TOM DIVERS:  Yes. 

 IAN MURRAY:  Okay, that’s encouraging 

to hear. 

 TOM DIVERS:  And Brian will tell you 

more about the model. 

 IAN MURRAY:  I’d like to hear about 

that. I think also the public would have more confidence that 

the Vale of Leven Hospital was being sustained as a viable unit 

if the buildings, the fabric of the buildings themselves were, 

you know, made to look as if they were not about to fall down. 

So I think, you know, that has to be addressed as well. 

 Going to the point you made about what 

you call the unit, I can understand that it is more important that 

what’s being done is inside rather than what you call it, but at 

the same time I don’t think you would be happy if you called it 

a Cottage Hospital, no because that implies something, so we 
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have to come up with something that gives it, you know, gives 

it credence as to what does happen inside. I don’t have the 

answer to that but perhaps you might give it more thought and 

come up with something. 

 PETER HAMILTON:  I’ll go to Brian first 

regarding the GP’s in terms of sustainability for the future and 

Robert as far as the fabric of the hospital is concerned. So 

Brian do you want to go first? 

 DR BRIAN MCLAUGHLIN:  Yes there’s 

no doubt that all the GP’s in Dumbarton, Helensburgh and 

Alexandria run with personnel that’s relatively tight and there’s 

no way that the staffing levels could be provided  by the 

current GP’s and so the view is that there will be a mix of 

people that will work in the new place and some of them will 

be current GP’s, some of them will be new people that will be 

brought in that have their MRCGP qualification, some of them 

might even have their MRCP, which is a membership of the 

Royal College of Physicians qualification, so you might have 

some people who are dual qualified, and there are people like 

that out there. 

 We have done some preliminary research 

and our feeling is, these things are difficult because you can’t, 

you don’t know how many people will apply for a job, but our 

preliminary inquiries have suggested that it’s a job that would 

interest people. 
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 And then there’s this new group of people, 

of specialist Doctors in training who would come through. So 

there would be a sort of mixed bag and we’re looking at 

models about how that would work but I think those of us that 

have been most involved are quite confident that we will 

provide sustainable staffing levels and the jobs have to be 

attractive as well.  

 One of the problems for things like 

anaesthetics and attracting physicians, obviously if it is not 

attractive you will not attract good people, you know, and I 

want good people working here, I don’t want people that can’t 

get a job somewhere else because I actually do live in 

Helensburgh and choose to live in Helensburgh and don’t want 

to live in Highland, although my daughter does. 

 So I want a hospital that’s providing a 

quality service with good people and, you know, that’s what I 

want and I want good GP’s in the community. I think if we 

have got this and we beef up the GP community then we’ll get 

good people down here and that’s what I want to see. I want to 

see a quality service in our area. 

 ROBERT CALDERWOOD:  I think on 

the fabric, we’ve accepted the criticism that’s been raised over 

an extended period about the lack of investment and the 

ultimate deterioration in the fabric, particularly the external 

fabric of the hospital. 



 
 

56

 We originally when we took over the 

hospital said we would bring forward specific proposals to 

refurbish the hospital once we had completed the clinical 

reviews. We had at that point anticipated completing those 

clinical reviews over a year ago. 

 However as a consequence of the review of 

the hospital last summer we have committed 2.5 million 

between August and this coming May to complete an interim 

upgrading of all the clinical areas and dealing with a significant 

amount of the external fabric and indeed the vast majority of 

the older buildings, the elderly care wing is shrouded in 

scaffolding today with the roughcast at last being repaired and 

the  water ingress through the poor fitting windows being 

replaced. 

 Internally all of the clinical areas are about 

80 percent through quite a significant upgrading programme. 

We met the external assessors at lunchtime today along with 

patient representatives, conducted a walk round of all the 

clinical areas and they were commenting on the changed 

situation they had found from last June when they had first 

visited the hospital and the hospital that they found today and 

they were very complimentary on the steps that we have taken 

and recommended that we keep going and see the programme 

through. 
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 So we do accept criticism of the fabric, 

particularly the external. I believe if you look at the hospital in 

April, May you will see a hospital that much more looks fit for 

purpose and internally we would be very confident that it’s fit 

for purpose and provides the best clinical environment we can 

within the constraints of a building of that age. 

 TOM DIVERS:  I mean I think in terms of 

what it’s called, it’s called the Vale of Leven Hospital just now 

and I think what is really important is what that stands for 

because it’s not where David started off, it’s not a remote and 

rural general hospital, it’s not that, but our colleagues from 

NHS Highland when we worked through with them the 

outcome of the work that we had put in place over the course 

of recent months were saying there is far more that’s going to 

be on offer within this hospital than will be available in a 

number of our remote and rural general hospitals in the round. 

 And of course the difficulty about in the 

round bit which is part of what was in David’s mind is that if 

you are genuinely remote and rural you don’t actually have 

options about what the model is that is in place. 

 I mean if you head up the road as Helen 

Byrne and I did as part of this consultation exercise and go and 

meet Argyle and Bute Council and go and see what is available 

in Lochgilphead then there is a different model again, but in 

Lochgilphead they do not have the option and will probably 



 
 

58

never have the option of having an acute medical receiving 

facility that will have consultant physician input into it and the 

GP’s  who were on duty with the emergency nurse practitioner 

manning the front door of their little A&E Department there 

which deals with a fraction of the acute cases that will come 

here, were very, very interested in the model that we were 

describing, were hoping that it might become possible that if 

this develops as we hope it will develop, for there to be a 

network established through which they would be able to work 

with their GP colleagues here and through the use of tele-

medicine be able perhaps to access some of the other specialist 

opinions here. 

 So whether we need to ask you to think 

about this over the course, which is Anne’s suggestion to me 

that we ask you to think about this, if it’s really important that 

there is something that captures this definition of hospital is 

something the people here might want to think about and it’s 

something that we’ll pick up as an action point from tonight. 

 PETER HAMILTON:  The gentleman 

there. 

 ROBERT DARROCH:  Robert Darroch 

from Clydebank, past the sell by date pensioner. I became 

interested in the hospital when I read of the mass 

demonstrations and I went to see it and I was disgusted at the 

state of the hospital and some people were calling it different 
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names, Cottage Hospital and something else, I call it the 

Cinderella Hospital, it was ignored for years and the Doctor 

there forgot something, and I keep forgetting as well at my age 

so I have wrote a few notes here about what happened. 

 At the consultation meeting in this hall on 

the 1st of December a man said ambulances are delayed going 

to Paisley. The manager of the Vale of Leven Ambulance 

Service replied – they have the help of Police car and 

helicopter. 

 At the meeting in the Vale of Leven 

Academy on the 14th of January I said that I had been in traffic 

tail back from the Milton junction to the Abbotsford Hotel on 

Great Western Road one mile away and ambulances arriving at 

the end would be delayed. Easy to agree, but instead the 

manager quoted from the Vale vision newsletters as follows – 

We understand that local people have concerns about 

transporting patients to the Royal Alexandria. However since 

2004 approximately 5000 patients each year have travelled to 

there to receive Accident & Emergency care. 

 The Scottish Ambulance Service has not 

identified any adverse clinical outcomes as a result of 

transferring these patients or as a result of the closure of the 

Erskine Bridge or local roads. 20,000 patients and not one 

suffered. 
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 Well I can’t believe that, I would believe 

the moon is a tomato before I would believe that. 

 Now Doctors and paramedics will tell you 

that even minutes delay are critical. When I said that a man 

with a broken leg on the Rest and be Thankful Road would 

need to wait for an ambulance coming from the Vale of Leven, 

I didn’t know that an ambulance is based at Arrochar, even so 

he would be taken by ambulance 36 miles to the Royal 

Alexandria Hospital and I asked the Panel if they were happy 

with that arrangement. 

 I thought Doctor Dunne, Doctor Dunne 

born locally with knowledge of the roads and long service in 

his surgery in the hospital would have answered but he didn’t, I 

thought he would be here tonight. 

 He did answer more questions than anyone 

else and advised that the Professor and four independent 

inquiries had concluded that an anaesthetic service was not 

viable for the Vale Hospital. Apparently it was before and I 

thought why four inquiries and why a Professor. It seemed the 

Doctor was doing his damndest to convince us and I thought of 

a salesman at the Barras, I thought I was getting a bargain, I 

was getting a pig in a poke. 

 I said when I visited the hospital I saw 

derelict graffiti and damaged buildings, including what I call 
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the jigsaw building, roughcast missing from top to bottom of 

its four storeys for years. 

 Robert Calderwood said all repairs had 

been completed. The audience outcry had him amend his 

answer to – we issued an order for scaffold to be erected and it 

still is erected. Some repairs have been carried out internally 

and externally on the main building, not before time. I said that 

the hospital had been neglected for years and I quoted a 

Helensburgh lady who wrote to me and said she was pleased 

with the dedication of the staff at the Vale Hospital during her 

husband’s last days and how glad she was that she hadn’t to 

travel every day to Paisley. 

 She said we seem to be reverting to the bad 

old days when before the Vale had a hospital all patients had to 

travel miles away. 

 In this year of Homecoming suppose a 

couple who had emigrated came on holiday to visit their former 

home in Luss and their son had an accident, arriving at the 

entrance to the Vale Hospital the father would see a small sign 

which states ‘No A&E’, no Accident & Emergency Unit. That 

is a useless piece of information and the father angry and 

frustrated would go to reception and ask – where is the nearest 

A&E, perhaps in stronger language – at the Royal Alexandria 

Hospital in Paisley 16 miles away he would be told. 
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 At every meeting a charming lady in a soft 

voice and a lovely Irish accent clearly, professionally and at 

length described the Board’s proposals. I believe she could 

hypnotise patients on the operating table and there would be no 

need for an anaesthetist. She partly hypnotised me and I nearly 

sang – ‘Maybe some day I’ll go back again to Ireland, if my 

dear old wife would only pass away’….. 

 PETER HAMILTON:  As much as I enjoy 

your singing…… 

 ROBERT DARROCH:  And then she 

said…… 

 PETER HAMILTON:  Do you have a – 

the questions about the fabric that you raised, quite rightly, has 

just been answered by Robert. 

 ROBERT DARROCH:  Of course….. 

 PETER HAMILTON:  And it was 

answered last Wednesday as well. Do you have a specific 

question because it is not ten past eight and we are going to 

finish at half past this evening. 

 ROBERT DARROCH:  Alright, she said 

ten beds will be transferred to Paisley from the Vale Hospital. I 

thought – no wonder so many folk kept telling me they want to 

close the Hospital…… 

 PETER HAMILTON:  Would you like 

a….? 
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 ROBERT DARROCH:  Only a wee bit to 

go. Then she reported that 170 folk attended drop in sessions, 

one to one with a Board representative and I think she said 90 

percent had approved of the proposals. Well that is easy to 

understand for they would have been told seven new service, 

three *** services that were proposed, the services already 

changed had been successful. Let us be honest, the Board 

sometimes get it right, but I suggest if those folks had come to 

one of the meetings and heard some of the arguments 90 

percent of them would have changed their minds. 

 The Board want to know what the people 

want, well I will tell them. Give us back our A&R unit, give us 

back our anaesthetic service, give us back the ten beds, give us 

back our laboratory that’s going to be closed, give us back our 

hospital. I nearly said ‘amen’ instead of ‘thank you for 

listening’. 

 

(Applause) 

 

 TOM DIVERS:  Would you like to give us 

that as a written submission and we’ll put it in with the rest of 

the papers? Okay then. Helen either in your capacity as a 

possible anaesthetist or manager. 

 HELEN BYRNE:  Well it is the second 

new job I have been offered, last week it was to do with buses. 
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 Just to say what I said last week and what I 

repeated tonight was that we are proposing 42 beds at the RAH 

for the  transfer in unscheduled medical activity, 42, not ten. 

 What I said was that 120 people had 

dropped in to the drop-in sessions, I didn’t say anything about 

percentages, but many of those who had attended those drop in 

sessions were not familiar with the arguments so they had had 

a chance to talk to people on a one to one basis about what the 

issues were about. 

 Many came with the view that the hospital 

was going to close and we were reassured that the hospital is 

not going to close and generally the feedback that colleagues 

who were at those sessions got was positive in terms of them 

understanding what would be available at the Vale of Leven. 

So that’s what I said last week and I repeat it now. 

 PETER HAMILTON:  Brian? 

 BRIAN MCLAUGHLIN:  If I can come 

back on the full blown A&E. In order to have a full blown 

A&E service at the Vale we would need to have orthopaedic 

consultants, trauma consultants on site and they would need 

again in terms of numbers to be dealing with a significant 

amount of orthopaedic trauma, like major road traffic accidents 

and although these things do occur in our road locally the 

numbers of serious orthopaedic trauma at the Vale would be so 

low that these people would lose their expertise. 
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 And also you would need a surgical team 

so you would need a combined orthopaedic trauma team, a 

surgical team and there is quite clearly, and I think all the GP’s 

in the area would accept that there is not the serious trauma 

there to justify that level of broad expertise, intensivists, 

orthopaedic surgeons, and general surgeons, that is clearly, I 

think everybody would argue that it’s not sustainable. 

 Also the evidence, although this is 

upsetting, the evidence is that if you’ve a major road traffic 

accident you have a better outcome if you go to a major trauma 

centre, even if it’s further away. 

 So the evidence is quite strong that if you 

have been in a major road traffic accident, even if you are 

seriously ill, you are better bypassing a hospital such as the 

Vale in order to get to a trauma unit and the evidence is that 

you are more likely to survive if that’s the case. So arguing for 

a return of that service is actually arguing probably for an 

inferior level of service. 

 The other thing is Doctor Dunne sends his 

apologies, he’s sitting his MRCP examination tomorrow and 

he’s studying tonight ‘cause he wants to be able to bench mark 

himself, he’s a GP who’s got an anaesthetics qualification, who 

is now trying to get a qualification similar to the physicians 

have in hospitals so that he has got credibility, so he sends his 

apologies but he is going to be up all night studying. 



 
 

66

 ROBERT DARROCH:  Can I make a 

point, I have seen new homes being built in two areas of 

Dumbarton, in Renton, James Town, Cardross, Helensburgh, 

Roseneath, Kilgreggan and being built in the Haldane at 

Dalrioch and in the Base, more people, more patients. 

 The Secrets Act doesn’t allow me to tell 

you that in the base there’s going to be a lot more marines and 

they can be patients as well, maybe get hit over the head with a 

bottle, but the peace people. So they say as time goes on we are 

going to make adjustments, better making the adjustments now 

and give us a new hospital, that’s what we need. 

 TOM DIVERS:  We know what the 

forecast changes in the population are in the years ahead, we 

also know how profoundly family structures have changed over 

the years, how many single tenant occupancies there will be. 

We have done that work, we did it and updated it last in 2007. 

It does not materially impact on the total catchment area for 

this hospital. 

 What Brian McLaughlin has just 

described, what I was trying to explain 20 minutes ago is the 

reason why we cannot produce a hospital that has an Accident 

& Emergency Department, trauma surgeons, general surgeons 

doing acute and emergency work, there is not the volume of 

activity to do that and the changes in the population of the local 

catchment area are actually marginal over the period ahead. 
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 PETER HAMILTON:  Gary do you want 

to comment on the Ambulance Service? 

 GARY FRASER:  Good evening Sir, nice 

to see you again. I didn’t actually answer your question the first 

time round, I believe the question was in relation to if there 

was severe traffic congestion, how would you get patients over 

to the RAH and I think the answer at the time was given that 

we have access to helicopters and things like that. 

 Yes, I mean traffic congestion is getting 

busier everywhere, all over the country and it definitely is a 

problem, that’s why we are introducing motor bikes and things 

like that to try and get to patients more quickly. 

 Your point about Arrochar, I was there the 

other night when you asked about Arrochar, yes I mean 

paramedics you have got to remember have moved on in 

medicine the say way medicine has moved on, paramedics are 

becoming more skilled, they have a higher range of skills and 

the things that they can carry our for patients. They carry 

higher levels of pain relief than they did five, ten years ago. 

 And I think a point for everyone is services 

are changing, specialist centres have to see the volume of 

patients. I like Doctor Brian McLaughlin have no affiliation to 

the Board if you like, it’s more important that you get proper 

specialist care by people that are doing that type of care all the 

time than it is to get a general, you know, not a general 
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practitioner, a general Doctor that hasn’t seen your type of 

injury or type of illness many times in that year and this is the 

whole point of the way the NHS is moving and why the 

Board’s trying to put over to you that anaesthetics will not 

come back to the Vale of Leven and it’s important that you go 

to a place that can provide you with the proper level of care 

that you require. 

 ROBERT DARROCH:  (no microphone) 

the point that I made was ***** especially in the summer, you 

come down from the loch side you are stopped at the Balloch 

roundabout, you are stopped at the Dumbarton roundabout, you 

are stopped at the Milton junction and my point was that 

ambulances are delayed and every delay can be critical, that 

was my point there. 

 GARY FRASER:  And just a point to 

answer your question, ambulances in this areas are now getting 

to patients faster than they ever did before believe it or not and 

I have firm evidence of that, that we are managing to get care 

to people more quickly. 

 I take your point that at periods it’s 

difficult to get anywhere in the country through traffic 

congestion, absolutely. 

 ROBERR DARROCH:  (no microphone) 

20,000 people, patients that were moved to Paisley they were 

okay. 
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 GARY FRASER:  In the statement that 

was given I do not have any adverse critical incidents sitting on 

my desk through transport but equally how many cases have 

survived that wouldn’t have if they had went to the Vale, we 

don’t have any evidence of that either. 

 ROBERT DARROCH:  *** at the Vale, 

sixteen miles away. 

 GARY FRASER:  Well that’s what Brian 

McLaughlin was trying to explain to you, that’s not necessarily 

the case if you need a specific type of care from a specialist 

team. 

 ROBERT DARROCH:  Oh I cannae 

believe that 20,000 people got transferred and not one of them 

was affected by the journey. 

 PETER HAMILTON:  I think you both 

agree to differ, so can we move on, any further questions? 

 ANDREW MUIR:  A completely different 

topic, I did mention, it might be nothing to do with this, it was 

just about Dumbarton High Street, the hospital gets patients 

coming into it from all sorts of states, basically ill, but why not 

be proactive, get healthy shops in any high street, it could be 

Helensburgh as well, so you will get healthy people coming, so 

you have to spend less money treating them because they are 

going to be healthier coming in. 
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 So what I am suggesting is the Health 

Board, this is nothing to do with this, they should put some 

money into the High Street, we would like a butchers and a 

grocers. I am trying to use my initiative, at the moment we 

have got eight pubs, I walk down it, six take-aways, six 

chemists, six barbers, six clothes shops, we don’t have a 

butchers or a greengrocers. We have got 33 premises lying 

empty, what a waste, it’s a dump of a high street just down 

there. 

 But if you were to put in a shop, a butchers 

sponsored by the NHS, healthy living campaign that will make 

you look really good, and also a greengrocers, a bit like 

Dragon’s Den on tele, of whatever it’s called, you give a bit of 

extra cash, start them off and you get a thriving high street and 

then people walking along there will go to healthy shops 

instead of these money lending shops, so why not consider that. 

 PETER HAMILTON:  Do you wish us to 

take it up with our Director of Finance for any spare cash he’s 

got. 

 TOM DIVERS:  I think a fundamental 

point about working with local communities and other agencies 

to improve health is one of the major responsibilities of the 

local Community Health Partnership and there’s a whole series 

of ventures that are built into the health improvement plan that 

is being developed locally and again we would be happy 
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outwith the meeting if you wanted more information on what 

those were to be able to share those. 

 Because there is, it’s the other part of our 

responsibilities as a Health Board, is the provision of high 

quality services is one of our key responsibilities, we have two 

others, one is generally to work to improve the health of the 

population and then as a specific subset of that to continue to 

work with other agencies to try and reduce what are called 

growing inequalities in health, that gap between those in better 

off communities who are living longer and those in poorer 

communities whose health and outcomes are poorer. So those 

are issues that are part of our responsibility as well and are 

swept up in the work that the Community Health Partnership 

raises locally. 

 PETER HAMILTON:  Thanks for that 

Tom. I think Ladies and Gentlemen it is probably that time 

now, unless anybody has got a last burning question, but I 

sense that’s not the case. 

 So could I first of all on behalf of NHS 

Greater Glasgow and Clyde thank you all for coming along this 

evening on what is a rather horrible night. Thank you for your 

input. 

 As we have said on a number of occasions 

this consultation ends on the 30th of January, the final paper 

with proposals will go to the NHS Glasgow Board on the 24th 
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of February for approval, appended to that final paper will be 

the output from the consultations, from the public meetings and 

also any written submissions that have been made will be 

referred to within that document. 

 If it’s approved by the Board on the 24th of 

February it will then be presented to the Cabinet Secretary 

Nicola Sturgeon who will then make the final decision on the 

proposals. So that’s if you like, that’s the next stage. 

 So thank you once again for coming along 

this evening. 

 NEW SPEAKER:  (No microphone). 

 TOM DIVERS:  No that’s for the Cabinet 

Secretary to determine. 

 PETER HAMILTON:  No timescale. 

 TOM DIVERS:  No. I mean it depends on 

whether there’s all the information that she believes that is 

required or she comes back looking for more. So it’s not for us 

to set a timescale on that, we will have made the submission to 

the Cabinet Secretary within a week of the NHS Board 

meeting, so by the first week of March we will have made our 

submission, but beyond that the timescale for the decision 

making is a matter for Government. 

 PETER HAMILTON:  Thank you very 

much Ladies and Gentlemen, safe journey home, thank you. 

 


