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INTRODUCTION 

THE NHS IN GREATER GLASGOW 

HEALTH IMPROVEMENT PROGRAMME 
1998- 2003 

As part of its policy to dismantle the NHS "internal market", the Government has determined 
that each Health Board should publish a Health Improvement Programme which describes 
what the local NHS intends to do over a 5 year period to improve the health of the population 
it serves . 

Although in the past the Greater Glasgow Health Board has published a Local Health Strategy 
and, separately, annual "purchasing intentions", this is the first time since the introduction of 
the NHS "internal market" earlier this decade that a comprehensive attempt has been made to 
connect Health strategy and financial resources over a 5 year forward look. 

Predicting the future is an uncertain art. New clinical technologies and medicines emerge. 
Disease patterns change . Public expectations ebb and flow. Political priorities are adjusted. 
Funding levels for the NHS differ from what was expected. Inflation of pay and prices rises 
and falls. Other important influences on health and the NHS change. 

All of this means that although the plans for the first year of the 5 year plan must be precise 
and firm, those for the following years reflect general direction rather than great detail. This 
does not mean, though, that what this Health Improvement Programme says about years 2 to 
5 is little more than vague waffle. As will be seen in the pages of this document, there need to 
be some momentous changes if the NHS in Glasgow is going to be best placed to serve the 
Greater Glasgow population well. This document is the first of a series which, each year, will 
guide Glasgow's NHS through a rigorous process of adjustment and change. 

Greater Glasgow Health Board's unique quest is to Get Glasgow's Health Better through: 

• partnerships with others to make Glasgow a healthier place to live and work 
• promoting healthier lifestyles 
• commissioning the best possible mix of health services 
• co-operating with local authorities to improve care in the community. 

The Government has emphasised that there are national priorities to: 

• improve mental health 
• reduce the evidence of and premature death from heart disease and stroke 
• improve the effectiveness of services for people with cancer and reduce the prevalence 

of cancer wherever possible 
• reduce inequalities in health. 



Glasgow's own health experience reflects that these are very much priorities for Greater 
Glasgow and this Health Improvement Programme reflects that. 

The pursuit of this Health Improvement Programme will take place against the background of 
implementing the Government's White Paper on the NHS in Scotland "Designed to Care". 
There are several significant changes in NHS organisational arrangements which will need to 
be managed without disrupting the Health Improvement Programme's themes for improving 
primary care, promoting greater effectiveness in clinical services, enhancing the strength of 
clinical teams , pursuing agreed change in community care and maintaining proper financial 
discipline . The Health Board will work closely with existing NHS Trusts , the new Trusts that 
replace them, GPs and local authorities to ensure that organisational change is introduced with 
minimal turbulence. 

The Health Improvement Programme has 10 Chapters : 

1 Promoting Health and Reducing Inequalities 

2 Protecting the Public Health 

3 Promoting Evidence-based Clinical Practice 

4 Broad Strategic Context 

5 Financial Assumptions 

6 Detailed Plans 

7 Human Resource Strategies 

8 Estate and Capital Investment 

9 Information Management and Technology 

10 Implementation - How the plans get put into effect 

Finally, a few words on how the Health Improvement Programme was prepared . A first draft 
was produced in early September 1997 as a focus for discussion . The final ( 61h) draft was 
published in January 1998. We have been greatly encouraged by the responses and 
suggestions received from our local authority partners who have clearly given much thought as 
to how they can work with the NHS in Greater Glasgow in pursuing shared aims. Similarly, 
the Local Health Council, as always , has devoted much time and care to thinking about issues 
and providing a population and consumer perspective . We have also had very useful 
observations and advice from professional advisory groups , GPs, GP Fundholders and hospital 
clinicians. The Programme has also been shared in draft form with Glasgow MPs. 

An innovation has been the holding of public meetings and seminars with local people and 
community organisations to discuss various aspects of the draft Programme . 

2 



Inevitably a great amount of time has been spent between the Health Board and NHS Trusts 
(Chief Executives , Finance Directors , Chairmen and some Trust Boards) to focus on specific 
issues and financial matters . It is important for us to record that the tone of this work has 
been highly co-operative, reflecting a spirit of collaboration very much in keeping with the new 
Government ' s intention for the NHS. 

The processes for health improvement cannot succeed if they are not underpinned by a wider 
public legitimacy. We will, therefore, build on this participative approach to developing and 
updating Health Improvement Programmes in future years . 

Greater Glasgow Health Board 
March 1998 
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CHAPTER ONE 

PROMOTING HEAL TH AND REDUCING INEQUALITIES 

This chapter : 

+ describes the relationship between promoting health and reducing health 
inequalities 

+ sets out national and local health targets 
• describes the spheres of action for influencing health 
• highlights the health inequalities in Glasgow and current successes and good 

practice in tackling them 
+ sets out the action the Board will take to address the issues identified 
+ establishes 2 major new priorities - child and mental health 

The Relationship Between Promoting Health and Reducing Health Inequalities 

1. 1 Health is determined by a wide range of social, economic and environmental factors . 
Our aim is not only to reduce levels of ill health and premature death within the 
population but also to enhance quality of life. There are different facets of health -
physical, mental, and social ( see Figure 1 ). This view of health is one that we will 
apply whether we are concerned with the health of individuals, the health of 
communities or subgroups , or the health of the Greater Glasgow population as a 
whole . 

Figure 1 
The Dimensions of Health 

Physical 

HEALTH 

0 
Mental Social 
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1.2 In line with this concept of health are a number of working principles which will guide 
our activities . The Health Board will strengthen its work with partner agencies in the 
public, private and voluntary sectors to develop concerted action and joint investment 
to tackle the wide range of determinants of health. Our programmes will also place 
greater emphasis on involving local people and communities . This will help to ensure 
that initiatives are sensitive to local needs and circumstances and will also empower 
local people by providing opportunities for them to contribute to decision-making and 
action . This means a commitment to increase levels of communication and 
consultation with the Greater Glasgow population. These principles - partnership , 
empowerment and accountability - are seen as being crucial to the success of the 
Health Improvement Programme as a whole . 

1.3 We will need to ensure that the new Primary Care Trust likely to be created by April 
1999 be able to play its part in this approach. Likewise the Local Health Care Co
operatives that are developing will have an important role in community development. 

1.4 In identifying the spectrum of action required to improve health within Greater 
Glasgow, we are guided by the Framework for Improving Health Status (Figure 2) 
which is central to our Local Health Strategy . This framework recognises the 
important role of health care services in treating illness within the population, but 
places these activities within the broader range of influences on health . 

Figure 2 
A Framework For Improving Health Status 
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1.5 It is now widely acknowledged that social and economic factors are the overriding 
determinants of health in modem society . The unequal distribution of factors such as 
income, employment , access to services, and social support within Greater Glasgow 
(as in all modern societies) has produced large inequalities in health status . These 
inequalities provide the most significant challenge to improving the health of our local 
population . 

1.6 What do we mean by equity in health? Not all differences or variations in health status 
are defined as being "inequitable ". The term inequity refers to differences which are 
unnecessary and avoidable . Equity in health implies that ideally everyone should have 
a fair opportunity to attain their full health potential and, more pragmatically , that no 
one should be disadvantaged from achieving this potential , if it can be achieved . 

1. 7 Relative circumstance (for example, having an income substantially below the average) 
is a more important influence on health than absolute circumstance . In order to 
improve the population's health we therefore need to concentrate more on narrowing 
the gaps that exist between different subgroups and communities . This will in itself 
lead to improvements in the average health of the population as a whole . 

1.8 Our efforts to promote health cannot, therefore, be separated out from action to 
promote equity . Indeed action to reduce health inequalities will guide all of the 
components of this Health Improvement Programme . 

National and Local Health Targets: 

1. 9 The Board is already committed to working towards a number of health status targets , 
as summarised in Figure 3. The vast majority of these targets relate either to health/ill 
health outcomes or to individual health related behaviours. Particular priority will be 
placed on targets to improve children's health which, in turn, will yield benefits in 
terms of the health adults . A full description of all existing targets and an analysis of 
our progress towards them is provided within the Greater Glasgow Local Health 
Strategy document published in 1996/97. This analysis has informed the identification 
of many of the priorities outlined within this Health Improvement Programme . As we 
do work on the Mental Health Framework we will want to identify key indicators 
relating to mental health . 

1.10 However, our increasing recognition of the importance of social and material 
influences on health, and the accompanying necessity for the health service to work in 
new ways, has highlighted the need to identify a wider range of indicators against 
which progress can be measured . These indicators will relate to each of the boxes in 
the framework in Figure 2. This work is still at early stages, and its success will 
depend on achieving joint agreement on indicators with partner organisations and local 
people . The approach that is likely to be adopted will be based on the concept of 
intermediate indicators to measure actions taken and the associated population profiles . 
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1.11 These new intermediate indicators will complement our existmg targets . Their 
development reflects the need for the health service to understand better the processes 
and impacts of its new ways of working , and the importance of securing shorter-term 
measures of relevance to all of the agencies working together to improve quality of life 
within Greater Glasgow . 
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Figure 3 - Existing Health Status Targets for Greater Glasgow 

Issue Target Baseline Target 
Year Year 

Coronary heart disease 30% reduction in mortality among those under 1990 2000 
65 years 

Stroke 15 % reduction in mortality among those under 1986 2000 
65 years 

Cancer 15% reduction in mortality among males under 1986 2000 
65 years 
15% reduction in mortality from lung cancer 1986 2000 
among males under 65 years 
25% reduction in mortality from breast cancer in 1986 2000 
age group 50-64 years 
50% reduction in cervical cancer among females 1986 2000 
under 65 years 

Smoking 30% reduction in male smokers age 25-65 1986 2000 
20% reduction in female smokers age 25-64 1986 2000 
Declining trend in younger smokers 1986 2000 

Alcohol abuse A reduction in proportion drinking above 1986 2000 
( see footnote a) recommended safe weekly limit of alcohol 
Drug misuse A reduction in prevalence of drug injecting to 2000 

0.5% of population 
A reduction in number of annual deaths among 2000 
drug misusers to below 25 

HIV/AIDS Prevalence of HIV not to exceed: 2000 
6% among men who have sex with men 
1.5% among drug injectors 
I in I 0,000 among heterosexual adults 
I in I 0,000 live births 

Accidents A reduction in the rate of accidents in the home, 1986 2000 
at work and on the roads 

Dental health Fluoridation of the water supply 2000 
(see footnote b) 

An established trend towards reduced dental 1986 2000 
caries among children 

Nutrition No local targets 
(see footnote c) (Priorities for attention identified as fruit and 

vegetable intake, and obesity) 
Breastfeeding 50% of mothers breastfeeding at 6 weeks 2005 
Physical activity No local targets. Physical inactivity identified as 

a priority for 1996-2000 
Inequalities in health The primary target for GGHB is to establish a 1986 2000 

trend towards a reduction in inequalities in 
health. 

Footnotes: 
a This target relates to the previous, recommended sensible weekly limits of 14 units for 

women and 21 units for men. 
b The 1996 oral health strategy for Scotland presents a series of targets. Linked local 

targets are being developed as part of the Board's Oral Health Strategy. 
c The 1994 report The Scottish Diet presents a series of national dietary targets. 
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Spheres of Action 

1.12 Figure 4 gives a picture of the links between the different types of influences on health . 
It points to the need for balanced, co-ordinated programmes of action at all levels, 
since activities which target (say) lifestyles without addressing the material or social 
constraints on behavioural change are unlikely to be very effective . 

1.13 The King ' s Fund Report , Tackling Inequalities in Health: An Agenda for Action 
(Whitehead, 1995) suggested 4 levels at which initiatives could influence inequalities in 
health (Figure 5): 

1 Strengthening Individuals . Building skills and confidence (for example through 
providing training programmes which offer a route into employment) and putting in 
place social support, stress management services and counselling . People can also 
be enabled to participate in society and in organisations which affect their health . 

2 Strengthening Communities . Community development and community 
regeneration strategies aim to strengthen deprived communities . Such initiatives 
can promote health by helping local people to influence their local environment and 
services. 

3 Improving Access to Essential Facilities . Some of the greatest gains in health have 
come from traditional public health measures - better housing, safer workplaces, 
improved sanitation, and so on. Such measures particularly benefit the health of 
those people living in the poorest conditions . In addition , targeting health care 
services to improve access to care and quality of care for people living in deprived 
circumstances is necessary . 

4 Encouraging Macro-economic and Cultural Change . 
policies on issues such as housing, education, food 
considerable bearing on local health and quality of life. 

National decisions and 
and transport have a 

Work needs to go on at each level ensuring that the different types of initiative are 
mutually reinforcing . This is the approach we will promote in Greater Glasgow. 
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Figure 4 
Material and Social Determination of Health Inequalities 
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Current Position 

Inequalities in health in Greater Glasgow 

I . 14 Greater Glasgow has some of the most affluent areas in Scotland but also (particularly 
in Glasgow city) extreme levels of poverty . Over a third of Glasgow falls within the 
worst 10% of enumeration districts in Scotland . Glasgow also contains 78.5% of the 
worst 1 % of enumeration districts in Scotland . The health consequences of these 
levels of poverty are profound (see Figure 6). 

1. 15 Given the levels of poverty in Glasgow , we must focus on deprivation-related 
inequality . However, there also exist inequalities related to other factors - most 
notably gender, ethnicity, disability and sexuality. This Health Improvement 
Programme , therefore, provides a summary of future plans both for improving the 
health of people living in circumstances of multiple deprivation and for key population 
groups (such as children, women, and ethnic minority communities). 

1.16 Each year, around 12,000 deaths occur in the Greater Glasgow area . 3,500 are due to 
heart disease . Just over 3,000 deaths occur as a result of cancer and 2,000 deaths 
occur as a result of respiratory disease . There are 1,500 deaths each year from stroke, 
a condition closely allied to heart disease . The risk of early death ( defined as death 
before the age of 65) is higher for all of these conditions in men and women living in 
deprived parts of Greater Glasgow . At the other end of life, babies born into families 
in deprived areas are more likely to have a low birth weight, they are less likely to be 
breast fed and their mothers are more likely to smoke . Maternal smoking is a known 
risk factor for a variety of other conditions, notably childhood asthma . 

1. 17 Males in deprived areas of Glasgow are 4 times as likely as their more affluent 
neighbours to die of lung cancer and 3 times as likely to die of heart disease before the 
age of 65. Across the whole of the Health Board's area, residents of Glasgow have a 
20% higher risk of early death from any cause compared to the rest of Scotland . Yet 
within Glasgow there are striking variations in health between rich and poor. 

Structures and Processes 

1.18 A number of the partnerships and structures necessary to tackle the wider determinants 
of health are already in place within Greater Glasgow, and the Board's contributions to 
these have been strengthened through its recent restructuring arid the establishment of 
a number of internal organisational development mechanisms . 
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Figure 6 

Major Causes of Death in the GGHB Population, 1990 
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1. 19 There is also a substantial effort already underway to use partnership between different 
agencies to promote health and quality of life within Greater Glasgow . In the City this 
is most strongly channelled through the Glasgow Healthy City Partnership and the 
Glasgow Regeneration Alliance, although a number of bilateral working links also exist 
with individual agencies or council departments . In the past year the Health Board has 
re-energised its commitment to these initiatives, at city wide and local area levels and 
will sustain a high level of engagement. We will need to engage the proposed Primary 
Care Trust and Local Health Care Co-operatives in this work. 

1.20 The Board has also over the past year been working with the other local authorities 
within Greater Glasgow to identify the most appropriate joint working mechanisms 
with each . Progress is at different stages with each authority, but it is envisaged that 
effective processes will be in place with them all by the end of the 1997 /98 financial 
year. 

1.21 The Board's own restructuring into a 3 sector pattern (southside, north and east, and 
west) has enabled much greater levels of involvement of health service providers, and 
of primary care practitioners in particular, in the Board ' s activities. It has also enabled 
the Board's sector teams to start to develop close links with local regeneration alliance 
structures and community groups . We shall ensure these arrangements evolve 
smoothly as implementation of the White Paper 'Designed to Care' gets under way . 

1.22 A number of other partnerships (for example, the Drug Action Team, the Women's 
Health Policy Working Group and the Health and Fitness Forum) also exist in relation 
to particular health topics or population groups. Most of these partnerships have made 
considerable progre 'ss over recent years. Their links with the other structures 
described in this section will be strengthened in the future . In particular there is a need 
to rethink how best to secure more local engagement of the Drug Action T earn with 
the different local authority areas within Greater Glasgow . 
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1.23 Although there are a number of mechanisms whereby local people and users of services 
are consulted and involved in decisions that may affect their health, comprehensive 
processes of community/user involvement are not yet in place. Two new strands of 
activity will help to remedy this . First, the Health Board is currently working together 
with the Local Health Council to develop a consumer involvement strategy. Second, 
through the Healthy City Partnership a review of community health projects is being 
carried out, which will lead to guidelines for good practice to support community 
participation for health in Glasgow . Both of these pieces of work will influence our 
ways of working from 1998 onwards . 

1.24 We are relatively well placed, therefore, in Greater Glasgow to utilise ex1stmg 
mechanisms of partnership working and to develop our approach for community 
participation . Rather than having to invest in the establishment of many new 
structures, our efforts will be directed at ensuring that existing processes work as 
effectively as they can to promote health, and that the necessary links are made 
between the different structures and processes. 

Current Successes and Models of Good Practice 

1.25 There is a strong history of acknowledging and taking action to promote health and 
tackle health inequalities within Greater Glasgow. Through the work of its health 
information function, the board is in the position of having good data about the ways in 
which experiences of health and use of health services vary across different sub-groups 
of our population . This strong information base also places us in a good position to 
identify priorities and monitor progress. 

1.26 Glasgow City has been a member of the WHO Healthy Cities network since 1988. 
This network is founded on the European Health For All Strategy, which has 'equity in 
health' as one of its main aims. Action on health inequalities in Glasgow has, 
therefore, been one of the priorities for the Healthy City Partnership . Examples of 
specific initiatives include pioneering community health projects (such as the 
Drumchapel Community Health Project), action on the wider determinants of health 
and the development of joint planning for health (the Glasgow City Health Plan) . 

1.27 Another product of the Healthy City Partnership is the Glasgow Model of Women's 
Health. Glasgow's women's health policy has recently won a Commonwealth award 
for excellence. Particular features of this work include the establishment of a new 
service for women (the Centre for Women's Health) and a strong focus on women 
with particular needs. Most recently Glasgow has been designated a WHO 
Collaborating Centre for Women's Health, further marking international recognition of 
Glasgow's innovative approaches. 

1.28 We have also made progress with the introduction of new services tailored to the 
needs of particular groups. Examples include the services now provided for prostitutes 
and for homeless peopl,e within the City; the drug crisis centre; and the new sexual 
health services for young people and for people who are gay or bisexual. 

13 
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1.29 New ways of providing services within local communities have also been successfully 
established. For example, the work of the lay breastfeeding support workers within 
Greater Easterhouse is now being replicated in a number of other communities; the 
training and support for women from minority ethnic communities to work as 
educators within their own communities has secured an increase in the levels of uptake 
of screening services; and a peer education group comprising marginalised young 
people in Cambuslang was critical in the development of new sexual health and drugs 
education curricula in which over 150 teachers have now been trained. 

Turning Projects Into Mainstream Action 

1.30 The examples given above are illustrative of a number of significant successes. 
Unfortunately, however, past experience has been characterised by the introduction of 
innovative projects to promote health which have been given only short term funding 
and which, even if they have been successful in the short term, have not attained a 
secure position integrated with mainstream service provision . We see this Health 
Improvement Programme as an opportunity to ensure that we are more systematic in 
our approaches, and that longer term perspectives inform our decision making 
processes. The financial strategy in Chapter 5 reflects this. 

1.31 In this regard, it is important to note that action to promote health and to reduce health 
inequalities has traditionally been seen as the domain of the Health Board within the 
NHS in Greater Glasgow. A significant challenge now is to mobilise the whole of the 
NHS, as well as other partner agencies and local people to work together on this 
agenda. This is the only way in which new models of service will be developed as core 
or mainstream services, rather than being seen as 'add ons' or peripheral to mainstream 
business. 

What Are We Going To Do? 

1.32 The actions described within this section illustrate some of the new act1v1t1es and 
changes in approach that will be put in place during 1998/99. They do not, therefore, 
represent the full spectrum of activity to promote health and reduce health inequalities. 
Rather, they focus on change which will take place against the backdrop of essential 
established practice. Future years' Health Improvement Programmes will identify a 
rolling programme of change which builds on the experience we and our partners gain. 
We hope, however, that the nature of our approach will become apparent from the 
detail given for 1998/99, particularly since some of the initiatives will require more 
than a single year for their development and implementation. 

1.33 Health Promotion Programmes 

81!11>98/99 

Substantial health promotion programmes will be implemented on all of the national 
and local priority topics: 

Nutrition 
Physical activity 
Accident prevention/safety 
Tobacco 

Drugs and alcohol 
Heart health 
Cancer education 
HIV/AIDS and sexual health 

14 
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These programmes are complementary to the range of more generic activities - such as 
community development, provision of health education resources, skills training, 
consultancy and advice - provided by the Board ' s health promotion specialists . They 
also increasingly are developed in conjunction with partner agencies and other sections 
of the Health Board and are integral to a number of the initiatives described in this 
Health Improvement Programme. 

A full overview of the Health Promotion Department's activities and its approach to 
evaluating health promotion interventions is provided in its annual Operational Plans . 

We shall want to take advantage of the enormous health promoting potential of the 
proposed Primary Care Trust and its Local Health Care Co-operatives which are 
expected to become operational by April 1999. 

1.34 Implementation of Specific Strategies 

During 1997 /98 the Health Board consulted on and approved an oral health strategy , a 
sexual health strategy , a policy for race equality in health and health care, and (through 
its membership of the Drug Action Team (DAT)) contributed to the revised DAT 
Strategy. Implementation of these strategies will be given priority over the next few 
years. Further information on each of them is available from the Board . The sexual 
health strategy includes the need to reduce the number of teenage pregnancies through 
improved education and access to services . Some additional resources may be 
required for some of them but much improvement will come from changing the style 
and responsiveness of service delivery and encouraging greater user involvement. 

1.35 Strengthening Ways of Working 

• Implement a programme of personal development and training, to raise 
awareness among health professionals and others of the health needs of 
different populations and of the importance of socio-economic status to health. 

• Agree and implement a consumer involvement strategy for the Board . 
• Use the new joint working mechanisms with all of the local authorities within 

Greater Glasgow, and regeneration of partnerships and work with relevant 
partners in these areas to identify specific shared programmes of action. 

• Work to make organisational development within the Glasgow NHS more 
closely integrated with broader regeneration efforts across Greater Glasgow 
and in local communities . This will be a crucial part of implementing the NHS 
White Paper 'Designed to Care' . 

15 



1.36 Strengthening Individuals (including supporting behaviour change) 

• Strengthen community based nutrition programmes, to increase availability and 
access to healthier foods and to develop skills and understanding among local 
people. 

• Work with local partners to support the implementation of the Government's 
New Deal 'Welfare to Work' programme. Consideration will be given to the 
health services (GGHB and local Trusts) participating as an employer for the 
scheme. Work will also be undertaken to explor·e the potential of targeting 
specific groups (such as people with mental illness, or recovering drug 
misusers) for participation in the scheme. 

• Build on existing work with the education sector, particularly in relation to 
approaches to minimise social exclusion. 

• Develop current work with primary care teams to provide cessation support to 
smokers, approaches to reduce alcohol consumption, and action to promote 
physical activity (through exercise referral programmes) within their practice 
populations. 

• Finalise and start implementation of a local strategy to promote adolescent 
mental health. This programme will include work with schools, with health and 
social service providers and with parents/carers, as well as work with 
adolescents themselves. 

• Following the guidance in the recent Scottish Needs Assessment Programme 
report, continue to develop work in partnership with others to support women 
experiencing domestic violence. 

1.37 Strengthening Communities 

• Ensure that the urban regeneration partnerships in which we are involved pay 
attention to social regeneration as well as physical and economic regeneration 
issues. 

• Work with other Healthy City partners to produce good practice guidelines for 
community health projects. Thereafter, develop and implement a community 
health action plan, which secures greater involvement of local people in 
decision making and social support structures. 

• Continue to develop work with prison service, both in relation to health 
promotion and health care services within prisons, and in relation to securing 
improved continuity of care between the prison setting and the external 
community. 

• Review, consolidate and consider extending the various volunteer/lay health 
worker/peer education approaches that have been piloted in communities 
across Greater Glasgow. 

• Develop work on community safety, with a particular emphasis on child safety 
initiatives and accident preve71tion in the home. 
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1.38 Improving Services and Facilities 

• Develop a strategy for improving services and facilities through the 
introduction of Health Living Centres. This will include work with other 
agencies to consider new uses for buildings, and work with local communities 
to develop new types of facilities. 

• Ensure that health services work to achieve equity of access and service quality 
for all population groups, regardless of language, creed, disability, age or 
gender. A particular focus during 1998/99 will be implementation of the 
Board's policy for race equality in health and health care. 

• Where necessary, augment standard services with extra efforts to target 
particular groups. Examples of proposed approaches include outreach 
programmes for young people, new health promotion initiatives for people with 
sensory impairment, and advocacy services for community care groups. 

• Develop new models of service provision which overcome the various barriers 
to service use associated with different types of deprivation. An important 
strand of activity will be work to develop links between community 
development approaches and primary care services, including a project 
developing the public health role of health visitors. 

• Extend the provision of welfare benefits advice within primary care settings, 
working towards the establishment of 'one-stop shops'. 

• Undertake conceptual work on how the commissioning of services could 
become more sensitive to the impact of deprivation on outcomes. This would 
have implications for optimal lengths of stay, number and types of contact with 
health professionals, types of treatment, readmission rates etc - and, therefore, 
for real and benchmark costs. In due course this would allow for greater 
investment to be made for those with greater health needs. 

• Continue to work with employers across Greater Glasgow to establish good 
health at work practices in the workplace. 

• Several initiatives to improve health care for homeless people are currently 
being pursued. As part of the Government's Rough Sleeper programme, 
Turning Point are developing the Link Up Project which will provide 
temporary accommodation and access to medical services. The recently 
opened new premises for the City Mission Refuge Service also provides a 
range of health care services (medical, nursing, dentistry, chiropody and 
physiotherapy). A Homeless and Health Strategy Group, reporting to an inter
agency Steering Group on Homelessness, is currently reviewing how primary 
care services could be extend further through satellite clinics held in main 
hostels for the homeless. 

17 



1.39 Encouraging macro-economic and cultural change 

• 

• 

• 

Through our various external communication mechanisms, work to increase 
public understanding about the determinants of health and to alter public and 
professional attitudes to health. 
Advocate and support the development of public health policies nationally and 
locally. A priority for 1998/99 is the development of a tobacco control policy 
for the City, including action to minimise tobacco promotion across Greater 
Glasgow. 
Advise and lobby national and local government and other agencies about the 
health impact of social and economic policies . 

1. 40 Needs Assessment and Research 

• Ensure the regular availability of data which highlight variations in mortality, 
morbidity and health between population groups. 

• Establish new approaches to assessing the health experiences of local people 
which take into account the broad definition of health which underpins this 
Health Improvement Programme. 

• Explore how a programme of equity audits could be developed to assess and 
monitor equity of access to and use of health services within Greater Glasgow. 
Ideally, other agencies might be interested in adopting a similar approach for 
services they provide. 

• Develop joint data sets and share information with other partners, including 
local authorities. These data sets will relate to the riew pattern of health 
indicators. 

1. 41 Sector Based Action 

The creation of sector commissioning teams within the Board's structure provides 
opportunities for locally relevant initiatives to be undertaken which focus on small 
population groups or particular service providers or partner agencies. What follows is 
a sample of ideas developed so far. We expect that they will evolve as -sector teams 
develop their local networks of contacts. Over the longer term we expect our ability 
to work in a locally specific way to strengthen further. The proposed new Primary 
Care Trust and Local Health Co-operatives will be important in this respect. 

North and East Sector 
• Existing good relationships will be further developed to foster joint working 

with local authorities and non-statutory organisations. In particular the team 
will give priority to its role in the North Glasgow, East End and Greater 
Easterhouse Partnership Management Boards. The team will share sector 
developments and health service consultation plans with partners, and 
contribute to the establishment of integrated regeneration action plans for each 
area. 
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• The sector team will work closely with the Women ' s Health Co-ordinator so 
specific women ' s health issues of mental health and domestic violence can be 
incorporated into the sector team ' s work with primary care services. The team 
will explore the potential for developing primary care services which are more 
responsive and sensitive to the needs of women . 

• With partners the team will develop a greater understanding of the health needs 
of communities and residents within the sector . In particular the team will 
consider the outcomes of the North Glasgow Baseline Study and the Greater 
Easterhouse Drugs Audit for their implications for sector activit) . 

• The team will work with partners to jointly commission programmes of 
activity. Specifically the team will develop support for new mothers in north 
Glasgow to breastfeed, the provision of exercise opportunities for older people 
in residential care, and the development of pilot programmes such as a youth 
counselling services in Greater Easterhouse . 

• The team will actively participate in an application for the conversion of 
Crownpoint Sports Complex into a Healthy Living Centre for residents in the 
East End. 

South Sector 
• The sector team will support locally focused, interagency working - most 

notably through regeneration alliance/partnership initiatives . Specifically, the 
team will continue as a major partner in the Health Working Group in 
Castlemilk and will secure the establishment of a similar group in one of the 
other priority partnership areas (Gorbals, Pollok or Govan) . The team will also 
work to strengthen links between the Board, local employment agencies and 
education departments. 

• The sector team will establish closer links with South Lanarkshire Council in 
addressing health and related issues in Rutherglen and Cambuslang. This will 
build on existing work (such as the Cambuslang Regeneration Programme, the 
work of the Council's Commission on Health and Young People and the 
emerging role of the South Lanarkshire Health Alliance) . 

• The health needs assessment exercise in West Drumoyne will be completed and 
action taken on the results, including development of the range of health 
promotion activities in the local 'One Stop Shop' to be established during 
1997/98. 

• The team will develop work with health visitors to ensure the delivery of 
targeted programmes to key local groups, including young people, single 
parents and carers . In the Greater Pollok area, action to increase breastfeeding 
will continue . 

• Across the sector, the team will continue to develop links with Parks and 
Recreation staff to promote the use of leisure and recreation facilities. 
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West Sector 
• The sector team will continue to part1c1pate in the West Dunbartonshire 

Partnership Board and the Clydebank Partnership Group , and will also work 
with other partners including primary care professionals and community 
representatives to implement the Clydebank Health Plan through the Health and 
Poverty Subgroup of the Partnership . 

• The sector team will also contribute to the development of regeneration work 
in Drumchapel. 

• A health service group will identify action : 
- to improve access to services 
- to increase community involvement 
- to improve satisfaction with health services 
- to increase opportunities for volunteering 
based on the results of the Clydebank PP A Baseline Study . 

• Local schemes will be developed to contribute to Welfare to work, the New 
deal and Volunteering Initiatives in both Clydebank and Drumchapel. 

• The team will also support local projects to tackle inequalities in health , eg the 
Community Action on Food in Faifley (CAF) , the Clydebank Health Issues 
Group and "Drumming Up Health". 
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• In partnership with local community health projects, the team will conduct 
regular community briefings to discuss the Health Improvement Programme 
and local developments. 

Two Overarching Priorities: Child Health And Mental Health 

1.42 There is a growing body of evidence to indicate that our experiences in the early years 
of life (including prior to birth) have a profound influence on our health in later life. 
These experiences include such diverse factors as the nutritional and smoking status of 
our mothers, our birthweight, whether we were breast or bottle fed, the extent of 
nursery education that we had, the housing conditions in which we lived, the degree of 
social participation of our family, levels of poverty and so on. Investment in the health 
of children will bring benefits not only to those children, but also to their health in 
adulthood and eventually the health of their own children . Our work will be developed 
in the recognition that in Glasgow there are particular concentrations of poverty and 
deprivation which have a profound impact on the health of children. 

1.43 During 1997, all local authorities have been responsible for taking the lead in 
Children's Services Planning for their area - a process which has also involved health 
service staff 

However, we do not currently have a Child Health Strategy for Greater Glasgow, nor 
do we have a strong interagency initiative to promote children's health . This is an 
issue which we will seek to address over the coming years . It is very intensive of staff 
time and our progress will depend on being able to deploy staff with the necessary 
experience and skills to co-ordinate the work. This could be affected by the impact of 
organisational change in the NHS following the White Paper "Designed to Care". We 
shall be clearer about our capacity to co-ordinate this work by the time next year's 
draft Health Improvement Programme is produced in the autumn of 1998. The section 
on Children's Services in Chapter Six starts to map out the key issues . 

1.44 We are also becoming increasingly aware of the pivotal role played by positive mental 
health - both as a desirable endpoint in its own right, and as a mediating factor in 
relation to a number of health damaging behaviours and states of ill health. The 
establishment and maintenance of positive mental health requires actions to reduce 
those factors which undermine mental health (poverty, stressful environments, lack of 
information, exclusion and isolation etc) together with action to enhance the factors 
which promote mental health (self esteem, social support, coping skills, having a role in 
society etc) . 

D 

Early in 1998, we will produce a document describing a number of the priority issues 
in relation to mental health in Greater Glasgow . This will include our implementation 
plan for the National Mental Health Framework . We will also identify Mental Health 
indicators to add to those in Figure 3. Action on these issues will be given priority 
across all sections of . the Board throughout the 5 year period of the Health 
Improvement Programme. 

21 



CHAPTER TWO 

PROTECTING THE PUBLIC HEALTH 

This chapter describes the major risks to public health and how they are being 
addressed. 

2.1 There is a growing number of challenges facing the NHS in Greater Glasgow in 
protecting the health of Glasgow residents. The epidemiology of infectious disease is 
changing. Environmental change, socio-demographic influences such as increasing 
homelessness, an increase in world-wide travel and changes in health care are some of 
the influences that have resulted in new concerns about the spread of communicable 
disease . 

2.2 In addition to risks to health resulting from communicable diseases, there are 
environmental influences affecting Glasgow's health. The issues outlined in Chapter 
One, (particularly health inequalities), often have at their root problems of poor 
housing and unsafe environments. The Health Board has been particularly concerned 
about these and works with local authorities to monitor and improve conditions in 
areas where industrial waste has been deposited . The Board maintains a close watch 
on the prevalence of disease in such areas . So far, there has been no evidence of any 
significant risk to health arising as a result of individuals living in proximity to 
industrial waste, although the problems arising from the use of asbestos in the past will 
continue to have an effect on many of those exposed to it at the time. We remain in 
close contact with Directors of Environmental Health to ensure that early warning of 
hazards is acted upon. 

2.3 The issues that we are particularly vigilant about in Glasgow are: 

• Tuberculosis, particularly the spread of multi-drug resistant organisms 

• Meningococcal disease(meningitis), particularly in institutional settings 

• Food-borne pathogens (food poisoning) · 

• Hospital-acquired infections 

• The development of multi-drug resistant organisms m both hospital and 
residential settings 

• Control of outbreaks 

• Major incident management 

• The importation of new or potent pathogens such as the viral haemorrhagic 
fevers. 
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2.4 These threats are engaged at the Health Board by the communicable disease and 
environmental health experts in the Public Health Department. They work closely with 
the Board's Emergency Planning Officer and their work is carried out through close 
liaison with experts in other agencies. Communicable disease and environmental health 
control also involves working closely with members of the public. In addition, the 
health service and health care organisations involved with the Board's Control of 
Infection T earn include primary care teams, residential and nursing homes, and hospital 
Trusts. 

2.5 Local Authority colleagues carry legal responsibility for monitoring of environmental 
hazards, hence the Board's close working relationships with colleagues in Local 
Authority Environmental Health Departments . In addition, we work with other 
relevant departments in Local Authorities such as social work, education, housing and 
legal services. 

2.6 Consultants in Public Health Medicine also work to protect public health with West of 
Scotland Water, the Scottish Environmental Protection Agency, the Scottish Centre 
for Infection and Environmental Health, other Health Boards and other relevant 
agencies such as the police through the West of Scotland Emergency Planning Co
ordination Group. 

2. 7 Effective multi-agency working requires good personal relationships with key people in 
each of these organisations. The Director of Public Health is satisfied that all agencies 
are working well together in the interests of health protection and we can identify no 
areas in which institutional boundaries are posing difficulties for those working in 
health protection . Nevertheless, there are always lessons to be learned from 
experience and the Board's staff contribute openly and constructively to debriefing 
arrangements after any significant incident. 

2.8 Specific objectives to be met in the course of 1998/99 to improve the effectiveness of 
the Health Board in health protection include: 

• The Development of Protocols for Dealing with Problem Organisms and Major 
Incidents 

These include a revision of guidelines for dealing with meningococcal disease, 
the development of guidelines dealing with the spread of tuberculosis and in 
particular the development of services to limit the problem of drug resistance . 
Mechanisms for ensuring that individuals with suspected multi-drug resistant 
tuberculosis can be managed effectively, either in the community or in hospital, 
have been developed and will be further refined over the coming year. 
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• Education 

In the past year, public education campaigns involving both the Board's Health 
Promotion Department and Local Authorities Environmental Services 
Department have tackled food-borne illness, head lice and will in future help 
educate the public on the problems of tuberculosis and meningitis . In the 
course of the coming year, a campaign of professional education for front-line 
officers to ensure up-to-date working knowledge of these problems will be 
implemented. The Health Board participates in education initiatives run by 
Glasgow City Environmental Services Department to target butchers, caterers 
and other groups of food handlers on the need for effective hygiene in the 
prevention of the spread of food-borne infections . 

• Emergency Planning 

In addition to its revised Emergency Plan for dealing with communicable 
disease outbreaks, the Board is constantly reviewing its plans for dealing with 
major incidents and major diseases with public health risks such as rabies . A 
regular exercise programme involving all West of Scotland agencies is co
ordinated by Strathclyde Police . 

• Service Development 

Some new services are being commissioned where necessary to respond to 
these challenges . A screening service for tubercuLosis will target high risk 
groups such as overseas students and immigrants from countries of high 
prevalence, the homeless, and those areas of the city in which the prevalence is 
highest . A new system for directly observed therapy for tuberculosis, 
particularly in non-compliant persons, to prevent the development of drug 
resistant strains is being implemented. In addition, isolation be.ds are being 
planned to deal with multi-drug resistant organisms or suspected drug-resistant 
tuberculosis cases . 
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CHAPTER THREE 

EVIDENCE BASED CLINICAL PRACTICE 

This section describes our approach to encourage evidence based clinical practice, 
identifies key targets for 1998/99 and comments on how this area of work might develop 
in following years. 

3 .1 The main health challenges affecting the Greater Glasgow area are well documented in 
previous Annual Reports of the Director of Public Health . Those living in the West of 
Scotland are at higher risk of death than the rest of Scotland from heart disease , 
respiratory disease, cancer , stroke and a number of mental health related problems 
such as suicide and substance misuse . Scotland as a whole has significantly higher 
rates of most of these conditions when compared to the rest of Europe . Those living 
in the Glasgow area have a higher risk of premature death than the rest of Scotland . 

3.2 The key to improving the overall standard of health in the area is action directed at 
narrowing the gap in health status between affiuent and deprived areas . 

3.3 While recognising that the origins of health inequalities lie within complex social and 
economic patterns and cannot be addressed by the healthcare system alone, we 
recognise the need to ensure that health care services play the most effective role 
possible in ameliorating the impact on deprived populations of underlying ill health . It 
is necessary therefore to ensure that the health care system has arrangements for 
ensuring that clinical standards are of the highest quality and that where there is an 
evidence-base for clinical practice it is followed as the norm throughout Greater 
Glasgow . 

The mechanism we intend to use 

3 .4 We intend to set up a Clinical Effectiveness Group to oversee the re-design of clinical 
services. This group will be chaired by the Director of Public Health and will comprise 
the Director for Commissioning, the Board's Nursing Adviser, the Chairman of the 
Area Clinical Audit Committee, General Practitioners and hospital consultants, 
together with a Trust Medical Director . This group would take a strategic view of the 
numerous effectiveness initiatives emanating from Cochrane Collaboration, the 
Scottish Health Purchasing Information Centre, the Scottish Intercollegiate Guideline 
Network, the Scottish Needs Assessment Programme and other relevant bodies. The 
group would recommend priorities for implementation and would set up various 
disease or specialty-specific sub-groups to plan implementation . These multi
disciplinary sub-groups would in essence replace the Health Gain Commissioning 
Teams which proved valuable in advising the Board in recent years, but which were 
not well integrated when the Board ' s new structure for health service commissioning 
was established in 1991. These proposals re-energise a formerly successful model but 
without introducing a new layer of bureaucracy. 
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The programme of work 

3. 5 In 1998/99 the Clinical Effectiveness group will concentrate principally on ensuring 
excellence in those programmes of care aimed at the national priorities of heart disease, 
stroke, cancer and mental health. Integrated programmes of care will be addressed 
rather than isolated aspects of clinical services. Due attention must be given to 
prevention and rehabilitation as well as care of the acute episode . The various sub
groups will work to ensure the integration of primary and secondary care. 

3.6 The White Paper "Designed to Care" describes national initiatives to develop and 
publish clinical indicators, to look at future arrangements for quality assurance and 
accreditation for the NHS in Scotland and to establish a Scottish Health Technology 
Assessment Centre . We can expect that for 1'999/2000 and beyond these initiatives 
will give rise to new areas of focus which Glasgow's Clinical Effectiveness Group will 
need to consider alongside evidence gained from local clinical audit and local clinical 
intelligence. 

3. 7 Heart Disease and Stroke 

We will work with primary and secondary care clinicians to design an integrated heart 
disease and stroke _management programme. The programme will build on work 
initiated during 1997 and will be consistent with the Board's strategy for coronary 
heart disease which was adopted in early 1998. The main components of the 
programme will be : 

• Prevention 

During 1997, a hypertension management protocol was established for primary 
care. Over 90% of practices in the area agreed to implement the protocol and 
a joint Local Medical Committee/Health Board committee was set up to 
evaluate its impact. Initial data on the number of patients managed through the 
protocol will be available by March I 998. In the course of the coming year, we 
will work with GPs to increase the detection and effective treatment of 
hypertension in the community. With primary care colleagues, we will monitor 
the number of patients treated, the costs of therapy and the trends in terms of 
the number of strokes and heart attacks in each sector of the city. 

A protocol for the management by anticoagulation of atrial fibrillation in 
primary care has been in use by a small number of GPs on a trial basis. During 
I 998, we plan to extend this protocol to a larger group of practices. We will 
review the cost effectiveness of different ways of monitoring anticoagulation . 
We will monitor the number of patients treated and the effect of the protocol 
on stroke incidence in participating practices . 
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• Effective management 

During 1997, different models of open access investigation of patients 
suspected of having angina have been piloted. In the course of 1998, data on 
the effectiveness and cost of each model will become available and we intend to 
establish, with each Trust, a rapid access, evidence-based investigation facility 
for patients in each sector of Greater Glasgow . Precise timing of 
implementation will depend on resource implications which will need to be 
identified and agreed with each Trust. 

For patients admitted with proven heart attack, we wish to review the pattern 
of treatment available in each sector . The aim is to ensure that all patients have 
access to cost-effective care and, while there seems to be no problem of 
inequity of access to care on the basis of age, sex, ethnicity or social status, we 
wish to be able to demonstrate that all GGHB residents routinely and 
systematically receive the best care available within resources . 

• Risk factor modification 

During 1997, different forms of rehabilitation following a heart attack have 
been supported. A particularly successful model has been the community based 
service in Clydebank in which patient perseverance with the programme has 
been significantly better than average. During 1998, we will develop an 
integrated approach to care following heart attack involving exercise, lipid and 
weight control and smoking cessation . This approach will be extended as 
appropriate across the sectors. 

• Stroke 

For patients with stroke we recognise that different models of in-hospital care 
are in place in the city's hospitals. There are both stroke units and peripatetic 
stroke management teams . We believe that both models are valid and, during 
1997, a comprehensive audit of stroke outcome took place. The results will be 
available in early 1998. Based on evidence available so far, we believe the 
audit will show that stroke care in hospital is of a high standard. We wish in 
the coming year to concentrate on two areas: (a) stroke prevention through 
hypertension control and anticoagulation of at risk groups and (b) better after 
care of patients once they are discharged into the community. · Two hospitals 
have stroke liaison nurses who help ensure that appropriate services are 
available after discharge. We intend to evaluate and expand post-discharge 
services for stroke patients . 
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3.8 Cancer 

As with heart disease, we will move over the next few years towards a more integrated 
cancer control programme in which prevention plays an increasing part . The 
mechanism for steering this will be the Clinical Effectiveness Group described in 
paragraph 3. 4 . 

• Prevention 

In 1997, Glasgow began entering patients into the Medical Research Council 
trial of screening for colorectal cancer by sigmoidoscopy . This study will 
continue to accrue patients in 1998. During 1997, a project (sponsored by the 
Chief Scientist's Office) on the cost-effectiveness of different cancer prevention 
strategies has been completed . Various options for implementing the lessons 
learned from this project are currently under discussion. 

• Effective treatment 

During 1998, we will concentrate on ensuring effective care for the following 
cancers: 

lung 
colorectal cancer 
breast cancer 
head and neck cancer 
lymphoma 
gastro-oesophageal cancer 

Some clinical audit data on five of these cancers is already available . In the 
case of gastro-oesophageal cancer, an audit covering Scotland and supported 
by the Clinical Resource and Audit Group (CRAG) is about to start . Specific 
issues raised by clinical audit and evidence based reviews during 1998 include : 

* 
* 
* 
* 

* 
* 

access of lung cancer patients to surgical opinion 
further anti-smoking programmes 
the use of adjuvant chemotherapy in colorectal cancer patients 
the use of chemotherapy and radiotherapy in breast cancer patients 
undergoing conservative surgery 
effective reconstructive management of patients with oral cancer 
further consolidation of audit data on lymphoma and upper gastro
intestinal cancer care 

In all of these areas the Clinical Effectiveness Group will consider whether 
what is need,ed is improvement in clinical practice or change in clinical 
organisation, or both. 
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• Palliation 

During 1998, the Board's palliative care strategy will start to be implemented 
and services integrated between primary and secondary care. Full details are 
contained within the Strategy itself and are too detailed to reproduce here . 
Progress will depend on matching available resources to changed patterns of 
care, although some additional resources might be considered, if necessary, 
from 1999 onwards. 

3.9 Mental Health 

During 1998, the implementation of the Framework for Mental Health Services in 
Scotland (MEL( 1997)62) will require effort. In addition to the review of mental illness 
epidemiology and services plans for Glasgow required by that document, we will wish 
to implement across the area lessons learned from successful pilot studies of postnatal 
depression and domestic violence . 

Identifying additional initiatives to tackle serious mental illness will be a priority for the 
coming year . The development of a Primary Care Trust, which includes responsibility 
for mental health, must not dilute the perceived importance of mental illness care. This 
risk requires explicit acknowledgement. We wish, therefore, to work with clinical 
colleagues to ensure that clinically effective care for seriously ill patients continues to 
be delivered . 

The mental health of young people is an issue for development in the coming years. 
During 1998, the mental health needs of young people will be detailed . A strategic 
review of the services required to meet those needs will be carried out. 

3 . 10 Peptic Ulcer 

During 1997, the Board invested in a project aimed at helping General Practitioners to 
eradicate helicobacter pylori in patients with peptic ulcer. This project will be 
extended during 1998 and the outcome of the programme will be monitored in terms 
of drug costs and admission rates for illness related to peptic ulcers . 

3. 11 Oral Health 

Improving oral health in the city is an important objective. The processes that will be 
adopted have been outlined in the Board's oral health strategy. The Glasgow 
University Department of Dental Public Health has a long track record in the 
development of evidence-based interventions to improve dental health. 

3. 12 On the basis of this background, the Board will continue to support a multi-agency 
approach in promoting oral health. The Board will support Health Visitors, 
Community Pharmacists and General Medical and General Dental Practitioners in 
evidence-based promotion of oral health with a particular emphasis on primary 
prevention. 
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CHAPTER FOUR 

BROAD STRATEGIC CONTEXT 

This Chapter: 

+ notes expected change in the size and structure of Glasgow's population and the 
implications of this. 

+ describes key influences over the development of primary care. 
+ summarises trends in the delivery of acute services and their implications for 

Glasgow. 
+ reflects on patterns of change in community care and their implications. 

Glasgow's Population 

4.1 Population projections are provided by the Registrar General for Scotland. Like any 
forward estimates they rely on assumptions. In this case the key variables are birth 
rates, death rates by age, inward and outward migration and gender mix. The 
following are drawn from Scottish Health Statistics 1996 (published in December 
1996). 

Whole Population Year Change 
Age Range 1996 2006 
0-4 60,383 52,127 -8,256 (-13.4%) 
5-14 113,447 111,567 -1,880 (-1.7%) 
15-44 400,303 356,290 -44,013 (-11.0%) 
45-64 193,957 207,696 + 13,739 (+7.1%) 
65-74 80,277 70,558 -9,719 (-12.1%) 
75-84 45,229 45,590 +361 (+0 .8%) 
85+ 13,363 14,459 +1,096 (+8 .2%) 
TOTAL 906,959 858,287 -48,672 (-5.4%) 

Males Year Change 
Age Range 1996 2006 
0-4 30,829 26,654 -4, 175 (-13.5%) 
5-14 57,770 56,682 -1,088 (-1.9%) 
15-44 199, 141 177,054 -22,087 (-11.1%) 
45-64 93,116 101,138 +8,022 (+8.6%) 
65-74 34,541 31,124 -3,417 (-9 .9%) 
75-84 15,377 16,981 + 1,604 (+10.4%) 
85+ 2,909 3,486 +577 (+ 19.8%) 
TOTAL 433,683 413,119 -20,564 (-4.74%) 
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Females Year Change 
Age Range 1996 2006 
0-4 29,554 25,473 -4,081 (-13.8%) 
5-14 55,677 54,885 -792 (-1.4%) 
15-44 201,162 179,236 -21,926 (-10.9%) 
45-64 100,841 106,558 +5,717 (+5.7%) 
65-74 45,736 39,434 -6,302 (-13 .8%) 
75-84 29,852 28,609 -1,243 (-4.2%) 
85+ 10,454 10,973 +519 (+5 .0%) 
TOTAL 473,276 445,168 -28,108 (-5.9%) 

4.2 In gauging the assumptions on which these estimates are based, we are mindful that 
one of the aims of the Glasgow Regeneration Alliance is to counteract the outward 
flow of population from the City of Glasgow, principally through the encouragement 
of employment opportunities and through significant improvement in available housing 
stock, physical environment and education services. We are mindful too that both East 
Dunbartonshire and East Renfrewshire expect some population growth which, taken 
together, could be more significant than population change in those parts of South 
Lanarkshire, North Lanarkshire and West Dunbartonshire covered by Greater Glasgow 
Health Board. Such potential uncertainties suggest the difficulty of developing very 
detailed population-based planning more than just a few years ahead. 

4.3 Nevertheless, there are some population-based observations which are likely to be 
strategically significant during the 5 year period of the Health Improvement 
Programme. 

• a significant fall in the number of women of child-bearing age reinforces the 
Board's intention to embark on a review of its strategy for hospital maternity 
services. 

• the expected fall in the number of children in the population means that 
improvements in children's services will need to be contained within existing 
resources. Indeed there may be grounds for re-focusing some of the resources 
currently devoted to children's services. For example it may be more 
appropriate for more health visiting time to be directed to wider community 
health development work rather than being focused as much on children as it 
currently is. We expect this strategic question to be the subject of debate 
during 1998/99 with a view to influencing future policy. 

• changes in the population balance between young adults, the middle-aged and 
those reaching retirement are likely to become manifest in the patterns of illness 
being treated, perhaps with a reduction in the number of accidents, and the 
style of health care expected by patients (probably with an increased preference 
for ambulatory care). 
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• although the number of 65 to 74 year olds is likely to reduce quite significantly , 
the number of older people will increase slightly (with a small shift in the 
balance between men and women) . Although the increase in the number of 
people 75 years or over is numerically small there may be significant 
implications for dependency levels. With local authority resources likely to be 
under continuing pressure there will clearly be a premium on the NHS and local 
authorities improving their services in terms of surveillance of the health and 
dependency of old people, home aids and adaptations, suitability of housing, 
care planning, discharge planning and collaborative working, particularly 
between NHS and social work professionals . 

4.4 Within the finer detail of population and epidemiological statistics the Board will need 
to monitor the prevalence of particular diseases , . immunisation rates , data on the 
misuse of drugs, HIV/AIDS infection and survival rates and changes in the number of 
people in ethnic minority groups so as to be able to adjust service patterns or resources 
in the light of such changes. 

The development of primary care 

4.5 Strong and flexible primary care, in which the strengths of general practice are 
embedded and which is supported by effective secondary services, efficient 
management, appropriate .infrastructure and effective training and development of staff 
is fundamental to improving the health care available to Glasgow . 

4.6 Developments in primary care offer the opportunity to bring access to health care 
closer to where people live and can make a major contributicm to addressing health 
inequalities . It requires primary care to engage with local communities as part of a 
process of giving local communities a greater sense of participation in shaping the local 
social and service fabric . 

4 . 7 Resources in the NHS have traditionally been focused in hospitals, leading to a 
concentration of clinical expertise and academic development in hospitals. Changes in 
policy, technology and training have the potential to re-shape this unsatisfactory 
balance . Properly managed , such changes can enable primary care to evolve and 
expand to provide a wider range of services and to co-ordinate the overall care of 
patients who have episodes of assessment and treatment in hospital. 

4 .8 The Health Board has published a number of Primary Care Direction Statements over 
the past 2 years. However, the White Paper "Designed to Care" proposes fundamental 
changes in the organisation and development of primary care . The formation of 
voluntary Local Health Care Co-operatives offers scope for providing a range of health 
care skills and support which would be beyond the scope of most individual GP 
practices to develop themselves . The creation of a Primary Care Trust with 
responsibility to co-ordinate the work of Local Health Care Co-operatives, to develop 
implementation strategies for the development of staffing, skills, equipment and 
premises in primary care and to lead discussion on how best to use Joint Investment 
Fund money introduces a new set of potentially very positive influences into the NHS 
in Glasgow. 
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4. 9 The strategic challenge for this Health Improvement Programme is to: 

• maintain current momentum in the development of all elements of primary care 
during the transitional year at the end of which (April 1999) the Board will 
transfer operational responsibility to the new Primary Care Trust. 

• identify the wider practical implications for primary care development ( across 
all elements of primary care) arising out of the opportunities created by the 
White Paper "Designed to Care". 

• continue to develop capabilities at locality level so that primary care can be 
confident in its community development responsibilities, in the evolving 
relationship with local acute hospital services and in the part it should play in 
complementing local authority community care responsibilities. 

• further develop public confidence that the quality of primary care can become 
more uniformly reliable and transparent than it is currently perceived to be. 
This will involve building on existing work on clinical audit and ensuring that 
the Clinical Effectiveness Group (see Chapter Three) is able to reach into 
primary care. 

Trends in acute services 

4. 1 0 One of the recurrent themes of the NHS over the last IO to 15 years has been a 
growing anxiety about the role and viability of acute hospitals. It has tended to stem 
from 3 principal drivers: 

• changes in clinical practice and technologies have reduced lengths of hospital 
stay, with a significantly increasing proportion of patients treated on a day case 
or out-patient basis. 

• changes in medical workforce requirements, involving shorter working hours, a 
stronger educational focus for junior doctors and a more rigorous policing of 
these conditions by Postgraduate Deans and Royal Colleges, have led to 
greater demands being placed on hospital consultants. 

• there has been relentless pressure from government and Parliament on securing 
more efficient use of taxpayers' money. Cash spent on inefficiently used 
buildings and equipment means less availability of hands-on care of patients by 
clinical staff 

4.11 This has been seen perhaps most vividly in England, especially in London. The 
response to the 3 drivers described above has usually been to attempt to carry on 
services in much the same way as before but with fewer beds. Years of "salami
slicing" bed reductions, without properly re-thinking the number and role of acute 
hospital sites, have resulted in an extremely unsatisfactory position. It is characterised 
by chronic difficulty in managing the peaks of emergency workload, resulting in long 
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trolley waits, unsatisfactory inter-hospital transfers, periodic closures to admission and 
demoralised staff 

4. 12 The drivers giving rise to these pressures are common throughout the health care 
systems of the developed world . In Scotland the Chief Medical Officer is leading a 
review of acute services, intended to identify and understand these trends and to point 
to constructive ways in which they can be managed in the best interests of patients and 
taxpayers alike. 

4.13 Although the Chief Medical Officer's review of acute services is not due to be 
completed until Spring 1998 there are numerous sources of professional and 
independent advice which give powerful pointers to the future . Central to most of 
them is a growing concern that specialist clinical teams need critical mass of senior and 
junior staff, facilities and workload in order to: 

• maintain consultant-provided 24 hours, 365 days a year cover 
• support viable arrangements for sub-specialisation 
• provide sufficient experience for trainee doctors 
• justify a sufficient number of beds to allow peaks of emergency admission 

workload to be absorbed. 

4 .14 Although this is often expressed from the point of view of achieving satisfactory 
working patterns for doctors, it is also in the best interests of patients . Getting the 
staffing right in these ways is the best assurance patients can have that when they are ill 
the NHS will, as a matter of course, put them under the care of a consultant with the 
right specialist expertise for that illness and one who is not ov.er-tired as a result of 
unsatisfactory emergency cover arrangements. 

4 .15 As an example of the growing consensus, the recent report on the "Provision of 
Emergency Surgical Services" by the Royal College of Surgeons of England (June 
1997) suggests that: 

• for specialist skills to be available at all times, a rota of 4 suitably trained 
consultants is necessary. 

• the ideal size of a surgical service would serve a population of 450,000 to 
500,000 in order to : 

justify consultants in the main surgical specialties being free of all 
commitments for the duration of their emergency duty . 

use the 24 hour emergency operating theatres consistently. 

provide the concentrated caseload necessary for training trainees 
satisfactorily on a 1 : 5 prm.pective cover rota in the new shortened training 
scheme. 

make cost-effective use of expensive capital equipment. 
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provide sufficient workload to maintain surgical expertise m the sub
specialties . 

• the optimum workload for a vascular surgery team of 4 consultants would 
satisfy a catchment population of about 600 ,000 . 

4 .16 Similarly, the Audit Commission Report on "Improving A & E Services" (1996) 
suggested that quality of care could be improved by concentrating many services into 
fewer larger departments with better access to expert staff and essential supporting 
specialties and services . A 4 consultant team in Accident and Emergency Medicine 
would be able to serve a catchment population of 450,000 to 500,000 people (British 
Association of Accident and Emergency Medicine "Medical Staffing : A & E 
Departments " 1993) . 

4 .17 The Senate of Surgery of Great Britain and Ireland in a paper on "Consultant Surgical 
Practice and Training in the UK" (June 1997) also explored these issues for a number 
of surgical specialties and confirmed the need for properly balanced surgical teams , 
usually serving populations of around 450,000 to 500,000 . 

4 . 18 Although rather less work has been done nationally on the parallel issues in general 
medicine and other non-surgical specialties, very similar forces and trends are at work -
working hours, stronger round-the-clock consultant cover , improved educational 
experience for trainees, sub-specialisation . The Royal College of Physicians has 
published an exploration of the issues for general and elderly medicine of the 
competing requirements to manage increasing emergency demand but enable the 
development of sub-specialisation through larger clinical teams .All of these point to the 
need to build clinical teams with viable critical mass . 

4 .19 Changes in clinical practice, new drugs and new treatments are coming along at an 
increasing pace. They demand : 

• excellent and flexible liaison and shared care between hospital clinicians and 
GPs (and other health professionals) 

• manoeuvrability and suppleness in the use and redirection of existing resources 
(staff, facilities, material, equipment, logistics and other systems). 

The NHS needs the ability to adapt quickly to these opportunities . The pace will 
continue to quicken . The extension and development of telephone help lines, 
electronic data transmission and telemedicine will increasingly allow personal and local 
access to distant specialist expertise to become a matter of routine . 

4 .20 These trends have major implications for Glasgow . Five adult acute hospitals currently 
serve around 1.2 millicm people for general acute services, with day case work 
increasing, lengths of stay falling and bed numbers steadily reducing on a "salami
slicing" basis . The continuing decline in Glasgow's population inevitably means that 
financial stringency will continue. The populations served now and in the future fall 
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significantly below what UK professional opinion (and the Audit Commission) regard 
as a threshold for clinical viability. The concept of 5 comprehensive acute general 
hospitals cannot be sustained . The acute services strategy approved in 1996 was 
intended to cover the period up to 2001. Two years on it is clear that the Health 
Board's policy must change . The way in which we propose to manage a way through 
this issue is set out in Chapter Six. 

Patterns of change in community care 

4.21 During the last few years the development of care in the community in Glasgow has 
been dominated by: 

• a determined effort by the Health Board to reduce the very large number of 
beds for the elderly, the mentally ill and people with learning disabilities which 
for Glasgow people have been mostly located in old and sometimes remote 
institutions. This thrust has been associated with the development of new 
community-based health services and the transfer of resources from the NHS to 
local authority social work services to allow community-based social care to be 
provided . These changes aim to support people living in their own homes 
rather than being placed in long stay institutions . 

• the abolition of Strathclyde Regional Council in 1996, which led to the creation 
of separate social work departments in each unitary local authority. Inevitably 
this led to some unfamiliarity with the terms of the 1995 Joint Community Care 
Plan which had been agreed between the Health Board and the Regional 
Council. It also meant that new joint planning relationships needed to be 
formed between the NHS in Glasgow and the 6 local authorities with 
population covered by the Greater Glasgow Health Board. 

• the financial pressures experienced by local authorities, especially the City 
Council, have contributed to some instability in the provision of nursing home 
placements for people assessed as needing that type of care. This had led to 
several hundred acute hospital beds in Glasgow being occupied by people who 
need nursing home care rather than hospital care . 

• the allocation of millions of pounds of bridging finance from the Scottish Office 
to support the closure of beds in long stay institutions. Those bridging funds 
cease on 31 March 1998. 

4.22 During 1996 and 1997 the 1995 Joint Community Care Plan has been re-negotiated 
with the 6 local authorities, correcting some unsatisfactory financial anomalies 
associated with the 1995 Plan and adjusting for some slippage in the reduction of long 
stay beds. 
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4.23 These preoccupations have meant that community care m Greater Glasgow has 
developed in a somewhat uneven way : 

• liaison and working collaboration at patient/client level 1s patchy and often 
poor , especially for the elderly. 

• there is almost certainly too great a tendency for elderly people to be assessed 
for nursing home care when better collaboration earlier in the elderly person's 
period of vulnerability or at the time of hospital admission could have allowed 
that person to continue to live in their own home . 

4.24 The Health Board and its local authority partners recognise that the time has come for 
determined joint efforts to : 

• strike the right balance between institutional and community care and between 
health and social provision, aimed at enabling people to live at home wherever 
possible . 

• achieve health and social services which are integrated and cohesive, involving 
pooled skills and resources where possible . 

• improve the quality and range of services available. 

4 .25 Chapter Six sets out the specific plans for taking these objectives forward for each care 
group . 
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CHAPTER FIVE 

FINANCIAL ASSUMPTIONS 

This Chapter : 

• describes the weak financial position facing Glasgow's health services at the start 
of the 5 year period of this Health Improvement Programme. 

• continues with a 5 year projection of what the financial situation would be if no 
action were taken to deal with the starting deficits. 

+ explains what is proposed to resolve those deficits. 
• identifies further financial risks likely to arise in the 5 year period. 
• proposes a financial framework to support the evolving implementation of the 

Health Improvement Programme. 

Current Position 

5 .1 Since 1989 Greater Glasgow Health Board has absorbed significant relative reductions 
in its resource allocation of between £40 - £50 million, whilst at the same time 
maintaining much the same overall shape in its service configuration . In the last few 
years NHS Trusts have been expected to make cash-releasing efficiency savings to 
provide sufficient cash to meet the cost of inflation on goods and services and staff 
pay. This has allowed the Health Board to use what cash uplifts it has received to 
finance new service developments. 

5.2 Although this approach was in line with Scottish Office policy it depended on 
operational and financial management of the highest quality in Trusts, and was 
vulnerable to the reduction of patient flows to Glasgow NHS Trusts from GP 
Fundholders and neighbouring Health Boards . It also depended on the Health Board 
and Trusts having clear and explicit understandings about how some of the disease
specific services within Trust block allocations were to be managed in terms of the 
patient demand and diagnostic/treatment cost pressures being experienced. 

5.3 Experience in many parts of the NHS in the UK points to the fragility of some of these 
assumptions, with the consequence that many Trusts and Health Authorities have been 
accumulating financial deficits which they have covered through the use of non
recurrent money . Glasgow is no exception to this experience . 

5.4 The NHS Management Executive have rightly made it clear that NHS Trusts cannot 
continue to operate in deficit. Either Health Boards must increase Trust income or 
Trusts must agree how their cost base can be reduced so that expenditure no longer 
exceeds income . In addition, there need to be realistic agreements about how the 
impact of inflation can be met. 
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5. 5 Estimating the size of accumulated Trust deficits is partly a matter of judgement. It is 
a normal feature of any budget-setting , contracting or allocation system that those 
seeking funds tend to want to see all of their cost pressures met through additional 
money being provided rather than through controlling demand , managing greater 
efficiency into their systems or making compensating cost reductions elsewhere . 

5.6 In the financial discussions with Trusts aimed at agreeing allocations for 1998/99 , the 
Trusts ' opening position in the negotiations suggested a gap of anything between £10 
million and £20 million between their present income from the Board and their 
expected costs in 1998/99 . Different Trusts took different views about different 
aspects of cost pressure, income loss from neighbouring Boards , inflation risks, 
efficiency savings potentials and so on. Following a series of bi-lateral discussions 
with Trusts regarding the nature of their individual financial pressures , a more realistic 
and comprehensive picture of 1998/99 has now been developed (see later) . 

5. 7 As far as 1998/99 predicted inflation is concerned, the Health Board has agreed with 
Trusts that we should assume : 

a that inflation will amount to 2.75% (as predicted in the Chancellor ' s autumn 
1997 budget statement) 

b that it is reasonable and practical to expect that Trusts will meet 1. 5% of this 
through cash-releasing efficiency savings within the Trusts 

c that the Health Board will meet the balance of 1.25% through the allocation of 
additional cash 

d that if inflation exceeds 2. 75% the Board and Trusts will need to agree an in
year contingency plan. However , with the Government's decision to phase the 
pay awards in 1998/99 this risk is unlikely to materialise in-year . The 
consequence is the need to include the recurrent overhang of these phased 
awards in the allocation and resource management discussions for 1999/2000 . 

Developing a 5 Year Projection of the Present Position 

5. 8 In constructing a financial model for 1998/99 ( and checking its flow through the 
remaining 4 years of the Health Improvement Programme period) the Board made 
several key assumptions . 

5. 9 Assumptions about income 

a The base general allocation for 1998/99 is as announced by the Government. It 
has been uplifted by 4%, which equates to £20.425 million. 

b The 1997 /98 allocation included a non-recurrent transfer from capital to 
revenue funds at Management Executive level which resulted in an additional 
£5. 73 3 million for Glasgow . This allocation has been made recurrent in 
1998/99 and is included in the base allocation. 
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c Although Greater Glasgow's 1997 /98 allocation was £ 1. 5 million above its 
funding formula target and the population continues to fall, the Government 
decided that there would be no adjustment made in 1998/99 . (It would have 
been£ 1.5 million for target parity and £2 million for population decline) . It 
seems prudent however to assume that this pause is no more than a 'holiday' 
and that the expected adjustment will be borne in 1999/00, along with the £2 
million impact of population reduction related to that year ( a total reduction of 
£5.5 million). Thereafter an annual reduction of £2 million is assumed, to 
reflect continuing decline in population . Although the Government has set up a 
review of the formula for sharing NHS funds in Scotland, it must be assumed 
that Greater Glasgow 's income will continue to reflect falls in population and 
changes in demography . 

d It is assumed that the Board's revenue uplift for 1999/00 and beyond (before 
adjustments for population decline) will be 2.1 % per annum, assuming 2% for 
the GDP deflater and 0.1 % "growth". 

e The Board's annual allocation is adjusted by changes in the cost of junior 
doctors . These funds are transferred to the Scottish Council for Post Graduate 
Medical and Dental Education (SCPMDE) . Trusts contract separately with the 
Scottish Council and recover these costs directly from SCPMDE. This transfer 
has been uplifted by 4% resulting in the total allocation being reduced by 
£0.877m in 1998/99 . 

f With effect from 1998/99 the capital charge allocation is being subsumed into 
the general revenue allocations and represents real cash. The national capital 
charge pool has been 'frozen' at the 1997/98 level, and Glasgow's allocation in 
future years will be based on capitation rather than Trust/Board capital 
programmes and capital charge estimates. This reinforces the importance of 
the Board reviewing and approving all major capital schemes in terms of true 
affordability, including capital charges . It also emphasises the need to review 
the existing estate across Glasgow with a view to rapid disposal of surplus and 
under-used land, buildings and capital equipment, as this now represents a real 
drain on cash resources available. In addition, 'freezing' the pool has the effect 
of protecting capital charge funding from future reductions due to PFI projects, 
whilst at the same time recognising the necessary flexibility to vire these sums 
to meet the lease or rental costs of PFI. 

The 1998/99 capital charge allocation is £ 1.4 million lower than expected due 
to an adjustment made by the NHS Management Executive to redress 
additional funding that had been provided over the last two years, due to 
inconsistencies in Trusts' capital charge projections . The Management 
Executive have confirmed that the funding level reflected in the allocation now 
agrees with the estimates submitted by individual Trusts. 
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g 1997 /98 was the last year to benefit from national Bridging Finance to support 
bed reductions in the Joint Community Care Plan. A total of £8. 728m was 
provided for that year. The Board's 1998/99 Revenue Plan, therefore, reflects 
a significant reduction in income, although the expenditure base still contains 
recurrent costs that were offset by this non-recurrent income source. 

h The income base for 1998/99 ( and beyond) excludes the following non
recurrent allocations received during 1997/98: 

Joint Community Care Plan Bridging Finance 
Prescribing Management Scheme (although there will be a further 
non-recurrent Prescribing Management Scheme in 1998/99) 
Provider subsidies from the NHS Management Executive 
October 1997 additional allocations for winter pressures 

£000's 
8,728 
2,867 

2,972 
4,777 

19,344 

Income (and expenditure) excludes £10.96m of research funding, known as 
ACT(R), (an increase of £2.6m over 1997/98 levels), which the Management 
Executive have now transferred to the Chief Scientist's Office (CSO) . This 
amount represents the cost of existing research being carried out based on 
Trusts' own costings . Such income should not be treated by Trusts as a 
general subsidy to service costs, but should offset genuine research costs. 
Trusts now have to submit bids for these funds to the CSO, with the 
expectation that this will cover the costs of existing research effort and be cost 
neutral across Glasgow . 

J Income (and expenditure) includes funding (known as ACT(T)) provided by 
the Scottish Office to meet additional NHS costs incurred to support the 
teaching of undergraduate medical and dental students. However changes in 
the national distribution of ACT(T) are likely to occur in future years, with less 
money being allocated for NHS Trusts in Glasgow . An assumed reduction of 
£2.0 million has been included in the model for 1999/2000. It is also likely that 
changes will also occur in the Dental Hospital equivalent of ACT but these 
have not been incorporated into the model since national policy is not yet clear . 

k The White Paper "Designed to Care" announced that from April 1999 it would 
create a single stream of funds to cover Hospital and Community Health 
Services (HCHS) and GP prescribing. This has not been reflected in the 
income assumptions used for the 5-year modelling, although it clearly creates 
some financial risks and opportunities. This is considered more fully in the risk 
assessment section of this Chapter. 
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5. 10 Assumptions about expenditure 

a For the purposes of this initial 5 year financial model, the starting point was an 
assumption that the current expenditure base of Trusts would continue 
unchanged . In other words , how would things look if we set out to change as 
little as possible? 

b Cost inflation experienced by Trusts would be 2. 75% in 1998/99 but 2.25% for 
each year thereafter. 

c It would be reasonable to expect that Trusts could find 1. 5% cash-releasing 
efficiency savings each year to contribute to . the· costs of inflation. The Health 
Board would need to meet the balance of the cost of inflation (0 .75% per 
annum) from its allocation uplift. See later in this Chapter for discussion about 
the risks associated with these assumptions . 

d The starting cost base for 1998/99 onwards excludes the following elements of 
1997 /98 expenditure that were funded non-recurrently: 

Non-recurrent additions to Trust contract values 
Provider subsidies on behalf of NHS Management Executive 
Board managed non-recurrent projects 
October 1997 additional allocations for winter pressures 

£000's 
6,069 
2,972 
2,085 
4,777 

15,903 

e The model includes the three year development proposals for mentally 
disordered offenders approved by the Board in December 1997. These have 
been incorporated as follows : 

Gross 
Net of release of existing costs 

1998/99 
655 
655 

£'000 
1999/00 

3,775 
2,175 

2000/01 
3,070 
2,795 

f Following its restructuring, Board management costs will reduce to below the 
national target ceiling of £ 10 per head of weighted population by April 1998. 
A recurring management cost of £9.6 million had been projected from 1998/99 
onwards, representing £9.74 per head . In practice this will change to reflect 
the impact of the creation of a Primary Care Trust from 1999/00 onwards, but 
in the main this will involve relocation of expenditure rather than fundamental 
reduction (although some savings will be made). 
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g The Joint Community Care Plan net transfer of resources to local authorities 
was assumed to increase by a further £ 1.4 million in 1998/99 . In future years 
there was a slight net reduction to reflect the agreed net impact of planned bed 
closures in those years . It has been assumed for the purposes of this analysis 
that the funding of future Joint Community Care Plan redundancy costs will be 
covered by the reductions in the excess superannuation costs resulting from an 
increase in the number of existing retirees reaching normal retirement age, or 
be financed from other non-recurrent sources year-on-year . The total provision 
for the continuing costs of redundancies and early retirements has been 
maintained at £3.0m. 

h The provider expenditure base has been reduced in 1998/99 by the estimated 
net saving resulting from the early closure of Rutherglen Maternity Hospital. 

For the purposes of modelling the financial framework, an initial Trust deficit 
recovery provision has been established of £IO. 7m (gross of the Rutherglen 
savings), which includes the consolidation of £5.7m of capital to revenue 
virement received as non-recurring in 1997 /98, but incorporated as a recurring 
allocation from 1998/99 . The figure of £ 10. 7 million reflected a judgement 
about how best to distinguish true underlying trust deficit from normal financial 
negotiating points referred to in paragraph 5. 6 above . 

J It is also assumed that the Board itself will carry forward from 1997 /98 a 
deficit of £0.2 million on Income & Expenditure that will have to be addressed 
in 1998/99. 

k At this stage no other assumptions about change in expenditure levels have 
been incorporated into the model. 

5.11 Table 1 shows the 5-year model based on these assumptions. 
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FINANCIAL ANALYSIS 
ALL IN £ MILLIONS 

INCOME 

INCOME BASE 
Uplift 
Parity/population reduction 
Other allocations 
Capital charges 
ACT(R) Ad.iustment 
ACT(T) uplift 
Miscellaneous income 
TOT AL INCOME 

EXPENDITURE BASE 
Cost inflation 
Trust Efficiency Savings 
Rutherglen net savings 
Trust deficits - Victoria gross 
Trust deficits - Other Trusts 
Trust ACT risk 
Capital Charge increase at Yorkhill 
ACT(R) Ad,justment 
Mentally Disordered Offenders 
JCCP & other Resource transfer 
Board Management Cost Reduction 

NET SURPLUS/(DEFICIT) 
1997/98 DEFICIT 

CUMULATIVE CASH (DEFICIT) 

NOTE: JCCP = Joint Community Care Plan 
ACT(R) = Research Funding 

1998/99 1999/00 

594.6 610.3 
20.4 11.1 
0.0 -5.5 

-1.1 -0.8 
-1.4 0.0 
-2.6 0.0 
0.4 0.2 

-0.1 0.0 
610.3 615.3 

602.1 616.0 
11.8 9.5 
- 6.4 -6.4 
-2.0 0.0 
4.4 0.0 
6.3 0.0 
0.0 2.0 
0.4 0.0 

-2.6 0.0 
0.7 2.2 
1.4 -1.4 

-0.1 0.0 
616.0 621.8 

-5.7 -6.5 
-0.2 
-5.9 -12.4 

ACT(T) = Additional Cost of Undergraduate Teaching 

TABLE 1 

2000/01 2001/02 2002/03 

615.3 624.2 633.4 
11.3 11.4 11.6 
-2.0 -2.0 -2.0 
-0.4 -0.5 -0.5 
0.0 0.0 0.0 
0.0 0.0 0.0 
0.2 0.2 0.2 
0.0 0.0 0.0 

624.2 633.4 642.7 

621.8 625.0 628.1 
9.9 10.0 10.1 

-6.4 -6.4 -6.4 
0.0 0.0 0.0 
0.0 0.0 0.0 
0.0 0.0 0.0 
0.0 0.0 0.0 
0.0 0.0 0.0 
0.0 0.0 0.0 
2.8 0.0 0.0 

-3.1 -0.6 0.0 
0.0 0.0 0.0 

625.0 628.1 631.8 

-0.8 5.3 10.9 

-13.2 -7.9 3.0 

5. 12 The model shows only too clearly that without significant changes in the present 
pattern of service and expenditure, the Health Board would incur a cumulative deficit 
of £5. 9 million in 1998/99, driven mainly by the impact of Trust deficits and the loss of 
bridging finance to support the Joint Community Care Plan . 

5. 13 The position would not improve in 1999/2000, principally as a result of the cost base 
continuing to exceed available income, exacerbated by the population-related reduction 
in funding and the expected adverse change in ACT funding. Indeed the deficit carried 
forward from 1998/99 will cumulate dramatically, giving a total deficit of £ 12.4 
million. 

5. 14 Although 2000/0 I would in itself be a slightly better year, it would still show a deficit 
and thereby add to the total accumulated deficit. Only in 2001/02 and 2002/03 would 
the position start to reverse. 
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5 .15 But of course this model is untenable . 

• Firstly because the NHS Management Executive could not allow such 
significant deficits to be incurred and carried. 

• Secondly because the model is highly unrealistic in that it makes no provision 
for any other sort of service development over a 4 - 5 year period. 

• Thirdly because the model provides too little leeway if adverse risk 1s 
experienced (unavoidable cost pressures, higher than expected inflation etc). 

Resolving the Deficits 

5. 16 A deficit (in 1998/99) of £5. 9 million is too large simply to be "dumped" onto Trusts in 
the form of additional efficiency savings requirements. One of the reasons why the 
deficits have arisen is the unrealistically high level of cash-releasing efficiency targets 
which have been borne by Trusts year after year. The problem is not resolved by 
simply repeating it. 

5.17 A core purpose of the NHS is to treat patients . It follows that every effort must be 
made to resolve the deficits through means that do not impact adversely on patients. 

5. 18 The Board has identified 4 principal areas where significant reductions in the existing 
cost base can be made without adverse impact on patients: 

• reductions in management costs 
• reductions in capital charges through the disposal of surplus estate 
• reductions in expenditure on laboratory services 
• re-shaping services for the elderly by addressing the chronic problem of 

blocked beds. 

5 .19 Reductions in management costs 

Trusts are already exploring management cost reductions through approaches such as 
shared financial services, and savings will count towards their 1. 5% cash releasing 
efficiency savings target required to meet their share of 1998/99 pay and price 
inflation. However the Health Board's own management costs are amenable to further 
reduction and a target of £500,000 has been set for 1998/99. This will bring the cost 
per head of weighted population down to £9.22. Reductions in Trust Management 
costs following the White Paper reconfiguring of Trusts, will assist Trusts in achieving 
their 1999/00 cash releasing Cost Improvement programmes. 

5. 20 Disposal of surplus estate and reduction in capital charges 

G 

The forecast book value of Board and Trust land and buildings as at 31 March 1998 
will amount to some £540 million which translates to an annual capital charge of over 
£50 million out of the Health Board's total capital charge funding of £61 million. 
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Approval has already been given to the closure of Belvidere, Canniesburn and 
Woodilee Hospitals but the process of relocating their services has been beset by 
delays. It is also clear that Ruchill is a very uneconomic location for the small number 
of beds that will remain there after infectious diseases services move from Ruchill to 
Gartnavel General Hospital in spring 1998. Concentrating on vacating these sites will 
release £600,000 in capital charges alone . This needs to be seen alongside the need to 
reduce the number of blocked beds (see paragraph 5.22) . 

In addition disposals of unused property held by the Health Board will release 
£200,000 in capital charge expenditure, while a review of underused space at 
Gartnavel Royal Hospital should allow a capital charge reduction of £300,000. 

Target recurrent saving from these measures: £1.1 million . 

5.21 Reduction in expenditure on laboratory services 

According to the 1996/97 Scottish Health Services Cost Book, £46 .5million is 
currently spent on laboratory services and clinical physics across Glasgow . Laboratory 
costs have been benchmarked against: 

the Scottish average for each discipline 
the average of Scottish Teaching Hospital Trusts 
the Glasgow average for each discipline 

The mean saving and median saving potentials derived from these have been calculated 
for each Trust (in £'000s) as: 

Saving Glasgow West Victoria Stobhill Southern Yorkhill Total 
Roval Glasgow General . 

Mean 2.919 1.073 371 346 117 1,939 6.765 

Median :u2-i 1.402 519 378 154 1.641 7.418 

As can be seen, the potential for savings is considerable. Moreover, modern analyser 
technology means that there is significant spare machine capacity in Glasgow especially 
if extended day working is organised. 

The Health Board sees no intrinsic reason why savings of these magnitudes (around 
15% to 16%) should not be feasible. It is recognised although, that it will be necessary 
to undertake a strategic review so that laboratory capacity and specialisation is 
correctly related to key clinical specialties, robust logistics, efficiently planned machine 
and staff deployment and reliable data transmission . This is likely to extend over 3 to 4 
years. 
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In the meantime a savings target of £4.6 million will be set m 1998/99 , to be 
addressed by hospitals working in pairs : 

GRI and Stobhill 
West Glasgow and Y orkhill 
Victoria and Southern General 

£2 .25 million 
£2. 00 million 
£0 .35 million 

The changes required to deliver these savings should include rationalisation of cervical 
cytology services from 5 to 2, one north and one south of the River . 

5.22 Addressing the issue of blocked beds 

Notwithstanding the financial pressures experienced among our local authority 
partners , large sums of NHS and local authority money are spent on the care of the 
elderly . Yet too often care and inter-agency collaboration is unsatisfactory and there is 
a growing view that many nursing home placements could be avoidable if alternative 
models of support were available to support elderly people living in their own homes . 
In the meantime extremely large numbers of elderly people have been occupying acute 
hospital beds awaiting social work assessment or social care placement. 

As at the end of September 1997, 544 patients were reported by Trusts to be at 
different stages in the pre-discharge process, with some 220 of these awaiting 
community care placement having been assessed . This situation has been much the 
same for nearly 18 months . It equates to around 8 wards - at least - being occupied by 
people who do not need hospital care and who are quite separate from those patients 
identified as needing to occupy an NHS Continuing Care bed . We believe, frankly, 
that it must be possible to reorganise services so as to achieve a greatly improved 
experience for the elderly people themselves and at the same time release resources 
that have been tied up in expensive hospital beds without contributing to meeting acute 
service requirements . 

The Audit Commission Report "The Coming of Age - improving care services for 
older people" (October 1997) highlights numerous ways in which services can be 
better organised between the NHS and local authority partners . 

Our working hypothesis is that as the 200 elderly people currently occupying NHS 
beds are moved into their agreed community care placement, the resources tied up in 
the NHS beds they occupied should be redeployed - half (£2 million) to increase 
community health or social work resources to support people better at home and half 
(£2 million) to contribute to reducing the financial deficit. 

5.23 The projected full year recurrent yield of these measures would be as follows : 

Management Cost Reduction 
Capital Charge Reduction 
Laboratory Services 
Freeing Up Blocked Beds 
TOTAL 

£ Million 
0.5 
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Revised Modelling Assumptions 

5.24 Following the development of the resource assumptions outlined above, further 
discussions have taken place with Glasgow Trusts to confirm the reliability and 
sensitivity of these planning assumptions. The key risks for 1998/99 have been 
identified and quantified as follows:-

a) Trust deficits under-estimated - As a result of a detailed exposition of each Trust ' s 
income and expenditure position, a further gap of £5. 134m has been identified . Within 
this sum, £3 .093m will be managed by Trusts through additional local initiatives , with 
the remaining £2 .04lm falling to be incorporated in GGHB's financial forecasts. 

b) Recovery plan targets fail to yield 1998/99 requirements - The Trust specific 
discussions identified difficulties in achieving the yield of savings from laboratory 
services and blocked beds. As financial balance was greatly dependent on achievement 
of these recurrent targets , the effect of the slippage of £3. Om will require to be 
reflected in the financial plans for 1998/99 . In addition, the level of cost release on the 
closure of Rutherglen had been overstated by £0. 7m in 1998/99, and this has also been 
incorporated . The financial plans for future years assume that these targets will be 
achieved in full. 

c) Joint Community Care Plan - The detailed financial plans and programme phasings 
have been reviewed, with an increased requirement of £0.5m in 1998/99 . This is largely 
due to the costs of the Mearnskirk project for frail elderly patients now incorporated, 
as well as the full effect of start-up costs for mental health patients and patients with 
learning disabilities being included. The requirement for fbture years is currently being 
reassessed, in particular to review assumptions made about inflation on resource 
transfer, and the cost release and reinvestment assumptions surrounding the closure of 
Woodilee Hospital. A detailed update will be brought to the April Board meeting and 
be incorporated in subsequent updates of the Health Improvement Programme . 

d) Non- Recurring Income and Expenditure - A detailed estimate of non-recurring 
income for 1998/99 has been completed, along with plans as to how this resource will 
be applied . A number of the identified areas of expenditure e.g. Blood Products, 
Methadone Programme, Regeneration Alliance etc. will require recurring funding, and 
these have been incorporated recurrently from 1999/00 onwards . 

e) Retained Capital Receipts - In addition to non-recurrent sources of income and 
expenditure, further cash resources will be available from the disposal of Board owned 
surplus estate. This will generate additional finance of approximately £4million in 
1998/99 . This will be used to support the property costs of the JCCP, the set-up costs 
of the Young Physically Disabled project at the Southern General, and to meet the cost 
of enabling works to transfer the agreed inpatient activity to the Southern General on 
the closure of Rutherglen Maternity . The remaining balance of £1.6million from these 
retained capital receipts not allocated will be applied in 1998/99 to reduce the forecast 
deficit. 
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f) Based on the above, financial allocations have been agreed with each Trust that take in 
to account additional funding from the re-calculated deficit recovery fund identified 
(see appendices 1-8). These allocations are based on 1997/98 values i.e. before any 
inflation uplift is applied, and reflect any recurrent 1997 /98 income amendments to 
Trusts that have been processed up to the point of casting the detailed financial 
schedules used to inform the bi-lateral discussions . 

Table 2 reflects the outcome of these discussions and the impact on the 5-year financial plans :-
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TABLE2 
1998/99 REVISED FINANCIAL PLAN 

ALL IN MILLIONS 
INCOME 1998/99 1999/00 2000/01 2001/02 2002/03 
1 INCOME BASE 594.6 610.3 615.3 624.2 633.4 
2 Uplift 20.4 11.1 11.3 11.4 11.6 
3 Parity/population reduction 0.0 -5.5 -2.0 -2.0 -2.0 
4 Other allocations -1.1 -0.8 -0.4 -0.5 -0.5 
5 Capital charges -1.4 0.0 0.0. 0.0 0.0 
6 Miscellaneous Income -0.1 0.0 0.0 0.0 0.0 
7 Adjustment ACT ( R) -2.6 0.0 0.0 0.0 0.0 
8 ACT(T) 0.4 0.2 0.2 0.2 0.2 
9 1998/99 Non-Recurring Income 4.3 0.0 0.0 0.0 0.0 
10 TOTAL INCOME 614.6 615.3 624.2 633.4 642.7 

EXPENDITURE 1998/99 1999/00 2000/01 2001/02 2002/03 

11 EXPENDITURE BASE 602.l 618.4 616.6 620.7 633.4 
12 Cost inflation 11.8 9.3 9.9 10.0 10.1 
13 Trust Efficiency Sa, ,ings -6.4 -6.4 -6.4 -6.4 -6.4 
14 Net Trust deficits 11.5 -3.1 0.0 0.0 0.0 
15 Trust Recovery plan savings -5.3 -4.4 -1.2 -1.2 0.0 
16 Trust ACT risk 0.0 2.0 0.0 0.0 0.0 
17 Capital charge increase at Yorkhill 0.4 0.0 0.0 0.0 0.0 
18 Adjustment ACT (R) -2.6 0.0 0.0 0.0 0.0 
19 Mentally Disordered Offenders 0.7 2.2 2.8 0.0 0.0 
20 JCCP and other resource transfer 3.6 -1.4 -3.1 -0.6 0.0 
21 Board management costs -0.6 0.0 0.0 0.0 0.0 
22 1998/99 - Non-recurring Costs 1.7 0.0 o.cr 0.0 0.0 
23 Recurring Costs 2.4 0.0 0.0 0.0 0.0 

24 TOTAL EXPENDITURE 619.2 616.6 618.7 622.6 637.1 

25 NET SURPLUS/(DEFICIT) -4.6 -1.3 5.5 10.8 5.6 
26 1997/98 DEFICIT -0.2 
27 (DEFICIT)/ AV Al LAB LE TO INVEST -4.8 -1.3 5.5 10.8 5.6 

28 BALANCE PER ABOVE -4.8 -1.3 5.5 10.8 5.6 
29 RETAINED CAPITAL RECEIPTS 1.6 
30 OTHER CASH 1.0 
31 BALANCE B/FWD -2.2 -3.5 
32 (DEFICIT)/ AVAILABLE TO INVEST -2.2 -3.5 2.0 10.8 5.6 

Notes: Line 11: from 1999/00 onwards is the sum of lines 24 and 27 in the previous year. 
Linc 21: 

Line 15: 

Linc 32: 

Linc 12: 

in 1998/99, the sum represents the previously planned Health Board management 
cost savings 1>1us a further £500,000 as part of the 1998/99 Recovery Plan. 
includes £6.3 million in 1998/99 from laboratory services, surplus estate disposal 
and resolving the blocked beds issue, a further tranche of £1.4 million from the 
same 11ackages in 1999/2000 and, in 2000/1 and 2001/2, a further £2.4 million from 
lab.oratory savings, bringing total laboratory service savings to £7 million (15%) 
over a 4 year period. 
shows money available each year for unspecified service developments. The model 
assumes those sums are invested in new service developments each year (or meet 
unidentified financial risks). Hence from 2001/02 line 32 is added to line 24 to 
make the following year's line 11. 
is calculated on expenditure subject to inflation, therefore excluding capital 
charges, for example. 
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As can be seen, Table 2 represents a deficit position in 1998/99 and 1999/00 on an 
Income and Expenditure basis, with resources being unavailable for additional 
investment until 2000/01 . The cash position similarly reflects this profile, however it is 
not until 2001 /02 that the full effect of the Income and Expenditure surplus is available 
for reinvestment in services . Line 11 of Table 2 incorporates the effect of this position , 
and assumes that such surpluses will be reinvested within the expenditure base . 

The section beneath Table 2 also incorporates forecasts of additional non-recurring 
funding and retained capital receipts available to offset the 1998/99 deficit. For the 
purposes of this analysis, no assumption has been made about retained capital receipts 
or additional non-recurrent cash being available in future years. 

A significant financial gap remains for 1998/99 . However , the process of clinically-led 
changes, particularly within acute services, detailed elsewhere in the Health 
Improvement Programme will, as a by-product, result in improved efficiencies 
sufficient to produce recurrent balance by 1999/00. Work to· identify this in specific 
terms will be completed by July 1998. 

Further financial risks in the 5-year period 

5. 25 At least 13 different kinds of financial risk can be identified. Although it is not easy to 
quantify their probability, range of magnitude, or likely permutation, some attempt is 
made here to size these risks. 

5.26 Annual Uplifts might be less than 2.1% per annum in 1999/00 and beyond . 

This is unlikely since it already implies only 0.1 % "growth" beyond an estimated GDP 
deflater of 2%. Indeed there is a greater probability that higher uplifts might be 
received . 0.5% "growth" above 2% GDP deflater would yield an additional £2 million 
per year above the uplifts shown in Tables 1 and 2. This risk area is therefore likely to 
counterbalance some of the other adverse risks. 

5.27 The revised arrangements for calculating Health Board allocation targets might be less 
favourable than the present formula, resulting in larger parity/population reduction. 

In 1996/97 Glasgow was 1.5% above parity, equating to £7.4 million. If a new 
formula moved Glasgow to as much as 5% above a new target ·that would equate to 
around £25 million. Although such a shift is theoretically possible, it is unlikely. The 
maximum adverse risk is unlikely to exceed £ 12 million. The larger the amount of the 
Health Board's funding being above its new target the more likely that funding 
reductions would be phased over several years. The maximum adverse risk is unlikely 
to exceed £3 million per annum over and above the £2. 0 million population reduction 
figure already shown for 2000/01 and beyond. It is unlikely that a larger reduction 
than that already shown in Tables 1 and 2 would be applied for 1999/00 . 

There is however also a possibility that the new formula could be more favourable to 
Glasgow 
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5.28 Reductions in ACT and the Dental Hospital equivalent for dental students might be 
significantly greater than the single reduction of £2 .0 million shown for 1999/000 in 
Tables 1 and 2 . 

ACT currently amounts to around £25 million per annum . The national quantum and 
distribution is under review. There is a moderately significant probability of national 
redistribution arising , although the larger the reduction , the more likely it is to be 
phased . In addition to the probability of redistribution of ACT between different 
hospitals and primary care there is also some possibility of reduction in the absolute 
value of ACT based on a reassessment of the true additional costs that can genuinely 
be attributed to the new curriculum for undergraduate teaching . Funds released from 
any such reduction would probably be re-distributed to Health Boards, (including 
Greater Glasgow) on a capitation basis. This would result in some net loss of income 
to Glasgow Trusts requiring either a reduction in their cost base, or imposing a cost 
pressure on the Health Board beyond the level received through capitation based 
redistribution of former ACT monies . A similar examination and redistribution of the 
Dental Hospital equivalent of ACT (currently £7 .0 million in total per annum) is 
imminent - but unlikely to take effect until 2000/01 - quantum effect as yet unknown . 

The worst likely adverse risk profile might be(£ million): 

ACT 
Dental Hospital Teaching 

1998/99 
NIL 
NIL 

1999/00 2000/01 
2.0* 1.8 
NIL ?0 .5 

* This risk is already incorporated in Tables 1 and 2 . 

2001/02 2002/03 
1.8 1.8 

?0.5 ?0 .5 

5 .29 Central earmarked funding for HIV/ AIDS, drug addiction services and blood products 
might fail to keep pace with the growing cohort of patients needing expensive support . 

Recent experience suggests a maximum likely risk exposure of £ 1. 7 million per year . 
The effect of this risk has been quantified and incorporated in 1998/99 in Table 2, 
which will almost certainly represent the highest single year increase during the period 
covered . There is a moderate to low likelihood of this risk arising at anything near the 
same rate throughout the remainder of the 5-year period . It would be necessary to 
choose between meeting the financial pressure, reducing other expenditure within these 
service areas or making savings elsewhere in the Board's portfolio of services . The 
impact in 1998/99 is a major contributor to the deficit projected in Table 2. 

5.30 Inflation might exceed the level assumed (2.75% in 1998/99 , 2 .25% per annum 
thereafter) . 

This risk has a high but erratic probability, sometimes being compensated by higher 
than expected cash uplifts from government the following year. If inflation is 0. 75% 
higher than estimated, the risk equates to almost £3. 5 million in any one year. The 
Government has, once again, phased the pay awards for 1998/99 - this reduces in-year 
risk but increases following year risks. 
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5.31 Trusts might fail to achieve their 1.5% cash-releasing efficiency savings. 

The probability ought to be low bearing in mind that 1.5% constitutes a historically 
smaller target . It ought also be episodic rather than continuing throughout the 5 year 
period . If in any one year all Trusts only met half their 1.5% target, it could equate to 
£3 .2 million, but simultaneous collective failure is very unlikely. 

5.32 Trust deficits in 1998/99 might require a higher level of support than the levels 
incorporated in Table 2. 

Following the detailed discussions summarised earlier, it is considered that this now 
constitutes a moderate risk. Several Trusts will have to implement cash-releasing 
savings plans over and above the 1.5% required as their contribution to the cost of 
inflation in 1998/99, and their share of the financial gap trailed against Table 2 . Details 
of Trust plans for efficiency savings are currently being reviewed in order to confirm 
their thoroughness and deliverability. The value of this uncertainty is around 
£6.0million, taking account of further local initiatives to manage the gap, although a 
more likely maximum magnitude of risk would be around £3 .0million . This would 
show up initially in Trusts being at risk of not meeting their financial duties in 1998/99 . 
It would be necessary either to implement as yet unplanned service reductions or to 
deal with the problem non-recurrently in 1998/99 (finance permitted), determining to 
resolve it recurrently in 1999/00 . 

5 .33 Similarly there may be further under-achievement in implementing the 1998/99 
recovery plan ( as described in paragraphs 5. 16 to 5. 23). 

The extent of this risk has been incorporated in Table 2 above. It is deemed unlikely 
that further under-achievement will result , however a cautious assessment might be to 
include 50% further slippage in 1998/99 of the remaining yield identified in Table 2, 
leaving an unresolved deficit of around £ 1. 9million . This would have to be addressed 
in the same way as set out in paragraph 5.32 above . 

5. 34 Services for mentally disordered offenders might require a higher level of funding than 
planned . 

There could be a maximum risk of £3 million, probably spread between 2000/1 and 
2001 /2, but it would be open to the Board to manage this risk simply by slowing the 
pace of development of these new services. 

5.35 There might be further slippage in the implementation of the Joint Community Care 
Plan and/or erosion in local authority financial positions that have adverse repercussion 
on NHS expenditure . 
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There is a moderate probability of this risk arising. The Joint Community Care Plan is 
a highly complex aggregation of significant service change for the elderly , elderly 
mentally ill, mentally ill people , people with learning disabilities and the physically 
disabled . Resources needed to develop new community services are principally drawn 
from savings made through closing beds in old institutions . A further risk relates to the 
Board's ability to cover the redundancy/early retirement costs referred to in 5. IO(g) , 
and the resettlement costs of acquiring properties in the community for patients 
moving from institutional settings . If such costs cannot be met from within Board 
resources or the release of cash from existing providers, certain aspects of the Joint 
Community Care Plan may be compromised. Risk quantification requires line by line 
analysis of change and contingency planning. This will be undertaken during 1998 , and 
a further detailed update will be presented to the Board in April. In the meantime a 
notional risk profile is shown in paragraph 5.39. 

5.36 The integration of funding streams for Hospital and Community Health Services 
(HCHS) and GP prescribing might result in higher than budgeted expenditure on GP 
prescribing creating unplanned financial pressure . 

The current expenditure on GP prescribing is around £ 105 million per year. Hitherto 
Glasgow has contained prescribing expenditure relatively well and this good position 
has been supported in 1997 /98 and 1998/99 by the operation of GP Fundholding ( with 
its incentives allowing savings to be redeployed within GP practices) and the 
Prescribing Management Scheme which extends incentives to non-Fundholding GPs. 
However, the history of expenditure on medicines in the NHS generally is that it tends 
to rise faster than the general rate of inflation and NHS "growth" combined. This 
emphasises the importance of maintaining a highly competent approach to encouraging 
clinical-and cost-effective prescribing . 

The risk of financial pressure arising from this quarter has a moderate probability . It 
might amount to £3 .0 million in a particular year although is more likely to be less than 
that If it arose it would be necessary to seek compensating cost reduction in 
community and primary health services or in the balance between secondary and 
primary care . However, the first line of defence must be to maintain a rigorous 
approach to the encouragement of effective prescribing . 

5.37 Neighbouring Health Boards might seek to reduce patient flows to Glasgow hospitals, 
thereby leaving Greater Glasgow Health Board with a higher burden of meeting fixed 
overhead costs in those hospitals . Alternatively neighbouring Health Boards might not 
agree to meet the full cost of treatment or service development in Glasgow Hospitals 
used by their residents. 

The probability of this risk arising is moderate to high although it has not yet been 
possible to clarify the strategic intentions of neighbouring Health Boards. The White 
Paper "Designed to Care" proposed a more structured approach to inter-Health Board 
planning on these issues and time will be spent during 1998/99 in seeking to confirm 
the likely probability and scale of this risk . In the meantime it would be prudent to 
identify a notional financial risk of£ 1 million per year. 
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5.38 The reconfiguration of acute hospital services expected to release resources for 
developments in acute services might not proceed for some reason . 

The risk here is less that reconfiguration will not happen, since trends in clinical 
practice in the end make it inevitable . Rather the risk is that the process of change fails 
to be clinically led or occurs in a crisis-driven manner rather than as consequence of 
there being well-developed planning . No financial values are ascribed to this area of 
risk since, ultimately, it is only in this, the largest single block of NHS expenditure in 
Glasgow , bearing an extremely high level of non-clinical overhead costs, that the final 
resort to risk management solutions in Glasgow lies. 

5.39 This risk management analysis can be summarised . The speculative sums at 
risk over and above those already identified in Table 2 are shown in £ millions. 

1998/99 

Uplift (5 .26) NIL 

Allocation Targets (5 .27) NIL 

ACT (5 .28) NIL 
HIV/AIDS/Drug NIL 
Addictions/Blood Products 
(5.29) 
Higher Inflation (5 .30) NIL 
Efficiency Savings (5 .31) 0.8 
1998/99 Trust Deficits 3.0 
(5.32) 
Recovery Plan (5.33) 1.9 
Mentally Disordered NIL 
Offenders (5 .34) 
Community Care Plan 1.0 
(5.35) 
GP Prescribing (5 .36) NIL 
Neighbouring Health 1.0 
Boards (5 37) 

TOTAL 7.7 

1999/2000 2000/0 I 
NIL NIL 

NIL 

NIL 
0 .7 

2.0 
1.0 
NIL 

1.0 
NIL 

1.5 

1.5 
1.0 

8.7 

3.0 

2.3 
0.5 

1.5 
0.8 
NIL 

NIL 
1.5 

1.5 

0.5 
1.0 

12.6 

2001/02 2002/03 
NIL NIL 

3.0 

2.3 
0.6 

3.5 
0.8 
NIL 

NIL 
1.5 

1.5 

2.0 
1.0 

16.2 

3.0 

2.3 
0.5 

2 .0 
0.8 
NIL 

NIL 
NIL 

NIL 

0 .7 
1.0 

10.3 

Probability 
More likely to be 
favourable 
Moderate to low . 
Could even be 
favourable 
Moderate to high 
Moderate to low 

High but erratic 
Low and episodic 
Moderate 

Moderate 
Moderate to low 

Moderate 

Moderate to low 
High 

5 .40 It must be explained that the totals are the sum of all the identified risks gomg 
adversely at the likely maximum levels of exposure. In the worst case situation a risk 
total of £16 .2 million equates to less than 4% of the Health Board's total financial 
capacity . 

5 .41 The strategy to minimise risk has several strands: 

• giving priority to high quality management of efficiency savings programmes and 
the 1998/99 recovery plan so as to ensure their full achievement. 

• disciplined control of service development programmes such as the Joint 
Community Care Plan and the development of services for mentally disordered 
offenders. 

55 



• rigorous encouragement of clinically effective prescribing in general practice and 
hospitals . 

• attention to detail, and transparency, m our dealings with neighbouring Health 
Boards . 

• working closely with the NHS Management Executive 9n risk management in 
areas such as pay inflation, ACT, revenue funding formula and earmarked funding 
programmes for HIV/AIDS and drug addiction services . 

(This takes no account of any impact - adverse or otherwise - of accumulated Fundholder 
savings. National policy on this issue is still unclear) . 

5.42 Beyond these measures, risk management needs to be seen as an integral part of the 
wider financial framework within which the Health Board, Trusts and Local Health 
Care Co-operatives will operate . 

A Financial Framework for the Implementation of the Health Improvement 
Programme. 

5.43 Annexes I to 8 of the Health Improvement Programme provide summarised audit trails 
showing how the 1998/99 financial position of each Trust can be tracked from their 
1997 /98 position, taking account of: 

• authorised service developments 
• contribution to inflation funding from the Health Board 
• deficits 
• deficit funding by the Health Board 
• Trust cash-releasing efficiency savings contributions to inflation funding and 

deficit recovery 
• any other relevant changes 

These summaries reflect considerable detailed joint examination of issues that has been 
undertaken between Trusts and the Health Board, and the annexes constitute a clearly 
defined set of financial envelopes for 1998/99 for each Trust. 
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5 .44 Beyond the 1998/99 position the overall framework for the remaining 4 years of the 
Health Improvement Programme rests on the following features : 

a the basic framework set out in Table 2 

b a requirement that funding of services for the mentally ill, people with learning 
disabilities or the physically disabled must remain within the control total 
itemised in great detail in the revised Joint Community Care Financial 
Framework, supplemented only by the additional recurrent resources identified 
for mentally disordered offenders . Within these control totals there is scope for 
further re-negotiation of patterns of care, including the balance between NHS 
services and local authority services funded through resource transfer . 

c funding of services for the elderly must be contained within the financial 
envelope set out for this care group in the Joint Community Care Plan financial 
framework, together with existing resources within acute hospitals used for 
care of the elderly . The Health Board will encourage shifts of resource from 
hospital to community/home support for the elderly wherever this is feasible . 

d Services for children must be contained within the existing resources provided 
for children ' s services . Indeed with the decline in the number of children in the 
population we expect that some of the resources currently used for children's 
services will be re-focused to support community development and family
focused initiatives aimed at reducing health inequalities. The scope for this will 
become clearer in the next 12 to 18 months and may be affected by the future 
Trust management arrangements for children's services . 

e The continuing fall in the number of women of child-bearing age means that the 
cost of maternity services must remain under continuing close scrutiny, with the 
expectation that savings will be made . These will stem partly from the 
Rutherglen Hospital relocation, partly from the creation of a new maternity unit 
at the Glasgow Royal Infirmary to replace Rotten Row and partly from routine 
review of the relationship of operational costs to birth numbers. No financial 
value has yet been shown for these initiatives (other than Rutherglen). They 
will be detailed in the 1999/2000 Health Improvement Programme . 

f The strategic intention is for funding of acute services not to increase, except 
for Health Board contributions to the cost of inflation. This means that the 
cost of new medicines, new technologies, new treatments and changes in 
staffing profiles must be met by re-shaping and reconfiguring existing acute 
services . There are 2 dimensions here : 
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• firstly, that clinical policies and practices must be reviewed in processes 
led by clinicians - from primary care as well as from hospitals. 
Experience at the Leicester Royal Infirmary and elsewhere 
demonstrates that many of the processes, referral patterns, logistical 
arrangements, admission criteria, discharge planning and case 
management arrangements are capable of re-design, improving 
outcomes and experience for the patient and at the same time reducing 
cost. Often this requires agreement on new clinical relationships 
between GPs and hospital doctors and on mal<ing better use of the skills 
of nurses and other health and social care professionals. 

• secondly, money spent wastefully on underused buildings , land, 
equipment and materials constitutes an offensive diversion of money 
that could be better spent on direct patient care. 

g The Health Board intends to use the device of Joint Investment Funds 
introduced by the White Paper "Designed to Care" as a means of encouraging a 
clinical focus to managing change. Such funds will be allocated to the Primary 
Care Trust, who will lead clinician-driven review of new ways of providing 
patient care in those specific disease areas targeted by the Health Board's 
decisions to use the Joint Investment Fund as a route to change. Specific 
proposals to commence use of the Joint Investment Funds mechanism from 
1999/2000 onwards will be made in the 1999/2000 Health Improvement 
Programme. We expect this to be a significant feature of future financial and 
service strategy . 

h The consequence of this framework is that the sums identified as available for 
investment (line 27 of Table 2) will be earmarked for developments specifically 
aimed at reducing inequalities in health (as exemplified in Chapter One of this 
Health Improvement Programme) . 

5 .45 Crucial to the success of this framework is adherence to the risk management strategy 
set out in paragraph 5.41. It will also be necessary to use any available non-recurrent 
funds as a means both of managing short-term risk and the one-off costs of 
implementing service reconfiguration. 

5.46 Table 2 includes non-recurrent funding anticipated for 1998/99, as well as the extent to 
which this funding is to be deployed. Annexe 9 details how these non-recurrent funds 
are to be applied in 1998/99 . 
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A sector-based population approach to funding 

5 .4 7 In addition to the framework described in paragraph 5 .44, the Board intends to 
introduce Sector capitation-based budgets . Thus the Southside sector team of the 
Health Board will be given a budget based on the Southside population which will then 
be allocated to the Primary Care Trust and the acute hospital Trusts in accordance with 
the strategic direction set by the Health Improvement Programme and reflecting 
detailed re-design of clinical services agreed with hospital and primary care doctors . 
The same will apply in other sectors. 

5.48 This population-based approach means that if acute hospital services ' costs increase in 
an unplanned way, this will have a direct and adverse impact on the money available 
for primary care services for the local population. In this way we intend to achieve 
greater transparency about the use of resources and the choices that need to be made 
about how best to use them. 

5.49 The approach is entirely compatible with the use of Joint Investment Funds as a route 
for supporting the re-shaping of clinical services. 

5. 50 In view of the forthcoming national review of the population-based NHS funding 
formula , the Health Board will only use a Sector capitation budget approach in 
"shadow " form in 1998/99. This will allow time for people to become familiar with the 
dynamics of the approach and for adjustment of the budget target values in the light of 
any nationally determined change to the funding formula. 

5.51 Once a firm population-based target can be calculated for each sector it is likely to be 
necessary for the Health Board to agree any necessary pace of change policy if some 
parts of Greater Glasgow are found to be currently using more or less than their target 
share of the Board ' s overall budget. 

Five Year Financial Allocations 

5.52 It is extremely difficult to predict meaningful Trust-specific financial allocations for the 
full 5-year period, because : 

a it is not yet clear what the impact of re-shaping the configuration of acute 
services will be . 

b further discussion about care in the community is likely to change the balance 
of NHS services and resource transfer to local authorities (albeit that it will be 
contained within strict financial envelopes as set out in paragraph 5.44). 

c the future pattern of Trust configuration from April 1999 onwards will have a 
significant bearii:ig on financial allocations . The outcome of this reconfiguration 
will form the basis of financial planning from 1999/00, and will be reflected in 
next year's Health Improvement Programme . 
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This Chapter : 

CHAPTER SIX 

DETAILED PLANS 

• translates the strategic themes outlined in previous chapters into specific plans 
for change. 

• clusters the plans by reference to a range of desirable criteria for judging their 
appropriateness or else relates them to cross-cutting themes such as tackling 
inequalities in health or improving clinical effectiveness 

• shows also how the plans relate to: 
primary care development 
acute services 
community care 
maternity services 
children's services 
drug and alcohol services 

Primary Care Development 

6.1 Paragraphs 4 .5 to 4 .9 established the strategic framework . It is underpinned by several 
continuing streams of work undertaken by the Board ' s sector teams, its primary care 
development staff , the Primary Care Prescribing Team , the Health Promotion 
Department and the newly established Clinical Effectiveness Group . Taken together 
these streams of work will facilitate improvements across the range of primary care in 
Glasgow in matters such as : 

a premises improvement. 

b primary care staff training . 

c enhancement of information technology . 

d continuing to promote effective prescribing . 

e enhanced understanding of variations in patterns of referral to hospitals , with 
scope for reducing inappropriate referrals and identifying specific areas for 
practice development. 

f implementing the "managed care " initiatives described in paragraphs 3. 6 to 3 . 9 
( concerning heart disease, strokes , some cancers , palliative care, postnatal 
depression , domestic violence and peptic ulcer) . 

g encouraging GPs and primary care staff to become engaged with those of the 
initiatives to tackle inequalities in health described in Chapter One which will 
particularly benefit from primary care team participation . 
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h ensuring active GP participation in the clinically-led work being undertaken to 
re-shape the delivery of acute hospital services . 

using Practice Development Plans as a vehicle for encouraging the impetus to 
primary care improvement. 

6 .2 In addition we intend to : 

a explore the potential to develop the Glasgow Emergency Medical Service 
(GEMS) as part of each sector's approach to reviewing the provision of 
emergency care to patients. 

b pilot the concept of the extended care practice which, by providing more 
primary care for patients, reduces unproductive , unfocused or inefficient 
demand for hospital services . For example reductions in hospital costs for 
unnecessary hospital follow-up of patients and enhancement of primary care 
support for people with chronic or pre-acute illness will provide funds to 
support this more locally available care . 

c complete a review of community radiology and implement conclusions to 
ensure GPs have direct access to speedy and appropriate investigations 
provided cost effectively . 

d 

e 

f 

work with interested practices in developing epidemiological models of health 
needs assessment at locality level and implementation of evidence-based clinical 
practice (identified specifically as an issue by the South Sector Team) . 

work with some practices to improve or develop children's oral health, 
continence promotion, and services for people suffering from diabetes within 
minority ethnic groups (issues identified specifically by the West Sector Team) . 

develop an implementation plan for the Health Board ' s Oral Health Strategy 
due to be considered by the Health Board in early 1998. This will largely 
involve working within existing resources, certainly in 1998/99. 

Acute Services 

6.3 Paragraphs 4.10 to 4 .20 described the profoundly significant trends in the delivery of 
acute services which will affect Glasgow during the 5 year period of this Health 
Improvement Programme . 

6.4 Paragraph 4 .20 concluded that the concept of 5 comprehensive acute general hospitals 
cannot be sustained . 
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6.5 The current configuration of acute services and the financial pressures within which 
they must operate will, unless change occurs, lead to: 

• declining ability to provide emergency care well 
• fewer and demoralised clinical staff 
• problems in maintaining training recognition and adequate clinical experience 

for trainee doctors 
• money being spent on underused buildings 
• failure to keep pace with cost-intensive clinical advances 
• poorer clinical outcomes than are possible 

This does not mean, however, that the Health Board is seeking to close any of the 
existing acute hospitals . 

6.6 We believe that the way forward is to promote the consolidation of viable clinical 
teams for particular specialties, serving recommended population sizes and ensuring 
both that patients can be assured of receiving the particular clinical expertise and skills 
that their condition requires and that consultants and trainee doctors have appropriate 
rostering and educational patterns . These clinical teams will spread their pattern of 
work between the existing general hospitals. They will be supported by the Board and 
Trusts in reshaping patterns of clinical working, between hospitals and primary care, in 
pursuit of constantly seeking optimum clinical effectiveness . 

6. 7 This aim of engaging clinical staff in hospitals and primary care to identify new patterns 
of clinical organisation is intended to promote our vision of: 

• a population which, through telephone help lines, computer assisted 
information, the inter-agency efforts of regeneration alliances and the Healthy 
City Partnership, and access to high quality primary care, is well informed on 
health issues, more able to contribute to maintaining their own health and 
satisfied with the balance between local access and the availability of 
specialised expertise in Glasgow. 

• a population for whom shared care, electronic links and telemedicine are 
provided on a state-of-the-art basis. Glasgow should be a leader not a 
follower. 

• emergency services which range from concentrated high quality Accident & 
Emergency departments dealing with major trauma to accessible services for 
minor illnesses and injuries. 

• through the ready availability of appropriately skilled expertise, a greater 
assurance of the best possible clinical outcomes for the patient. 

• resources focused on buying clinical staff, equipment, medicines and materials 
rather than on maintaining under-used buildings. 
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• clinical trainees going through Glasgow training programmes with high quality 
learning experience, giving the best possible assurance that Glasgow will attract 
enough staff of the right calibre in the future . 

A Clinical Team-based Approach 

6.8 For the main surgical specialties , a population of 400,000 to 500,000 provides 
viability. The Glasgow acute hospitals serve a resident population of just below 1 
million people . On top of that there are populations in neighbouring Health Board 
areas which look to Glasgow hospitals for services . This suggests that a sector 
approach is a workable basis for promoting viable clinical teams. (There are, of 
course, some specialties which require a larger population base, such as neurosurgery, 
radiotherapy/oncology , cardiothoracic surgery , plastic surgery and burns) . 

6.9 We have concluded that for a range of surgical specialties the consultant numbers we 
should regard as our benchmark, providing appropriate balance between sub
specialisation and workable rostering arrangements, is as follows . We show alongside 
these benchmarks the present consultant numbers as reported by the Trusts themselves 
and approximate Greater Glasgow populations served by each hospital at present : 

Specialty Benchmark Victoria SGH Southside GRI Stobhill Gartnavel/ 
consultant 200K 200K total - 200K 150K Western 

nwnbers for population population 400K population population 200K 
a 400-SOOK population population 
population 

General 12 (, 5 11 6 6 9 
Surgery 
Orthopaedics 10 5 4 9 5 2* 7 
ENT 4 4 0 4 2 3 3 
Ophthalmology 6 0 3 3 2 2* 7 
Urology 5 () 3 3 3 3 4 
Gynaecology 5 3 2 5 3 5 3 

*Consulants work cross sector 

6.10 Perusal of these numbers leads to several observations : 

a Even allowing for cross-boundary population flows, none of the Glasgow acute 
hospitals gets close to serving a 400,000 to 500,000 population for these 
specialties. 

b Although Glasgow as a whole already has more consultants than the 
benchmark numbers suggest, several individual hospitals do not have enough 
consultants in some specialties to maintain the minimum of a 4 consultant team 
needed for good practice in rostering . There is also a marked imbalance 
between the position north of the river compared with the Southside . 
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c Although a partnership of the Glasgow Royal Infirmary (GRI) and Stobhill 
could provide a basis on which clinical teams could be consolidated to serve a 
population of at least 400,000, the Western and Gartnavel Hospitals need to 
look both east ( to the GRI and Stobhill) and west (Vale of Leven) in order to 
collaborate in creating critical population mass for its consultant teams (both in 
terms of a satisfactory volume and mix of clinical workload and to ensure value 
for money for the number of consultants it will employ). 

Although there is less published evidence concerning- non-surgical specialties it is 
important that the influences referred to in paragraph 4 .18 are examined in a Glasgow 
context. The aim will be to work with medical specialties to develop a view of the 
future model of care, considering: 

• the appropriate critical mass and viability for clinical teams (reflecting issues of 
sub-specialties and proper levels of cover) 

• the increasing overlap between general and elderly medicine (a high proportion 
of medical admissions are over 75). 

• the potential for a population focus by elderly care physicians. 
• the value of sub-specialisation but the pressures of maintaining emergency 

services as admissions rise. 
• the balance of population and services between the north and the south. 

6.11 The table of consultant numbers below illustrates an imbalance similar to surgery 
between North and South: 

Specialty 

Medicine 
Geriatrics 
Cardiology 

Victoria 
200K 

population 

11 
5 
() 

SC ill Southside 
200K total -

population 400K 
o ulation 

11 22 
4 9 
() 0 

31 

GRl Stobhilf Gartnavel/ North of 
200K !SOK Western Clyde 

population population 200K 550K 
o ulation o ulation 

11 7 20 38 
4 5 4 13 
3 3 3 9 
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6.12 In developing a clinical team-based approach we need to test and refine the robustness 
and responsiveness of service delivery by reference to several consideFations: 

• Efficiency and effectiveness - can these be improved? How do hospitals 
perform by reference to best practice in areas such as the proportion of work 
done on a day case basis, the avoidance of unproductive and unnecessary 
repeat visits to out-patient clinics and the number of procedures undertaken 
which are now acknowledged to have low levels of clinical effectiveness? How 
do staffing levels (including consultant numbers) compare with a wider range 
of comparative benchmarks? Are clinically effective patterns of prescribing in 
operation? Where appropriate, targets for improvements in such areas will 
need to be set, identified explicitly in Trust Implementation Plans. The Area 
Drugs and Therapeutics Committee's Hospital Prescribing Adviser will play a 
key role in the field of prescribing. 
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• How primary and secondary care work together - how is this developing? 
Is it most appropriately focused on the needs and convenience of patients, 
consistent with what is identified as best clinical practice? Do GP referral rates 
show idiosyncratic or unusual patterns which need to be apdressed? Are there 
clear policies for the shared care of patient groups? Are the full potentials of 
the whole primary care team being met to best effect in serving the relationship 
between primary and secondary care? What needs for primary care 
development emerge from looking closely at best practice in patient care? 

• Emergency care - how sure are we that we are striking the best possible 
balances between clinical effectiveness, different seventies , patient 
responsiveness, access, value for money and linkages with other clinical 
services? 

• Service responsiveness - how responsive are services to the needs of patients? 

Southside 

How should the balance between local access, clinical effectiveness, primary 
care, secondary care, affordability and competing priorities best be struck? Are 
waiting times guarantees being fulfilled? Are services geared to tackling 
inequalities in health? 

6. 13 Population, and a new approach to Strategy 

6.13.1 For most specialties the Southside as a whole has a large enough population (400,000) 
to support viable clinical teams along the lines identified by expert professional advice . 

There is some cross-boundary flow from the Lanarkshire and Argyll and Clyde Health 
Board areas which further strengthens Southside viability as a building block for 
clinical teams but which does not make the 2 individual hospitals (Victoria Infirmary 
and Southern General) properly self-sufficient in their own right across the range of 
specialties . 

6.13 .2 In the final quarter of 1997 the 2 acute Trusts on the Southside recognised the need to 
work together rather than in competition . Arrangements were agreed between the 2 
Trusts for sharing management resources and for facilitating an exploration by 
clinicians into the scope of reshaping clinical services in the light of the professional 
advice on the viability of clinical teams, the pursuit of improved clinical effectiveness 
and the relationship between primary and secondary care . The Health Board has given 
strong encouragement to this work and will continue to do so. There is much that 
could be done to reshape clinical services in the Southside for the Southside population 
within the resources currently available . We expect proposals to be developed by the 
end of June 1998. 
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6.13.3 The Health Board ' s financial prov1s10n for 1998/99 will re-stabilise the Victoria 
Infirmary ' s serious financial difficulties but it is important that it is recognised that in 
part the Trust's problems arose due to a lack of connection within the Trust between 
clinical activity and expenditure on the one hand and financial responsibility on the 
other . The Board will make its financial restabilisation of the Trust conditional on 
there being robust arrangements in place to secure continuing control over finance , 
activity, development and value for money in the way that public accountability 
reqmres . 

6. 13. 4 The Health Board ' s previous Acute Services strategy said relatively little in detail 
about the Southside . The proposal to transfer oral and maxillo-facial services to the 
Southern General is currently faced with issues of affordability and some doubts about 
clinical relationships with other specialties . The proposai will be reviewed early in 
1998. The transfer of maternity delivery services from Rutherglen and developing the 
new model of midwifery care throughout south-east Glasgow raises the opportunity to 
integrate the Southside obstetrics and gynaecology service. In the field of 
neurosurgery the Board will, in 1998/99, make financial provision for legitimate 
increased costs and we hope that other West of Scotland Health Boards will follow 
suit. 

6.13.5 In taking our work forward we are mindful that the trends in medical workforce issues 
and the importance of creating viable clinical teams will be impinging just as much on 
hospitals outside Glasgow, such as the Lanarkshire Hospitals and the Royal Alexandra 
Hospital at Paisley. We shall work closely with our neighbours to ensure compatibility 
in the way these issues are addressed. 

6.14 Efficiency and effectiveness - The key issues in this area for the Southside which 
need to be addressed in 1998/99 (and beyond) are: 

a There are significant inflexibilities in some of the physical accommodation at 
the Victoria Infirmary which reduce the scope for the hospital to respond well 
to changes in the gender mix of patients and in the balance between elective 
and emergency work . We anticipate that the clinically-led review of service 
delivery and, hopefully, the development of integrated clinical teams for the 
Southside will allow more efficient use to be made of available accommodation . 

b Target reductions will be agreed, where appropriate, with the Southern General 
Hospital and Victoria Infirmary Trusts for procedures where there are 
significant doubts about effectiveness, particularly D & C in women under 40, 
tonsillectomy and myringotomy. Work is underway to estimate the potential 
release of resources from these activities which might be used in commissioning 
appropriate more effective procedures or increasing consultant numbers where 
appropriate . 

c There is scope for increasing the amount of work done on a day case basis . 
Using the basket of 20 procedures and associated targets established by the 
Accounts Commission in 1997, target improvements will be agreed for day 
surgery rates with each Trust to be delivered in 1998/99 . Significantly 
improved levels will release resources for reinvestment in the Trusts. 
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d Paragraph 6.13 .2 refers to the need to re-shape clinical services in order to 
improve effectiveness . We expect that this will also lead to improved 
efficiency. 

e The Trust Implementation Plans will translate the way in which agreements on 
finance referred to in Chapter Five, will mesh with the issues set out in 
paragraphs 6.13 to 6.17 to identify specific service agreement volumes . 

6. 15 How primary and secondary care work together - There has been significant 
frustration among Southside GPs about the lack of progress by Acute hospitals in 
addressing their concerns and priorities. The clinical review work now being 
undertaken needs a strong primary care focus . Early progress is desirable on : 

• expanding open access services to GPs . 
• expanding the provision of "one stop" services, particularly for : 

rectal bleeding 
back pain 
dysphagia 

The Health Board will also want to see progress on the Southside in the clinical 
effectiveness issues identified in Chapter 3 (paragraphs 3.7, 3.8 and 3.10). 

6.16 Emergency Care 

6.16.1 The Audit Commission's 1996 Report "By Accident or Design" reviewed the 
provision of emergency care in England and Wales. It highlighted : 

• the enormous range of needs being addressed by Accident and Emergency 
(A&E) services from very small numbers of major trauma cases to large 
numbers of minor injuries and emergencies; 

• the impact on the specialty of A&E medicine of shortages of senior medical and 
nursing staff; 

• the potential to develop a range of alternatives to "all purpose" A&E 
departments in order to meet emergency care needs more flexibly, responsibly 
and, for most people, locally. 

6.16.2 The present joint work between the two Southside Trusts and General Practitioners 
offers an opportunity to look in detail at how the range of urgent and emergency needs 
for the population can best be met. We expect specific proposals for reshaping 
services to better effect to be developed by the summer of 1998. In this context the 
Audit Commission Report notes : 

• only around 0.5% of A&E attenders have life threatening injuries 
• only about 15% of A&E attenders are admitted to hospital 
• the most common complaints treated are cuts, bruises and grazes 

67 



6.16.3 The successful development of Glasgow Emergency Medical Service (GEMS) shows 
that alternative models of service can be successful. Similarly the service provided by 
Stobhill Hospital represents another model, where partnership with the Glasgow Royal 
Infirmary and Western Infirmary provides a tiered approach to meeting the very 
varying needs of patients. 

6.16.4 Accident and Emergency Consultants in Glasgow have suggested that it would be 
advisable to strengthen the "trauma" end of Accident and Emergency services on the 
Southside while maintaining present access to existing "casualty" services . We expect 
proposals on how to achieve this to be incorporated in the overall package of 
proposals to be developed by June 1998. 

6.16.5 With regard to the management of medical emergencies, in 1998/99 we propose that 
there should be: 

• continued evaluation of the recently established medical receiving facility at the 
Victoria Infirmary. Lessons learned will be shared throughout Glasgow 

• adoption ( and adaptation where appropriate) of models of best practice 

• further development of appropriate pilot projects to explore methods of 
improving the management of medical emergencies 

• developing improved links with local social work teams, so that discharge 
planning processes are improved. 

6.17 Responsiveness to Patients 

6.17.1 There continues to be serious difficulty at the Victoria Infirmary with some 
unacceptable lengths of wait for in-patient and day case procedures and for out
patients appointments. The difficulties encountered are mainly within orthopaedics, 
general surgery and ENT. At the Southern General, concern remains about the length 
of wait for neurology, together with the occasional one-off breach of guarantee in 
other specialities which is symptomatic of poor administration rather than anything 
more fundamentally systemic. 

Work will be taken forward with the Trusts to: 

• review waiting list management arrangements and to ensure that best practice is 
adopted . 

• review service change options that will impact on waiting lists pressures, eg 
clinical team organisation; making hospital services more efficient; reducing 
patient non-attendance rates; and exploring significant variances in GP referral 
rates and patterns; 
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• the aim for 1998/99 is to significantly reduce the waiting time for neurology 
through better understanding of referral patterns and by exploring the 
possibility of a GP open access service for cranial imaging . A Greater 
Glasgow-wide approach to reviewing the pattern of neurological services will 
be developed with the aim of improving services to other Trusts. Progress will 
be reported in the 1999/2000 Health Improvement Programme. 

No patient should wait for treatment beyond the guarantee period in 1998/99. 

6.17.2 Although at present the relationship between acute hospital services in the Southside 
and the issues concerning inequalities in health described in Chapter One is not 
identified in any explicit or detailed way, the South sector team will work throughout 
the Health Improvement Programme period to make appropriate and relevant 
connections. We anticipate this will include work to make acute hospitals more 
responsive to the needs of ethnic minorities. 

North of the Clyde 

6.18 Population and a new emphasis in strategy for the New Western Infirmary 

6.18.1 The Western Infirmary and Gartnavel General, for the purposes of general acute 
services, serve approximately 200,000 of the Greater Glasgow population but in 
addition there are cross-boundary flows of patients, particularly from the Argyll and 
Clyde Health Board area. The clinical resources currently deployed, particularly 
consultant numbers in some specialties, appear higher than required for the population 
served and the current 2 site configuration of services creates serious inefficiencies as 
well as problems for patients arising out of the pattern of patient transfers between the 
2 sites. 

6.18.2 The Health Board's acute services strategy developed in 1995/96 envisaged the 
creation of a new Western Infirmary at the Gartnavel site. Considerable work on 
planning the scheme was undertaken during 1997. However the net revenue savings 
accruing from a capital investment in the region of £120 million were estimated to be 
just £ 1 million per annum. This creates 2 difficulties: 

K 

• Firstly one of risk: cost overruns on hospital schemes of such magnitude are 
common. If the scheme were Exchequer funded there is a high probability that 
increased capital costs and hence higher capital charges would turn a small 
revenue saving into appreciable additional revenue cost. If the PFI route were 
selected, a PFI partner would probably build a significant risk premium into the 
costings, which might also result in revenue saving becoming revenue added 
cost. 

• Secondly capita~ investment money is scarce: a scheme of £ 120 million 
yielding savings of only £ 1 million per annum does not look attractive if there 
are competing schemes elsewhere amounting to £ 120 million which yield larger 
revenue savmgs. 
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6.18.3 For these reasons the Trust has now been looking at ways of creating the new Western 
Infirmary at a much lower capital cost. Similarly the Trust is reviewing the pattern of 
services between the 2 sites, to see if the Gartnavel site can accommodate more of the 
emergency services with the Western Infirmary playing a complementary role . If this 
can be done it will reduce undesirable inter-hospital transfers for emergency patients , 
take the Trust forward in the desired strategic direction and reduce some of the cost 
and service pressures in the Trust. 

6.18.4 The creation of a new Western Infirmary was a cornerstone of the Health Board's 
1995/96 acute services strategy . The Health Board continues to see this as a 
cornerstone for Glasgow acute services into the 21st Century. The clinical teams 
working at the Western/Gartnavel providing general acute services are likely to need to 
form partnerships and collaborative arrangements with other hospitals too . This is 
already developing with the Vale of Leven but there is a need to take a comprehensive 
north of river view too - how should the new Western Infirmary work in a 
complementary way with the Glasgow Royal Infirmary and Stobhill? We expect some 
early answers to this question to emerge by July 1998. 

6.18.5 The Western Infirmary and Gartnavel General have provided an important platform for 
clinical research . It is important that Glasgow is at the forefront of clinical research 
and we see the new Western Infirmary playing an important continuing role here , 
particularly in research fields related to cancer . The Beatson Oncology Centre 
exercises a fundamentally important clinical role for the West of Scotland and we wish 
to see it thrive, both for clinical services and as a major platform for research. 

6.19 Efficiency and effectiveness - Western lnfirmary/Gartnavel 

6.19.1 In working together on addressing the Trust's financial deficit, the Health Board and 
Trust have acknowledged the need to examine the scope for greater efficiency in areas 
such as day case rates and out-patient follow-up visits . Specific targets for day surgery 
rates will need to be agreed as part of the Trust Implementation Plan. 

6.19.2 In addition work will be done in 1998 to review the organisation of clinical services 
from a north of the river perspective . It will include services such as ENT, 
gynaecology, vascular surgery, orthopaedics, ophthalmology, cardio-thoracic surgery 
and bone marrow transplantation . In the case of the latter the Health Board has 
already agreed with other West of Scotland Boards that we should see the 
development of a single Glasgow service closely related to the Beatson Oncology 
Centre even though in the short-term some of its facilities will continue to be located at 
the Glasgow Royal Infirmary . The Health Board also believes that planning should 
start to allow gynaecological oncology expertise ( currently based at Stobhill) to be 
integrated with the Beatson Oncology Centre . 
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6.19.3 The balance of medical staffing resources in different specialties needs to be reviewed 
and when consultant vacancies occur we will examine whether there is scope to redress 
imbalances across the Greater Glasgow area . The Health Board will not finance any 
new consultant posts unless they are agreed as part of such a process. The additional 
urologist post created by the Trust in 1997/98 does not have the Board's support and 
needs to be reviewed with urology services across the whole north of the river area. 
The balance of staff between General Medicine and Cardiology needs to be looked at 
within the West Glasgow Hospitals University NHS Trust given the current demand 
for cardiology services in the sector. 

6.19.4 With additional investment being sought in radiotherapy and oncology services the 
Board and Trust will need to work together to review the use of existing resources. 

6.19.5 The Trust does not seek any additional funding from the Health Board for the 
relocation of the homoeopathic service. Indeed, approximately £63,000 savings in 
capital charges will accrue to the Trust, and will help it to address its overall funding 
deficit. The Commissioning Team and the Trust are considering some further 
reduction in expenditure on this service. However, the question of whether any 
alternative income sources can be identified for the homoeopathic service is also being 
explored. 

6.19.6 The work of the Clinical Effectiveness Group described in Chapter Three will be 
carried forward through clinical and/or service agreement channels, whichever is 
appropriate. 

6.19.7 The Trust Implementation Plan will translate the way in which agreements on finance 
referred to in Chapter Five will mesh with the issues described in 6.18 to 6.22 to 
identify specific service agreement volumes. 

6.20 How primary and secondary care work together in the West Sector 

GPs want to see faster progress and greater responsiveness to the needs of primary 
care, for example one stop services, more shared care and reduced out-patient follow 
up. The focus will be on working with clinical teams to redesign the patient process 
and identify areas of inefficiency or areas of good practice. Areas to be reviewed 
jointly between clinical teams and GPs include general medicine and orthopaedics. The 
aim will be to reduce out-patient referrals and follow up appointments and to provide 
appropriate services and resources in primary care. 

6.21 Emergency care in the West Sector 

6.21.1 The priorities for attention in 1998 are: 

• review of emergency receiving arrangements in the light of pilot projects 
undertaken during December 1997 to March 1998 on managing winter 
admissions. 
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• reducing the transfer of emergency patients between the Western Infirmary and 
Gartnavel General. 

• developing High Dependency Nursing support at Gartnavel General as long as 
it can be contained within existing resources and without jeopardising the 
Trust's deficit recovery. 

6.21 .2 By June 1998 the Health Board will want to clarify the new Western Infirmary's role in 
providing accident and emergency services, taking account of the arrangements agreed 
for the southside, the development of Glasgow Royal Infirmary's major role in trauma 
and the needs for accident and emergency services of the population in the west of 
Greater Glasgow and further west and north in the Argyll and Clyde Health Board 
area . 

6.22 Responsiveness to patients and local communities in the West Sector 

6.22.1 There has been a small scale but disturbing tendency for the odd breach of waiting time 
guarantee to occur at the Western Infirmary or Gartnavel General. The Health Board 
believes that this is symptomatic of administrative inattention rather than anything 
fundamentally systematic. Nevertheless the funding agreement reached for 1998/99, 
together with some review of waiting list management, will mean that the Health 
Board can reasonably expect the Trust to ensure that no breaches occur in future . 

6.22.2 As with the southside acute hospitals, the relationship between acute hospitals and the 
health inequalities issues described in Chapter One is not ideutified in any explicit or 
detailed way . The West sector team will work to make appropriate and relevant 
connections. 

6.22 .3 The West Sector Commissioning Team undertook a series of community briefings in 
November 1997 to consult on the Health Improvement Programme. This has provided 
the team with a much needed local perspective to the programme and has created a 
good foundation for future communication and relationships. The majority of 
participants were keen for an event of this type to take place twice a year and worked 
with the team to identify local priorities. A general theme in the community briefings 
was a need to improve arrangements for elderly people both in terms of assessment for 
service and also in relation to service provision. 

6.22.4 The team plan to focus on elderly care this year and to tackle a range of practical 
initiatives, firstly in the Clydebank locality to try to improve services for elderly people . 
Some examples of proposed changes include providing additional training for nursing 
staff responsible for elderly people in nursing home and residential home settings. We 
are also keen to provide formal medical specialist input to all long-term institutional 
facilities. This will improve the maintenance of standards, provide some training and 
education for care staff, and also review the appropriateness of existing placements . 
Other areas that could be looked at would be formulation of agreed policies and 
protocols for common clinical conditions, use for medicines and criteria for admission 
to hospital care. 
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6.22.5 Another theme which came out of the community briefings was the need to produce 
information explaining the available services . Over the next year the team will aim to 
provide local information including phone numbers of named individuals within 
services who can be contacted . 

6.22.6 The Drumchapel briefing identified the need for improved oral health care and action 
on nutrition . Breakfast clubs, get cooking sessions etc were identified as good ways of 
trying to improve nutrition . It is hoped to address some of these issues through the 
work of the Regeneration Projects locally. 

6.22 . 7 Clydebank residents were particularly keen to see if health and social work could work 
locally to improve services for asbestos sufferers . In response to this the 
Commissioning T earn are setting up a group to look at how we can improve both 
health care and access to benefits for this group of people . 

6.23 Population and strategic directions in the North and East Sector and their 
implications for the north of the Clyde 

6.23 .1 Neither the Glasgow Royal Infirmary nor Stobhill separately has a large enough 
population to sustain the clinical critical mass issues described earlier in this Health 
Improvement Programme . Yet despite their proximity there has been less 
collaboration , clinically and managerially , than one might expect. There are several 
reasons for this : 

• different cultures in the 2 hospitals. 

• the competitiveness of the NHS internal market. 

• defensiveness born of past threats to the very existence of Stobhill. 

6 .23 .2 In the renewed debate about acute services in recent months , the Health Board has 
expressed the view that divided the 2 hospitals will fail to thrive. If they work in 
partnership there is every reason to expect that the 2 hospitals will gain from each 
other and will be able to act as pioneers in developing particular aspects of modern 
hospital care . For example the Glasgow Royal Infirmary has crucial roles to play in 
providing major accident and emergency services and acting as a strong base for 
clinical research. Those who claim that Glasgow cannot afford the "luxury" of a 
teaching hospital with a strong research base are ignoring the benefits it brings in the 
development of clinical knowledge and practice and in recruiting and retaining some 
very high calibre clinicians. 

Stobhill, for its part, has developed strong links with local GPs and its local 
community . It has also done more thinking about the full potentials of ambulatory care 
than any other hospital in Glasgow . These are precisely the approaches the Health 
Board wishes to encourage in improving responsiveness of services to patients, 
reshaping service delivery between primary and secondary care and opening up 
attitudes most likely to tackle inequalities in health effectively. 
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6.23.3 These strengths remain equally valid if a whole north of the river view is taken. In 
promoting clinical partnership and integrated clinical teams between the 3 hospitals, 
the Health Board sees the relationship as one of equals . This will require a significant 
convergence in perception and statesmanlike leadership within the 3 hospitals as they 
work together to shape a coherent set of clinical services . 

6.23 .4 In shaping these new relationships there are just a small number of fixed points around 
which wider strategic development will evolve: 

a the development of an ambulatory model of care at Stobhill but which should 
include Glasgow Royal Infirmary and Western Infirmary/Gartnavel clinicians. 

b the Glasgow Royal Infirmary will serve as a major Accident and Emergency 
Centre with the necessary supporting services, including orthopaedics, general 
surgery, vascular surgery, plastic surgery and burns. 

c the new maternity service at the Glasgow Royal Infirmary will allow a fully 
integrated gynaecology service to be developed alongside it. 

d services for the elderly and the mentally ill on the Stobhill site will provide a 
strong focus for building on Stobhill's past initiatives in relating closely to the 
local community. 

e the New Western Infirmary will strengthen its capacity as a Cancer Centre for 
the West of Scotland. 

6.23.5 Beyond these few fixed points there are choices about how integrated clinical teams 
serving the north of the Clyde might best organise their work into the facilities 
available at the 3 hospitals. During the spring and early summer of 1998 we will 
promote a clinically-led process between hospital doctors and GPs which considers 
these choices systematically. It will also examine them in the context of the 
affordability of the proposed new Ambulatory Care Centre at Stobhill . This work will 
incorporate but take further some joint clinical reviews (hospital do.ctors and GPs) 
already in hand to examine how best orthopaedics, gynaecology and urology could be 
delivered to the north and east sector population. It is already proposed that in-patient 
nephrology for the sector will be provided at the Glasgow Royal Infirmary (which will 
allow some revenue savings also to be released for reinvestment in clinical services). 

6.24 Efficiency and effectiveness in the North and East Sector 

The same general approach will apply in this sector as has already been described for 
the Southside and the West Sector. Particular attention will be given to consultant 
staffing levels where these appear to be currently higher than the benchmark level. 
Trust Implementation Plans will translate the way in which agreements on finance 
referred to in Chapter Five will mesh with the issues described in 6.23 to 6.27. 
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6.25 How primary and secondary care work together in the North and East Sector 

Stobhill has an excellent reputation for responding to GPs and reshaping services to 
meet the needs of primary care. Projects on chronic disease management are already 
well underway . Responsiveness and relationships are less comprehensive at · the 
Glasgow Royal Infirmary and it is critical to achieving change that there is a major shift 
in emphasis to meeting the needs of primary care and working closely with GPs across 
the north east sector . 

6.26 Emergency care in the North and East Sector 

The Glasgow Royal Infirmary and Stobhill already play distinctively different roles in 
accident and emergency services. The Stobhill collaboration with the Glasgow 
Emergency Medical Service (GEMS) offers further opportunities for development. 
The Health Board has proposed that the potential to deliver integrated medical and 
geriatric service emergency receiving arrangements should be explored . 

6.27 Responsiveness to patients in the North and East Sector 

It is expected that waiting time guarantees will be met at both the GRI and Stobhill. 
There is no fundamental systemic difficulty in this, although the Royal Infirmary in 
particular has found it difficult to meet guarantees when the number of beds occupied 
by patients awaiting nursing home placements has remained so consistently high. This 
problem is now being addressed . 

Stobhill ' s approach to service delivery has been particularly strong in its 
responsiveness to patients . With 3 of the Glasgow Regeneration Alliance Partnership 
areas being served by Stobhill and the Glasgow Royal Infirmary it will be particularly 
important to encourage both hospitals to further develop their links with their local 
communities and the GP practices serving them. 

Community Care 

6.28 This section sets out our plans for: 

+ elderly people 
+ mental health services 
+ community health services 
+ people with learning disabilities 
+ the young physically disabled 

6.29 Elderly People 

The elderly are significant users of health and social care services. The current pattern 
of those services across ·Glasgow is characterised by a heavy emphasis on institutional 
care, inflexible boundaries between health and social work, and limited joint planning . 

75 



6.30 This leads to confusion, delays and ineffectiveness in the delivery of services to 
individual elderly people while a huge amount of resources is devoted to their care . 

It is clear that: 

• better services and value are achievable within current resources (substantiated 
by recent Audit Commission work). 

• the current level of blocked beds has been carried by the acute sector for a 
lengthy period which indicates that the acute system can reduce its now 
notional bed complement and still provide acute medical and geriatric 
assessment services to those who require them. This is of course contingent on 
our being able to achieve a continuing reduction in the number of beds blocked. 

• the cost of maintaining non-acute elderly patients in acute beds is significantly 
higher than providing alternative and more effective community services . 

• the level of institutional care in Glasgow between health and social services 
does not need to be increased . The focus should be on avoiding and shortening 
admissions . More resources should be directed to alternative health and social 
care packages rather than being drawn in to apparently inexorable increases in 
institutional care that arise when effective alternative approaches are not 
available . 

• if the NHS and social work services work effectively together the product of 
their efforts will be greater than the sum of the parts. 

6.31 It is our objective over the term of this Programme to arrive at a coherent and effective 
system of elderly care for Glasgow people, linking primary and acute care and social 
work to deliver better services within health and local authority resource constraints . 
To achieve this we will need to address the following major issues : 

• failures in the timing, quality and co-ordination of assessments . 

• lack of co-ordination in discharge planning and ownership of problems m 
organising discharges . 

• lack of clarity on communication channels and decision making authority. 

• a history of limited joint working between health and social services at 
operational level, in hospitals , or in planning local services. The focus hitherto 
has been on achieving hospital closure programmes . 

• large numbers of admissions from the community to permanent residential care 
without multi-disciplinary assessment. 

• a lack of engagement of primary care with community care m general and 
social care in particular . 
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• inadequate resources and range of services to achieve prompt discharge after 
assessment is complete. 

• a lack of clear, agreed and effective systems between health and social care to 
monitor and manage care. 

• a tradition of institutional care with a limited range and depth of alternatives, 
particularly of rapid response services. 

6.32 Work is already underway to improve the speed of discharge by an additional 
commitment of £ I . 4 million to Glasgow City Council to speed up the placement of 
patients into nursing homes, develop innovative pilot schemes using winter money, 
implement agreed protocols for assessment and discharge and increase transparency 
and jointness of resources between Health and Social Work. 

6.33 The implementation of a new Social Work structure for Glasgow City, coterminous 
with our sector teams, and the development of robust joint planning arrangements with 
other local authorities will enable us to progress this work and during 1998/99 we aim 
to achieve the following: 

• making a reality of opportunities for joint work and planning delivery, including 
joint organisational development as an early response to changes in the social 
work structure. 

• processes for operational joint work training and monitoring between social 
work and Trusts, including reviewing the whole process of assessment and 
discharge planning to redefine roles and responsibilities. 

• processes for joint planning between Trusts, GGHB, social work and GPs Thl' 
first steps to this are to identify sector elderly health and social care resourcl's 
(work in hand) and to develop and strengthen embryonic joint planning 
arrangements. Financial and service transparency will be critical to this 
process. This should lead to shifts in resources and innovative use of additional 
money. 

• a range of services including more intensive NHS health care, in and out of 
hospital eg rehabilitation, and looking at the potential for generic health and 
social care workers. Obvious examples include occupational therapy and using 
nursing skills more effectively in co-ordinating care. 

• developing the population focus of services for the elderly in Trusts, leading to 
integrated health and social care provision with less concern about professional 
boundaries, innovation, such as case management of chronic disease (to avoid 
revolving door admissions) and more open sharing of good practice. 
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• reduce spending on NHS beds for the elderly, reinvesting some of the savings 
in better health and social care. Although this will particularly focus on 
reducing the high overhead costs tied up in underused or uneconomic sites, 
such as Ruchill, Belvidere and Canniesburn, its ultimate impact on bed numbers 
will be largely reflected in the use of acute beds in acute hospitals. Target 
changes for individual hospitals will be identified for inclusion in Trust 
Implementation Plans and where formal consultation is appropriate it will be 
initiated as soon as precise nature of the proposals has been developed. 

6.34 Mental Health Services 

Our focus for mental health services is developing and delivering a new strategy. In 
recent years the main objective for these services has been to move from models of 
care dominated by institutions to community based NHS and social care services. The 
publication of the National Mental Health Framework and the growing recognition of 
the importance of improving mental health as a key element of working to reduce 
inequalities and promote better health set the context within which that strategy will be 
developed. 

6.35 The key messages of the Framework are: 

• the need to review where we are currently and to assess progress towards the 
provision of comprehensive integrated loc1:tl mental health services. 

• the need to identify current spending on mental health services, and to ensure 
that these resources are being used effectively to attain the desired quality and 
outcomes of provision. 

• the imperative for local agencies to work in close collaboration at all levels 
from strategic through operational to individual care level. 

• that comprehensive integrated services should be provided locally, based on 
sound inter-agency agreements and protocols. · 

• that priority in the provision of care and support should be accorded to those 
with severe and/or enduring mental health problems . 

In taking it forward in Glasgow we are mindful of the need to ensure that there 
continues to be an adequate number of acute beds. 

6.36 A programme of joint work with each local authority in the Board area is now 
underway including needs assessment, service review, resource audit. The working 
groups include primary care and user representation and will develop a strategy and 
implementation plan with each authority which: 
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• establishes joint commissioning arrangements. 
• sets out purposes, principles and priorities . 
• links needs assessment, service review and resource analysis to a plan for 

change, including timescales and costs . 

6.37 The implementation of the White Paper "Designed to Care" brings together primary 
care and mental health services in a single Trust and will enable strengthening of 
relationships within health and development of better integrated services . A health 
specific group will consider this agenda with the work of the Framework for Mental 
Health . 

6.38 There is also a need to influence the broader community and public opinion to promote 
the concept of community care through education to overcome stigma and addressing 
anxieties about public safety. 

6.39 We will be co-ordinating this work with existing plans to implement both the new 
Board strategy for mentally disordered offenders and transfer of responsibility for 
providing services for Eastwood residents. Chapter Five shows the financial planning 
profile for mentally disordered offenders. 

6.40 Community health services 

In Chapter Four we described the development of primary care and trends in acute 
services. These changes point to the need to radically change, reshape and develop 
community health services, in their delivery, the resources committed to them and 
relationships to primary care. Chapter One recognises and sets out in detail the critical 
contribution community services make to our task of addressing inequalities, through 
development and extensions of current service such as health visiting but also through 
more innovative agendas around community development, access and empowerment. 

6.41 The development of new primary care organisations, particularly Local Co-operatives, 
which will include the full range of community services working in an integrated 
structure with GPs, offers a positive opportunity for change. At this stage it is difficult 
to set out the detail of the change and development programme required but the 
principles of integration, investment, local direction and control, flexibility between 
health and social care, enhanced nursing an_d pharmacy roles and extending primary 
care services through stronger community services are clear. The melding of the 
primary care, community service, and community development work we need to 
deliver requires organisational change and innovation. This will be our focus, as well 
as delivering implementation plans for the palliative care, ethnic minority and sexual 
health strategies developed in 1997/98. 
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6.42 People with learning disabilities 

Our objective is to work with local authorities to achieve the best quality of life for 
people with learning disabilities . 

6.43 The completion of current community care plans, which have offered many clients the 
opportunity to live in non-institutional care settings over the last 3 years, leaves many 
Greater Glasgow people with learning disabilities in long stay institutional care . Our 
major focus for 1998/99 will be developing a strategy for the future of NHS learning 
disability services linked to agreements with social work on development of 
community care and services . Extensive consultation on 'Next Steps for Learning 
Disability Services' work with local authorities and the Trust on reviewing the balance 
between health and social care and responding to the SHAS Report on Lennox Castle 
will inform this work. The outcome will set a detailed planning framework which will 
be defined in the next published Health Improvement Programme . 

6.44 Young Physically Disabled 

Planning for this group has been directed at establishing social care community 
placement and services for the majority of clients with integrated community physical 
disability services and a rehabilitation unit to meet their health needs . The aim of the 
Community Care Plan was to reduce significantly the level of institutional care and the 
resettlement and service development programme for this group has reduced NHS 
continuing care provision from 154 hospital places to 24 . These patients are currently 
distributed across 3 sites, Canniesburn , Stobhill and Cowglen, in sub-standard 
accommodation and the Board has approved a plan to develcSp an in-patient facility at 
the Southern General to provide the continuing care NHS service. This will offer full 
clinical integration with other rehabilitation services and a permanent home to current 
patients, many of whom have previously been moved. Our focus in 1998/99 will be 
the smooth transition to this new location . 

Maternity Services 

6.45 The Board ' s current Maternity Services Strategy looked to the year 2001/2 and 
includes the transfer of services from Rutherglen, the reprovision of the Glasgow 
Royal Maternity Hospital on the Glasgow Royal Infirmary site and the continuation of 
3 obstetric centres . Last year's review which led to the decision for early transfer of 
delivery services from Rutherglen has highlighted the significance of birth numbers 
reducing more rapidly than anticipated , the potential rapid evolution of comprehensive 
community based antenatal services and issues around underused capacity. The Board 
will commence work in 1998 to develop a new maternity services strategy for the 
period beyond 200 I /2 . This strategy review will involve women and clinical staff in its 
development . 
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6.46 In the meantime, in 1998/99 we will : 

a Complete the transfer of delivery services from Rutherglen and the further 
development of community-based maternity services in south east Glasgow . 

b Implement plans to achieve the 'Principles for the Provisions of Maternity 
Services ', approved by the Health Board in 1997 . 

Children's Services 

6.47 In Chapter One we identified the significance of Child Health in promoting life-long 
health and there are many aspects of current inequalities in health which point to the 
need for a coherent strategy for Child Health . The Health Board in conjunction with 
the Yorkhill NHS Trust, and other relevant health professionals will therefore develop 
a child health strategy linked to the Children's Services Planning led by the local 
authorities . We aim to undertake this work in the first or second years of the Health 
Improvement Programme period . 

6.48 Some elements of the strategy will have very strong connections with our approach to 
tackling health inequalities and working with local authorities . Others will concern the 
organisation of Child Health services themselves, particularly the way in which 
primary, secondary and tertiary services relate in improving continuity of care. 

6.49 Health inequalities, health promotion and working with local authorities - areas for 
development are likely to include: 

a improving breast feeding rates through effective working with maternity 
services staff, community health staff and building on local work with lay breast 
feeding counsellors. 

b continuing to improve the reach of child health surveillance, especially by 
developing links between community development and primary care , including 
extending the public health role of health visitors and ensuring that services are 
readily accessible for children from ethnic minorities. 

c exploring the scope of Healthy Living Centres and the Board's community
based nutrition programmes to provide platforms for promoting positive health 
for children. 

d continuing to refocus the school health service to target more accurately 
children at greatest need . 

e developing work on community safety, with particular emphasis on child safety 
initiatives and accident prevention in the home . 

f refocusing the NHS contribution to child protection services, in collaboration 
with social work, the police and other agencies . 
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g reviewing respite support for children with multiple health care needs . 

h reviewing the effectiveness of joint working with Social Work and Education 
to improve the assessment and management of children with special needs , 
including young people looked after by local authorities . 

giving greater priority to mental health promotion for children and young 
people and the implementation of evidence-based interventions through 
collaboration between health promotion, the school health services, mental 
health services, social work and education professionals. 

J continuing to search for the most effective strategies m the prevention of 
substance abuse . 

6.50 How primary, secondary and tertiary care relate - the issues which will receive 
particular attention will include : 

a clear liaison between primary and secondary care in relation to shared care for 
chronic diseases such as asthma or diabetes and the avoidance or management 
of emergency admissions ( eg for respiratory problems) . 

b the further development and implementation of models of ambulatory care 
including : 

• extension of short stay services 
• improved organisation of medical rece1vmg arrangements, possibly 

establishing an emergency receiving team rather than relying on specialty 
based provision 

• streamlining self-referral processes 
• improving onward referral policies from GEMS (Glasgow Emergency 

Medical Service) or other Accident and Emergency Departments 
• the further development of day surgery with the availability of the new 

theatre facilities at Y orkhill 
• significant reductions in less effective procedures , including: 

- ENT procedures with limited evidence of effectiveness 

- inappropriate referrals, eg in ophthalmology 
- others, such as circumcision 

c considering the outcome of the National Acute Services Review for the 
configuration of specialist services between Edinburgh and Glasgow Children's 
Hospitals . 

d reviewing the provision of services for children with brain injuries. 
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6.51 In Chapters Four and Five we noted the predicted fall in the number of children in 
Greater Glasgow . The predicted fall (see paragraph 4.1) is some 10,000 fewer 
children aged 14 and below, which is 21 % of the total predicted decline in population 
for Greater Glasgow. Since decline in.total population inevitably means a reduction in 
Greater Glasgow's relative funding levels (estimated at around £2 million per year) 
then it must certainly be the case that no .additional funding can be made available 
overall for children's services. Indeed there are grounds for arguing that funding 
should be switched to areas of greater need (the number of middle-aged people in 
Greater Glasgow will increase). However, the financial framework in Chapter Five 
proposed that funding for children's services should be held level but should be 
refocused to support community development and family-focused initiatives aimed at 
reducing health inequalities. 

6. 52 The implication of this is that Y orkhill' s hospital services must operate within a corset 
of tight financial control. It must loqk to reduce costs by sharing support services with 
other acute units (most probably the Western Infirmary) and the emphasis on 
ambulatory care and associated issues (paragraph 6. SO(b)) needs to be pursued 
vigorously. 

HIV/AIDS 

6.53 The risk of transmission of HIV in Greater Glasgow remains greatest among gay men, 
of whom around 5% are already infected. Initiatives aimed at minimising transmission 
of HIV among gay men will remain the top priority for prevention. 

Other key areas for prevention are: 

• addressing the heightened risk of HIV associated with travel and sexual contact 
with persons from abroad. 

• maintaining accessible needle exchange provision for drug injectors. 

• providing accessible health services for street prostitutes, including condom 
provision and needle exchange. 

• integrating HIV prevention into sexual health education programmes for young 
people. 

6.54 The introduction in 1996 of combination anti-retroviral therapy has transformed the 
treatment and care of patients with HIV. In 2 years, death rates and hospitalisation 
rates have fallen by more than 50%. Most patients treated have shown dramatic 
improvements in health and well-being . It is also likely that treated patients pose a 
much reduced infection risk to their sexual partners and, for women, their babies. 
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The significant issues requiring attention are: 

• the high cost of combination therapy (around £8,000 per patient per year) is 
creating severe financial pressures for the Board in the absence of increased 
central funding . 

• uncertainties about the long-term effectiveness of anti-retroviral therapy due to 
the development of drug resistant strains of HIV and unacceptable side-effects 
in some patients . 

6.55 The move in February 1998 of the Department of Infection to the new unit at 
Gartnavel General Hospital provides the opportunity for fully integrated multi
disciplinary specialist care on one site, provided by both infectious diseases and 
genitourinary medicine physicians . 

Drug and Alcohol Services 

6.56 The pattern of services for people with alcohol problems is being reviewed by a multi
disciplinary strategy group due to report in June 1998 . The review will address the 
extent and trends of alcohol related mortality and morbidity in Greater Glasgow and 
the scope for prevention. It will set out a blue print for improving services within 
available resources . 

6.57 In the case of services associated with drug misuse the Drug Action Team has recently 
reviewed its strategy . The significant issues requiring attention are: 

• how to ensure best possible effectiveness in our drug education and prevention 
work. 

• how to ensure that , within available resources, the benefits of the methadone 
programme , are sustained and extended further to others with currently unmet 
needs . 

• how to ensure that detoxification services are as effective as possible and well 
integrated into the full spectrum of services for drug users . 

• how to increase the success rate in weaning drug users off the methadone 
programme into drug free lives. 

• how to improve support to the families of drug users. 
• how to improve continuity of care for those drug users who offend and spend time 

in police custody or in prison . 
• how the Drug Action Team can increase its responsiveness to local drug forums 

and to the specific needs of individual local authorities . 
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6. 58 The funding regime for drugs services has a number of difficulties : 

a resources allocated nationally are often fixed term and earmarked to spec.ific 
projects and organisations . Although this gives great flexibility viewed from a 
national perspective, it can result in local inflexibility and short-termism. 

b reductions in City Council funding capacity can have serious repercussions for 
other statutory agencies and for the balance between services provided . 

c the very success of the methadone programme is in danger of creating an ever 
increasing financial cost which threatens to outstrip the Health Board's funding 
capacity. 

6 .59 For 1998/99 it is likely that overall funding requirements can be met, but there are 
concerns about the period beyond . 

85 
M 



CHAPTER SEVEN 

HUMAN RESOURCES STRATEGIES 

This Chapter sets out: 

• the principles and values underpinning our approach 
• an approach to workforce planning and development 
• the key human resource issues over the next year 
• issues in employee relations 
• a process for overseeing the development of this strategy and its delivery 

7.1 The Health Improvement Programme in addressing the national priorities and strategic 
aims is set firmly in the context of Glasgow and , in particular , its current and future 
configuration of service and its demographics. The implications are of major change in 
service delivery and clinical and non-clinical working practices. 

7.2 Successful implementation will require sensitive and effective management and a 
cohesive view and approach to implementation which will take full account of the 
implications for staff, and in doing so ensure that , by maximising the use of resources, 
the public receive a high quality service . This Chapter has been produced in a 
relatively short period of time, without any real scope for meaningful discussion with 
staff and their staff organisations . Although it indicates some general directions, it 
reveals that a great deal of detailed work has now to be done durin~ 1998/99 to 
develop the approach and to quantify some of the key trends. 

Principles and Values 

7.3 For change to be sustainable in the long term, certain underlying principles and values 
must serve its introduction . 

• We will implement the Health Improvement Programme in partnership with 
our staff and partner agencies . 

• Individuals are entitled to be involved, informed and influential on matters 
relating to their working life. 

• We recognise the fundamental value of the experience of staff in the delivery of 
care . The quality of services is heavily influenced by staffs experience in the 
workplace on a day-to-day basis . 

• Good communication of the causes of and need for change is paramount. The 
imposition of change is an impediment to successful implementation . 
Managements must listen to what staff are saying and must provide educational 
and training support to help staff recognise the nature and scope of change and 
to adapt to new service requirements . 

86 



• We will seek to collaborate fully with our staff, clinical and non-clinical, in 
identifying and designing approaches to the implementation of the Health 
Improvement Programme. 

• In implementing the Health Improvement Programme, the NHS in Glasgow 
will seek to maximise the job security of staff through a commitment to: 

- Equity of access to training and development opportunities to enhance 
adaptability and employment flexibility. 

- Equity of access to recruitment and redeployment opportunities. 
- The introduction of flexible and family friendly employment policies and 

practices 

7.4 These principles and values should guide and assist managers in addressing the 
complex decisions and changes implicit in the Health Improvement Programme. They 
should ensure fairness and equity across Trusts in the employment of staff and create 
the degree of trust necessary to deliver the Health Improvement Programme 
successfully. 

7.5 The principles and values should also facilitate greater collaboration and partnership 
among Trusts and Health Board on human resource matters. The reduction in the 
number of Trusts in the wake of the White Paper "Designed to Care", will also reduce 
the scope for divergence in management policies and approaches. 

Workforce planning and development 

7.6 The principal themes in the Health Improvement Programme which have significant 
workforce planning issues are: 

a re-shaping the way that acute services are delivered both within hospitals 
themselves and between hospitals and primary care teams. We can expect 
some clinical staff in both hospital and primary care settings to perform a wider 
range of services for individual patients ( one of the lessons from the Leicester 
Royal Infirmary experience) and some to exercise more advanced or 
specialised clinical roles. Continuing reduction in in-patient lengths of stay will 
result in there being fewer ward based staff overall but the intensity of patient 
care is likely to increase. The programme for reduced laboratory services costs 
will involve reduction in laboratory staffing levels, more generic skilling and 
different rostering arrangements to extend the working day of laboratory 
equipment. 

b as part of the re-shaping of acute services, greater attention will need to be 
given to medical workforce planning issues, taking account of changes in 
medical staff training, working hours requirements, continuing medical 
education and ·the need for increased specificity of individual doctor's 
involvement in teaching, research and training. In a similar vein the changing 
focus of research in academic units will have an impact on the traditional 
service contribution of the University staff who work with the NHS. 
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c the development of primary care will entail an increase in clinical staff working 
in the primary care setting and some realignment of roles for 
community/primary care nursing staff in order to provide greater flexibility and 
a wider range of services. We can expect that there will be an increasing need 
to develop the nurse practitioner role (not just in primary care settings), which 
is quite different from the specialist nurse role. 

d the implementation of change in community care, especially the reduced 
reliance on NHS institutional continuing care beds, will have profound 
implications for staff numbers, skills and grade mixes. The Greater Glasgow 
Community and Mental Health Services NHS Trust has good experience 
already of managing such change and will need to build on that experience. 

e the greater emphasis on tackling inequalities in health through greater 
community development participation by health professionals, especially those 
in primary care and some of those working with children (eg Health Visitors) 
raises issues of recruitment, training and personal development which will need 
to be addressed. 

7. 7 The process flow which would support this would be: 

l 

Redesign service 

l 
Redesign roles 

l 
Identify required skills/education/competencies 

I 

1 
Evaluate posts Assess skills of current staff 

l l 
Pay appropriately----------- Reskill as r_equired 

7.8 One emphasis will be to achieve the changes with minimum turbulence. This requires 
agreement across all health care associated sectors that the first priority will be the 
redeployment of displaced staff with the provision of any retraining or skills updating 
which is required. (This also has a cost advantage in minimising the need for 
redundancy or excessive early retirement payments). 

Any impact of service and staff transfers can be reduced if the parties to the transfer 
work collaboratively. 

Change and/or transfer protocols will need to be agreed both within the NHS and, 
where possible, with associated employers, eg Social Work Departments and Nursing 
Home providers. 
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Employee Relations : 

7.14 Implementation of this Health Improvement Programme will place a premium on co
operation and partnership and it would be inappropriate for Trusts to introduce 
divisive benefits packages. The strategy for pay and reward should be consistent 
across Greater Glasgow . 

7.15 The change to co-operative arrangements entails Trusts and the Board working 
together to develop an improved approach and framework for employee relations . 
This should ensure that the staff representatives are involved in the formulation of 
policies and plans, and not simply consulted on a developed proposal , whether these 
are pan-Glasgow or specific to an individual Trust. 

Overseeing the Process for Delivery : 

7.16 This approach to developing a coherent Glasgow-wide human resource strategy 
described in this Chapter highlights that there is much strategy development and 
implementation still to do in the wake of abandoning the NHS "internal market" . 

7.17 A Human Resources Strategy Steering Group will be established . Its remit will be to : 

• develop human resource frameworks which will underpin the service changes 
signalled in the Health Improvement Programme. 

• identify and recommend programmes of action in human resources 
management which need to be taken forward on a Glasgow-wide basis . 

7.18 There is an early priority to develop policies and procedures dealing with 
redeployment and with organisational development (arising out of both the Health 
Improvement Programme and the White Paper "Designed to Care") . 

7.19 The Steering Group will also need at an early stage to develop the principles of 
Partnership and staff engagement referred to in paragraph 7.3 above . These are likely 
to be reinforced through Greater Glasgow's implementation of the national Human 
Resources Strategy due to be finalised in 1998. 

7 .20 The Steering Group will comprise two representatives of Trust Chief Executives, the 
Chief Executive of the Health Board, the Directors of Human Resources of Glasgow 
NHS Trusts and Full Time Officer representatives from Trade Unions and Staff 
Organisations . It will be chaired by a Trust Chief Executive . 

7.21 The Steering Group will make recommendations and report to the Greater Glasgow 
NHS Chief Executives who in tum will secure any necessary formal employer 
endorsement of the programme of work or specific proposals. 

7.22 The Steering Group is expected to create working sub-groups to take forward detailed 
parts of the work programme . 
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CHAPTER EIGHT 

ESTATE AND CAPITAL INVESTMENT 

This Chapter describes: 

• future principles and the current position. 
• existing capital commitments and priorities for 1998/99. 
• managing the estate. 
• likely available capital future years surplus estate. 

8.1 Future principles and the current position 

The essence of the approach to capital investment and estate m this Health 
Improvement Programme is: 

• the use of capital should underpin the delivery of objectives and changes set 
out in the Health Improvement Programme . 

• estate has significant revenue (£50 million per annum) and opportunity costs in 
terms of the potential to use receipts for other purposes. 

8.2 A number of Glasgow ' s previous strategies have relied on the availability of large 
sums of capital money to achieve change . This Health Improvement Programme seeks 
to reduce that dependence but the strategic context set out in Chapter Four 
nevertheless has significant implications for capital planning : 

• the development of primary care will require investment in different sorts of 
facilities and the development of existing facilities . 

• the trends in acute care will change services with implications for capital 
requirements and the use of existing estate . 

• our continuing commitments to developing care in the community will require 
further capital investment. 

• the development of co-operative and collaborative relationships between 
Trusts should lead to better use of estate and more coherent capital plans 
which focus on population needs rather than institutional needs . 
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8.3 Likely available NHS capital for the next few years is set out in paragraph 8.16. As 
well as being disciplined at ensuring with NHS Trusts that this is directed at delivering 
this Health Improvement Programme we recognise that there is a need to enable 
Trusts and their clinical staff to maintain a level of discretion on the use of formula 
capital, creating incentives to ensure best use of NHS estate and disposal of surplus 
assets. In implementing the White Paper "Designed to Care", which clearly sets the 
use of capital as a critical element of delivering strategy, we need to manage that 
tension. 

8.4 The other dimension of accessing capital is working in partnership with other 
organisations both public sector (eg Scottish Homes) and private sector to attract 
resources additional to NHS funding. The best examples of this have been in 
community care resettlement programmes and we need to explore the potential to 
extend this approach, for example in developing new models of primary care. 

8.5 This Health Improvement Programme does not set out in detail our future plans and 
priorities for capital. We do not yet have specific schemes beyond those in paragraph 
8.9. This Health Improvement Programme sets a direction of travel for change to the 
NHS in Glasgow beyond 1998/99; the best uses of capital to support that direction of 
travel and deliver our key health objectives will emerge during 1998/99. 

8.6 Capital has previously been available to Trusts from 3 sources: 

• Formula - an allocation based on the value of the Trust's assets, available for 
use on priorities identified by Trusts, generally used for statutory requirements, 
equipment, minor upgrades and IT. 

• Surplus Estate - receipts from the sale of surplus estate, retained by Trusts. 

• Pool - bids for central capital initiated by Trusts but requiring the Board's 
support . 

8. 7 The Board has directly accessed capital monies through retention of land sale receipts 
agreed with the Scottish Office. In 1997/98 that funding has been used to grant fund 
property purchase for community care resettlement programmes, the capital 
consequences of developing facilities to replace Rutherglen Hospital, and conversion 
costs of Board Headquarters at Dalian House. 

8.8 For primary care capital developments are funded in 3 ways: 

N 

• Improvement grants from the Board's cash limited resources. 

• GP premises borrowing private capital with the Board reimbursing through 
the cost rent scheme. 

• for premises owned by the Community Trust, including all Health Centres, 
from NHS pool and formula sources . 
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8.9 Existing commitments and priorities for 1998/99 

The table below sets out capital commitments for 1998/99 and schemes which are 
required to deliver agreed strategies and priorities . 

Capital Already Committed 

Replacing WEST Mobility and Rehabilitation 
Centre. SGH 
New infectious diseases facilities at Gartnavcl 
New information svstem. Yorkhill 
Increased theatre ca acitv. Yorkhill 

?.tot&th>•••·· 

Capital priorities 1998/99 

Reprovision and new 
disordered ofTenders 

mentally 

65 

55 
400 

3,420 
3.000 

Replacement and additional Linear 4.649 
Accelerators at Gartnavel 
*Oral sur erv - new oral sur erv service. SGH 

*Subject to agreement on revenue neutrality 

343 0 0 
9.899 3,656 0 
625 6.063 7,995 

0 0 0 
0 0 0 0 

0 0 0 0 
0 0 0 0 
0 0 0 0 

I.490 0 
4,500 4,000 

5.166 75 

1.100 0 

~!(! i.: :.,!!!19. · 
}:} % • f} d}=}tJ f 

0 0 
500 0 

0 0 

0 0 
0 

We also regard as a priority a bid for £ 1. 8 million for clinical reconfiguration at the 
Glasgow Royal Infirmary, which is likely to be required to reshape services in the light 
of current discussions in the north and east, (including renal services). 

8.10 It has been confirmed that pool capital will be available for a number of these schemes 
subject to satisfactory business cases. The Woodilee replacement scheme is to be 
funded by receipts but the timing of the Woodilee site sale will require bridging. This 
is under discussion with the Scottish Office . 

8.11 An allocation of £I. 9 million in respect of reshaping clinical capacity in North East 
Glasgow has also been approved . Detailed schemes to utilise this will emerge from the 
clinical review processes outlined elsewhere in this document. 
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