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INTRODUCTION
This is our third Health Improvement Programme (HIP), one purpose of which is to describe
what the NHS in Greater Glasgow intends to do to improve the health of our population.
Improving health is a long-term process and the Health Service is only one of the important
players. This structure and content of Health Improvement Programme reflects the
significance of:
•

partnership working on which there is a new section;

•

work with local authorities, which is covered in detail;

•

the importance of our work with communities and individuals which
throughout the programme;

•

from the emerging Government and Policy Framework, a range of new initiatives aimed at
tackling the root causes of ill health and inequality is described in our local context.

IS

reflected

As well as our responsibilities to contribute to the collective effort on health improvement, this
programme describes our plans for health services.
•

For acute services the strategic direction remains similar to previous Health Improvement
Programmes. The Detailed Plan section reflects the framework which is currently subject
to an extensive programme of public consultation.

•

In Primary care, a clearer strategic direction is emerging as the new organisational
arrangements enable a clearer articulation of how Primary care services can develop and
the huge contribution it can make to the wider health improvement agenda. The Detailed
Plan section reflects the significant efforts of local Health Care Co-operatives to develop
and implement their plans and priorities.

•

For community care the strategic direction remains the same, but good progress has been
made with local authorities in delivering the detailed plans we described last year, for a
number of client groups. Resources remain a significant issue, particularly for the elderly.

•

A comprehensive set of proposals developed within the strategic framework to modernise
mental health services are out to consultation, including significant new investment.

•

Improving the health of children and prevention for cancer and coronary heart disease
remain high priorities.

I

On the resources side there remain major issues. This programme maintains our commitment
to invest more money in health improvement priorities, including the health of children and
young people, community development, addictions, community care and mental health.
There are many pressures in acute care, as described in the Financial Framework section, which
need to be collectively addressed, but not at the expense of abandoning the priorities which
derive from our absolute commitment to play our part in improving the health of Greater
Glasgow's people.
We continue to make greater efforts to involve interest groups, members of the public and
elected representatives in the development of this programme and our routine work.
This programme has been developed in the first year of the new Trust Structures, with Trusts
teams substantially involved in its production. Trusts are finalising their own Implementation
Plans, working with us to deliver the commitments made in this Health Improvement
Programme and provide the framework for performance management during the coming year.
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CHAPTER ONE
STRATEGIC CONTEXT

1.1

POPULATION AND MAJOR HEALTH ISSUES

1.1.1

POPULATION PROJECTIONS

The population of Glasgow is expected to reduce over the next few years. The greatest
reduction will be amongst children and young people while the proportion of the
population in the 45-64 age group will increase. People in this age range are
significant users of health services. They are also a group for which health promotion
opportunities are important. If those in middle age can be persuaded to stop smoking,
take exercise and reduce weight, they will be far fitter as they near retirement age.
This is also the age group for which preventive medicine is important. Tackling
hypertension, high cholesterol and ensuring appropriate screening opportunities are
taken up will also prevent further ill health in later life.
Although a significant reduction inn the number of school age children is expected
over the next 15 years, we remain convinced that the key to Glasgow future health
improvements lie in changing the health experience of children.

Table 1. Projected Change in the GGHB Population 1998-2016
% change

BASE YEAR

Age Group
0-14
15-24
25-34
35-44
45-54
55-64
65-74
75-84
85+
TOTAL
1.1.2

1998
168,324
122,944
155,989
134,765
103,320
88,519
77,575
45,831
13,933
911,200

2001

2006

2011

2016

-3.2

-8.7

-12.7

-13.4

0.9

1.8

-0.3

-6.9

-7.5

-18.2

-19.5

-18.7

6.8

9.7

-l.8

-14.0

4.8

15.6

31.2

35.0

-2.4

2.3

9.4

22.0

-3.8

-8.6

-1l.9

-6.1

-1.3

-l.8

-2.6

-3.7

-2.1

-4.3

1.4

8.0

-0.9

-1.9

-2.7

-3.2

TARGETS FOR IMPROVING HEALTH

The Health White Paper, Towards a Healthier Scotland, set a range of targets for
several of the national priorities, to help guide both national and local activity. For
each of these targets there is an inequalities gap, and it is a central premise of the
public health strategy that this gap is to be narrowed so that movement towards our
targets is achieved through improving the health of those with the greatest need.
The Greater Glasgow baseline position for these is set out overleaf.

3

1.1.3

Coronary Heart Disease
Coronary heart disease in falling in incidence in the GGHB area. The WHO Monica
project has confirmed that Glasgow risk factor prevalence has fallen greatly over the
past decade. We have started from a high base, however, and the improvements set
for us in the White Paper are still challenging. Enormous improvements in risk factor
prevalence are necessary if we are to achieve the target in deprived areas.
Indicator

Age standardised mortality rate from CHD in people under 75
years.

Target

Reduce by 50% between 1995 and 2010: ie from 143 to 72 deaths
per 100,000 population.

GGHB Position Registrar General 1995-1997 data indicate, for GGHB
residents aged 0-74 years, standardised mortality rates per 100,000
population of 148 (206 for males and 96 for females). This
represents a Standardised Mortality Ratio of 109 OIl for males and
109 for females. Scotland = 100). For the population living in
Social Inclusion Partnership (SIP) areas, the standardised rate is
170 per 100,000; and the ratio, 124. This compares with a rate of
140 per 100,000, and a ratio of 102 in non-SIP areas.
1.1 .4

Cancer
Cancer mortality is relatively static in the area. We could achieve our target if smoking
and diet changed in the population. The smoking prevalence among women will lead
to a serious and substantial increase in lung cancer rates in Glasgow women over the
next two decades. Those women in their 30s and 40s currently smoking will have
significant risks of death from lung cancer when they reach their later years.
Indicator

Age standardised mortality rate from all cancers in people under 75
years.

Target

Reduce by 20% between 1995 and 2010: ie from 188 to 150 deaths
per 100,000 population.

GGHB Position Registrar General 1995-1997 data indicate, for GGHB residents
aged 0-74 years, standardised mortality rates per 100,000
population of 211 (236 for males and 189 for females). This
represents a Standardised Mortality Ratio of 115 (118 for males and
113 for females. Scotland = 100). For the population living in SIP
areas, the standardised rate is 214 per 100,000; and the ratio, 116.
This compares with a rate of 210 per 100,000, and a ratio of 114 in
non-SIP areas.
1.1.5

Smoking
In addition to causing a variety of cancers, smoking in pregnancy has specific effects
on the developing foetus, causing low birth weight and increasing the risk of ill health
in later life. Maternal smoking also increases the risk of lung disease in children living
in the house and is clearly an area we wish to target.

4
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1.1.6

Indicator

Smoking among young people (12-15 year olds).

Target

Reduce smoking among young people
between 1995 and 2005 , and to 11 % by 2010.

GGHB Position

Not known currently.

Indicator

Proportion of women who smoke during pregnancy.

Target

Reduce the proportion of women who smoke during pregnancy
from 29-23 % between 1995 and 2005 , and to 20% by 2010.

GGHB Position

Not currently known. Best estimate is health visitor data which
indicates that during 1999 in GGHB 26.9 % of mothers reported
being smokers at the time of their first health visitor visit
(10 days). In the SIP areas, the rate was 47.5%; in non-SIP
areas it was 19%.

from

14-12%

Alcohol Misuse
Glasgow's problem with alcohol-related ill health is well-known. The direct, toxic
effects of alcohol consumption are, perhaps, better known than the considerable
burden of mental ill health caused by excess consumption. Domestic violence and
depression are major problems in this city and many such cases are exacerbated by
alcohol. We have one of the highest death rates from trauma in Scotland and, again,
inappropriate alcohol consumption lies at the root of many deaths.
Indicator

Prevalence of men and women aged 16-64 exceeding weekly
limits of 21 and 14 units of alcohol.

Target

Reduce incidence of adults exceeding weekly limits: from
33-31 % for men between 1995 and 2005 and to 29% by
2010; and from 13-12% for women between 1995 and 2005
and to 11 % by 2010.

GGHB Position

Latest data for GGHB (1999) indicates that 20.3% of the
population are exceeding recommended weekly limits of alcohol
consumption, this represents 28.1 % of males and 12.8 % of
females. There is no statistically significant linear association
with age, social class or level of deprivation.
[NOTE: There is a recognised problem of under-reporting in
relation to alcohol consumption. Further work will be carried
out, linked to the Board's developing alcohol strategy, to test
these reported levels in relation to other NHS data.]
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1.1.7

1.1.8

Teenage Pregnancy

Indicator

Pregnancy rate among 13-15 ye ar olds.

Target

Reduce by 20% between 1995 and 2010.

GGHB Position

Baseline rate for teenage pregna ncy in GGHB (13-15 year olds)
as at 31 March 1998, is 10.3 pe r 1,000. This compares with the
Scottish figure of 8.7 per 1,000

Dental Health
Dental caries is the commonest reason for children requiring a general anaesthetic in
Glasgow. Although general anaesthesia is a safe procedure, recent tragedies underline
the non-trivial nature of such treatment. We await national advice on fluoridation of
water supplies. In the interim, we have demonstrated that it is possible to improve
children's dental health through other means. This is clearly an area where
improvements can be made.

Indicator

Proportion of 5 year olds with no experience of dental disease.

Target

60% of 5 year olds to have no experience of dental disease.

GGHB Position

Latest data for GGHB (1997) indicates that only 35 % of 5 year
olds in GGHB had no experience of dental disease. The
variations by DEPCAT are shown below.

DEPCAT

% 5 year olds with n o experience
of dental dis ease

1

63.0

2

53.8

3

43.3

4

41.7

5

31.5

6

35.4

7

15.6

6

1.1.9.

SECOND RANK TARGETS

Indicator

The indicators from the Diet Action Plan apply. These are
largely expressed in terms of nutrient intake, and the
establishment of a baseline position requires complex recording
of dietary intake. The data collected through our population
survey provides insights into the eating behaviours associated
with the nutritional targets concerning fruit and vegetables,
bread, cereals and oily fish. We have not been able to assess
intake of complex carbohydrates, fats, salt or sugar.

Targets

• Average intake of fruit and vegetables to double to more
than 400 grams per day.
• Intake of bread to increase by 45% from present daily intake
of 106 grams, mainly using wholemeal and brown breads.
• Average intake of breakfast cereals to double from the
present intake of 17 grams per day.
• Oil rich fish consumption to double from 44 grams per week,
to 88 grams per week.

Fruit and vegetables
GGHB Position
for 16-64 year oids 24.1 % (21.9% of males and 26.1 % of females (difference not
statistically significant)) report consuming five portions per day.
There is a strong association with social class (ranging from
43.9% in social class A, to 14.7% in social class E); and a
significant difference between SIP (18.4%) and non-SIP (26.3%)
areas.
Bread and rolls
17.6% (25% of males and 10.5% of females) report consuming
at least five slices per day. As well as this striking difference by
gender, there is a strong association with age (intake reduces with
age) and social class (intake increases with lower social class).
Breakfast cereal
40.9% (39.9% of males and 41.8% of females (difference not
statistically significant) report consuming five portions per week.
There is a strong association with social class (ranging from
47.4% in social class A, to 30.9% in social class E); and a
significant difference between SIP (34.7%) and non-SIP (43.2%)
areas.
Oily fish
25.7% (24.1 % of males and 27.2% of females (difference not
statistically significant) report consuming at least two portions
per week. There is a significant difference between SIP (16.8%)
and non-SIP (28.9%) areas.
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1.1.10

1.1.11

1.1.12

Smoking
Indicator

Rate of smoking amongst adults (aged 16-64) in all social classes.

Target

Reduce rate of smoking from an average of 35-33%
between 1995 and 2005, and to an average of 31 % by 2010.

GGHB Position

Latest data for GGHB (1999) indicates that 41.6% (43.l % of
males and 40.1 % of females, difference not statistically
significant) of the population in this age range are smokers.
There is a strong linear association with social class (ranging
from 12.3% smokers in social class A, to 66% in social class E),
and a significant difference between SIP (54.1 %) and non-SIP
(37%) areas. 38.4% of 16-19 year olds in Greater Glasgow
smoke, rising to 43.6% of 20-29 year oids. Levels in 30-40
year olds are slightly lower, but rise to 45.2% among 50-64
year olds.

Alcohol Misuse
Indicator

Frequency and level of young people (12-15) drinking.

Target

Reduce frequency and level of drinking from 20% of 12-15 year
olds, to 18% between 1995 and 2005, and to 16% by 2010.

GGHB Position

Not currently known.

Physical Activity (two targets)
Indicator

Proportion of 11-15 year olds taking vigorOUS exercise four
times or more weekly.

Target

Increase proportion from 32% in 1994 to 40% in 2005, and to
50% in 2010.

GGHB Position

Not currently known.

Indicator

Proportion of men and women aged 16-64 taking 30 minutes of
moderate activity on five or more occasions each week.

Target

50% of men and 40% of women taking 30 minutes of
moderate activity on five or more occasions each week by 2005,
and 60% and 50%, respectively, by 2010.

GGHB Position

Latest data for GGHB (1999) indicates that 50.7% (54% of males
and 47.5% of females, p=0.018) report exercising at this level.
There is a significant, linear association with age, showing that
the proportion achieving the target levels of physical activity
decreases with increasing age (from 59.8% of 20-29 year olds, to
39.5% of 50-64 year olds). There is no significant difference
between SIP and non-SIP areas.
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[NOTE: The Glasgow data relates to accumulating 30 minutes
of activity (this is the more up-to-date message to gain health
benefit from physical activity), whereas the national target is
based on figures of single 30-minute periods of physical activity.]
1.1.13

1.1.14

Cerebrovascular Disease
Indicator

Age standardised mortality rate from this disease
under 75 years.

Target:

Reduce by 50% from 1995 level by 2010.

GGHB Position

Registrar General 1995-1997 data indicates, for GGHB residents
aged 0-74 years, standardised mortality rates of 44 per
100,000 population (52 for males and 37 for females). This
represents a Standardised Mortality Ratio of 109 (119 for males
and 100 for females. Scotland = 100). For the population living
in SIP areas, the standardised rate is 48 per 100,000; and the
ratio, 119. This compares with a rate of 42 per 100,000, and a
ratio of 105 in non-SIP areas.

In

people

Dental Health
Indicator

Proportion of 45-54 year olds with no natural teeth.

Target

Less than 5% of 45-54 year olds to have no natural teeth by
2010.

GGHB Position

Latest data for GGHB (1999) indicates that 11 % (14% of males
and 7% of females) of this age group have no natural teeth.
Although the difference is not statistically significant, this
represents 15% of those in SIP areas and 9% of those in non-SIP
areas.

1.1.15. MEASURES OF HEALTH AND WELL-BEING
National indicators and targets have not yet been agreed for measures of health
and well-being. Such measures are, however, useful 'summary' measures of health
and quality of life in our population and communities. Therefore, our local survey
included a range of health and well-being measures. Some headline results are
outlined below, and relate to the total sample aged 16 and over.
• 22% of the population report having a condition or illness that interferes with their
daily living. Among residents of SIP areas, the proportion is 30%.
• 41 % of the population are currently receiving treatment for at least one
condition/illness.
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• On the HADS (Hospital Anxiety and Depression Scale), 7% of respondents'
answers indicated 'caseness' in relation to depression. This measure of depression
is strongly associated with all of our indicators of deprivation. Levels ranged from
1.5% within social class A, to 17.4% in social class E; 2.1 % in DEPCAT 1 to 9.6%
in DEPCAT 7; and 5.3 % in non-SIP areas to 10.4% in SIP areas.
• Overall, 84% (70% in SIP areas ; 88 % in non-SIP areas) have a positive perception
of their quality of life. 79% (70% in SIP areas; 82% in non-SIP areas) have a
positive perception of their general physical well-being; and 85 % (79% in SIP
areas ; 87 % in non-SIP areas) have a positive perception of their general
mental/emotional well-being.
• 20% of the Greater Glasgow population are not registered with a dentist, rising to
28% of residents of SIP areas. And, overall, only 15% of the population (20% of
men; 11 % of women) had no contact with a doctor in the last year.
Once again, these data highlight the striking associations between deprivation and
ill health within the Greater Glasgow population. It reinforces the fact that if we are
to improve health within the Board's area and contribute to the meeting of the national
health targets, we need to improve health within our most deprived communities. In
line with the framework set out in Towards a Healthier Scotland, this will require
action to improve people's life circumstances, as well as to support lifestyle change
and to impact on health outcomes.

1.2

PROMOTING HEALTH AND REDUCING INEQUALITIES

1.2.1

In setting out the strategic framework for the Board's work to promote health and
reduce inequalities, our previous Health Improvement Programmes (HIPs):
• established that the HIP was underpinned by a model of health which has physical,
mental and social dimensions; and that our aim is not only to reduce levels of ill
health and premature death within the population, but also to enhance quality of life;
• set out the working principles which guide our activities: partnership with agencies
in the public, private and voluntary sectors to tackle the fundamental determinants
of health; empowerment of local people by providing opportunities for them to
have greater control over the decisions which affect their health; and accountability
through increased levels of communication with the Greater Glasgow population;
• presented a framework for improving health status, emphasising that social and
economic factors are the overriding determinants of health in modem society;
• highlighted the importance of relative circumstance, and the fact that, in order to
improve the population's health, we need to concentrate more on narrowing the
gaps that exist between different subgroups and communities;
• gave a comrnitm~nt that action to reduce health inequalities would guide all
components of the HIP. This commitment is also reflected in our financial
framework and investment priorities.
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1.2.2

In translating this direction into programmes of action to reduce inequalities in health,
we established a four-level approach comprising initiatives designed to:
• strengthen individuals;
• strengthen communities;
• improve access to services and facilities;
• encourage macro-economic and cultural change.

1.2.3

Each of these levels of action is applied to the three broad foci for action set out in
the Health White Paper Towards a Healthier Scotland. These three foci are life
circumstances, lifestyles, and direct work on priority health topics. In this HIP, for the
first time, we present our detailed plans for promoting health and reducing inequalities
in relation to these three foci for action and the priorities set out in the White Paper.

1.2.4

In last year's HIP, we described briefly the major strategic developments in 1998
which had a significant influence on our priorities and action programmes. These
included the Health White Paper, the Glasgow Alliance Strategy, the establishment of
Social Inclusion Partnerships, and the introduction of New Community Schools. Each
of these remains a major influence on our work programmes, as reflected in this
current HIP, and we now have in place long-term plans and commitment to these
strategies.

1.2.5

1999 has seen both increased emphasis on these strategies and the introduction of
further major developments. Of particular importance was the launch of the Social
Inclusion Strategy for Scotland, more recently developed into a vision for
delivering social justice. This vision has five key components:
1. A Scotland in which every child matters, where every child, regardless of their
family background, has the best possible start in life.
2. A Scotland in which every young person has the opportunities, skills and support
to make a successful transition to working life and active citizenship.
3. A Scotland in which every family is able to support itself who can and security for those who can't.

with work for those

4. A Scotland in which every person beyond working age has a decent quality of
life.

5. A Scotland in which every person both contributes to and benefits from the
community in which they live.
Ambitious milestones and targets have been set for each of these five components.
GGHB is committed to working with its partners towards making this vision of social
justice reality for the Greater Glasgow population.
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1.2.6

Another major policy emphasis that has informed our programmes this year is the
importance being placed on lifelong learning. In addition to the Community Schools
programme, we are working with our local authority partners on Education Action
Planning, and Community Learning Strategies. Within the NHS, the new Learning
For Life initiative will make an important contribution to improving health and quality
of life for NHS staff.

1.2.7

Common strategic themes from this strategic framework include:
• a strong focus on children and young people;
• an emphasis on local working within communities, ie involving local people, and
addressing local needs and issues;
• increased attention to the prevention of problems, particularly through work with
those at highest risk;
• the need to establish and maintain strong partnerships with other agencies;
• the importance of social policy and investment in social support and infrastructure;
• a recognition of the value of learning, and not only in relation to employment.
These themes are strongly reflected in the action plans presented in Chapter 5.

1.3

PRIMARY CARE

1.3.1

Greater Glasgow Health Board and the Primary Care Trust are committed to the
development of Primary care services. It is recognised that it will need an investment
of additional resources sustained over time within a clear strategic development
framework.
An overarching strategy is being developed to guide local implementation and relate
actions on a wide-ranging front. It will enable us to:
• agree a vision and set of principles;
• establish a coherent and unified planning approach;
• demonstrate the capacity and willingness to take on the challenge;
• engage the support of the public and service partners;
• secure the resources needed to do the job.
Developing Primary care is not just about bolting new resources onto what we already
do - it involves reshaping ways of working to achieve greater effectiveness.
A particular challenge is to achieve incremental change while developing strategic
planning, rather than that process blighting development.
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The establishment of the Primary Care Trust and Local Health Care Co-operatives
gives us the vehicle for a unified approach. Their growing partnership with
community care and community development further enhances our capacity to shift
the focus of the health system.
1.3.2

The challenge is for Primary health care to demonstrate that it can meet these
expectations to fundamentally improve the way services are delivered and the way we
work together. That is, create a co-ordinated service system that is highly competent,
makes the best possible use of new technologies and knowledge and is responsive to
the needs of patients, families and communities.
The first step in developing a strategic framework was the open space event 'Shaping
the Future of Primary Care in Glasgow'. Over 350 participants met at Celtic Park
in Parkhead to generate ideas and identify the issues that need addressed to enable
Primary health care to realise its full potential. It involved representatives of Local
Health Care Co-operatives, community and voluntary organisations, local authorities,
Greater Glasgow Health Board, academic and professional bodies and the Scottish
Executive.
The event maximised involvement. Initially a list of over 60 issues was created which
covered a wide range from specific health problems in the community, target groups,
organisational and finance arrangements. Later, fifteen of these issues were identified
for further work on the day.
The issues have been categorised under five headings:
• Service Developments and Improvements;
• Service Partnerships and Multidisciplinary Teamwork;
• Community and Consumer Participation;
• Equity & Priority Groups;
• Quality Improvement.
In addition, a series of important issues will need to be addressed to ensure that
Primary care infrastructure and support is enhanced to fulfil this ambition.
A process of wide consultation among stakeholders has now commenced. This is
necessary to ensure that all of the issues and priorities have been identified. In
particular, the open space event was not designed to gain the views of the public or
users of services. It will be necessary to undertake work to identify their
understanding, perception, experience and vision for Primary health care. This is
likely to involve identification of existing sources of data and commissioning new
work where necessary.

1.3.3

Primary health care is not a single organisation, profession or way of working.
Changes in technology: treatments and health needs are occurring rapidly and are
difficult to predict over the long term. This diversity and pace of change means that
it would not be possible or desirable to create a master plan that predicts every detail
of our future actions. Described overleaf for debate are a set of principles which are
proposed to give a consistent approach to the development of our plans.
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Service Development and Improvements

Equitable access to a basic range of health promotion, early detection, assessment and
treatment services.
A holistic approach that recognises the social determinants of health and treats people as
more than a collection of illnesses or problems.

Service Partnerships and Multidisciplinary Teamwork
Co-ordinated service delivery through multidisciplinary teamwork.
Inter-agency partnerships and working together to meet the needs of people.

Community and Consumer Participation
Community and user participation in service planning, delivery and evaluation.
Services will promote the ability of individuals, families and communities to be
responsible for maintaining and promoting health.

Equity and Priority Groups
Targeting services and programmes to those groups in the community with the lowest
health status.
Interventions should be the minimum that are effective and matched to the needs of
people not service providers.
Respect for the way in which people identify and interpret health problems and their
solutions.

Quality Improvement
A commitment to continuous improvements in quality.
Investment in activities that can demonstrate health improvements.
Providing the public with value for money in the way services are delivered.
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1.4

ACUTE SERVICES
Last year's HIP explained why change in the role of acute hospitals is inevitable:
• 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. What is called 'Ambulatory Care' is now the principal type of
experience that the vast majority of patients have with hospitals;
• unfailingly, increased specialisation makes it difficult to offer the safest and most
appropriate expertise if the specialists themselves, their specialist support staff and
equipment are too thinly spread between different hospitals;
• shorter working hours and a stronger educational focus for junior doctors, with
more rigorous policing of these conditions by Postgraduate Deans and Royal
Colleges, have led to greater demands being placed on hospital consultants who are
themselves subject to the EU maximum working hours directive. This leads to
further stretching of the available specialist expertise;
• pressure from Government and Parliament on securing more efficient use of
taxpayers' money is continuously exerted on the NHS. Cash spent on inefficiently
used buildings and equipment means less availability of hands-on care of patients
by clinical staff. More recently, the additional cash provided by the Government's
Comprehensive Spending Review has been linked to an understanding that it will
be reciprocated by NHS commitment to drive up standards and efficiency.

1.4.2

We described the potential for these influences to cause significant problems unless
they are constructively managed. The alternative, 'salami slicing' of bed numbers and
yet more stretching of specialists, will seriously compromise the quality of services
available to patients. We suggested the development of larger specialist clinical teams
with a good critical mass of senior and junior medical staff, large enough to organise
stronger round the clock emergency services on fewer sites while still providing
locally accessible out-patient and day case services (which is what most patients'
experience of hospitals now is). The reports of the Royal College of Surgeons
on Emergency Surgical services, the Audit Commission Report on Accident &
Emergency services, the Senate of Surgery Report on Consultant Numbers and
Subspecialisation and a BMAIRoyal Colleges' document on Acute Hospital Services,
all reinforced the growing consensus that larger clinical teams, serving populations of
between 400,000 and 500,000, are needed. As the BMAIRoyal Colleges' document
on Acute Services stated: "The present distribution of hospital units providing acute
and emergency and surgical care needs to change if patients are to benefit fully from
recent advances in acute care."

1.4.3

Scotland's Acute Services Review, led by the Chief Medical Officer, reported in May
1998. It had been set up to report on how planning for acute services should respond
to these and other influences, ensuring the maintenance of the highest quality hospital
services for the country as a whole. We do not try to describe in full the conclusions
of the Review here, bui have drawn out its key elements for Glasgow.
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1.4.4

The Review Report reaffirmed that a model of numerous hospitals usually currently
attempting to be self-sufficient in meeting the needs of their catchment population,
will be difficult, if not impossible, to sustain unless there is a change of approach. It
established the concept of managed clinical networks as a model for the organisation
of clinical services - sharing expertise and resources across traditional organisational
and service boundaries. This model has the aim of addressing the requirements of
modern clinical practice while maintaining as much local access to services as
possible. It involves modifying and reshaping the existing network of hospitals. Most
out-patient, routine diagnostic and day case services would remain locally provided as
they are now. Some in-patient services would continue to be provided locally so long
as patient safety and appropriate expertise can be made available. In other instances
it would be safer if patients went to a more distant hospital where the right clinical
skills and equipment could be assured. Our approach of wanting to build strong
clinical teams and organising their commitments more efficiently is consistent with
this approach.

1.4.5

The Review also recommended development of the trauma centre concept (in
Glasgow, Edinburgh, Dundee and Aberdeen) and integrated regional vascular surgery
services. On emergency care it recognised the potential for better integrated Primary
and Secondary care services, and encouraged innovation in models of service
delivery. The Audit Commission has also pointed us in this direction.

1.4.6

In addition to these trends that exist everywhere, Glasgow faces the challenge of what
to do about a pattern of hospital facilities which is seriously unsatisfactory. Not one
of the existing five adult acute hospitals is fully physically fit for purpose and many
of the buildings are old. Creating a pattern of five new state-of-the-art hospitals, at a
capital cost of not less than £600 million and more likely nearer £1 billion, is not
feasible. We need to achieve significant new capital investment, but it will have to be
affordable (in an era of capital charges) and will necessarily depend on hospitals
developing complementary roles with new investment targeted to provide
fit-for-purpose facilities for those roles.

1.4.7

The Acute Services section in Chapter 5 summarises our proposals, currently out to
extensive public consultation.

1.5

COMMUNITY CARE

1.5.1

Our shared agenda with local authorities has continued to be:
• striking the right balance between institutional and community care and social and
health care provision;
• achieving services which are integrated and cohesive;
• improving the quality range and reliability of services;
• intervening at as early a stage as possible and focus on rehabilitation to minimise
long-term disability and institutionalisation .

.

16

j

1.5.2

The progress and plans for each client group are set out in the Detailed Plans section.
Strategic issues which are a focus of debate and will be more fully reflected in the
final HIP include:
• dealing with demand pressures in a collective way which reflects joint
responsibility for community care;
• rigorous consideration of whether the NHS adds any value and should have any
significant role in the provision of long-term residential care;
• developing models of joint working which genuinely break down barriers between
services;
• achieving an approach to devolution of decision-making and resources to local
level which fully exploits the potential for joined-up working between
co-operatives and local authority teams;
• the tension between the policy objective of enabling more people to remain in their
own homes and the high costs of such provision compared to institutional
solutions.

1.6

CHILD HEALTH

1.6.1

This section should be seen in the context of the broader strategy of the overall HIP.
For example, strategies to reduce inequalities in health, the Primary care strategy and
the mental health framework are relevant to improving child health. Other issues such
as sexual health, tobacco control, nutrition and community safety will also have
important implications for child health.

1.6.2

There is a growing basis for the belief that the early years of life are crucial for future
development.
Evidence shows that effective early support for children and their families:
• improves young children's quality of life;
• increases children's educational performance, vocational potential and social skills;
• decreases the likelihood that children will become involved in expensive and
damaging antisocial behaviour.
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1.6.3

The Health Board is committed to intervening in early life to improve the health of
children, families and the future health of adults. The Board established a Child
Health Strategy Group during 199912000, chaired by the Chief Executive of the Board
with membership from Trusts, public health and health promotion. The Group aims
to take an overview of strategic developments in child health, co-ordinate the Health
Service response to a range of other relevant initiatives (see below), and to review and
plan for specific health services such as community child health, accident and
emergency (A&E) services and community dentistry.

1.6.4

The Board's Strategy for Child Health will be integrated with a range of National
Policy initiatives:
• Sure Start Scotland
• Central Government Response to Safeguarder's Review
• New Opportunities Fund
• Excellence Fund for Schools -

New Community Schools

• 'Working together for a Healthier Scotland'
• Primary care strategy and development of LHCCs
• Community Safety
• Social Justice.
1.6.5

A particular challenge is to link the work of the Health Strategy Group to detailed
planning work with each local authority, and in doing so, ensure that joint priorities
are agreed.

1.6.6

Our vision in Greater Glasgow is one in which economic development, employment,
lifelong learning, decent housing, a sustainable environment and good health interact.
Specifically for children, this means improving self-esteem and social confidence
among children and their parents. Improving the health of children in Greater
Glasgow is a crucial element in improving their future health as adults and hence, over
time, the health of the population as a whole. The current inequalities in socioeconomic and health circumstances are so great that our vision must include a
sustained effort to break the generation cycle of ill-advantage. Our vision includes
equal access to care for all children but the improvement of health for the most
vulnerable children will require services to be not only locally-based, wherever
possible, but also non-stigmatising.

1.6.7

Our approach will require us to work in partnership with other agencies, community
groups and parents. For parents and children, connections between services should be
as seamless and accessible as possible. This will require clarity about roles and
explicitly designed ways of working. Where the interests of children demand it, there
should be integration of services and their funding. Professional barriers that impede
this approach must be tackled and their adverse effects overcome.

18

1.6.8

The ideal service will be robust and sustainable, dynamic, flexible in its deployment
of skills, effective and capable of learning. It will weave together Primary and
Secondary care roles into a truly combined child health service. Triage, care pathways
and referral protocols will be used to achieve the best alignment between skill, roles
and resources on the one hand, and children's needs on the other. Both Primary and
Secondary care will have a PATCH-based focus in order to achieve the local and
community-based approach.

1.6.9

The pattern of registration with GPs means that the PATCH concept cannot be neatly
defined in geographical terms. An LHCC will have a greater capacity to respond to a
'PATCH mentality' than any single GP practice. LHCCs offer scope to build networks
with other agencies and with community groups and to increase confidence in
working towards our vision.

1.6.10

Over the next year we wish to develop further the model of community child health
teams working with LHCCs, delivering some specific interventions, exercising a
proactive co-ordinating overview and pursuing the essential networking on
community development approach. The concept does not mean the invention of a
whole new team of people. What is new are the co-ordinating, networking and
'supra-practice'roles. The 'Starting Well' demonstration project and the pilot projects
proposed in the review of the public health role of health visitors will be used to
stimulate this process.

1.6.11

The key components of the emerging GGHB strategy include:
• enhanced emphasis on improving health of all children and reducing inequalities in
children's and young people's health;
• family support - flexible co-ordinated support should be available for all families.
This includes parenting education, home visiting programmes and group-based
interventions;
• services should be local and community-based, easily accessible and wellconnected with other agencies and services;
• services will be designed utilising a PATCH-based approach and further
development of Community Child Health Teams;
• specialist services for children at risk should be available at the heart of universal
family support provision;
• joint working with education, social work, culture and leisure departments in the
development of community-based family learning centres, offering a range of
centre-based and outreach family support. Supporting the combined and integrated
child health model;

19

• partnership with parents and local communities;
• working through existing partnership structures, particularly social inclusion
partnerships and local authority children 's planning structures, to improve the
circumstances in which children grow up;
• establishment of a planned approach to the development of tertiary paediatric
services on a regional and national basis, leading to commissioning of services on
a West of Scotland and national basis;
• secondary care services delivered, where possible, in an ambulatory care setting;
• within the context of reconfiguration of acute services, ensuring that the most
appropriate children are cared for within Royal Hospital for Sick Children;
• improved targeting of surveillance and screening services for children to ensure
that the most needy children have access to services.
1.6.12

Against this background we must nurture the role of Yorkhill as an integrated part of
this seamless service and its wider role as a regional and national provider of tertiary
services. We should ensure that the false dichotomy between advocacy of child health
on the one hand and the need to tackle child illness on the other is not allowed to
deflect our collective effort.

1.6.13

Within the detailed plans for children's services there are some key strands:
• the role of A&E services and links with Primary care;
• better integrated services for children with complex needs;
• a need to offer more family support for families with disabled children;
• reappraisal and clarity of the role of the school health service;
• integrating the skills and competencies of tertiary care clinical staff with work of
community child health services;
• services underpinned by an information strategy which facilitates sharing of
information between Primary and Secondary care and amongst agencies;
• commissioning of tertiary services on a regional basis.

1.7

MENTAL HEALTH

1.7.1

Mental health remains one of the major priorities for the NHS in Scotland. Following
the publication of the National Framework for Mental Health Services in September
1997, the Board, in partnership with local authorities and the Community and Mental
Health Services NHS Trust, carried out a major strategic review of mental health
services and prepared a Joint Mental Health Strategy. The Strategy, which was
adopted by the Board in May 1999, set out a six-year programme of change in mental
health services to address the significant levels of mental health morbidity across
Greater Glasgow.
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1.7.2

Following the completion of the Strategy, a major review encompassing the future
configuration of mental health provision, including hospital locations and bed
numbers, has been carried out. The proposals for the review have been issued as a
Consultation Paper 'Modernising Mental Health Services' and are summarised in the
Detailed Plans Chapter.

1.7.3

A priority for mental health services emerging from the Strategy is the need to ensure
mental health issues are given a high priority in the developing work on Social
Inclusion and tackling poverty and depression across Glasgow. The clear correlation
between poor mental health status and deprivation is well-established and this is often
exacerbated by the increasing incidence of major mental illness and associated drug
and alcohol abuse. There is, therefore, a need for the Mental Health Strategy and
implementation to dovetail with the ongoing work on drugs and alcohol and the Social
Inclusion Partnership Boards.

1. 7.4

Much of the strategic work on mental health to date has addressed the needs of people
who already have severe and enduring mental health problems. During 2000/01, there
is a requirement to develop more preventative approaches and to identify and help
people at risk of becoming mentally ill. This again links to the inequalities in health
agenda with a particular emphasis required to be directed towards developing
strategies for prioritising the mental health and well-being of children and young
people. There is also a need to develop a programme of work to reduce the stigma
associated with mental illness.

1.8

MODERNISATION AND ACHIEVING BETTER SERVICES FOR PATIENTS
The Scottish Executive has established a clear agenda of change for the NHS in
Scotland to modernise and transform the NHS. This section describes our approach
to the achievement of better services for patients and the Modernising Initiative.

1.8.1

Achieving Better Services for Patients
The White Paper, Designed to Care made a number of commitments to extend the
effective involvement of patients and the public. These commitments were reinforced
by Management Executive Guidance in April 1999, requiring Health Boards and
Trusts to designate a Director to lead this work and establishing the following
priorities:
• developing patient-focused services, including improving reliability and
co-ordination, clinical effectiveness, patient involvement in decision-making and
better information for patients;
• increasing public involvement in Primary care;
• developing and improving advocacy services;
• addressing issues of mixed sex accommodation;
• improving services for ethnic minorities;
• achieving best practice in dealing with complaints;
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• producing better information for patients;
• delivering more timely discharge information;
• working more effectively with local health councils;
• implementing the volunteering strategy.
1.8.2

We see these requirements as fundamental to the way services are delivered to
individual patients and how the public are involved in decisions about health care.
Progress in a number of the key areas is included in the Detailed Plans section. We
expect each Trust's Implementation Plan to describe priorities for progress in 2000/01.

1.8.3

A fundamental plank of the achieving better services for patients agenda is involving
the public and other interests in policy-making and planning remains a significant
challenge. As well as a number of seminars for the health council, briefings for MSPs
and discussion with local councillors, we have consulted extensively on a number of
service strategies and plans. Particular efforts have been made to achieve engagement
and dialogue on maternity services, with user workshops; on mental health, with the
development of a user network; with the new SIP Boards and with the Medical
advisory structure in developing this programme. The current consultation exercise
on acute services reflects a substantial and concerted effort to find innovative ways to
connect with the public we serve. The Financial Framework section of this
programme reflects on the need to achieve greater transparency in setting investment
priorities.

1.8.4

We are open to suggestions and proposals about how we make further progress to
improve the level of public engagement.

1.8.5

MODERNISATION

In addition to the Achieving Better Services for Patients pnontles, the Scottish
Executive has set out an agenda to modernise the NHS in the context of the
'Programme for Government' published in September 1999 which included a number
of specific commitments. The Modernisation agenda for health has four key themes
and a number of specific requirements.
1.8.6

Key Themes
1. Providing high quality modem serVIces responsive to people's needs and
expectations.
2. Working in partnership with patients and staff.
3. Open and accountable.
4. Embracing change with determination and vigour.

1.8.7

Specific Requirements
• Developing ambulatory care and one-stop clinics.
• Implementing managed clinical networks.
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• Partnership with social work on community care.
• Developing NHS Direct.
• Using capital to modernise services.
• Developing Healthy Living Centres.
1.8.8

How does this Health Improvement Programme measure up against these
imperatives?

• Providing High-Quality, Modern Services Responsive to People's Needs And
Expectations
At both a macro and micro level this HIP proposes substantial changes to services
directed at achieving step improvements in quality for patients. Strategies for
Acute Services, Mental Health and Learning Disabilities, present significant
proposals to modernise services. At a micro level, our Detailed Plans section sets
out a large number of commitments to change services: for people with epilepsy,
head injuries, the homeless, the elderly, patients on waiting lists - and in many
other areas. Our investment proposals, on cancer services, radiology, Primary care
and in other priorities are directed at redesigning services as opposed to providing
more of the same.

• Working in Partnership with Patients and Staff
This HIP was developed with our Greater Glasgow Partnership Forum - a
subgroup of which produced the Human Resources section. Under the Achieving
Better Services work, outlined above, Trusts have focused on involving patients.

• Open and Accountable
The section on public involvement outlines in detail our approach. We need to
continue to strive for greater openness and accountability. The experience of the
Secure Unit development at StobhilI has been a difficult one but has already
changed the way we deal with issues. The Acute Services proposals process is a
step change in NHS public consultation

• Embracing Change with Determination and Vigour
This HIP sets out a fairly comprehensive and challenging programme of change for
NHS services and for improving health it has the support of our Trust colleagues
and the engagement of local authority partners.
On the specific issues: we are proposing two Ambulatory Care Centres offering
substantially better services to patients; joint planning for community care with local
authorities is at the core of our proposals in community care; on cancer services,
managed clinical networks are central to our approach; we are supporting the
development of a number of Healthy Living Centres; and we see the GEMs service as
an ideal vehicle to pilot a different Scottish approach to NHS Direct. The HIP also
connects to significant capital proposals to modernise acute and mental health
serVIces.
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Overall, this HIP begins to address the modernisation agenda but we need to increase
the pace and coverage of change and ensure that in finalising our financial plans the
modernisation agenda is a priority for investment.
1.9

PARTNERSHIP WORKING

1.9.1

None of the work described in this Health Improvement Programme can be delivered
by GGHB alone - and indeed, none of the plans has been developed by GGHB alone.
All of our work is collaborative - developed and implemented in conjunction with
our many partners.

l.9.2

Designed to Care, the NHS White Paper, marked a shift from competItIOn to
collaboration within the NHS. Strategies, such as the acute services strategy, are
developed jointly between the Trusts and the Heath Board. The Primary Care strategy,
which is at early stages of development, has a wide range of constituents from within
the NHS and beyond, involved in its progress.

1.9.3

The Health Board is also a partner in a number of multi-agency partnerships. Within
Glasgow City, our two main partnerships are the Glasgow Alliance and the Glasgow
Healthy City Partnership. The Alliance has an infrastructure of Social Inclusion
Partnerships (SIPs), within local communities and on particular themes, and the NHS
is active in each of these. The Healthy City Partnership progresses its work through
working and task groups, on issues such as women's health, tobacco and health, food
and health, transport and health, and community development and health. Again,
GGHB is actively involved in each of these, chairing several groups.

1.9.4

Some of our priorities are progressed through issue-based partnerships, focusing not
on the broad aim of improving health or regenerating communities, but on tackling
specific problems and issues. Examples include: the Drug Action Team (DAT), the
sexual health planning and implementation group, and the inter-agency physical
activity forum, and community safety partnerships.

1.9.5

Increasingly the Health Board is involved in joint commissioning of services, with
local authorities and the voluntary sector. This is particularly the case in relation to
community care groups, and is an approach that we will continue to develop.

1.9.6

Through the processes of community planning, we have partnership mechanisms in
place with all of the local authorities (and their other partners) to agree a joint plan and
priorities for their populations. Health is a major issue for all of these plans, although
each is developing a unique perspective.

1.9.7

Our work in partnership with local communities, members of the public, and users of
our services is getting stronger, but we are acutely aware of the difficulties of making
this meaningful and empowering for local people. We will continue to work to
strengthen this aspect of our partnership approaches in the coming years.
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CHAPTER TWO
PROTECTING THE PUBLIC HEALTH

2.1

COMMUNICABLE DISEASES

2.1.1

Immunisation against infectious diseases remains one of the most cost-effective health
protection measures. In September 1999, the Government announced the introduction
of a new vaccine against Group C meningococcal infection. Immunisation of
university/college students began in autumn 1999, but the whole programme which
will target over 240,000 children and young adults in the Greater Glasgow Health
Board area will continue until the end of 2000. The Immunisation Co-ordinator of the
Health Board has a key role in overall co-ordination of the whole programme and he
will work closely with NHS Trust colleagues to maximise the uptake rate.

2.1.2

In recent years, there has been widespread adverse media publicity about the alleged
side-effects of various vaccines. This, coupled with recurrent shortages of childhood
vaccines, has seen a drop in the vaccine uptake rates by 2-3% nationally. Maintaining
high uptake rate in Glasgow remains a challenge for the next few years.

2.1.3

GGHB accounts for 191 cases, approximately 40% of total cases, of tuberculosis (TB)
in Scotland. TB has long been recognised as a disease of the poor and homeless.
There are continuing clusters of cases in the homeless units and the Health Board is
looking at ways of offering screening programmes to this at-risk group who do not
always access the services available to other client groups.

2.1.4

Hepatitis C virus infection is becoming a growing problem among the intravenous
drug users (lDUs) in Glasgow. 2,989 cases have been diagnosed in the Health Board
area by December 1998 and Glasgow accounts for 37% of total cases in Scotland. It
is estimated that over 80% of all IDUs are already infected by this virus. Combined
antiviral treatment has been licensed in 1999. This gives only 40-45% response rate
at a cost of over £10,000 per patient (investigation and treatment). The Health Board
has set up a Strategy Group on Hepatitis C infection and the Group's recommendation
will be available in early 2000. There will be major resource implications for the
Health Board unless urgent actions are taken to prevent the spread of this infection.

2.1.5

Outbreaks of Hepatitis B among IDUs continue to occur in Scotland. In 1997 and
1998, there was a major outbreak in Port Glasgow within the Argyll and Clyde Health
Board area, and in 1999, there has been an ongoing outbreak in the Grampian Health
Board area. GGHB has the largest number of IDUs within its boundary and the
potential for similar outbreaks is significant. To prevent this occurring in Glasgow,
the Health Board initiated a pilot project in 1999 offering Hepatitis B vaccine to IDUs
attending a city centre-based drug crisis centre and a drug problem service clinic. This
project will continue for 18 months and will be fully evaluated before deciding on
whether to provide this service to all IDUs in other settings.
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2.1.6

Chlamydia Trachomatis is the commonest bacterial cause of sexually transmitted
infection in Scotland. A multidisciplinary group has been set up in Glasgow in 1999
following the publication of the CMO Expert Group report and the draft SIGN
Guideline on Chlamydia. The Glasgow group's report will be available in early 2000.
The group's recommendation will have resource implications for the Health Board.

2.1.7

Outbreaks of foodborne diseases continue to cause significant morbidity within the
Health Board area. The Health Board will continue to work closely with the six local
authorities and four NHS Trusts to update plans in early identification, investigation
and control of these outbreaks.

2.1.8

The emergence of resistance to antibiotics and other anti-infective agents constitute a
major threat to public health locally, nationally and globally. The events during the
summer of 1999 with identification of Vancomycin Intermediate Sensitive
Staphylococcus aureas (VISA) at Glasgow Royal Infirmary further serves to highlight
this problem. The Health Board through its Area Control of Infection Committee
will continue to work very closely with the Trusts' Infection Control Teams in
strengthening the infection control processes in all hospitals. Trust Infection Control
Teams need to be adequately resourced to facilitate effective infection control
programme.

2.1.9

A recent report from the National Audit Office has highlighted a growing mismatch in
many NHS Trusts between what is expected of Infection Control Teams in controlling
hospital infection and the staffing and other resources allocated to them. The standard
of infection control and surveillance of hospital acquired infection are major clinical
care quality issues and these need to be addressed through the Trusts' new Clinical
Governance Initiative.

2.1.10

ENVIRONMENTAL HEALTH

To date, most infection control measures have been directed, in the main, towards
hospitals. In general practice, however, because of the large numbers of patients
treated and the move towards GPs carrying out more minor surgery, the possibility of
cross-infection is substantial. The Health Board is undertaking a major survey of
infection control knowledge and practices among the Primary Care Team members.
The survey findings will be available in early 2000 and the results will be used in
drawing up basic infection control standards. Plans for the appropriate level of
infection control support will also be required at the Primary care setting. The CDIEH
team of the Health Board will liaise closely with the Primary Care Trust Infection
Control Team in identifying the best way to progress this.
2.1.11

The Health Board is involved in a number of ways in action to both protect the
environment and reduce detrimental environmental impact on health. Components
include:
• communicable disease/environment health work carried out by the Department of
Public Health, particularly in relation to specific environmental hazards or
concerns. This includes assessing levels of risk and the impact on health, and then
advising on appropriate action/policy development;
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• attention to the environment as a component of major local partnership strategies,
including the Glasgow Alliance Strategy, the Glasgow Healthy City Partnership
Development Plan and Community Safety Action Plans;
• working to include a health perspective in local planning processes, including the
Clyde Valley Structure Plan and the Glasgow City Plan. These establish the
frameworks guiding how our local environment can be used and developed;
• issue-specific strategy developments on transport and health, food and health,
tobacco control and physical activity. Each of these includes attention to protecting
and improving the environment;
• action as an employer, including implementation of the Scotland's Health at Work
programme and the introduction of an Environmental Management system;
• a health promotion programme to promote active commuting and safer and active
routes to school.
During 2000/01, we will consider systematically our contribution to improving and
protecting the local and global environments. We will work to develop a strategy
which defines the particular roles that GGHB should play in enhancing action to
protect the environment and reduce detrimental environmental impacts on health.
2.1.12

On a day-to-day basis, consultants in public health medicine work closely with
environmental health colleagues in the six councils advised by GGHB as well as
specialists from West of Scotland Water, the Scottish Environmental Protection
Agency, the Scottish Centre for Infection and Environmental Health, the State
Veterinary Service and other statutory agencies. Voluntary sector organisations such
as Friends of the Earth, Powerwatch UK, etc can offer invaluable additional
information and support.

2.1.13

Although local authority colleagues carry legal responsibility for monitoring
environmental hazards, a key input is the medical, scientific and public health advice
from the Department of Public Health CD&EH Unit. This will become increasingly
important as the environment becomes even more congested and built up with ever
new forms of technology and resultant man-made forms of potential hazards, and the
public's concern grows about the potential for ill health effects from these influences.

2.1.14

This input is usually given on an advisory basis only and the degree to which it is
heeded will depend critically on the quality of personal and professional working
relationships between the various agencies as well as the knowledge and credibility of
those giving the advice, and the quality of the individual pieces of work. All the
evidence suggests that the need and demand for this input will increase and that the
service will need to keep up with this demand. Furthermore, there is no evidence to
suggest that health protection could be adequately provided from an individual NHS
trust. It remains a key function at Health Board area level.
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2.l.15

There is a risk that with the recent widespread acceptance of the key role of poverty
and deprivation in the etiology of ill health, environmental health and practical issues
of health protection from environmental threats will be given lower priority. It is our
view that environmental health will become more of an issue in the future and that
environmental hazards (both perceived and real) will become more of a problem for
those most afflicted by poverty and deprivation.

2.1.16

Recent examples of public health concern of environmental origin, investigated by the
CD&EH Unit, include:
• the discovery of sporadic use of leaded solder in the domestic plumbing systems
supplying drinking water in brand new houses that can result in acute lead toxicity;
• the fact that a large unlined special waste landfill site receiving 500,000 tonnes of
waste annually is located immediately adjacent to a population totalling 35,000
people and that its southern border is located just one metre from the River Clyde;
• the implications for health of long-term low level exposure to microwave radiation
resulting from the rapid expansion of the cellphone industry.

2.1.17

In all three examples, there is evidence to suggest that, although a spectrum of society
might be affected, these influences will preferentially affect low income householders
either from the direct effects on physical health (in the case of lead in the water) or
from the psychosocial aspects (the smell from the landfill site; the concern about
health resulting from living near the landfill site or near a mast with unknown long
term effects).

2.1.18

The investigation of potential ill health around Paterson's Tip revealed that twice as
many children aged 0-4 years as expected were living in the inner ring around the tip.
In view of the unpleasant smells and the consequential effect on the population in the
immediate vicinity and the major questions raised regarding their quality of life,
GGHB will continue to monitor the situation until the matter can be resolved.
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CHAPTER THREE
EVIDENCE-BASED CLINICAL PRACTICE

3.1

CLINICAL EFFECTIVENESS

3.1

During 1999, the Area Clinical Effectiveness Committee (ACEC) has considered a
number of topics. A clear theme, which has emerged from the discussions of the
Committee, is the need to concentrate on ensuring that the basic building blocks for
effective clinical practice are in place. This is reflected in the remit of the committee,
detailed below.
Remit of the ACEC

• To monitor new initiatives and developments throughout Greater Glasgow and to
set up groups to carry out evaluation of these.
• To examine and evaluate existing procedures as to their continued appropriateness.
• To prioritise and commission audit procedures, and monitor its progress.
• To review audit findings and initiate necessary action
• To stimulate interaction across the multidisciplinary and Primary/Secondary
interfaces.
• To prioritise SIGN Guidelines and to ensure that Trusts are aware of GGHB's
expectations regarding implementation
• To monitor the implementation of SIGN Guidelines throughout Greater Glasgow.
• To agree the allocation of monies for Area and Trust Clinical Effectiveness/Clinical
Audit/SIGN Guidelines Implementation work.
• To be a forum at which problems identified by Trust Clinical Effectiveness and
Clinical Governance Committees might be considered.
• To review the research register supplied by the Chief Scientist's Office.
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3.2

Last year, we undertook to examine with various interested stakeholders how the three
streams of audit, effectiveness and clinical governance can most effectively be
brought together. For example, we have examined how the SIGN Guideline for DVT
prophylaxis is being implemented and monitored across Glasgow Trusts. This process
has involved review of audits, discussions with clinicians on new evidence and
discussion with the Chairman of the SIGN Guideline Group which is updating the
existing guideline. The clinical effectiveness loop is being closed through a further
audit targeted at areas where evidence for effective use of DVT prophylaxis is lacking.

3.3

This has been a highly specific and targeted exercise and the Committee felt a need to
evolve a more strategic approach to the implementation of effective practice. This
approach will inevitably require a degree of service specification that will lead to
Trusts developing plans to ensure that essential components of services are
implemented so that patients can be reassured as to the effectiveness of the service
they are receiving. In addition, the approach will also borrow from the developments
being led by the Clinical Standards Board for Scotland in ensuring that services are fit
for purpose. One of the aims of the work of the CSBS in the coming year will be to
improve the system that aligns our own clinical effectiveness programme with the
demands being made of Trusts by the CSBS so that duplication of work is kept to a
minimum.

3.4

In the coming year, and for targeted services, the work programme for the Board will
be to lead a process involving identification, in discussion with clinical colleagues, of
the key components of the various services. The table below demonstrates this
approach using aspects of service specification for breast care services. This will
allow us to map where the services are deficient. Follow-through on this process
requires an understanding of the resource implications of changing the service and
allows audit to be targeted at relevant steps in the care pathway. It also allows Trust
Clinical Governance Committees to concentrate on clinically relevant aspects of their
service.

Table. Example of Assessment of Service Against Standards for Diagnosis of
Breast Cancer
Hospital
Specification standard

I

2

3

4

5

Consultant or Senior Reg/SpR
(under Consultant supervision)

V"

V"

V"

V"

V"

Triple assessment

V"

V"

V"

V"

V"

V"

V"

V"

V"

V"

Weekly multidisciplinary meetings

V"

V"

V"

V"

V"

Plastic surgery out-patient appointment
available in breast clinic

V"

V"

)(

)(

V"

Cytology & mammogram available on the same day

reporting
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3.5

The ACEC will draw on the expertise of Sector Commissioning Teams and specialty
HIP groups to identify the key minimum standards of service specification required to
provide clinically effective care. Inevitably the priority areas initially will be cancer,
heart disease, stroke and care of the seriously mentally ill, indeed some progress has
already been made in these areas. The relationship between Primary and Secondary
care in the effective management of many diseases, has also been highlighted for
future work. In identifying priorities for audit, the Committee will favour issues which
affect Glasgow as a whole and will expect standardised methodology to be used
throughout Trusts so that meaningful comparative audit data are collected and
reported on an area-wide basis.

3.6

In addition to progressing evidence-based analysis of work in the priority areas, work
already under way on a range of other clinical areas will be continued. Considerable
effort has gone into understanding the evidence base for new child health services and
a strategy for children will be produced in the coming year. The work on evidencebased interventions aimed at improving the sexual health of the community has been
completed and the Sexual Health Strategy presented to the Board. Work continues on
development of evidence-based management of injecting drug users. The ACEC,
however, has little doubt that its work in 1999/2000 needs to be focused on ensuring
that the key planks of effective services are in place and will use the service
specification approach to achieve this end.

3.7

Clinical Governance
This area is relevant to the Board in two ways. Although Trust Chief Executives have
responsibility for clinical governance of their own staff, the Board has a requirement
to ensure that effective clinical governance systems are in place. The Clinical
Effectiveness Committee in the coming year will review the evolving clinical
governance systems in the Trusts and will report to the Board its views on the
effectiveness of those arrangements. The Board also has a requirement to ensure that
its own clinical professionals are subject to a clinical governance structure. The
Board, during 1999, set up its own Clinical Governance Committee which will receive
an operational plan for its clinically qualified staff and review delivery of that plan by
the end of 1999/2000. This plan will also be scrutinised by the Area Clinical
Effectiveness Committee.

3.8

Managed Clinical Networks
The arri val of managed clinical networks is of importance in developing the clinical
effectiveness agenda. The MCNs will obviously be developing their own guidelines
and policies. The Area Clinical Effectiveness Committee will be involved in
reviewing the arrangements for ensuring delivery of effective care which the networks
develop. The ACEC will not necessarily have a role in commenting on the actual
clinical protocols of the MCNs since ACEC might not have the relevant clinical
expertise. It should, however, have a comment to make about the processes by which
effective care strategies are arrived at by the network. As MCNs develop, we intend
to ask ACEC to comment on their structure and processes for care delivery.
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3.9

Goals for Clinical Effectiveness
During 1999, clinical effectiveness arrangements were reviewed by CRAG. The
report of this visit highlighted the gap that exists between the rhetoric of the HIP and
TIPs and the reality faced by the clinical staff working in relative isolation from the
Clinical Effectiveness structures. We have discussed this real problem in the ACEC
and with Medical Directors. We feel the problem would be improved by a more
structured system of communication around the Trusts in the City. In the course of the
coming year, we intend to run a series of seminars on clinical topics in which we bring
together audit, guidelines, research and a look at the future of the clinical service
under discussion. All relevant clinical professionals will be invited to participate.
These seminars will move round Glasgow and fit into the Trusts' existing postgraduate
training programmes. Clear links between the coalface activity of clinical staff and
the broader clinical effectiveness audit and governance agenda will be highlighted at
these meetings.

3.10

The ACEC acknowledges that the proliferation of guidelines in both Primary and
Secondary care has placed demands on clinicians and other health professionals which
may be difficult to meet with the resources currently available. In the short term,
managers in Primary and Secondary care Trusts and GGHB will be prevailed upon for
sufficient resources to support clinical effectiveness strategies to produce the data
required for audit and clinical governance. In the longer term, there is a need to
consider alternative methods of auditing clinical management such as investment in
IT systems. This would generate audit information from routinely collected clinical
data, eg electronic records.

3.11

In 1999, the Management Executive set out the goals for clinical effectiveness to be
pursued by the National Health Service in Scotland (NHSiS) until at least April 2001
[MEL (1999) 76]. These goals direct Trusts and Health Boards to build on their
clinical effectiveness strategies to include clinical governance issues and take account
of burgeoning managed clinical networks. The ACEC will work with Trusts to
implement these goals and will report on progress later this year.

3.12

Cost-Effective Prescribing
Two significant reports on drug prescribing were issues in 1999/2000. These were
respectively a 'Value for Money' external audit report for GGHB on hospital
prescribing and the Accounts Commission Report entitled 'Support for GP
Prescribing'. These should guide best practice for prescribing in GGHB, both hospital
and Primary care, through the following initiatives:
• introduction of an integrated IT system to support hospital prescribing;
• development of a strategic approach to prescribing management and medicines
management, such that drugs are prescribed and used in the most cost-effective
way;
• consideration of a Glasgow Medicines Evaluation Unit to support the activities of
the Area Drugs and Therapeutics Committee;
• identification of indicators of good prescribing practice;
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• extension of the role of hospital clinical pharmacists in the review of medication
profiles, particularly to improve the safety and efficiency of the process for
dispensing medicines to patients on discharge from hospital;
• development of support for GP prescribing by Primary care pharmacists;
• consideration of the role of clinical pharmacists in medication review for patients
in nursing homes.
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CHAPTER FOUR
FINANCIAL STRATEGY

4.1

BACKGROUND AND CURRENT POSITION

4.1.1

The 1999-2004 Health Improvement Programme set out the background and context
for a five-year Financial Framework for GGHB. GGHB's Income and Expenditure
deficit for 1999/2000 was £795,000 in line with HIP expectations. In achieving this
out-turn, the Health Board made available additional non-recurrent resources to local
Trusts to meet the enhanced staffing costs over the Millennium celebrations period,
and the impact in 1999/2000 of the increase in capital charges associated with the
revaluation of the NHS estate that took effect from 1 April. The cash impact of the
laboratory savings target, first signalled in the 1998-2003 HIP, was reinstated with
Trusts to recognise the slippage in meeting their financial duties. The gross effect of
these changes was an increase of £4.4 million in the allocation to local Trusts, with a
consequent net additional pressure of £400,000 on the 1999/2000 Revenue Plan. This
was covered by movements elsewhere within the Plan. Despite these changes, the
Health Board met its cash limit target for 1999/2000.

4.1.2

With the exception of the Primary Care Trust, local Trusts have been reporting deficits
in 1999/2000 as a result of financial pressures. NHS Trusts have three financial
duties to meet each year:
1. to achieve a 6% return on net relevant assets;
2. to break even taking one year with another;
3. and to operate within an external financing limit (EFL) that sets a cash limit on
Trusts borrowings and capital investment.
The acute Trusts in Greater Glasgow have been predicting difficulties in meeting these
financial targets during the last year, and formal recovery plans have been developed
to ensure that the Trusts are able to meet these targets in future. Every effort will be
made to support the acute Trusts in the monitoring and successful delivery of their
recovery plans.
A number of the potential investment options in Table 3 will have a positive benefit
to the financial position of the Trusts. However, Table 1 clearly demonstrates the
limited further scope that GGHB has in supporting these plans without severely
compromising the wider health agenda for the population of Greater Glasgow. Future
investment proposals to be considered in the context of the strategic objectives
detailed elsewhere in the HIP, whilst, at the same time, recognising the statutory and
mandatory imperatives of Trusts meeting their financial targets.

4.2

UPDATING THE FIVE YEAR PROJECTIONS

4.2.1

The 1999-2004 framework confirmed the outcome of the Government's
Comprehensive Spending Review (CSR) of Public Services covering a three-year
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time-frame. It pledged additional real terms increases in the resources available to
the Health Service over the period 199912000-2001/02. While years two and three of
this time period were offered as indicative intentions, the Chancellor's Budget
Statement and further announcements by the Scottish Executive have given greater
certainty as to the level of resources GGHB can expect over the coming years. Based
on these assumptions, the projected implications for GGHB are:
Table.
2000101

2001/02

2002/03

2003104

2004/05

£830m

£878m

£932m

£989m

£1,05lm

GDP (inflation assumption)

2.5%

2.5%

2.5%

2.5%

2.5%

Real Terms Growth [Hospital and Community
Health Services
(HCHS) only]

4.7%

4.0%

4.0%

4.0%

4.0%

£41.8m

£37.9m

£40.3m

£42.9m

£45.7m

Unified Budget

Cash Increase (£m)
(HCHS only)*

* excludes Family Health Services elements of Unified budget Cash Limit
4.2.2

These assumptions have been used as the basis for modelling this revised framework.
They do not reflect the outcome of the Arbuthnott Review of Resource Allocation to
Scottish Health Boards, 'Fair Shares for All' July 1999 (see below).

4.3

SOURCES OF INCOME

4.3.1

199912000 saw the introduction of a unified budget to Health Boards. This brought
together for the first time significant elements of funding that had previously been
received as discrete allocations within the Cash Limit total for the Board (Capital
Charges, General Medical Services (GMS) and General Pharmaceutical Services
(GPS) cash limited funding, GP out-of-hours service funding, etc). To this total was
added the Family Health Services (FHS) drugs budget that had formerly been
non-cash limited. These sums have now become integral to the Health Board's base
allocation. The CSR and subsequent allocation announcements have given details of
future 'inflationary' assumptions for certain parts of the new unified budget,
eg uplift for FHS prescribing element at 10.38%. The position with other elements
of the unified total is not so clear. In particular, the treatment of capital charges
funding requires clarification.

• The capital charge income within the base allocation has been 'frozen' at the same
cash level since 1997/98. This has resulted in Glasgow's share of the national
capital charge pool remaining at £60.3 million based on a capitation distribution.
This represents an estimated 'real terms' reduction of approximately £4 million
over the period.
The capital charging regime was intended to promote an
awareness of the true costs of capital and a more efficient use of assets. Capital
charge funding now forms part of the Health Board's unified budget, although not
treated consistently with the general HCHS allocation for uplift. The effect of
indexation on the existing asset base across Greater Glasgow adds to the pressure
on other revenue funding. Although clearly desirable that Trusts continue to
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maximise the operational benefit from their estate and divest themselves of surplus
land and buildings, such additional pressure may make the aim of physical
betterment or investment in the estate and new technologies more difficult to
achieve. This is an issue which is important to GGHB due to the level of capital
investment anticipated over the HIP time-frame.
The working assumption,
however, is that there will be no increase in this funding.
• Another significant element of GGHB's funding is the income received to support
the teaching and training of undergraduate medical students. This funding, known
as ACT (Additional Cost of Teaching), has remained at the same level (£26 million)
since 1998/99. As with capital charges, further static allocations over the five-year
time-frame will result in an even greater decrease in real terms. This will clearly
have a bearing on the distribution of this subsidy to Trusts. To offset this potential
pressure, a sum has been set aside within the application of funds for 2000/01.
• Each year, the Health Board's income base is adjusted to reflect changes in
cross-border activity involving patients from elsewhere in the UK (outside
Scotland) receiving treatment within Greater Glasgow. A similar adjustment is
made for Glasgow patients receiving treatment elsewhere in the UK, outside
Scotland. These adjustments have been incorporated in the Framework.
• The Arbuthnott Review of the formula for sharing NHS funds in Scotland
published their recommendations in July 1999. They proposed that additional
resources should flow to Glasgow in recognition of the very high levels of
deprivation and need within the Health Board area. The report also confirmed that
each Health Board should continue to receive real terms growth year on year.
Recognising the projections from the CSR and the Scottish Executive, and that the
review was about distributing the available resources and not defining the
resources available, consideration will have to be given to the pace with which any
additional funding will flow. GGHB awaits the formal decision about the adoption
of the Arbuthnott recommendations by the Scottish Executive, as well as further
details about implementation time-scales. In the meantime, the modelling in this
financial framework does not reflect any growth in income from this source.
• The Chancellor's Budget Statement in March 2000 resulted in an additional
£173 million new money being made available recurrently to the NHSiS as a result
of the Barnett consequentials. The first tranche of this money (£26 million) has
been reserved by the Minister for Health and Community Care for investment in
public health initiatives. GGHB awaits further details as to how this money is to
be used and whether any of the funds will flow to Greater Glasgow.
• A letter from the Scottish Executive on 2 May 2000 announced a second tranche
of resources to be allocated to Health Boards, qualified by certain criteria that
Ministers expect to be recognised in applying these resources. Further details of
these criteria are given below. GGHB's share of this additional resource was
£11.2 million. In addition, it is clear that significant additional sums will be made
available to the NHSiS in 2001/02 to 2003/04, and that these sums are expected to
transform the responsiveness and quality of NHS services. For the purposes of this
framework, a real term growth uplift of 4% has been assumed to recognise this
increase in resources.
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4.3.2

This financial framework affords a reasonable degree of clarity about the sources and
levels of income to be expected throughout the HIP time-frame. Lines 3-7 show the
changes in forecast income over the HIP time-frame.
The total income in line 8 becomes the opening base on line 3 of the following year.
Further refinements will be applied as details of additional allocations are released and
the implementation plans for the national resource allocation model are made known.

4.4

APPLICATION OF FUNDS

4.4.1

Having identified the sources of funds over the time-frame, how will these be applied
to support the Health Improvement Programme objectives? Once again, many of the
assumptions within the 1999-2004 remain in force.
• Expenditure Base (line 10) - This reflects the opening application of funds carried
forward from the previous year.
This baseline supports the cost of services
provided for the residents of Greater Glasgow within local Trusts as well as further
afield.
• Original Cost Inflation (line 12) - The level of uplift to be allocated to Trusts to
meet the costs of general pay and price inflation. This is based on the GDP
assumptions.
• Additional Pay Inflation (line 13) - Consistent with the approach adopted in the
1999-2004 HIP, an additional sum has been set aside for pay awards above the
level of GDP. This provision was based on the expected recommendations of the
national pay review bodies. Given the outcome of these recommendations a further
provision has been necessary (included in line 20). This issue is further discussed
below.
• Laboratory Funding Reduction (line 16) - A feature of the 1998 and 1999 HIPs was
the commitment to reduce the costs of laboratory services across Greater Glasgow.
This collective recovery plan initiative resulted from GGHB injecting an additional
£ 11.3 million recurrent revenue into local Trusts in 1998/99. Despite a great deal of
effort on the part of both Health Board and Trust management, little progress has been
made in this area. As referred to above, GGHB reinstated the cash withdrawn
associated with these targets to Trusts in 1999/2000. This was on the basis that
detailed plans would be presented by Trusts setting out how laboratory service
reconfiguration could be achieved to maintain quality at a lower cost base. The
targets had been based on an extensive benchmarking review that confirmed such a
requirement was consistent with costs and performance elsewhere in the UK.
Although outline details have been received from Trusts, further work is in hand to
examine these proposals in more detail.
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• The Health Board considers that significant savings from laboratory services
should still be pursued. The revised framework rephases the initial targets over a
three-year time-frame starting in 2000/01. Any further adjustment to these targets
or their phasing by GGHB would have a direct bearing on the resources available
for investment in the current and future years. It is the Board's view that the
targets are reasonable, represent a considered and explicit judgement on what
services the Board is willing to spend its money on and that it is for Trusts to
develop the necessary handling strategies. The Board is willing to assist with
some transition costs if they are part of a value for money programme of change.
• Trust ACT Offset (line 17) - The distribution of the ACT subsidy to Trusts in
support of teaching effort has been frustrated over recent years. This is partly due
to the static allocation received from central resources, as well as the historic
inability to separate the ACT subsidy from NHS service costs. A great deal of
work has been undertaken between the Health Board and the University of
Glasgow medical school to model and analyse the true cost of supporting
undergraduate teaching.
The changes in the medical school curriculum and
associated methods of teaching have also been key drivers of this work. A detailed
exposition of Trust-based teaching costs has now been compiled. This will be used
to inform future years' allocations.
A sum of £1 million has been set aside to create some capacity and flexibility to
deal with the management of change.
• Joint Community Care Plan (line 18) - This funding application reflects the
agreements previously reached between the Health Board and its partner agencies.
This includes the agreed level of resources to be transferred to local authorities for
Community Care.
• Homelessness (line 19) - This funding will be used to pump-prime targeted health
care and improve facilities for rough sleepers and those at risk of sleeping rough.
• Investment Options (lines 20-27).
• Unavoidable Investment Commitments (line 20) - Table 2 details the
commitments made as part of the 1999-2004 IDP process. At its April Board
meeting, the Health Board also agreed a number of additional sums in establishing
Trust baselines. These included a provisional contingency sum for asylum seekers
(£619,000), a further uplift to provide for increased pay inflation (£2.4 million),
and additional funding to South Glasgow NHS Trust to meet the implications of the
Victoria Infirmary Support Force and emergency admission pressures. These
additional sums have been incorporated with the 1999-2004 HIP commitments in
Table 2.
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Executive Direction - The Scottish Executive letter of 2 May 2000 intimated that
the additional allocations to Health Boards (£11.2 million in the case of GGHB)
was intended to: "accelerate the delivery of national and local priorities,

particularly in the three clinical priorities of heart disease, cancer and mental
illness and with a particular focus on children's services". The allocation
would not be made until GGHB had demonstrated its plans to achieve:•

balanced financial positions (including NHS Trusts);

• consistent delivery of waiting list and waiting time targets;
•

significant reductions in delayed discharges;

•

effective preparations for peak periods of activity.

At its May 2000 Board meeting the Health Board considered this additional
allocation and the financial planning which had underpinned the draft HIP. A
submission was made to the Scottish Executive and, following further discussion,
the release of the additional resource was approved on the basis set out in lines
21-26 of Table 1, with the detail of line 26 shown at Table 3. These proposed
investments tackle eight critical objectives:
1. the contribution to the national priorities as outlined above;
2. modernising health services and facilities;
3. tackling bottlenecks in services which disrupt clinical care;
4. strategic health improvement, addressing the wider causes of illhealth;
5. making our contribution to tackling inequalities and social inclusion;
6. funding new clinical developments with real benefits to patients;
7. investing in services which have traditionally been 'Cinderellas' in resource
allocations;
8. developing Primary and community care.
Line 26 and Table 3 show the part-year and full-year effects of these investments.
Implementation will be managed to remain within the Board's cash limit. The
remaining (currently) unallocated balance is shown as line 27. The development
of financial plans for the 2001-2006 HIP and 2001/02 Revenue Plan will include
substantial new spending proposals.
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4.5

USE OF CASH CARRIED FORWARD FROM 1999/2000

4.5.1

GGHB has agreed a £6.1 million carry-forward of cash from 1999/2000 with the
Management Executive. In addition, a further £2.5 million was applied within the
Balance Sheet to manage stock and creditor levels at the year-end. This latter
adjustment will reverse in 2000/01, thus releasing a further £2.5 million. These funds
will be used to meet the costs of various projects and schemes initiated in 1999/2000,
but where the expenditure will actually be incurred or completed in 2000/01. This
included recognising the need to provide cash 'cover' for the remaining uncommitted
balance from GPFH savings, which lapse during 2000/01 and providing non-recurring
cover for the £1.5 million additional resource transfer relating to elderly services. It
is proposed that GPFH savings which remain at 31 March 2001 (possible value
£ 1.5 million) should be earmarked to pump-prime the substantial programme of
Primary care investment which will emerge from the Primary care strategy process.
However, the current plan assumes that this cash will be applied during 2000/01.

4.6

TABLE 1 EXPLAINED
The financial framework needs to promote a balanced position throughout the HIP
time-frame. The convention of Table 1 is to profile incremental change in income
and expenditure across the five-year time-frame. The total income (line 8) and total
expenditure (line 28) figures for each year then carry forward to form the opening base
for the following year. Line 29 reflects the balance of income over expenditure in
each year, ie the ability to generate cash surpluses from the framework plans to meet
other in-year cash commitments. These cash commitments (lines 32-34) are nonrecurring.
Line 33 reflects the capital support required as part of the JCCP
programme highlighted in line 18, net of any capital receipts that may be achieved
through the disposal of surplus estate.
Line 34 is the balance of accrued GP
Fundholder savings that require to be 'covered' in 2000/01 as described above.
Previous years' financial frameworks have 'borrowed' against these potential
requirements, however, with the use of GPFH savings lapsing in 2000/01, it is likely
that cash will be required to meet these commitments.

4.7

TAKING TIME TO REFLECT ON FUTURE YEARS

4.7.1

The scale of additional funding announced by the Chancellor is clearly linked to an
expectation of radical change in the responsiveness and quality of the NHS. We
believe we need to take further time to reflect on what options there are for using the
resources to achieve this objective. Therefore, no firm decisions have been taken on
future years (2001/02 and beyond), other than accepting the recurrent consequences
of investments approved for 2000101. Line 26 currently includes the consequences
of funding high priority items on the sort of future growth profiles postulated
elsewhere in the HIP. The increasing profiles of expenditure in a number of lines will
be subject to further review in developing the next HIP.
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4.8

NEXT STAGES

4.8.1

We increasingly work in the spirit of partnership. It is therefore essential that we
include our partners in the decision-making process. A highly centralised approach
does not fit credibly with the rhetoric of joint working and planning. There are also
wider issues of accountability and legitimacy which lead us in this direction. It will
be helpful to generate a wider debate on future choices for the Health Improvement
Programme.

4.8.2

To inform this process, further refinements to the financial framework will be
necessary. These will be based around greater clarity of areas of expenditure in terms
of programmes of commitment. These programmes, eg children's services, mental
health, etc, will be profiled in line with known and expected variables over the
time-frame of the HIP. Key determinants will be:
• expected income levels;
• Arbuthnott Review;
• demographic changes;
• service reconfiguration;
• national clinical priorities.

4.8.3

Analysing these variables over the five-year framework will allow us to create a
number of scenarios to support and shape the decision-making process. This work
will be undertaken over the corning months to inform both the investment choices
faced by the Board, as well as the application of resources equitably across Greater
Glasgow.

41

TABLE 1

FINANCIAL FRAMEWORK 2000-2005
B

C

0

E

F

2000/2001
£m

200112002
£m

2002/2003
£m

2003/2004
£m

2004/2005
£m

776.8

829.8

877.9

931.6

989.3

37.9

40.3

42.9

45.7

A

I

2

Sources of Funds

3

Income Base

4

General Uplift

28.6

5

Additional Uplift

11.2

6

Homelessness Additional Allocation

7

Unified Budget Uplift

8

Total Income

9

Application of Funds

10

Expenditure Base

II

less Non-Recurring Investment from Prior Year

12

Original Co,t Inflation Provision

13

Original Additional Pay Inflation Provision

14

Superannuation Increase

IS

Unified Budget Inflation

16

Laboratory Funding Reduction

17

Trust ACT Offset

18

JCCP & Resource Transfer

19

2.0

(2.0)

11.2

12.2

13.4

14.7

16.0

829.8

877.9

931.6

989.3

1.051.0

784.9

829.5

877.8

931.6

989.3

(8.9)

(17.0)

(34.8)

12.8

13.2

13.6

14.6

15.3

2.2

2.3

2.4

2.4

2.5

14.7

16.0

6.6

4.5

2.8

5.8
11.2

12.2

13.4

(1.8)

(2.3)

(0.9)

(0.1)

0.6

(2.2)

Homelessness

2.0

(2.0)

20

Unavoidable Investment Commitments

8.0

5.2

21

Balancing Trust Positions

2.2

22

Ophthalmology Waiting Lists

0.3

23

Fertility Services

0.4

24

Nursing Skill MixlMedical Receiving - South

0.3

25

Innovative winter Schemes

1.0

(1.0)

26

Proposed Investments

5.1

11.3

7.0

3.6

9.1

27

Available Non-Recurring Investment

8.9

17.0

34.8

50.8

28

Total Expenditure

829.5

877.8

931.6

989.3

1.051.0

29

Net Surplus/(Deficit)

0.3

0.1

30

Cash

31

Cash blf

32

Committed Spend

(5.4)

33

Net Capital (Payments)lReceipts

(0.9)

34

Net GPFH Savings Repayments

(3.0)

35

Working Capital Movements Required

36

Additional Cash Movement

37

Cash Surplusl(Deficit)

38

Note
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Line 27 shows the additional investment which can be made while remaining within the cash limit.

r--

1.0

6.1

(0.1)

2.9
(0.3)
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(0.1)

FINANCIAL FRAMEWORK 2000-2005
TABLE 2
UNAVOIDABLE INVESTIVIENT COMMITMENTS
A

I

B

C

D

E

F

2000/2001
£'000

200112002
£'000

2002/2003
£'000

2003/2004
£'000

2004/2005
£'000

2

Blood Products

367

573

573

573

573

3

Dialysis Growth

40

540

1,040

1,540

1.540

4

ADTC Pragmatic Trials

25

25

25

25

25

5

ITU & HDU Phase I

802

802

802

802

802

6

Linacs Revenue Cost

293

451

451

451

7

Mental Health Framework

435

1,435

2.435

3.435

8

Forensic Strategy

1,700

1,700

3,700

3.700

3,700

9

Drug Misuse Matched Funding

308

508

508

508

508

10

Tobacco White Paper Costs

110

110

110

110

110

II

Methadone/Drug Rehabilitation

300

600

900

1,200

1,200

12

Asylum Seekers' Contingency

619

554

554

554

554

13

Victoria Support Force & Emergency Care

850

850

850

850

850

14

Additional Pay Inflation Provision

2.420

4,934

7,545

10,258

13,076

15

South Glasgow Geriatric Assessment

40

250

250

250

250

16

Cumulative Total

8,016

13,174

19,744

24.256

27,075

43

TABLE 3

FINANCIAL FRAMEWORK 2000-2005

PROPOSED INVESTMENTS
A

B

C

D

E

F

2000/2001
£'000

200112002
£'000

2002/2003

2003/2004

£'000

£'000

2004/2005
£'000

500

1,275

1,275

1,275

2,900

2,900

2,900

10,400

200

400

600

600

600

I

Description

2

ITU & HDU - 2nd Wave Expansion

3

Revenue Cost of Physical Betterment

4

Radiology Services

5

Paediatric Accident & Emergency

35

800

800

800

800

6

Chronic Pain

50

200

200

200

200

7

Cancer Services

500

1.00

1,500

2,000

2,000

8

New Drug Developments - Hepatitis C

200

300

300

300

300

9

Neurology

100

200

200

200

200

10

SPECT Scanning

35

150

150

150

150

II

Stroke Services

100

200

300

300

300

12

Osteoporosis

50

100

100

100

100

13

Domestic Violence

125

250

400

450

450

14

Health Visiting

394

590

590

590

590

15

Children's Innovation Fund

1,000

1,000

1,000

16

Ethnic Health

150

150

150

150

17

Child Health Strategy

200

400

400

400

18

Learning Disability

200

200

200

200

19

Communication Aids

20

Community Dental

140

297

427

539

584

21

Mental Health Framework (Additional)

1,000

2,500

4,000

5,000

6,000

22

Tobacco White Paper Costs (Additional)

50

100

150

200

200

23

Drug Misuse Matched Funding (Additional)

100

200

300

24

Drug RehabilitationlMethadone (Additional)

300

600

900

1,200

1,200

25

Alcohol Services

100

300

500

700

900

26

Primary Care

250

700

1,100

1,350

1,350

27

Chronic Disease Management

10

300

500

500

500

28

MS Service Improvement

50

200

500

750

750

29

Head Injuries Rehabilitation

400

600

800

800

30

Epilepsy

75

200

300

300

300

31

Sexual Health

200

400

400

400

400

32

Homelessness

500

800

1, 100

1,100

33

Palliative Care

185

250

300

350

400

34

Community Health Projects

295

623

623

623

623

35

Social Inclusion Partnerships

100

340

580

820

1,060

36

Food & Health

90

190

190

190

190

37

Exercise Referral

115

115

115

115

115

38

Diabetes Register

26

26

26

26

26

39

Diabetes Visual Screening

100

205

218

218

218

40

Cumulative Total

5,090

16,387

23,395

26,997

36,132

41

Incremental Change

5,090

11,297

7,008

3,602

9,135

100

100
15
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CHAPTER FIVE
DETAILED PLANS

5.1

PROMOTING HEALTH AND REDUCING INEQUALITIES

The aims of promoting health and reducing health inequalities within Greater
Glasgow run through all sections of the Health Improvement Programme with actions
detailed within the various plans as well as in this introductory section. Our approach
mirrors that set out in the Health White Paper, Towards A Healthier Scotland,
involving action at three levels:
1. to improve life circumstances;
2. to support healthier lifestyles;
3. and to impact directly on priority health topics.
Underpinning these are a public education programme and a programme of service
developments/ improvements. With regard to the latter, our objective is to ensure that
health-related services are developed in ways which will reduce health inequalities for example, through careful consideration of issues such as accessibility, cultural
sensitivity and outreach provision.
5.1.2

Implementation of this work invol ves, in every instance, partnership working - with
local communities, public and private sector organisations, the voluntary sector, NHS
partners and others. Significant time and resources are invested in securing the
necessary joint working arrangements, developing common agendas with partners,
gaining commitment - and readjusting GGHB priorities to reflect partnership
developments.

5.1.3

While NHS staff are involved in the delivery of each section of this action plan,
non-NHS providers are crucial. In particular, the objectives of true community
empowerment and social inclusion lead us to recognise that increasingly local people
(including those groups who are the most marginalised) should be actively involved
in the processes. Local infrastructures, including a strong voluntary sector, are
essential for this, and the NHS has a role in working to support and strengthen these
infrastructures.

5.1.4

Considerable progress has been made in recent years in ensuring that the Greater
Glasgow NHS is contributing actively to local partnerships and community
development processes. Even in their relatively short lives to date, several LHCCs
have engaged actively with these processes. During 2000/01 we will continue to work
to make the aims of promoting health and reducing inequalities central to the Greater
Glasgow NHS as a whole.
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5.1.5

IMPROVING LIFE CIRCUMSTANCES
The life circumstances which affect people's health and their health-related
behaviours are many. Working with our partners and local people, our approach to
improving life circumstances involves a focus on those communities where the
physical, social and economic environments are poorest. Within these areas we will
develop a co-ordinated approach to address local health needs through working with
partnership structures, community forums, community health projects and local
Health Care Co-operatives as well as contributing to the development of Healthy
Living Centres where relevant. Much of this involves working as an active partner in
the Social Inclusion Partnerships (SIPs). Details of the priorities and programmes
for 2000/01 are presented in the local authority-specific sections of this document.

5.1.6

In addition to the focus on SIP areas, during 2000/01 we will be increasing our work
across Greater Glasgow on three broad themes:
1. transport and health;
2. volunteering; and
3. money/welfare benefits advice;
and continuing with our successful Health at Work programme.

5.1.7

Transport
• In line with the Health and Transport White Papers, methods of promoting safer
walking and cycling to school will be developed. A city-wide inter-agency group
has been established to promote safe and active travel to school.
• The work of the Healthy City Partnership Transport and Health Working Group
will be continued, to facilitate the delivery of health-sensitive transport policies and
projects across Glasgow.
• Links will be strengthened with planners in Glasgow City, to maXImIse the
potential health benefits of city planning, environmental and transport issues.

5.1.8

Volunteering
The Board's strategy on volunteering was developed and finalised in 1999/2000
following consultation. Implementation will commence in 2000 to enhance
volunteering in the NHS. In addition, active consideration will be given to the role of
volunteers in relation to Healthy Living Centre developments, the work of Eastbank
Health Promotion Centre, and the new smoking cessation service.

5.1.9

Money and Welfare Benefits Advice in Primary Care
Based on successful pilot intervention, we will continue work with key partners to
agree and implement an action plan to increase access to, and availability of, money
and welfare benefits advice in Health Service and other settings. These services have
been demonstrated to impact directly on the socio-economic status and subsequent
health of clients and patients in Primary care settings.
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5.1.10

Health at Work
The Health at Work team will promote health in the workplace through the Scotland's
Health at Work (SHAW) Award scheme and by developing innovative ways of
addressing employee health in the community. Currently 71 local organisations are
registered with SHAW, involving 98,987 employees. Some of the large organisations
which will require particular support during 2000/01 are: Strathclyde Police, the NHS
Trusts and Glasgow City Council.

5.1.11

The workplace programme addresses HIP priorities through contact with a wide
variety of workplaces in the public, private and voluntary sector; and will increasingly
form part of a neighbourhood approach to promoting health.

5.1.12

Specific plans for 2000/0 I include:
• Glasgow Tobacco Strategy - aims to encourage workplaces to adopt smoking
policies and support staff to quit smoking;
• publicity campaign about breast-feeding - to highlight the steps employers can
take to allow women to return to work and continue breast-feeding;
• further development of back care programme, linking with national initiatives;
• assist workplaces to develop policies to reduce stress;
• promote active commuting (walking, or cycling part or all of the journey to work);
• develop work with voluntary organisations, following on from pilot with Glasgow
Council for Single Homeless;
• strengthen links with Chamber of Commerce and other network organisations;
• develop an integrated training programme for workplaces on alcohol and drugs
policies, sun awareness, healthy lifestyle and SHAW.

5.1.13

LIFESTYLES

Towards a Healthier Scotland identified the priorities for lifestyle change as being:
reductions in levels of use of tobacco, alcohol and drugs; increases in physical
activity; and healthier eating. Future sections of this Health Improvement Programme
describe our plans for tobacco, alcohol and drugs. This section focuses on physical
activity and nutrition.
5.1.14

Physical Activity
The Glasgow Exercise Referral Scheme has been in operation for over two years. It
is now used by 70% of GPs in Greater Glasgow and has been accessed by more than
4,000 patients. In addition to patients who would benefit from increasing their
activity levels in general, the Scheme is now accessible for patients with established
CHD, Stroke and Angina. During 2000/01 all NHS Trusts will provide access to
exercise tolerance testing for these patients prior to referral on to the Scheme's
physical activity counsellors. Joint arrangements for low-risk referrals have been
established with Argyll and Clyde Health Board for LHCCs within West
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Dunbartonshire and East Renfrewshire. Access for patients in the Board's South
Lanarkshire areas has also been established.
During 2000101:
• Current interim procedures for access to the service in East Dunbartonshire will be
reviewed and formal arrangements agreed.
• Procedures for high-risk referrals in all GGHB areas will be reviewed and
consolidated.
• The Scheme will be adapted to reflect evaluation results, and improved patient
incentive schemes introduced (one-year reduced price access to all GCC leisure
services at all times).
• Continued service monitoring arrangements will be agreed.
• Long-term management and funding arrangements will be agreed between GGHB,
PCT and Glasgow City Council.
Other aspects of our physical activity programme include:
A training pack for 'physical activity and health' will be developed for use within
voluntary and statutory agencies with a role in promoting physical activity. This will
form the basis of a training programme to ensure that practice and key messages are
evidence-based. The Glasgow Physical Activity Forum will agree and ensure
implementation of an action plan for the delivery of the Glasgow Alliance physical
activity objectives. Access to suitable physical activity opportunities for osteoporosis
sufferers, or those at risk of osteoporosis, will be established. Promotion of physical
activity will continue through workplaces involved in Scotland's Health at Work. A
particular theme for 2000101 will be the promotion of active commuting.
5.1.15

Nutrition
During 1999/2000 considerable inter-agency effort has gone in to develop and agree
a food and health strategy for the City of Glasgow, as part of the Glasgow Healthy
City Partnership's Programme. This strategy is about to go out for consultation.
However, on the basis of the draft, priorities for implementation during 2000101 are:
• Work with GCC Direct and Care Services to increase healthy choices available in
school catering.
• Extension of the Fruit in Nurseries initiative, in conjunction with local community
groups within SIP areas.
• Work with the PCT and community groups to develop interactive projects in SIP
areas with mothers of young children. Examples include Get Cooking and the
Change to Cup initiative.
• Support the School Nutrition Action Groups (SNAGS) network for secondary
schools, and encourage new projects within individual schools.
• Work with Glasgow City Council and community organisations to improve the
availability and accessibility of healthy food in SIP areas (particularly in relation to
fruit and vegetable consumption).
• In partnership with colleagues in the PCT, agree a protocol for the review of
community dietetic and nutrition services in the community.
• Initiate work to establish a partnership approach to tackling obesity.
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• An innovative nutrition service to underpin the Primary Care CHD Secondary
Prevention strategy will be implemented through the PCT. It will allow a
menu-driven, patient choice based access to support changing eating behaviours.
5.1.16

HEALTH TOPICS
The priority health topics identified in the health White Paper are: the health of
children, dental and oral health, sexual health, coronary heart disease, cancer
prevention and screening, mental health, and accidents and safety. Our plans for all
except the last of these issues are set out in future sections of this Health Improvement
Programme.

5.1.17

Accidents and Safety
• Make active contribution to strengthen health dimensions of community safety
partnerships in all local authority areas, and agree action plans for each.
• Extend programme of work to promote road safety. Key components are: elderly
road safety campaign, children's traffic club, bicycle helmet scheme, active and
safer routes to school, car safety scheme with maternity hospitals, and work on
drugs and driving.
• Extend campaign to reduce domestic fires. Focus this year will be on student
population.
• Strengthen programme of activity to improve NHS response to domestic abuse,
and the multi-agency domestic abuse forums within local communities. (See also
Women's Health section.)
• Continue development of health promotion in prisons programme, in line with
SNAP recommendations.
• Ensure that safety issues are given due attention in the work of the Routes Out Of
Prostitution SIP.
• Work with education Health and Safety officers to raise awareness of prevention of
school accidents, and develop an audit tool.

5.1.18

Service Improvements/Developments
One major theme of our approach to promoting health and reducing inequalities is to
improve service provision such that it is more accessible, sensitive and appropriate to
the needs of all communities in Greater Glasgow. Implementation of the Better
Services to Patients requirements, the Board's race equality policy, the establishment
of the Sandyford Initiative, the processes of acute service reconfiguration, the work of
the women's health team and the development of Primary care services are major
strands of the strategy which are described in other sections of the Health
Improvement Programme. In addition, during 2000/01 we will:
• continue to work with communities and partner agencies in the development of
Healthy Living Centre proposals. Current proposals focus on SIP areas, the
Sandyford Initiative, a bid for a Chinese Healthy Living Centre and a bid being
developed by, and for, the deaf community;
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• further development of Eastbank Health Promotion Centre. This will include:
an ongoing programme of activities for the local community, a new volunteer
initiative, and a programme related to lifelong learning;
• implement a programme for deaf and hard of hearing people. Key components
include: improving provision of and access to health information for these
communities; providing training and support to Trusts and other service providers;
implementing an emergency information strategy for the deaf community; and
developing a mental health initiative with deaf people to increase coping strategies
in dealing with isolation;
• a series of additional commitments to improve services to the hearing and sensorily
impaired are included in joint community care plans.
5.1.19

Public Education
During 2000101, steps will be taken to put in place an integrated public education
strategy on health. The Health Board will establish a corporate public affairs and
marketing function, will bring together its library and health education resources
functions into an integrated service, and will seek to maximise the potential of IM&T
for public education. Development work started in 1999/2000 to explore connections
with the City council's library services, to increase visibility and public understanding
of the Glasgow Healthy City Partnership, and to consider integrated public
communications involving the various Glasgow Alliance partners, will be progressed
further. This is central to the achievement of the Glasgow Alliance objective of
ensuring that all citizens have the information they need to live a healthy life.

5.1.20

Mass Media Health Campaigns During the Year will Include:
• promotion and marketing of the new smoking cessation service;
• an initiative for young people on body image and self-esteem;
• continuing work with Strathclyde Fire Brigade on the fire safety campaign;
• support for the national Drinkwise campaign;
• continuing work to raise awareness of the risks involved in driving whilst under the
influence of alcohol or drugs;
• promotion of breast-feeding, focusing particularly on breast-feeding awareness
week;
• ongomg programme of HIV/AIDS awareness and sexual health promotion
initiatives;
• promotion of flu vaccination for high-risk groups and antibiotic use reduction.

5.1.21

Men's Health
The importance of developing a focus on men's health (analogous and linked to our
strong women's health programme) is being increasingly recognised. Men have a
shorter lifespan, higher rates of admission to hospital, but fewer Primary care
consultations than do women.
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5.1.22

The main issues requiring attention to promote men's health are threefold.
• Physical health: topics of particular concern to men (eg, testicular and prostate
cancers, erectile dysfunction) and national concerns (eg, CHD);
• EmotionaIlMental health: linked to masculinity, expectations made of men,
changing roles in society, and difficulties in expressing feelings;
• Masculinity: the negative effects on health of the traditional expectations of being
a man, and the resulting low uptake of services.

5.1.23

The priorities for action are currently seen as being:
• Strengthening work in communities, through providing training, resources and
advice; and supporting the development of men's groups in local communities.
• Encouraging men to access services, through developing good practice with local
services (eg, the Sandyford Initiative).
• Developing initiatives which promote positive fatherhood and combat negative
media images of men.
• Establishing interventions relating to the priority issues of young men and suicide;
young offenders and men in prison.

5.l.24

AMen's Health Planning and Implementation Group will be established in 2000/01 to
consider these priorities and initiate the programmes of work. In addition, GGHB will
continue to participate actively in a local and national Men and Health Development
Group partnership of Health Boards, other statutory agencies, voluntary organisations
and committed individuals.

5.2

ACUTE SERVICES

5.2.1

The Board published proposals in March 2000 with the aim of promoting a wide and
well-informed debate about Glasgow's hospitals and putting firm plans to the Minister
for Health, by the autumn.

5.2.2

The proposals are extensively based on advice from NHS professional staff (doctors,
nurses and others) and public debate that has already been running for two years.
There are still aspects that need to be resolved through further debate. Above all, we
hope that Glaswegians will feel that our approach to modernising Glasgow's hospital
services is able to command their confidence and enthusiasm. We believe the
approach is genuinely visionary but, at the same time, practical and capable of being
translated into action.
By the end of the summer we hope that there will be some agreement about how to
move forward.
The series of leaflets referred to in the text were available by telephoning
Freephone 0800 85 85 85.
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5.2.3

WHAT ARE WE TRYING TO ACHIEVE?

Our aim is a hospital service which provides the most up-to-date treatment quickly,
using advanced technologies and specialist skills in settings which are modern,
friendly and convenient and achieved within the next decade. Glaswegians have seen
the modern facilities now available elsewhere and expect us to deliver a well-designed
service.
Too often for patients there are delays, postponements and trekking around hospital
corridors, going to scattered departments in old or shabby buildings.
5.2.4

Almost all patient experience of acute hospital services does not involve the use of
in-patient facilities. Our aim is to keep local access for at least 85% of these
services - (the term used to describe them is 'Ambulatory Care') - but to do so in
facilities that are modern and provide the best possible experience for the patient.

5.2.5

In-patient care currently accounts for only 9% of all patient episodes with the acute
hospital service.
Meeting demand for in-patient services needs to balance:
(a) the continuing trend in surgical specialties towards day case treatment rather than
in-patient treatment. (Made possible by what are known as 'minimally invasive
technologies' - for example, the use of fibre-optic probes which not only see
inside the body but can remove growths, clear blockages, etc. Laser technologies
and robotics are increasing the scope for this approach.);
(b) the need to group both consultants and junior doctors into larger clinical teams so
that they can better programme their work (including the need to cover
emergencies without interfering with waiting list work and ambulatory care
sessions). Many of the existing clinical teams are too small to avoid breaches of
the EU Working Times Directive and the national agreement on junior doctors'
working hours;
(c) the growing evidence that specialists within the surgical disciplines often achieve
better outcomes, especially if treatment needs the back-up of multidisciplinary
teams focused on particular conditions or disease groups;
(d) meeting the demands of the continuing increase in general medical admissions.

5.2.6

There is a strong degree of support among doctors in Glasgow for a pattern of hospital
services which:
(a) provides ambulatory care just as locally accessible as it is now but in facilities
that are patient-friendly, well-equipped with the necessary technologies and
organised efficiently to meet patient needs.
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(b) concentrates on in-patient services which are still reasonably accessible but
which are in modern facilities, allow working hours regulations and educational
standards to be met and, most importantly, provide greater assurance to patients
that they will be in the hands of the specialist with the most appropriate
knowledge and skills for their disease or injury.
5.2.7

Above all, the Glasgow NHS wants to see a thoroughly modern service pattern
substantially in place within the first half of this decade.
One key to early progress is to make the best use of the modern facilities we already
have. Where there are no suitable modern facilities, the priority is to secure capital
investment to put them in place.

5.2.8

Glasgow's Health Board and NHS Trusts have been exarrunlllg choices and the
practicalities of how to move quickly. At the same time, the public debate has
continued in a wide range of settings - meetings with MSPs, Councils, Councillors,
some community councils, local interest groups, large public meetings, and debate
through the media. People value local access highly and are insistent that it is now
right to invest in new facilities. But many also recognise that the resources available
are not limitless and that for many patients safe and effective care means specialist
care. Our approach differs from most other UK cities. In recent years they have cut
the number of hospital sites and concentrated all services into fewer, very large
hospitals - significantly reducing bed numbers at the same time. Our approach is
cautious about bed numbers and retains local access for most things. But we also
believe we can sustain it within the money we have and with the number of doctors
and specialists available.

5.2.9

While keeping local access for most services, we also need to ensure that the service
pattern makes sense on a Greater Glasgow basis too. In an ideal world it would be
nice to be able to start with a totally blank sheet of paper but that's a luxury we do not
have. We have looked hard at the shape of the road and transport system and how they
relate to existing sites. We have been influenced by the major modern investment that
exists at GRI and Gartnavel. In the South, the NHS Trust has looked at what new sites
might be acquired as an alternative to using the Victoria Infirmary and Southern
General. Would they be big enough for a brand new hospital? and; how well-placed
would they be for the population served?

5.2.10

The ideas we are now presenting combine local access for the vast maJonty of
services, with a north/east and south/west axis for the significant major A&E services
well-located in relation to the strategic road routes that are important for ambulance
serVIces.
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5.2.11

THE PATIENT'S EXPERIENCE

We have already stated that what we propose is firmly rooted in seeking to transform
the patient's experience. The touchstones are:
(a) an altogether more user-friendly experience. Fast, responsive, 'one-stop shop'
wherever possible and in facilities that are attractive and good to use;
(b) making as much as possible as local as possible. In broad terms, around 85% of
people's use of hospitals will continue to be just as local as it is now (out-patients,
X-rays, day case treatment, rehabilitation services and minor injuries services);
(c) ensuring that where specialisation matters (and avoiding doctors being
overworked and overstretched) we achieve strong clinical teams to create just
that assurance of the best possible expertise;
(d) making sure that the linkages between Primary care (GPs) and hospitals are made
as fast and informative as possible so that the GP's responsibilities for overseeing the patient as an individual are made easier. Changes in health care practice
and technology will affect these linkages as time unfolds.

We have produced some leaflets which say more about these issues. We have
tried to write them in plain English and as jargon-free as possible. These
leaflets are:
•
•
•
•

The Patient's Experience.
Getting it Right for Patients: what it Means for Organising Services.
Cancer Services: Specialisation in Action.
Why Specialisation Matters - and What we Propose to do to.
Make its Benefits More Available.
• Creating More Responsive Accident and Emergency Services.
• Ambulatory Care: What is it?
• Minimally Invasive Technologies: Keyhole Surgery and the Like

5.2.12

SOME OF THE PLANNING BACKGROUND

In developing practical ideas about how to improve the patient's experience, we have
also had to take into account a range of planning factors.

Our leaflets 'The overall planning challenge for Greater Glasgow' and 'Some
Recent Background History' set the general scene.
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5.2.13

One major influence is the need to ensure that we get the organisation of doctors'
working hours right. People will be familiar with the long history of junior doctors
(those training to become specialists or GPs - often described as House Officers or
Registrars) working ridiculously long hours. Things have improved in recent years
but there is still more to be done. And it's not just a matter of working hours. Junior
doctors are in training and the quality of their educational experience has increasing
priority compared with their role as service workers. The quality of their training is
crucial to the quality of service they will provide in the future. As a result, Consultants
are expected to do more of the hands-on medical work and to exercise more
continuing supervision. This is very much in the interests of patients!
But this is happening at a time when European Union working hours regulations are
making a major impact.

Our leaflet 'Impact of Regulations on Doctors' Working Hours' tells you more.

5.2.14

Although in-patient care is increasingly a less significant part of the hospital services,
the question of whether there are enough beds continues to attract wide interest. And
because wards require a lot of staff, the number of beds provided in any new hospital
development has a major influence over our ability to afford it.

Our leaflet 'The Number of Beds we Propose to Provide' sets out our approach
to assessing this.

5.2.15

Glasgow is the home of a number of important regional services serving a population
wider than just Greater Glasgow alone. There are three significant changes to regional
serVIces:
1. Moving the Beatson Oncology Centre (for cancer) from the Western Infirmary to
Gartnavel on a phased process during the decade. New linear accelerators (which
give radiotherapy treatment) on a steady programme of replacing the existing old
machines. Relocating beds in the middle to the end of the decade. (This move
was approved by the Secretary of State in 1996 as part of wider proposals for West
Glasgow.)
2. The idea to re-provide Yorkhill's Children's Hospital Services into the major
hospital development on the Southside.
3. The proposal to create a single cardiothoracic unit (for heart and chest surgery) in
West Glasgow (by merging the two existing units at GR! and the Western Infirmary
into one).
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We have four leaflets which will help those with an interest in these issues to
see what is proposed and why. They are:
l. 'Regional Services Provided by Glasgow Hospitals'

2. 'Radiotherapy: Linear Accelerators - a Patient's Guide'
3. 'Maternal and Child Health'
4. 'Why Centralise Cardiothoracic Surgery?'

5.2.16

An aspect of planning which rarely gets the attention it deserves is the need to support
teaching and research. The presence in Glasgow of high quality teaching and research
has many benefits which include:
(a) a stimulus for continuous improvement of clinical practice;
(b) recruitment and retention for the City of practitioners of high standing;
(c) the best possible development of the next generation of health professionals.

Our leaflet 'Why Teaching and Research Matters' tells you more.

5.2.17

The pace of change in health care is accelerating. Whether we invest in modern
facilities or not, we need a positive approach to maintaining an NHS workforce that
is well-trained, motivated and adaptable. We have been working with trade unions on
the Greater Glasgow Partnership Forum to get some clarity on how this rhetoric can
be turned into reality.

Our leaflet 'Staffing matters' sets out in more detail some of issues involved.

5.2.18

Our proposals mean the investment of a lot more money in Glasgow's acute services.
Around £400 million in capital (new buildings and equipment) across the lO-year
period. And more revenue (the running costs of new hospital buildings). The way in
which the NHS capital and revenue system works is complicated. Unlike a private
business, the NHS cannot generate its own income - it has to operate within a cash
limit determined by the Scottish Executive and Parliament. The acid test is whether
our ambitions to improve our acute hospital service can be afforded within the cash
limit we are given.
We believe the proposals can be afforded whilst at the same time leaving enough
money available to improve other services outside the acute hospitals. These make an
important investment in tackling the chronically poor state of health of many of
Greater Glasgow's residents, eg services for children, mentally ill people, those
addicted to drugs and alcohol, people with chronic disabilities and the whole range of
Primary care (GPs and their teams).
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Our leaflet 'How the Finance Works ' provides further details.

The next sections describe our proposals for the Southside, North and East Glasgow
and West Glasgow. There is also an important suggestion about Children's Hospital
Services.
5.2.19

PROPOSALS FOR THE SOUTHSIDE

The 347,000 southside population equates to an expected need for acute in-patient
services by 2005 of just over 1,000 beds. The Southern General currently has 600
modern beds (although some of these are for regional services for a wider population
- such as neurosurgery). The Victoria Infirmary's facilities are provided in old and
unsatisfactory accommodation. There has been significant public support for the
creation of a new hospital for the Southside to replace both the Victoria Infirmary and
the Southern General. The Trust has examined this suggestion in great detail.
5.2.20

Comparing large capital projects is a complicated task since the costs and economics
have to be looked at over a hospital 'lifetime' period ranging from 30 to 60 years
depending on whether the scheme is paid for by the Government's capital programme
for the NHS or through Public Private Partnership (using private sector capital). A
totally new hospital, built on a new site in a single phase (with an Ambulatory Care
Centre being built at the Victoria Infirmary site) would cost around £360 million and
would take about four years' building time. The total capital allocation for the whole
of the NHS in Scotland amounts to around £165 million, although this is planned to
rise to £200 million in about two to three years' time. So this one project alone would
consume between a half and two-thirds of the whole of the country's capital
programme for that four year period. This is unrealistic - so a Public Private
Partnership (PPP) approach would be needed. The capital and running cost structure
of PPP is different (for example, it assumes a 30-year life and VAT is not payable on
construction costs). The Trust has compared a PPP approach for two options:
(a) A new hospital on a new site with a new Ambulatory Care Centre at the Victoria
Infirmary.
(b) A new Ambulatory Care Centre at the Victoria Infirmary and a phased
redevelopment of the Southern General to provide in-patient beds for the
Southside.
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5.2.21

Because PPP uses private capital, the cost for the NHS is felt in the form of annual
running costs covering capital, interest and maintenance charges. Option (a) would
have running costs of £20 million per year higher than the present annual cost
(£165 million) of running Southside hospitals. Option (b)'s running costs would be
£13 million per year higher than the present costs. The difference of £7 million
matters. Both options produce an exciting new-style Victoria. Both options produce
the same amount of modem in-patient facilities. Although (b) takes 10 years from
now to achieve it fully, it delivers a major set of improvements in the first half of the
period.
On the other hand (a) achieves it in around six years from now. That £7 million per
year extra would be paying for a small difference in geographical location and four
years faster completion for the final parts of the project (with the extra annual cost
being paid at the higher level for the 30-year life of the PPP agreement). There are
many much needed hands-on services for patients and local communities that
£7 million a year could pay for. (See our leaflet, 'The Overall Planning Challenge for
Glasgow').

5.2.22

Our conclusion is that the best way to get a modem hospital service in position for the
Southside's population of 347,000 people is to:
(a) Build a state-of-the-art Ambulatory Care Centre at the Victoria Infirmary to open
by 2004.
This will keep existing local access for some 85% of present patient visits with
the Victoria Infirmary but in a vastly improved service setting. It would also
include walk-in facilities for people with minor injurieslillnesses, a new, locally
accessible renal dialysis service, and 120 rehabilitation beds which would reduce
the burden of visiting for relatives from the south-east of Glasgow. It would also
provide day case surgery for the whole of the Southside.
(b) Build 355 new beds at the Southern General Hospital to open by 2005. The
hospital already has 600 modem beds. This new build would give the hospital
955 modem beds. The 310 older beds which would remain in use have either
already been refurbished or will be brought up to a very good standard by 2003.
A second phase of development to replace them would be worked up with
construc.tion starting as soon as site space had been cleared (well before the end
of the decade).
This would provide all the acute in-patient services for the Southside and
regional/national services for neurosciences and spinal injuries. It would also
have the major A&E/trauma centre service on the Southside, readily accessible
off the M8, M77 link and Clyde Tunnel.
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It would have in-patient beds for:
general medicine
acute assessment of the elderly
general surgery
orthopaedics *
gynaecology *
urology *
vascular services*
clinical haematology*
ENT (ear, nose and throat)*
nephrology*
dermatology *
ophthalmology (although its needs for in-patient beds is
expected to decline significantly)*
maxillo-facial surgery (the only unit in the City)
[Note: * Indicates one of two units in the City - one South, one North]
(c) Provide shuttle bus links between the Victoria Infirmary and the Southern
General Hospital as part of a wider process of improving public transport links
between east and west on the Southside.
5.2.23

MATERNITY AND CHILDREN'S HOSPITAL SERVICES
During the public debate in 1998, we were asked why no consideration had been given
to including the reprovision of services provided by the Yorkhill NHS Trust at the new
Southside Hospital campus. Yorkhill NHS Trust is the home of the Royal Hospital for
Sick Children, the Queen Mother's Maternity Hospital, the West of Scotland Medical
Genetics Service, the Headquarters of the Community Child Health Services for
Greater Glasgow, eight academic departments of the University of Glasgow and a
major teaching and training hospital for health professionals caring for mothers and
children. The development of a new children's hospital would allow GGHB to retain
and improve upon all existing children's services provided by Yorkhill NHS Trust,
develop new services in line with future patients' needs and ensure that both are
provided by a modern, purpose-built hospital for mothers and children.

5.2.24

The Yorkhill site has relatively modern facilities (a new theatre suite opened in 1998)
but the Queen Mother's Maternity Hospital has significant design limitations and has
not worn particularly well as a building. The main building for the Royal Hospital for
Sick Children is adequate for the foreseeable future although, perhaps, not particularly
flexible to adapt to future changes in children's health care. In any event, Yorkhill's
replacement would become a pressing forward planning issue by the end of the
decade.
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5.2.25

There is a considerable weight of professional opinion that children's services should
ideally be on the same site as adult and maternity services so as to make the mutual
sharing and accessing of clinical expertise easier. There are also advantages in
sharing, rather than duplicating, those hospital support services which are common to
both adult and children's services. Examples elsewhere in the UK show how the
crucial child-centred separate identity of a Children's Hospital can flourish within the
same site as a larger general hospital.

5.2.26

The overall shape of services in Glasgow suggests that the Southside would be a
potentially favourable location for a new Royal Hospital for Sick Children.
Relocating children's services to a site which provides adult and maternal health
services for South Glasgow would result in a strong foundation for integrated child,
adult and maternity services. Obviously if the new hospital goes ahead, detailed
consideration needs to be given to how all existing maternity services currently
provided from the Queen Mother's Maternity Hospital and the maternity unit at the
Southern General can be integrated with the new children's hospital and community
services. There would be a period of 7-10 years before building was completed. The
question of how to manage maternity services currently provided by the Queen
Mother's and Southern General during that interim period will be the subject of a
separate public consultation.
There are other benefits of siting a Children's Hospital alongside a Southside adult
hospital:
(a) Children's neurosurgery, ENT and maxillo-facial surgery would be better
integrated with other children's services than at present.
(b) The Paediatric A&E services of Glasgow would be sited alongside one of
Glasgow's two trauma units (compared with the lack of paediatric support at any
of the Glasgow's adult A&E departments at the present time).
(c) It would greatly strengthen the research and academic environment in South
Glasgow.
(d) It is an exciting opportunity for the development of specialised adolescent
services for Glasgow.

5.2.27

By contrast, although relocating the Royal Hospital for Sick Children alongside adult
oncology and adult cardiothoracic surgery in West Glasgow would have some
benefits, it would do nothing to help with maternity and A & E service linkages. The
oncology and cardiothoracic links are easier to sustain on a separate site (and involve
fewer children) than is the case if maternity and A & E services are on separate sites
from children's services.
A third alternative - relocation to the GRI - would further unbalance the maternity
services as between north/east and south/west Glasgow and would achieve far fewer
important service linkages with other adult services than would be the case with a
Southside location (or with West Glasgow adult services).
It would also be more difficult to achieve in site space/capital investment terms.
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5.2.28

NORTH AND EAST GLASGOW
The current capital scheme under construction at the Glasgow Royal Infirmary will
result in the GRI having 600 modern beds. The hospital will also have 500 old beds,
219 of which will be empty when the new scheme is complete. Stobhill Hospital has
297 acute beds - all of them in old buildings. The 340,000 people in north and east
Glasgow equate to an expected need for approximately 1,020 acute in-patient beds by
2005. The question of how to meet those needs between the GRI and Stobhill has
been a highly contentious matter. Taking as our guide the aim of:
• providing locally accessible Ambulatory Care;
• providing in-patient services in modern beds wherever possible;
• creating clinical teams large enough to meet the working hours and specialisation
considerations;
• providing north of the river an A&E/trauma centre service broadly equivalent to the
quality of that proposed on the Southside.
We see the pattern for the North and East being very similar to that proposed for the
Southside:
(a) a state-of-the-art Ambulatory Care Centre at Stobhill to maintain existing local
accessibility to such services (including the minor injury/illnesses patients who
attend Stobhill casualty unit) but in a vastly improved service environment. This
will assure Stobhill's long-term role as a major provider of health services.
(b) a strong core of in-patient services at the GRI including:
-

general medicine/elderly assessment.
general surgery.
orthopaedics (one of two in the City).
maternity (one of two in the City).
gynaecology (one of two in the City).
plastic surgery/burns (providing a regional service).

There would also be out-patient services in modern facilities at GRI, but we
would expect a significant amount of day surgery for the east Glasgow population
to be undertaken at Stobhill.
(c) a major A&E/trauma centre service in modern facilities at the GRI, readily
accessible off the M8, M80, Springburn Road and the Clyde bridges in the east
of the City.
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5.2.29

The Health Board at its March 2000 meeting supported an Outline Business Case for
a new Ambulatory Care Centre at Stobhill, recognising the strong local support for
this service. We have asked the North Glasgow Trust to consult locally on issues of
size, content, scope for future expansion and other issues identified in recent local
public debate. By the time this wider consultation on Glasgow's acute hospital
services reaches conclusions in the summer, we shall know the outcome of the local
consultation carried out on the detail of the Stobhill Ambulatory Care Centre.

5.2.30

We know the strength of feeling its local community has for Stobhill Hospital. The
plan to modernise Glasgow's hospitals offers much of the certainty about the future
role of Stobhill which its community and staff have long awaited. In shaping this role,
we have to take into account the reality of the clinical and workforce influences that
cannot be simply ignored or rejected. Over the next few months the North Glasgow
Trust will lead a local debate about the issues so that by the autumn there can be full
clarity about the long-term role of Stobhill Hospital.

5.2.31

There is a fuller exploration of the issues in some of the back-up leaflets that we have
produced to aid debate.

5.2.32

The proposal here would require a further capital investment of £30 million for the
Ambulatory Care Centre at Stobhill and £6 million for fitting out the new orthopaedic
floor at the GRI. (This would complement the £53 million currently being spent on
new facilities at the GRI).

5.2.33

WEST GLASGOW
The West Glasgow population of some 226,000 will need an acute general medical
and general surgical in-patient service of 198 beds and 87 beds respectively.

5.2.34

There have been plans made before for health services in the west of Glasgow. These
plans have focused on the relocation of the hospital services from the Western
Infirmary to Gartnavel in order to end the arrangements whereby care for many
patients was split across both the Western Infirmary and Gartnavel sites. Another
objective has been to modernise the facilities at the Beatson Oncology Centre. Other
elements of our Greater Glasgow Plan include:
• the modernisation of the Southside hospital services;
• ensuring Stobhill Hospital's future around its modern Ambulatory Care Centre; and
• using the modern developments already begun at Glasgow Royal Infirmary.
The Strategy recognises that money for capital investment is not available in
unlimited supply. This means that we have to make best use of existing modern
facilities. These proposals have now been re-examined by the North Glasgow Trust
in the context of the plan to Modernise Glasgow's Hospitals.
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Gartnavel General has 543 modern beds and the Western Infirmary has 260 beds in
relatively modern accommodation.
5.2.35

We believe the way forward is:
(a) to use Gartnavel General as the in-patient centre for general medicine and general
surgery for west Glasgow. It currently offers no walk-in service for minor
injuries/illnesses - we propose to create a service of this type at Gartnavel
giving much greater local accessibility for Clydebank, Drumchapel,
Knightswood, Scotstoun, Yoker, Maryhill and their neighbouring areas. [People
living in Hillhead and Partick would have the choice of going to Gartnavel or the
Southern General (through the tunnel)].
We would also need to improve emergency receIvIng and ambulatory care
facilities at Gartnavel.
Our aim is to have these facilities in place by 2004/05 at the latest.
(b) to use the Western Infirmary as the in-patient and out -patient centre for the
Beatson Oncology Centre and a single cardiothoracic centre for the West of
Scotland. These would use the Phase I block of modern facilities, requiring some
capital investment to provide up-to-date imaging services.
We would vacate G Block.
Capital investment to make these various changes at both hospitals would be around
£31.2 million.

5.2.36

This approach would make general acute services for West Glasgow more locally
accessible for a greater number of people (core in-patient services, ambulatory care
and minor injuries services) and provided in modem facilities at Gartnavel. It would
allow regional services for cancer and cardiothoracic services to occupy modern
facilities in a location readily accessible by public transport (exploiting the Partick
bus/rail/underground interchanges). In the meantime, there will need to be further
planning for a subsequent integration of cardiothoracic services and the Beatson
Oncology Centre onto a larger hospital campus. The programme of expanding and
modernising linear accelerator capacity will force the pace of this decision-making
since in-patient beds should not be separated from the linear accelerators their patients
need.
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Separate leaflets are available for different aspects of these proposals:
•
•
•
•
•
•

5.2.37

'Detailed Analysis of the Options for South Glasgow'
'Maternal and Child Health'
'Better Access for West Glasgow Residents'
'The GRIIStobhill Partnership'
'Why Centralise Cardiothoracic Surgery?'
'Radiotherapy: Linear Accelerators: A Patient's Guide'

What are the Key Questions?

The key questions on which we are seeking views are:
• Should we seek to strengthen A&E services by designating the GRI and the
Southern General (or new Southside Hospital) as Trauma Centres with Consultant
staffing to match while keeping local access for minor injuries at Stobhill and the
Victoria Infirmary, and providing such a service for the first time at Gartnavel
General?
• Does our aim to maintain local access to out-patient clinics, X-ray, day case surgery
and out-patient rehabilitation services at Victoria Infirmary, Southern General* (or
new Southside Hospital), GRI, Stobhill and Gartnavel have widespread public
support?

* We are proposing that most day case surgery for the whole of the Southside would
be undertaken at the Victoria Infirmary and some day case surgery for east
Glasgow would be done at Stobhill.

• Do the public agree that the Victoria Infirmary and Stobhill are the top priorities for
the creation of new Ambulatory Care Centres?
• In seeking to modernise the outdated hospital facilities and deal with issues of
specialisation and doctors' hours in South Glasgow, is our conclusion that a new
Ambulatory Care Centre with rehabilitation beds at the Victoria Infirmary and a
two-phase redevelopment to concentrate Southside acute in-patients at the
Southern General the most practicable option?
• Should we take the opportunity of creating a new Child and Maternal Health
service based at the Southern General as an integral part of the first construction
contract for the redevelopment of the Southern General campus?
• In seeking to tackle the specialisation and doctors' hours issue in the North
Glasgow Trust we are making firm proposals to concentrate in-patient gynaecology
and orthopaedics at GRI in association respectively with the new facilities for
maternity services and A&EfTrauma. In each case there is strong medical advice
in support of the change. Ambulatory care for these two services would also be
provided at Stobhill and Gartnavel. Are there any persuasive and practicable
alternatives to this solution?
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• In tackling the same issues of specialisation and doctors' hours in the North
Glasgow Trust there is a need to decide what the in-patient base for several
specialties should be (with ambulatory care provided at GRI, Stobhill and
Gartnavel). The specialties are urology, ophthalmology (eyes), ENT (ear, nose and
throat), nephrology (kidneys) and vascular surgery (veins and arteries). The North
Glasgow Trust will be leading an interactive debate about the possibilities and
practicalities for these specialties so that by the late summer/early autumn a clear
basis for future modern accommodation requirements can be established.
• Similarly the North Glasgow Trust will lead a debate about how medicine and
surgery can work in partnership between GRI and Stobhill so that medium to longterm clarity can be achieved.
• The achievement of single site working for medicine and surgery for West Glasgow
at Gartnavel was previously agreed in the 1996 consultation. This updated plan
includes a proposal to create a single cardiothoracic unit in Glasgow, concentrated
initially at the Western Infirmary in modern accommodation. This has benefits for
the specialty but helps to create space at GRI for other use of modern
accommodation there as part of the wider picture of modernisation. Are there any
good grounds for not making this change?
5.2.38

OTHER ISSUES

As well as these issues in relation to the location and structure of services, there are a
number of other priority areas in acute services including:
• waiting lists;
• achieving better services;
• redesigning services.
5.2.39

Waiting Lists

In last year's Health Improvement Programme we described how the number of
patients' waiting time reduced, and how the 12-month maximum waiting guarantee
was delivered consistently. Improved list management and monitoring information
was also achieved.
5.2.40

For 2000/01 and in future years, waiting lists will remain a major priority. In addition
to committing to targets to maintain or improve the situation, the focus has widened
to out-patients and to waiting times. Across Glasgow, significant additional recurring
resources have been deployed in orthopaedics, ophthalmology and cardiac services, as
well as a number of smaller investments in individual Trust initiatives.
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5.2.41

Additional funding and changes to practice have tackled several of the longest
out-patient waiting times. We will continue to monitor this situation closely, and given
the investments made, sustaining downward pressure will remain a major priority.
Two projects emphasise that close co-operation between Primary and Secondary care
can reduce waiting times. These are the plastic surgery referral protocol and a service
to offer an alternative GP management strategy for patients under 45 years of age with
dyspepsia, other than upper GI endoscopy. The latter has been implemented in the
North and East, and soon will be extended to the South.

5.2.42

A number of common themes will be important to waiting list work over the next year.
These are:
• to maintain the reductions in the number of people waiting for hospital admission;
• to maintain consistent delivery of the 12-month guarantee;
• to concentrate on reducing in-patient and out-patient waiting times, and, in
particular, total waiting times, which are of great significance to patients and where
delays, for example, in accessing diagnostic services, may not be visible, eg hip
replacement, cataract extraction and cardiac surgery;
• to maintain the impetus of joint North and South Glasgow Waiting List Working
Groups established with the new acute Trusts. They are remitted to:
agree analytical and monitoring requirements and responsibilities
discuss and agree action on identified system and management issues
- review pressure points and additional investments
focus significant attention on addressing out-patient waiting times
work with Trusts and others as appropriate, to develop management information
and systems to enable ongoing improvements in waiting list management
ensure Trusts work to monitor the large numbers of people who are currently
waiting for out-patient diagnostic and investigative procedures. Trusts need to
ensure that these patients are benefiting from such procedures without undue
waiting
- ensure theatre management changes in line with the recommendations of the
Accounts Commission's report
• connect the review of ophthalmology services on a South and North Glasgow basis
in order to address service pressures where possible.

5.2.43

The Waiting Time Support Force is likely to set total waiting time standards for
cardiac services, orthopaedics, cancer and ophthalmology. For the first two, planned
new investment should enable us to achieve targets. Work on cancer is outlined later
in this section. For ophthalmology there are significant pressures. Priorities for the
Trusts include the following:
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Northside
Angiography waiting times are now below 12 weeks below 10 weeks and to continue to reduce this further.

the aim is to maintain this

• Orthopaedic surgery - by March 2001 achieve a target waiting time of nine
months for hospital admission linked to a IS-week target wait for general
out-patient clinics.
• The West of Scotland plastic surgery protocol was launched in May 1999 current work is under way to refine the process and the monitoring arrangements
are in place to assess the impact.
• Current in-patient pressure areas are orthopaedic surgery, ophthalmology and
general surgery - we will work with the Acute and Primary Care Trusts, in the
context of redesign of the orthopaedic service in the North Acute Trust and in
ophthalmology across the City, to effect improvement in waiting times for
out-patients and in-patients. This will include work on alternative management
strategies.
• Priorities for the Trust include addressing the increasing numbers waiting for
dental treatment. This will include a review of the volume of paediatric referrals
following national strategic change in treatment of children.
Southside
• Deliver agreed changes to the shape of orthopaedic services by March 2001.
• Establish fair funding agreements with Argyll and Clyde Health Board, particularly
for orthopaedics services.
• Monitor changes to management of patients with dyspepsia.
• Identify and agree improvements in out-patient waiting numbers and times.
• Undertake further referral analysis to identify opportunities for improving patient
pathways into services.
• Continue to develop the quality of analysis of waiting lists to ensure we understand
and monitor activity, pressures, etc.
Yorkhill
• Initiatives in out-patients have been targeted at lists for dermatology, community
occupational therapy, community clinical psychology and autism. This investment
will enable the reduction in waiting times to be maintained.
Primary and Secondary Care
North and South: the Clinical fora, bringing together LHCC's, Acute Trusts and the
Primary Care Trust, has been established. Their focus will be on the design of
services. The initial priorities are North: communication, imaging and orthopaedics;
and South: stroke, radiology and orthopaedics.

67

5.2.44

Osteoporosis
Acute Trusts will be expected to develop plans for 'secondary prevention' of
osteoporotic fractures. Referral protocols from A&E and orthopaedics to the local
DEXA or bone service should be agreed by which all adults over 50 years of age with
low impact fractures (vertebral, all long bones fracture sites including forearm and
hip) will be assessed for osteoporosis risk and offered appropriate treatment including
antiresorptives where indicated. This will ensure that antiresorptive treatments are
targeted at those with greatest risk of further osteoporotic fracture and that there are
appropriate management strategies for others with osteoporosis.

5.2.45

Acute Trusts should also ensure that there is adequate and appropriate literature
available to patients about the benefits of exercise in reducing further falls, and where
they can get help to increase their exercise levels safely.

5.2.46

We will work with the Primary Care Trust, the Acute Trusts and Glasgow City Council
to develop an integrated physical activity service for patients with osteoporosis. This
will include information about the benefits of exercise especially in terms of muscle
strengthening and improved balance, thereby reducing falls. Patients will be able to
access special low intensity classes run by Culture and Leisure Services and
individual assessment and treatment, for those diagnosed with more severe
osteoporosis, by physiotherapists within an agreed protocol for transfer to the local
authority classes.

5.2.4 7

Ambulance Services
We will work with the Scottish Ambulance Service to address the issues identified by
the National Audit Office.

5.2.48

Infertility Services
At its December 1999 meeting the Board considered a paper outlining the issues and
dilemmas in addressing Level III infertility waiting times and expanding the range of
services available to include ICSI, a treatment for male factor infertility of similar cost
and effectiveness to IVF. The paper outlined the disequilibrium in current demand for
IVF and available resources, the potential impact on demand of addressing that
waiting time issue and the costs of introducing ICSI. Since that paper was considered
an Expert Advisory Group, established by the Scottish Office in January 1998, has
reported. It makes a number of recommendations, the most significant for GGHB that
ICSI should be available and three cycles of IVF should be provided. In endorsing
these recommendations, the Health Department has not added infertility to the
established clinical priorities and the priority to be given to the EAG
recommendations is to be decided by Health Boards but will be monitored.

5.3

PRIMARY CARE

5.3.1

This section establishes the key priorities for Primary care sections of the Health Improvement Programme.
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many link to other

5.3.2

Improving Service Integration
The traditional boundaries between 'Primary Care' (GPs, nurses, PAMs, dentists,
pharmacists and opticians) are a potential barrier to the delivery of integrated care
which benefits patients by providing seamless health care and fewer 'patient journeys'
through the health care system. It also offers the prospect of better targeting to achieve
the most effective use of resources and increase the amount of care the NHS can
provide. Examples developed in Glasgow include: the use of physiotherapists to
screen back pain cases and reduce inappropriate demand on hospital orthopaedics
services; better support at home following discharge from hospital which helps reduce
the length of stay in hospital; and faster access to diagnostic tests such as scans, which
can allow GPs to determine diagnoses without the necessity of sending the patient to
hospital.

5.3.3

We want to develop many of these existing projects and services by rolling them out
to other areas of the City. Additionally, together with GPs, other Primary care
contractors, nurses, PAMs and hospital doctors, we intend to examine other ways of
improving the integration of hospital and Primary care services. In particular, we want
to:
• develop packages of care for the treatment in Primary care of diabetes, epilepsy,
coronary heart disease, mental health and colorectal cancer, which will include
consideration of the resource implications of transferring care;
• review and streamline discharge and referral procedures to improve the flow of
information between GPs and hospital doctors;
• participate in work on referral rates and processes. An urgent priority is for the
Primary Care Trust to work with the Acute Trusts on radiology services where there
are long waiting times for some investigations but also evidence of inappropriate
use;
• look at improving the quality of referrals to physiotherapists, podiatrists and
dieticians by GPs through defining appropriate conditions and priorities.

5.3.4

Heart Disease
Priorities linked to the Coronary Heart Disease Section:
A network of Cardiac Failure Nurses will be established in April 2000. The nurses
will work with Primary and Secondary care physicians to promote best practice in the
management of patients who have had recent hospital admission due to left ventricular
dysfunction.
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5.3.5

The PCT will support LHCCs in their plans to achieve secondary prevention of
Ischaemic heart disease. LHCCs will be encouraged to work closely with existing
cardiac rehabilitation services in Secondary care which specialises in follow-up of
patients who have had myocardial infarction. A group who are often missed are those
who attend chest pain or out-patient clinics with angina due to CHD. They will be
targeted by devising a systematic follow-up programme in Primary care. Resources
have been made available by GGHB to the PCT to establish this network.

5.3.6

Prevalent cases of CHD are being targeted by LHCCs. A cost profiling exercise will
take place to establish the prescribing implications of this approach.

5.3.7

Primary prevention will be tackled through diet, prescribed exercise, and use of the
smoking cessation network being established.

5.3.8

Palliative Care
The Primary Care Trust is now fully engaged in joint planning mechanisms for
palliative care. Priorities will include:
• developing and extending the link nurse system to all LHCCs;
• considering the development of the role of community pharmacists in palliative
care;
• continuing development of the Integrated Care Pathway in South Glasgow.

5.3.9

Diabetes
The Primary Health Care Trust will develop proposals for an integrated approach to
the care of patients with Type II Diabetes in conjunction with the North and South
Acute Trusts and the Health Board. This approach will include further extension and
development of the diabetes register based on the SIGN minimum dataset and the
introduction of a systematic retinal screening programme.

5.3.10

The Primary Care and Acute Trusts need to agree the shape of nurse, podiatry, and
dietetic resources in Primary care.

5.3.11

Oral Health
The Community Dental Review recommends actions that can be taken by Health
Service providers within Glasgow to improve oral health, particularly that of children.
It proposes putting in place, in a stepwise fashion, arrangements within each LHCC to
ensure children receive appropriate oral health promotion and treatment. With
treatment usually provided by general dental practitioners, a policy for further
targeting Community Dental Services to areas and groups with the greatest need will
be developed. Arrangements to co-ordinate service providers and implement the
recommended actions will be required.

5.3.12

Child Health
Children were identified as the most significant group by participants in the 'Open
Space' event when asked to nominate areas for immediate action. Participants
identified breast-feeding initiatives in deprived areas, prevention of child abuse,
health education, joint working and the needs of parents as carers as key child health
issues.
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5.3.13

A subgroup of the Child Health Strategy Group was convened to look specifically at
Child Health Services. The overall aim was to improve and develop the integration
of services in Primary and Secondary care for children.

5.3.14

A range of detailed proposals have been produced by the subgroup which has
reviewed Community Child Health services. These have been included in a report
from this group which is being presented to the Child Health Strategy Group. The
draft recommendations of the group includes:
• a jointly agreed multi-agency strategy for parenting support;
• development of the multidisciplinary neonatal liaison team;
• adequate breast-feeding support;
• relaunch of parent held records;
• work with local authorities to develop Family Learning Centres;
• provision of neonatal BCG vaccination for high-risk groups;
• alignment of the child Development Centres with the LHCCs. This may include a
proposal to reduce the four Child Development Centres to three, with a business
case being produced for two new Child Development Centres - one in the North
East and one in the North West of the City - to complement the current new
provision for the South of Glasgow which is at development stage. Enhancement
of the generic district nursing service to enable them to care for children with
complex nursing needs at home, supported by an enhanced paediatric home care
team from Yorkhill offering training and support;
• cessation of school nurse height and weight checks in Primary 1, 4 and 7 freeing
up resources input to residential homes for children who are looked after and
accommodated;
• continuation of vision screening as an audit has revealed that 11 % of Primary 4
children were found to have visual defects;
• provision of awareness-raising child protection training to agencies and a properly
staffed community triage system is essential. The position of a number of
specialist child protection advisors in the Primary Care Trust should be enhanced;
• development of an Adolescent Health Team;
• provision of drop-in and mental health/counselling serVIces for looked-after
children;
• the Community Child Health service should be Consultant-led and should have a
number of training grades rotating through the service, balancing the number of
training posts with the number of staff grade and CMO doctors to ensure the work
continues to be carried out;
• a named liaison worker to be identified in Child Health to link with each LHCC;
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• parents and children should be active participants in planning services;
• an effective way of providing health care and immunisation to children of homeless
families and travelling people should be created;
• routing Child Health Surveillance should be delivered by the Primary health care
team, joint protocols should be developed between Secondary and Primary care
services. Closer working relationships should be developed between the school
nursing service, health visitors and health promotion department. School nurses
and health visitors should have a face-to-face handover when children are about to
start primary school;
• links between GPASS and Yorkhill should be created and an effective hand-held
record system developed.
The priorities which have been agreed for the year 2000/01 are:
• enhancing the generic district nursing team to allow them to care for children with
complex needs in their homes, supported and trained by an enhanced paediatric
home care team from Yorkhill;
• provision of a Community Paediatric Dietetic service based around the Child
Development Centres in recognition that many children with complex needs also
have complex feeding and nutrition problems;
• development of business cases to create two new Child Development Centres in the
North East and North West of the City which would link to LHCCs;
• cessation of school nurse screening of Primary 1, 4 and 7 pupils for growth and
weight to enable resources freed up to provide school nurse input to residential
children's homes;
• vision screening should be provided by school nurse assistants as audit has shown
an 11 % rate of visual defects in Primary 4;
• provision of two additional consultant community paediatricians. One for lookedafter and accommodated children in recognition of the massive increase in
workload in this area, and one for children with complex needs in recognition that
this is an increasing group of children being cared for in the community and not in
hospital.
5.3.15

Mental Health
Mental Health problems are a significant element of Primary care workload:
• LHCCs will need to link into the work being done to integrate Community Mental
Health Teams, in-patient psychiatric services and Primary care. The partnership
with social work, housing and voluntary organisations is critical, as well as an
understanding of respective roles. Improved identification and treatment of
adolescent mental health problems is also a priority;
• the current consultation on modernising mental health services includes issues
about the development of mental health services in Primary care. A more
fundamental review of this area will be undertaken during 2000/01;
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• postnatal depression is a priority. Health visitors are detecting this condition early
using assessment tools. A working group will examine the effectiveness of this
approach and ensure wide and consistent application. Integrated care pathways
will be established in two LHCCs: MaryhilllWoodside and Clydebank.
5.3.16

Drugs and Alcohol
Primary care needs to playa significant role in the implementation of the Drugs and
Alcohol Strategies to address substance misuse problems in Greater Glasgow. Misuse
of tobacco, alcohol, prescribed medications and illicit drugs are significant features of
Primary health care practice in their own right and as contributors to related physical
and mental health problems.
It is therefore essential that generalist health practitioners are fully equipped with the
appropriate skills and are supported by specialist staff. This need applies across the
full range of prevention, early identification and treatment methods. Local Health
Care Co-operatives will require assistance to identify local needs, develop
partnerships and implement evidence-based strategies.
The following short-term actions have been identified by the Primary Care Trust.
Further action planning will be required in line with the section on drugs and alcohol;
• contribute to the development and implementation of strategies identified in
'Tackling Drugs Together in Greater Glasgow';
• identify ways of improving access to methadone treatment for a larger number of
people who would benefit from this form of treatment;
• undertake a review of the model of service delivery involving LHCCs, Glasgow
Drug Problem Service, Mental Health Division and Health Promotion Services;
• the Riverside Co-operative and North Glasgow LHCCs have identified this area as
a particular priority and plan to develop service provision for patients with
drug/alcohol problems.

5.3.17

Elderly Care
Primary care has a significant contribution to make in delivering our agenda on elderly
services. Specific priorities include:
• LHCCs working, through joint arrangements, to contribute to integrated
assessment;
• developing the value of the under-75s' check;
• implementation of falls guidelines;
• participation in work to review models of clinical support to nursing and residential
homes. Pharmacy input to nursing homes will be included in this work;
• development of extended home care workers across Glasgow City and the Trust.
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5.3.18

Allocating Resources
There is a need to undertake a reassessment of the use of resources in Primary care.
This has a number of elements:
• the continuing need to address inequalities in health, often related to deprivation,
between areas within Glasgow;
• the publication of the Arbuthnott Report into the allocation of resources between
Health Boards. This proposes the use of new and more sensitive formulae. We
need to consider if, and how, these formulae should be applied to resource
allocation within Primary Care;
• reaching the final stages of implementing the Resource Allocation Model (RAM)
for Community Nursing;
• there is a need to examine the current remuneration system for GPs and dentists in
an attempt to reduce bureaucracy and remove obstacles to development.
An important issue is the potential to use unspent GP Fundholder savings to
pump-prime development in Primary care.

5.3.19

Community Services
There are pressures on a number of community services:
• physical disability team: review the work of this team through joint planning
mechanism;
• rehabilitation action: a model of community rehabilitation at LHCC level will be
developed;
• footrace: we will expect the Primary Care Trust to review this service.

5.3.20

Review of Health Visiting
An implementation plan for the conclusions of the Health Visiting Review will be
produced by the Primary Care Trust. Early conclusions of that work include:
• health promotion activities should be targeted to the health needs of the general
practice population and recognised as an activity of all health visiting;
• stronger links should be developed between health visitors and the health
promotion department;
• where appropriate, and identified through needs assessment and supported in
LHCC development plans, a co-ordinated approach to health promotion activity
should be encouraged across GP practice populations;
• intensive parenting support should be targeted to families in areas of deprivation;
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• there will be pilots of the public health role of health visiting;
• new Consultant post in public health nursing.

5.3.21

GEMS
The infrastructure established by GEMS offers the opportunity to:
• provide an 'NHS Direct' style service, but integrated with Primary care. If a
Scottish pilot is established, we believe it should be in Greater Glasgow;
• undertake telephone triage;
• integrate after-hours services, including nursing, pharmacy and dental.
The Primary Care Trust will agree a development and financial plan with GEMS.

5.3.22

Local Health Care Co-operatives
LHCCs are fundamental to the development of Primary care and the wider agenda in
this Health Improvement Programme. Key areas for development include:
• training and support for leadership and management skills;
• involving all health disciplines in the operation of the co-operative;
• devolving financial and operational decision-making;
• facilitating consumer and public involvement;
• effective partnerships with key stakeholders;
• planning and participating in the delivery of community care;
• local needs assessment, planning and service development.

5.3.23

Community Pharmacy
Community pharmacists are integral to the Primary care team and have significant
potential to develop their role. Potential areas of development include:
• greater involvement in palliative care, care of the frail and elderly, and the care of
patients with severe mental illness;
• extending the existing pharmacy advice programme to LHCCs;
• potential for pharmacist prescribing for minor ailments;
• active involvement in the smoking cessation network across Greater Glasgow.
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5.3.24

Information Systems
Computers are extensively used in Primary care and new, improved software is being
rolled out which has significant potential. Priorities for 2000/01 include:
• establish a Primary Care Information Management committee to co-ordinate the
implementation of an integrated system;
• work with hospitals to create new links between computer systems. Specifically to
support the establishment of communication links between A&E Departments and
GEMS;
• implement a new information system for physiotherapists and plan for the
enhancement of GPASS to meet the functional needs of nurses;
• pharmacy link to the NHS net is important to enhance admission/discharge
procedures, repeat medications and medication review;
• develop an integrated computer maintenance system;
• seek opportunities to harness computers in new areas of Primary care, such as the
provision of information for patients and members of the public, the sharing of
information with Social Work departments to improve the community care
packages, and the provision of 'on line' services such as training;
• support improvements to practice based on morbidity coding through LHCCs;
• define and establish a system for reporting performance information for all services
and contractors.

5.4

CHILD AND YOUTH HEALTH SERVICES
Increasingly it is recognised that health inequalities identified in the adult population
are the end stage of a process of social and economic exclusion the roots of which
begin in early life. The importance of improving child health is identified in the
Board's strategic priorities. This section briefly describes key priorities which will be
further developed by work on the Child Health Strategy.

5.4.1

Breast-feeding - the Breast-feeding Strategy Monitoring and Implementation Group
will continue to work to deliver the Breast-feeding Strategy, including evaluation of
the peer review project, development and evaluation of professional training,
developing public awareness and education programmes and monitoring of the NHS
in Glasgow as an employer.
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5.4.2

Child and Adolescent Mental Health - review projects implemented in 1999/2000
to contribute to the development of future plans. The Joint Commissioning Group for
child and adolescent mental health has implemented the developments described in
the Board's Mental Health Strategy. The child and adolescent community psychiatric
teams have been augmented, work is under way on refen·al pathways and protocols
and on liaison with LHCCs, pilot projects have been implemented for looked-after
children, children whose parents have mental illness, liaison teaching and services for
young people who self-harm. Implications for long-term services will be assessed
over the coming year.
Work will continue on assessing the service needs of children and young people with
severe and enduring mental illness and the capacity of community teams. The JCG
will also plan services for children and young people with less severe disorders but
who require specialist help. Work on forensic service for young people has been
initiated.
On the back of the closure of the Dumfries in-patient unit for children and proposed
closure of the adolescent unit, a West of Scotland consortium approach to
commissioning Tier 4 services for children has been successfully developed. Work is
ongoing on the most appropriate model for adolescent Tier 4 services. This work will
be completed by the end of 2000.

'Starting Well' Demonstration Project - Glasgow Healthy City Partnership made
a successful bid for the Health Demonstration Project 'Starting Well'. This project
will be implemented in two deprived areas of Glasgow, one in the South and one in
the East. The project incorporates intensive horne visiting - supporting new parents,
parenting training and community development. The project will be subjected to
evaluation and will inform future strategy about ways to support families in improving
child health.
5.4.3

Acute Services:
• Agree a medical workforce plan with Yorkhill.
• Develop further ambulatory care.
• Progress and evaluate the 'Gateway to Care' project funded under the Designed
Health Care Initiative.
• Complete the reVIew of paediatric A&E services and time-scale for
implementation.
• Implement and monitor Primary and Secondary care interface protocols.
• Continue to develop strategy for Universal Neonatal Hearing Screening.
• Review future funding of MRI for children.
• Review effectiveness of SPECT scanning and plan arrangements for efficient
prOVIsIon.
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5.4.4

Service Reviews - The Child Health Strategy Group commissioned reviews of
health visiting, community child health, paediatric A&E, adolescent health and
community dentistry. These are now nearing completion or have been issued for
consultation. Implementation plans will now be developed.

5.4.5

Family Learning Centres - work with local authorities to deliver a network of
family learning centres, offering integrated education, health and social work services.
These will include additional health visiting and psychological service inputs.

5.4.6

Tertiary Services:
• develop proposals for West of Scotland commissioning;
• implement single centre for cardiac surgery.

5.4.7

Innovation Funds - a series of bids have been made for Innovation Funding. If
these are successful, significant resource will allow us to pick up on these issues in
2002/03.

5.4.8

Looked-After Children:
• Development of health standards as part of Best Value Review.
• Review Mental Health Development Fund projects which relate to looked-after
children.
• Implement recommendations of Community Child Health Review that each
residential home should have school nurse input.

5.4.9

Care Leavers' Partnership
The principle aim of the partnership is to promote the social inclusion of young care
leavers aged 15-24 years within Glasgow City Council area. This will be achieved
through a multi-agency partnership approach which aims to tackle health and well
being as part of a broad Social Inclusion agenda, particularly as it relates to the
partnerships strategic aims in relation to accommodation, education and employment.
Strategic and operational developments are supported by a multi-agency health
working advisory group. A Health Promotion Officer has been seconded, from the
Health Board, to the partnership with a remit to head up and lead the partnership's
health agenda.
The partnership will set out to address the needs of care leavers by focusing on a
number of key areas such as mental health and social isolation. A planned and
considered strategic and developmental approach will be adopted to tackle the health
needs and issues of this particularly vulnerable group. Strategies will involve:
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5.4.10

The formation of effective partnerships and health alliances.
Development of a care leavers' partnership health strategy.
Direct consultation and involvement of young people in all processes.
Research responses which investigate the health needs and issues of young people
in/leaving care.
Development of mechanisms which ensure continuity of health needs assessments
and health care through moves in placements and to independence.
Identify and respond to barriers to access to medical care, health information,
support and advice.
Development of appropriate responses to young people's social isolation and
exclusion.
Responses which support practical, interpersonal and self-care tasks for the
maintenance of positive and meaningful independence in the community and
management of health.
Development of early intervention programmes.
Responses which meet young people's immunisation needs.
Development of responses that to new local health initiatives such as Healthy
Living Centres, Local Health Care Co-operatives, Starting Well initiative, and New
Community Schools.

Youth Health

Key themes and principles are:
• listening to young people, in relation to health issues, barriers and service needs;
• young people's access to health-related services;
• support through transitions (such as pre-school/primary/secondary/post-schoollin
care/leaving care.);
• the needs of very excluded or marginalised groups;
• support for new community schools, education action plan schools, and wider
establishment of the Health Promotion School approach.
An adolescent health group has been established by the Child Health Strategy Group.
Priority areas for initial work include:
• needs assessment (in conjunction with work in New Community Schools);
• hospital services;
• Primary care;
• school health.
The Youth Team within Health Promotion will continue to operate in a way that
supports health development work within a range of settings, including Schools,
Statutory and Voluntary Youth Work, Statutory Health Service.
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5.4.11

Schools'Setting
In additional to supporting the work of New Community Schools (see elsewhere in
HIP) work will be carried out to support the development of Health Promoting
Schools - both Primary and Secondary and this will be particularly focused on
'priority schools' - for instance, those in SIP areas. The workplan includes needs
assessment, work on drugs issues nutrition and oral health using models of intensive
support, teacher in-service programmes, curriculum development, health policies and
peer support programmes.
In statutory and voluntary settings, a new development this year will be the piloting
of a 'Health Promoting Youth Establishment' model in both statutory and voluntary
Other initiatives include development of resources on Sexual
sectors.
Health/Drugs/Alcohol, youth worker training, work with Deaf Connections on the
development of a training programme and resource for the deaf youth work field, and
programmes exploring racism/cultural awareness, etc, for youth workers.
Within the Health Service, work will continue around young people's access to
Primary care being piloted in Maryhill and Woodside LHCCs, a young people's health
service will be developed at Tollcross Health Service, development of Young People's
service in Sandyford initiative, support for Castlemilk Health Spot and development
of a Young People friendly information service including appropriate youth health
telephone director section and information cards.

5.4.12

The Board and the Trusts are developing consistent child protection guidelines for
health professionals with all West of Scotland Health Board areas. This work is being
developed in tandem with the development of social work procedures and interagency guidelines for all 'Ex-Strathclyde' local authorities. We are also developing
joint plans for the implementation of the recommendations of the report on Time
Intervals for Children's Panels Hearings.

5.4.13

Specific Joint Projects with Local Authorities Include:
• The innovation project for respite care for children with complex needs.
• The innovation project for mental health services for young people with learning
disability.
• The mental health development fund pilot projects for looked-after children.
• The pilot projects with West Dunbartonshire and Glasgow City to support
parenting for parents with mental illness and meet the needs of children whose
parents have a mental illness.
• Developing and reviewing children's services plans.
• Guidelines on administration of medicines in schools.
• Funding of communication devices for children with special needs.
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5.5

MENTAL HEALTH

5.5.1

Following the major review and consultation on Modernising Mental Health Services,
the major challenge in 2000/2001 will be to translate the agreed proposals into
implementation plans. Priorities are likely to include:
• development of a Business Case by the Primary Care Trust to access the significant
capital required to modernise the in-patient estate;
• implementation of the recommendations of the review on CMHTs on the core
functioning of community mental health services;
• introduction of a revised crisis/out-of-hours service linked to GEMS;
• completing the detailed design and specification for community rehabilitation,
intermediate care, intensive community care/partial hospitalisation and liaison
psychiatry to A&E departments;
• ensuring there are practical and consistently applied procedures to address the
health and care needs of people with a combination of mental illness and drug
and/or alcohol abuse;
• implementation of a managed care network for children and young people
including a care network for children ADMD and with autism;
• establishment of the mental health services user network;
• introduction of joint operational protocols governing the care and management of
people with serious personality disorders;
• the identification of a series of key performance measures for mental health
services and the implementation of the Health of the Nation Outcome Scores
(HONGS) and the user-led Avon Outcome Measure;
• development of specific service support for younger people with dementia
following the specification of service responses for this group during 1999/2000;
• for child and adolescent psychiatry, review current planning process;
• enhancement of elderly mental health support through moving clients into nursing
and residential homes;
• early agreement on bed numbers and a plan for any reductions;
• improved therapeutic interventions and outcomes by enhanced staffing levels on
adult and elderly in-patient wards;
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• continuing the implementation of the Board's Strategy for Mentally Disordered
Offenders and the development of further contingency measures to enable a
continued transfer of patients from the State Hospital back to Glasgow;
• finalising a phased development and financial plan for mental health services;
• a review of Primary care mental health services.
Delivering all of these priorities will pose substantial training and development issues.
We intend to ensure that a coherent plan to address those issues underpins
implementation.
5.5.2

Four priority areas have been identified for health promotion:
1. Stigma: Proposals currently being considered and prioritised. Steering group to be
established to oversee implementation.
2. Adolescent mental health promotion: development of an intervention/campaign on
teenage girls' self-esteem and body image; support for guidance teachers and
others in managing mental health problems in young people; training and support
for GPs on child and adolescent mental health, including aiding their referral
practice.
3. Glasgow Alliance Strategy: work with GCC education department to develop
mental health policies for all schools.
4. Joint Commissioning Group on community and mental health services: shape
managed care network for community and mental health services; develop
inter-agency mental health promotion strategy.

5.6

ELDERLY SERVICES

5.6.1

Our objective for older people is to achieve a coherent and effective system of elderly
care integrating health and social care. This section describes the current work and
the North and South Joint Elderly Planning Groups.
Important areas of work include:
• the Greater Glasgow Joint Planning Group has established a subgroup to develop
a strategic framework for elderly care;
• the Glasgow City Elderly Joint Planning Group has developed an action plan
covering:
-

Needs assessment
Balance of care
Rehabilitation
Involving users
and carers

-

Joint assessment
Shared protocols
Day care
Improving quality of
nursing homes
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- Discharge management
- Home care
- Very sheltered housing

]

• ensure that Trusts and local authorities deliver the discharge agreement which
underpins resource transfer and demand pressures are prospectively, jointly
addressed;
• there are significant demand pressures on nursing home budgets - detail of work
to agree a way forward is described in the North and South sections. Fundamental
to achieving progress are;

5.6.2

-

developing NHS clinical involvement in nursing home care

-

streamlining processes to achieve discharge

-

commitment from local authorities to achieve rapid discharge if NHS
flexibility is reduced by additional resource transfer.

South Elderly Planning
The 1999/2000 Health Improvement Programme identified a number of specific
issues to take forward elderly services in South Glasgow.

5.6.3

The following builds on these as priorities for 2000/01:
• take stock of the service changes following the closure of 62 elderly assessment
and rehabilitation beds in 1998. This stocktake will be completed by May 2000;
• finalise strategic options on the balance of continuing and other institutional care
services in South Glasgow;
• support the South Glasgow Trust in addressing recommendations identified in the
SHAS report on elderly services at the Southern General;
• work with geriatricians in addressing issues raised in the recent review of day
hospital services;
• work has progressed in 1999/2000 to establish an LHCC-based model of working
that will bring together health and social care services. This work will be tested
and hopefully piloted across parts of South Glasgow. This work will be evaluated
and outcomes shared;
• work will be concluded in May 2000 to evaluate a common assessment mechanism
for assessing the needs of older people (CarenapE). This is being piloted in
Eastwood, Govan, Pollokshaws, Castlemilk and Rutherglen/Cambuslang. The
outcome of this work will be reported and shared. The intention remains to
establish a more standardised approach to the assessment of older people across
health and social work that reduces duplication and simplifies access to services
and equipment;
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• improvements in discharge monitoring arrangements have been made during
1999/2000. The Southern General and Victoria Infirmary now have their own
discharge monitoring groups. The work of these groups will be supported during
the coming year and efforts made to ensure effective joint working between the
Acute Trust, Primary Care Trust and local authority Social Work Departments
continues to develop. The Health Board will continue to make every effort to
secure this close working;
• continue to encourage and shape joint working on elderly services across South
GGHB that enables us to work consistently with the principles and values
established in 'Modernising Community Care';
• continue to support the Better Government for Older People initiative, ensuring
that appropriate links into the South Glasgow Elderly Partnership and the
Lanarkshire Frail Elderly Strategy are maintained. This initiative, which is part of
a nationwide pilot programme, hopes to develop integrated and inter-agency
strategies, while testing out new and innovative ways of delivering services that
promote better co-ordination and responsiveness to users;
• much of the above work is being taken forward under the auspices of the South
Glasgow Elderly Partnership. This group has been in place for over two years and
continues to have responsibility for ensuring strategic coherence on elderly
services across the South GGHB area. This group will continue to develop joint
working across the three local authority areas, the Acute Trust and Primary Care
Trust within South GGHB.
5.6.4

North Elderly Planning
The 199912000 Health Improvement Programme identified a number of areas for
improvement in the way services for elderly people are provided. During 2000101
these priorities will continue to be developed.

5.6.5

Balance of Care
Recent joint planning work with Trusts and local authorities has demonstrated that the
balance of care in Glasgow is more weighted towards institutional hospital care than
in the rest of Scotland. This, coupled with severe pressure on Social Work nursing
home budgets and some poor NHS estate, has prompted the North Glasgow
partnership to examine the balance of care and consider how resources can be released
from long-stay NHS beds to allow investment both in nursing homes and alternative
models of care. The plan will be finalised in April 2000 and implementation will
commence early in the new financial year.
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5.6.6

InitiativeslAreas of Work during 2000101 include:
• guidelines for patients who have had falls;
• further development of the Early Supported Discharge and Throughcare Projects;
• the further development of a North Glasgow Elderly partnership group involving
all local authorities, commissioners and providers of elderly services;
• work with geriatricians and local authorities in addressing the issues raised in the
recent Elderly PIG (November 1999) review of NHS day hospital services and
Glasgow City review of day care services;
• the development of a 10int Elderly Discharge Support Team to facilitate discharge
and, in particular, to target those patients whose discharge becomes problematic;
• the development of a rapid outreach service for the elderly whereby a specialist
assesses and provides an intervention to elderly people in the community;
• to complete an audit of low dependency patients in nursing homes.

5.7

ETHNIC MINORITY HEALTH

5.7.1

The health needs of black and ethnic minority communities have been welldocumented both nationally and within Greater Glasgow. In addition to differences
in patterns of morbidity across people from ethnic minority communities, there is
increasing evidence that people from ethnic minority backgrounds experience
significant problems in accessing health services.
It is now widely recognised that health services have often not responded sensitively
to the needs of black and ethnic minority communities, whether this be in terms of
cultural, language or religious needs. The recent McPherson Report arising from the
case of Stephen Lawrence demonstrated that a significant proportion of black and
ethnic minority population have to contend with various forms of institutional and
individual racism.

At a National policy level, the public health White Paper Working Together for a
Healthier Scotland and allied social policy has emphasised the importance of tackling
social exclusion and health inequalities, including action to address the needs of black
and ethnic minority communities.
In 2000101, the Health Board will focus on a number of initiatives to improve ethnic
minority health and improve access to services. The basis of this work will be a
multicultural approach in line with the principles set out in the Board's Race Equality
Policy (1997).
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Work on improving health for ethnic minority communities in 2000/01 will have four
strands:
5.7.2

1. Tackling Racism

The McPherson Report into the death of Stephen Lawrence raises a number of
fundamental issues for statutory agencies' approach to ethnic minority issues. The
Board's Ethnic Health Advisory Committee has identified a number of concerns in
relation to access to health services by ethnic minority communities. The committee
will work with Trusts in 2000/01 to begin agree programmes to identify and tackle
aspects of institutional racism in health care services.
5.7.3

2. Interpreting and Advocacy Services
The commissioning of dedicated independent advocacy and interpreting services to
improve access and enable people from ethnic minority backgrounds to make full use
of NHS services. A detailed service specification for these services is currently being
put together with a view to issuing this to prospective providers in the early summer
of 2000.

5.7.4

3. Improved Service Responses
Nutrition - the quality and nature of food available to people from ethnic minority
backgrounds whilst in hospital needs to be improved to ensure that the particular
dietary requirements for people from a range of faiths and cultures are readily
available. Considerable work has previously been carried out by the Board's Advisory
Committee and Trusts will be able to make use of this in developing more responsible
provision in this important area.
Staff Training - anti-racism and cultural sensitivity has been frequently identified as
an important priority. The Board will work with Trusts in developing a training
package for use with staff and others, setting out clear training objectives and support
materials including case studies.
Staff Recruitment and Training - the need to ensure NHS organisations enhance
recruitment of people from black and ethnic minority communities is, again, welldocumented. The Board will work with Trusts to develop more active approaches to
recruiting, training and retaining staff from ethnic minority backgrounds at all levels
of the organisation.

5.7.5

4. Enhanced Involvement and Participation
The Health Board established an Advisory Committee on ethnic Minority Health in
1998 in partnership with the West of Scotland Community Relations Council, with
representation from the major ethnic minority groups within Greater Glasgow. While
this Committee has proved valuable in developing major policy agendas, there is now
a critical need to ensure the involvement and participation of ethnic minority
communities more directly in addressing issues connected with the delivery of
services.
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The Board will therefore ask the four NHS Trusts in Greater Glasgow to review their
processes for linking with ethnic minority communities during the first half of
2000/01. This will be with a view to establishing clear mechanisms to enable more
effective partnership working with communities to be in place at Trust level by early
2001. In order to strengthen links with their local ethnic minority communities,
Members of the Board's Advisory Committee will be identified to take forward
working with individual Trusts.
5.7.6

In addition to the above priority areas, the Board will continue its involvement in
ethnic minority issues through the following:
• Glasgow Anti-Racist Alliance (GARA) - Social Inclusion Partnership work in
establishing programmes for and with young people.
• Child Health - through the Starting Well project which aims to strengthen the
support to parents with children under five, through a mixture of enhanced home
visiting (including lay workers) and better connections to community-based
supports.
• Refugees and Asylum Seekers - services to meet the needs of these people are
being put in place. This places a significant financial and service challenge on
Primary care. The issue of additional funding is being pursued with the Scottish
Office.
• Spiritual and Religious Care - by ensuring that in the delivery of health care the
cultural, religious and spiritual sensitivities of people from ethnic minority
backgrounds are taken account of, particularly in respect of death and care of the
dying.

5.8

CHDAND STROKE

5.8.1

Implementation of the Board's five-year CHD strategy is being progressed.

5.8.2

Work has started on reviewing the various cardiac rehabilitation services in the
Board's area. This is being carried out by the Health Gain Commissioning Team and
will deliver a report outlining the ideal service for different client groups based on the
evidence available. A strategy to progress towards that ideal will be informed by work
carried out by the North Glasgow Trust and in progress in the South Glasgow Trust,
mapping existing services and resources. During 2000-01 we will engage with the
Trusts to ensure there is equitable access to at least the core services for each hospital
catchment area (since proximity to services is a major factor in uptake and
perseverance with rehabilitation programmes), and explore the ways forward,
including cost profiles, of delivering the ideal service.
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The Board has already in place agreement with Trusts about access for GPs to rapid
assessment of patients with non-acute chest pain. Patients have to be seen within two
weeks of referral and, in many cases, the time is much less. One-stop shops are
available in each hospital for these patients. An audit of allocating a low risk category
to patients has confirmed its safety. Work will be carried out in 2000-01 to ensure a
commonality of approach to the onward referral of these patients to cardiology clinics
or back to Primary care. This will be collaborative work with hospital clinicians and
GPs. Integrated with this will be work to look at new to return ratios in cardiology
clinics, exploring reasons for, and ways to minimise variations. We will review the
position in cardiology out-patients vis-a-vis one stop visits.
Extension of an assessment service for chest pain into A&E might reduce unnecessary
hospital admissions. An evidence-based common approach to the assessment of acute
chest pain across the hospitals in the Board's area will be sought, not only to minimise
unnecessary admissions, but also to ensure appropriate further management for those
not admitted. A strategy for implementing it on each acute receiving site will be
developed during 2000-01.
5.8.3

The GGHB lipid guideline has been reviewed in the last year and a guideline for the
assessment and management of hypertension in the older person has been agreed and
distributed in Primary care. During 2000-01, we will engage with the Acute Trusts to
develop a strategy for implementing these guidelines, or agreed revisions, as first-line
management within Secondary care. The interface between Primary and Secondary
care is vital. Decisions made in Secondary care should provide a consistent message
to Primary care and should include consideration of the impact on Primary care
resource use, eg drug budgets.
Any revision will be based on relevant SIGN Guidelines which have recently been, or
soon will be, published. A review of the GGHB angina guideline will be undertaken
when that SIGN Guideline is published.
The SIGN heart failure guideline has not had local implementation and work to that
end will be undertaken with the Trusts during 2000-01 to ensure its implementation.
This will be done through the steering group for the Heart Failure Nurse Liaison
Service.

5.8.4

The SIGN Guideline for secondary prevention following myocardial infarction has
been published. We will take advantage of that to ensure a one-stop, single visit for all
patients post-infarct - whether managed by cardiologists or other physicians - to a
cardiology/rehabilitation-led clinic to improve the implementation of secondary
prevention and allow more equitable and prompt access for those who might require
revascularisation, and to promote the uptake of rehabilitation.

5.8.5

Work will proceed with the Primary Care Trust to audit the use of repeat statin
prescribing to assess the use of statin therapy in groups of patients at lower risk than
advised in the lipid guideline. Costs for such prescribing should be quantified and
minimised to allow for expansion of the use of this drug group in those at high-risk.
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5.8.6

Work will continue with the Primary Care Trust and the Acute Trusts to ensure a
smooth implementation of the heart failure nurse liaison service. The lead nurse is
already in post.

5.8.7

Review of the need for liaison psychiatry/psychology services to support the cardiac
rehabilitation services will take place within the review of rehabilitation services and
also within the group developing a strategy for liaison psychiatric services as part of
the GGHB mental health strategy.

5.8.8

It is our purpose that during 2000-01 there will be real time data collection for an
agreed set of the new Minerva database variables for all angiography carried out
within GGHB catheter laboratories. Work is being progressed and will continue
during 2000-01 to this end, and to produce standard, agreed discharge letters.

5.8.9

There is already in place an agreement that angiography will be available within 10
weeks of listing for the procedure. Additional resource has been allocated to that end
and re-engineering within the acute Trusts has also contributed. There is still the
possibility of improving the efficiency of the service and work will be progressed in
terms of auditing reductions in mobilisation times. Agreement will be sought in
2000-01 with the Trusts about a maximum wait for angioplasty.

5.8.10

We wish to undertake a further review of angiography to ensure that there is improved
equity of access for the five catchment populations to this investigation. The previous
review showed a two-fold difference between areas and funding has been put in place
to increase the numbers of investigations for those hospitals with lower rates. This
supports the angina guidelines which recommend risk assessment for patients with
newangma.

5.8.11

Additional resource has been allocated to by-pass surgery. Discussions have taken
place with clinicians to try to ensure that referral thresholds are not likely to change
and that additional bypass surgery numbers can contribute to reducing waiting times.
Nurse-led support for those on the CABG waiting list is now in place. GGHB has
supported the North side Trust in bids to acquire step-up monies from the Scottish
Office to allow additional throughput of cases.

5.8.12

Secondary prevention. Work has started with the Primary Care Trust to implement a
strategy for improving secondary prevention for those with newly diagnosed angina
or those who have had a recent hospital admission for angina. This work will be
completed during 2000-01.
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To underpin the above:
• work will be continued in setting up a high-risk exercise refeITal scheme for those
with CHD, in collaboration with the acute Trusts;
• the smoking cessation strategy following the White Paper, Smoking Kills will be
implemented;
• work will proceed with the Primary Care Trust to develop an innovative approach
to nutritional intervention for the same patient group;
• dissemination of a patient-held document containing information and a patient-held
record will follow its collaborative development between the LHCCs, the GGHB
Departments of Health Promotion and Public Health, cardiologists and patients.
Work will also be encouraged within a systematic approach to ensure more adequate
secondary prevention for others with existing CHD. The first step should be setting up
a reliable disease register. One way to approach the prevalent cases could be to deal
with specific patient groups such as those who have ever had a hospital admission, all
those with previous MI, bypass surgery or angioplasty, or all those with a first nitrate
prescription in a previous specified time period, eg three years. A commonality of
approach in Primary Care will be encouraged.
5.8.13

Work will be progressed on a 'Medical Passport' for those with grown-up congenital
heart disease which will allow easy transfer from paediatric services to adult services.
Cardiology follow-up for these patients should be in one centre to allow a building of
expertise. Such a centre already exists at the Western Infirmary.

5.8.14

Variation in stenting rates during angioplasty will be explored with clinicians and
some common approach agreed.

5.8.15

Secondary prevention and good heart failure care will prevent or postpone hospital
admissions and improve health and quality of life. Releasing monies from Secondary
care could fund the additional work in Primary care to ensure good Secondary
prevention. However, pump-priming monies in Primary care will be required. These
would fund the additional resource in Primary care to ensure all prevalent cases are
managed to a satisfactory standard over a period of time, when only new cases will
require substantial input. At that point, pump-priming monies could be recouped and
replaced by monies being released from Secondary care because of reduced
admissions. The released monies could then be recycled to promote better chronic
disease management in other areas, eg respiratory disease. We will work with the PCT
and the acute Trusts over the next year to form a longer-term plan to implement such
a strategy.

5.8.16

Stroke
Work on hypertension with GPs will be developed further. Call-recall systems will be
introduced as will higher targets for recording blood pressure. Atrial fibrillation
guidelines and antiphitelet guidelines will be agreed and implemented addressing both
Primary and Secondary care.
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5.8.17

The Primary Care Trusts will be encouraged to introduce systematic disease coding (a
disease register) for stroke and TIA patients because of the importance of assessing
need, quality of care and outcomes for this group of patients.

5.8.18

CT scanning should be carried out within 48 hours of an acute stroke. Scanning
should be available on all sites dealing with acute strokes 24 hours a day on all days,
and used for urgent scanning according to local protocol.

5.8.19

'One-stop' care at cerebrovascular (TIA) clinics should include the availability of
carotid doppler, echocardiography and brain imaging (usually CT scanning) on the
day of initial attendance. The establishment of one-stop clinics should be implemented
during 2000/01.

5.8.20

A guideline and referral form for cerebrovascular (TIA) clinics should be developed
for use by GPs. The guideline should define patient groups, and be based on evidence
about the clinical effectiveness of both antiplatelet and anticoagulant therapy and the
benefits of rapid referral.

5.8.21

The evidence for effectiveness of different types of long-term follow-up for disabled
stroke patients will be explored.

5.8.22

The needs of patients with stroke for psychological and psychiatric care should be
addressed. Links between the Glasgow Stroke Advisory Group and the Liaison
Psychiatry Group will be established. These needs stem partly from problems of
bereavement, isolation and depression. There is also a clear need for detailed
neuro-psychological assessment in patients with cortical stroke deficits.

5.8.23

The findings of the Scottish Stroke Services Audit and its recommendations will be
examined and areas where work should be progressed in GGHB hospitals will be
identified and prioritised. We have already identified the provision of adequate CT
scanning for in-hospital patients and one-stop timely services for those with TIA as
priorities for this year.
This work will be progressed through the Glasgow Stroke Advisory Group, linking
with the work of the clinical effectiveness group.

5.9

CANCER
Until a few years ago, heart disease was the commonest cause of death amongst the
residents of the Greater Glasgow Health Board. Mortality from heart disease has
fallen leaving cancer as the biggest single killer in the area. Dealing effectively with
cancer is, therefore, a high priority for the NHS. Current evidence suggests that the
way services are organised has a significant effect on outcome and the concept of the
Managed Cancer Network has been developed to ensure that service organisation is
more sensitive to clinical priorities.

91

5.9.1

Managed Cancer Networks are already being developed in the West of Scotland. In
the course of the coming year, we expect to see networks for the treatment of lung,
breast, colorectal and gynaecological cancer established and influencing the way
services are delivered to patients. We expect that by April 2000, Trusts in Glasgow
will have formally identified those members of staff contributing to each network. All
staff in the networks will be involved in prospective audit of care, and Trusts will have
agreed with the networks the reports they require for clinical governance purposes.
The Health Board will continue to work with other West of Scotland Boards and
Trusts to ensure that these networks are adequately supported by appropriate grades
of management staff.

5.9.2

In the course of the next year, we expect to see work beginning on a managed cancer
network for the care of patients with head and neck cancer and also a network for
upper gastrointestinal cancer. We expect clinicians in Glasgow Trusts to be involved
in networks for the care of patients with melanoma and haematological malignancy.
These networks may be national rather than regional networks but, however
organised, we expect to support them.

5.9.3

There are a number of structural issues affecting delivery of cancer services that must
be resolved as quickly as possible. The first relates to the capacity of the Regional
Oncology Centre to deliver modem radiotherapy within appropriate time-scales. A
review of radiotherapy needs in Scotland is currently being undertaken by the Scottish
Executive. However, we must ensure that the needs of residents in the West of
Scotland who rely on the Beatson Oncology Centre are met as effectively as possible
and we intend to work with staff in the North Glasgow Trust to establish these needs.
Similarly, there are debates about the benefits and costs of various drugs for the
treatment of cancer. We need a more robust process for identifying those drugs and
new treatment approaches that will require investment.

5.9.4

In addition to the demands of new developments in radiotherapy and drug treatment
of cancer, there is growing interest in new patterns of staffing for cancer centres. The
use of specialist nurses with training in dealing with patients with a specific type of
cancer is well-established. In addition, there are now advocates for the benefits of
counselling, stress reduction through alternative therapies and a variety of other new
approaches to caring for cancer patients. We recognise these pressures and feel there
is an urgent need to help shape a properly resourced and staffed oncology service in
the West of Scotland. In order to achieve this aim, we need to facilitate debate on this
wide range of issues. We will involve relevant professionals and managers but we also
want to involve patients and the public in shaping these services. The exact way in
which we bring together these various interests to discuss the future of cancer care in
Glasgow and its surrounding areas needs to be discussed further. However, as a start,
we intend to hold a seminar on the future of cancer care in Glasgow in the year
200011. At that meeting we intend to cover the issues of equipment, drugs, staffing and
design of service outlined above. Planning for the seminar has already started.
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5.9.5

SCREENING FOR AND EARLY DETECTION OF CANCER:

Much debate surrounds the observation that cancer mortality in the West of Scotland
tends to be higher than elsewhere in the UK. One possible explanation for this is that
patients in this area present with more advanced tumours than elsewhere. This
situation might be improved through more effective screening and through better
patient education. There are currently two population-based cancer screening
programmes supported in Scotland. These programmes seek to detect premalignant
change in the cervix in women and early malignancy in the female breast. In addition,
many Glasgow residents have recently participated in a trial of screening for
colorectal cancer and the results of that trial are awaited. There is much interest in
screening for prostate cancer but the evidence to support such screening is not yet
convincing.
5.9.6

The uptake of screening programmes in the GGHB area is not as high as it should be.
In addition, the uptake tends to be higher amongst the more affluent. Patients from
deprived areas are more likely to develop cancer and are less likely to be cured. One
way of reducing the inequality in cancer mortality would be to increase the uptake of
cancer screening across all population, but particularly among those groups with poor
attendance. In the coming year, we will increase efforts to persuade women to attend
for breast and cervical cancer screening.

5.9.7

The breast screening programme is subject to centrally determined quality assurance
checks. The cervical cancer screening programme in Glasgow is based on a system
which has been developed over many years and which has, so far, produced a
significant reduction in cervical cancer mortality in the City. We perceive a need to
improve our current cervical cancer programme. In the course of the next year, we will
discuss with the Trusts, GPs and clinicians involved in the programme, the way ahead
in developing the existing service.

5.9.8

Various attempts have been made over the years in different settings and in different
parts of the UK to educate patients in the importance of reacting sensibly to sinister
symptoms. In the coming year, a systematic review of the effectiveness of such
approaches will be undertaken and any lessons from such a review will be turned into
action as appropriate.

5.10

TOBACCO

5.10.1

Smoking is the single most preventable cause of ill health and early death in the UK
with more than 120,000 people dying each year from tobacco-related diseases. In the
City of Glasgow one in five people die because of their smoking habit; and there are
over 2,300 deaths in Greater Glasgow each year that are directly attributable to
smoking.
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5.10.2

Smoking Kills, the White Paper on Tobacco, set out specific targets in relation to
smoking:

• to reduce smoking among children and young people;
• to help adults, especially the most disadvantaged, to give up smoking;
• to offer particular help to pregnant women who smoke.
5.10.3

Our tobacco programme for 2000/01 will make progress in each of these areas. In
addition, work with other agencies will be progressed to agree and begin
implementation of a tobacco control strategy for Glasgow, which will address issues
relating to smoke-free environments, availability and promotion as well as prevention
and smoking cessation services.

5.10.4

Glasgow's tobacco control project, Glasgow 2000, will be relaunched during the year
and will continue to work to increase the effectiveness and visibility of tobacco
control issues throughout Greater Glasgow.

5.10.5

Specific Plans for 2000/01 Include:
• To establish a comprehensive network of smoking cessation services across
Greater Glasgow, offering easily accessible advice and support to smokers who
want to quit. There are five proposed components of the service.
• Eastbank Health Promotion Centre, offering specialist intensive smoking cessation
support in the form of group sessions for heavily addicted, motivated smokers.
• A network of community pharmacists, covering all LHCC areas, providing
one-to-one support based on a motivational interviewing approach.
• Brief, routine, one-to-one interventions with smokers in the Primary care setting,
supported by outreach programmes from the specialist service at Eastbank. Also,
within Primary care, links will be established with the exercise referral scheme, and
the heart disease secondary prevention programme.
• Community-based support, organised through the community health projects, and
focusing more on the social and environmental determinants of smoking.
• Links with the wider NHS, with maternity services as an initial priority.
• To launch the successor project to Glasgow 2000, building on the findings of the
Glasgow 2000 review carried out during 1998/99. This new initiative will form the
focus for tobacco control in Greater Glasgow, and will co-ordinate the tobacco
implementation plan of the Glasgow Alliance strategy.
• To develop and agree with key partners a combined tobacco control strategy for
the City of Glasgow. This forms a major strand of the Glasgow Healthy City
Partnership's development plan, and requires the securing of commitment to action
from a range of public, private and voluntary sector agencies.
• To establish a new smoke-free class initiative within schools throughout Glasgow,
building on the Smokebusters programme. This initiative will be led by the
Education Department.
• To implement a research and evaluation programme, focusing particularly on the
new smoking ces~ation services and the role of nicotine replacement therapy.
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5.11

DRUGS AND ALCOHOL

5.11.1

Drugs
During 199912000, surveys and reports from agencies revealed the following trends:
• There have been further recent increases in the number of drug injectors in Greater
Glasgow. Many new injectors have switched to injecting heroin after a period of
smoking heroin. There is clear evidence that Hepatitis C infection is continuing to
spread rapidly among drug injectors.
• The number of drug-related deaths in Greater Glasgow also rose in 1999. Most
deaths resulted from an overdose of injected heroin combined with
benzodiazepines or alcohol. Significant proportions of the deaths occurred shortly
after release from prison or in hostels for the single homeless.
• The vulnerability of the many children in Greater Glasgow with one or both parents
who are drug misusers is increasingly recognised.
• These trends highlight the need for:
campaigns to discourage the use of heroin and any drug injecting;
a more proactive approach taken by needle exchanges to discourage sharing of
any injecting equipment;
extension of the methadone programme, particularly to drug injectors who are
homeless or prostituting and to ensure continuity of methadone treatment in
prison and effective preparation for release from prison;
-

further development of initiatives that provide real opportunities for individuals
to overcome drug dependency via either the methadone programme or
abstinence-based services;
further development of targeted supportive and protective interventions for
children at risk due to parental drug misuse and dependence.

5.11.2

Progress in 1999/2000:
• The Greater Glasgow Drug Action Team Strategy 'Tackling Drugs Together in
Greater Glasgow 1999-2003' was launched by Mr. Angus MacKay, Deputy
Minister for Justice in August 1999. The Drug Action Team Strategy is in line with
the policy set out in the Government's ten-year strategy, 'Tackling Drugs to Build
a Better Britain' and the Scottish strategy: 'Tackling Drugs in Scotland: Action in
Partnership' .
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• Additional government funding for drug treatment services of £505,270 per year
has been secured from 1999/2000-200112002. Greater Glasgow Health Board and
the six local authorities provided matching funding in 1999/2000. This enabled the
Drug Action Team to approve an additional £1 million investment in new drug
treatment services.
• With the additional investment, local services have been developed.
• Members of the Drug Action Team worked in partnership with Mothers Against
Drugs in Cranhill to develop the 'New Horizons' throughcare/aftercare service for
Greater Easterhouse.
• New government and Health Board funding was allocated to the Primary Care
NHS Trust to develop a community addiction psychiatry team to treat drug users
with mental health problems.
• As it will take time for the new services to be commissioned, the Drug Action Team
agreed that savings in 1999/2000 would support eight one-off developments:
-

three research initiatives to consider: drug prevention and education; factors
associated with becoming drug-free; and links between substance use and
domestic violence;

-

health advice points in twelve community pharmacies;

-

three-month pilot Hepatitis B immunisation service for drug users;

-

assessment exercise in Clydebank to improve access to methadone prescribing
and needle exchange services;

-

5,000 copies of the 'Take Care' information wallet for distribution through all
community pharmacies in the Drug Action Team area;

-

randornised controlled clinical trial at Glasgow Royal Maternity Hospital.

• Glasgow City Council and the Health Board have recently commissioned a new
abstinence-based throughcare service to be provided by Phoenix House.
• Public Health staff carried out research on throughcare for drug users admitted to
and released from Barlinnie Prison. The recommendations have been endorsed by
the Drug Action Team Throughcare for Prisoners Working Group and are being
implemented.
• The Drug Action Team Training and Employment Working Group has continued to
monitor the number of drug users accessing New Deal and New Futures
programmes and to promote better links between training and employment
organisations and drug services. A growing number of drug projects have received
New Futures fuqding to promote training and employment opportunities for
stabilised and drug-free clients.
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• The number of GPs in the GP Drug Misuse Clinic Scheme increased from 128 at
31 March 1999 to 142 to date. The number of patients has also grown from 2,700
at 31 March 1999 to 2,800 to date. Additional funding has been granted to enhance
the counselling support service to drug users on the methadone programme.
5.11.3

Specific Plans for 2000/2001 Include:
• The Greater Glasgow Drug Action Team Strategy has five action plans which
tackle key aspects of the drug problem. These are:
understanding the drug problem in Greater Glasgow;
-

young people and their communities;
reducing the availability of drugs and drug-related crime in Greater Glasgow;

-

treatment, support and rehabilitation of people with serious drug problems;

-

co-ordination and communication.

• The Drug Action Team has agreed that its strategy will be implemented by local
authority area. Along with our partners, we will be a key player in ensuring that the
work programmes outlined in the strategy are actioned.
• For 2000/2001 we are again willing to commit mainstream resources and the six
local authorities have already confirmed that they can provide matched funding.
The aim will be to continue to develop/enhance services in line with Drug Action
Team priorities.
• Our Addictions Team has been strengthened to provide stronger support on a local
authority basis.
• A draft Greater Glasgow Hepatitis C Strategy is out for consultation.
• Sustained efforts will be made to discourage the sharing of injecting equipment
with the aim of reducing Hepatitis C transmission. New educational materials have
been distributed through the network of services.
• Glasgow City Council is carrying out an extensive review of its own addiction
services and will be consulting on the outcome. In the coming year, we will work
with the council, Primary Care NHS Trust and our other partners to review
joint council!Health Board-purchased community-based services and residential!
detoxification provision.
• We will continue to participate fully in multi-agency work aimed at regenerating
communities most affected by drug misuse, and work in partnership with education
and social work services to help protect young people at risk of drug misuse.

97

• Priority will be given by our Health Promotion Addictions Team to providing
drug-related education/training to those working with young people.
• Materials for parents will be developed, to provide practical advice on supporting
and protecting their children at all stages of development.
• Employers across the City will be encouraged and supported to develop drug
policies as part of their overall commitment to health at work. Health Promotion
staff will continue to offer support and advice on policy development In
conjunction with management training and awareness-raising for staff.

• In addition to alcohol, illicit and medicinal drug use can have adverse effects on
driving ability. We will carry out ongoing work to raise awareness and highlight the
risks involved in driving whilst under the influence of alcohol or drugs.
5.11.4

Alcohol

5.11.5

Progress in 1999/2000:
A draft Alcohol Strategy has been completed. The Strategy analyses trends in alcohol
consumption and alcohol-related harm in Greater Glasgow, reviews current treatment
services and preventative initiatives, and sets out a number of proposals aimed at
improving treatment services and reducing alcohol-related harm.

5.11.6

Drinking Patterns and Alcohol-Related Harm
• On average, men in Greater Glasgow drink much more than men elsewhere in
Scotland. Women drink somewhat more than the average for Scotland. An
estimated 30,000 men and 3,000 women in Greater Glasgow drink more than twice
the upper recommended limit. Heavy drinking appears to be on the increase.
• Between 1981-1997, alcohol-related death rates and hospital admissions in Greater
Glasgow increased by 107% and 278% respectively. Rates for both general hospital
and psychiatric admissions for alcohol-related problems are about ten times greater
for people from the most deprived areas of Greater Glasgow compared with the
most affluent.
• Rates of alcohol-related hospital admissions and deaths are about 6 and 3.5 times
greater than those for other drug misuse-related admissions and deaths
respectively.
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• An estimated 4,500-4,900 individuals with serious alcohol-related problems are
seen by GPs in Greater Glasgow each month. Many GPs think alcohol-related
problems have been increasing in recent years. Alcohol accounts for an estimated
8-15 % of attendances at A&E Departments. Between 20-50% of both prisoners and
homeless people have a history of excessive drinking or alcohol dependence.
• Levels of alcohol consumption and alcohol-related ill health are higher in Greater
Glasgow than at any time since the First World War. Given the strong links with
deprivation, Greater Glasgow probably has the most serious alcohol-related
problems of any health authority area in the United Kingdom.
5.1l.7

Alcohol is an enormous health issue and yet has received relatively little concerted
action from the Health Service and local authorities.

5.11.8

The Review of Services yielded the following main findings:
• Many GPs have large numbers of patients with serious alcohol-related problems
but few have a special interest or additional training in this area.
• Unlike services for drug misuse, the development of specialist health and social
care services for people with alcohol-related problems in Greater Glasgow has
been patchy and limited over the past 20 years. Specialist addiction medical
consultant and nurse staffing levels in the Primary Care NHS Trust are below the
national recommended levels.
• Community detoxification services are well-developed in the South Sector,
expanding in the West but more limited in the North and East. There are no
specialist alcohol beds in the South Sector. Throughout the Health Board area, large
numbers of patients with alcohol problems are currently admitted to acute general
psychiatric wards where specialist staff and treatment programmes are not
available.
• There is a lack of specialist services available to homeless people with serious
alcohol-related problems.
• There is a lack of satisfactory assessment and longer-term care prOVlSlon for
persons with alcohol-related brain damage.

5.11.9

Further development work on the draft Strategy, including a multi-agency seminar
organised for 7 March 2000, will enable a final version, including service plans and
priorities, to be issued for consultation in early 2000/01. This will be co-ordinated
with Glasgow City's review of its addiction services. Work to date indicates there will
be significant resource implications and an initial view of these is included in the
financial section.
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5.11. 10 Preventative Initiatives
• Training for health professionals on brief intervention approaches will be
considered by Health Promotion Addictions Team.
• A workplace health promotion campaign will raise awareness of the concept of
units and the associated messages in relation to health.
• A CD format teaching pack will be produced and teachers will be
encouraged/supported to deliver education and alcohol issues.

5.12

LOCAL AUTHORITIES
This is the first Health Improvement Programme in which we have developed separate
sections for each local authority. This reflects the importance of our joint work with
Councils on a wide range of issues. This section will be a focus for much
development work with local authorities before the final Health Improvement
Programme is produced.

5.12.1

EAST DUNBARTONSHIRE COUNCIL

5.12.2

Background
East Dunbartonshire is situated within the North Sector of Greater Glasgow Health
Board and represents the merger of the former Bearsden and Milngavie District and
the greater part of the Strathkelvin District.

5.12.3

The entire East Dunbartonshire area is contained within the Greater Glasgow Health
Board boundary and has a population of 110,000.

5.12.4

The Community Plan
In early 2000/01, further to Ministerial approval, the Board will progress in
partnership with local public bodies, the aims and objectives contained within the
Council's first 5-1 O-year Community Plan.

5.12.5

The Joint Community Care Plan
During the time-frame of the 1997-2000 plan, a number of exercises, that will
continue to feature as part of the new East Dunbartonshire Joint Community Care Plan
2000-2003 agenda, were undertaken. These included the:
- development of a comprehensive Glasgow-wide Mental Health Strategy;
- commencement of work to appraise the concept of joint social work and health;
- community Learning Disability Team;
- occupational Therapy Service;
- establishment of a Joint Community Safety Partnership Forum and Safety Plan.
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5.12.6

In addition to these, the 200012003 plan will include a number of additional health
service-related priorities all of which are specifically related to the Modernising
Community Care agenda. They are to:
• create generic posts in mental health and dementia;
• develop inter-agency assessment systems for all client groups;
• establish a task force that will explore the extent to which current organisational
capacity can manage the delivery of services that demand:
- joint staff roles and responsibilities,
- joint staff accountability, and
- a pooled budget as the main source and most appropriate form of funding;
• extend the joint planning framework membership to both Local Health Care
Co-operatives.

5.12.7

Drugs and Alcohol

In 2000/01, the main priorities will be, as part of the Greater Glasgow Drug Action
Team Strategy 199912003, to support the work of the new addiction team, comprising:
- sessional outreach staff who provide counselling, advocacy and befriending;
- an outreach worker in Kirkintilloch; and
- a development worker who will establish and co-ordinate council-wide services.
We will be working with East Dunbartonshire Council to target increased GGHBlEast
Dunbartonshire Council funding on joint priorities which include: service gaps,
prevention training, local needs assessment, family/community support and the
development of a local drug forum structure.
5.12.8

Elderly

In 2000/01 the main area of work will be the continuation of the Lenzie Carewell
Project. This is the development of an innovative service that will provide a 60bedded residential and nursing home facility for the elderly that incorporates
assessment and rehabilitation services on the former Lenzie Hospital site.
5.12.9

Children Services

In 2000/01, the joint planning structures will review the 1998/2001 Children Services
Plan and commence with the development of the 2002/2005 plan.
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5.12.10 Ongoing work for 2000101 will include the:
- development of, in conjunction with the criminal justice department, new child
sensitive interventions for young offenders;
further development of integrated working;
- completion of a one-year pilot that examines mental health joint support systems
for children accommodated and cared for; and
- development of additional small residential accommodation as part of the
Council's Residential Development Plan.
5.12.11 Local Health Care Co-operatives
Currently the Local Health Care Co-operatives have completed their first annual
business plan. Priority areas for 2000 are:
Bearsden and Milngavie Local Health Care Co-operative

-

Ischaemic Heart Disease,
Quality,
Nursing, and
Review of CPN and Clinical Psychology Services.

5.12.12 Strathkelvin Local Health Care Co-operative

- Ischaemic Heart Disease,
- Clinical Governancel Achieving Better Services for Patients,
Increasing the scope of the joint health/social care aids store,
Joint work with mental health in-patient services to develop joint treatment
protocols for depression, referrals and prescribing,
Information for patients,
- Joint work with the voluntary sector.
5.12.l3 Others

In 1999/2000, a number of other initiatives directly related to the community care
agenda were progressed. In 2000101, the Board's priorities will be to:
• support the Hillhead and Four Villages Partnership Board social inclusion
programme;
• assist with the implementation of the Community Schools Cluster Project in
Kirkintilloch and applications in spring 2000 for community school status
elsewhere in East Dunbartonshire;
• revisit the exercise associated with the development of an East Dunbartonshire
Healthy Living Centre;
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• progress the working objectives of the Lennox Castle Hospital Task Force to create
new employment opportunities for staff affected by the hospital closure
programme; and
• commence palliative care joint discussions.
5.12.14 EAST RENFREWSHIRE COUNCIL

Background
The Eastwood locality sits within the south sector of the GGHB area. It is also within
the East Renfrewshire Council area.
5.12.15 The population of Eastwood is approximately 61,500 people and represents 6.5% of
the GGHB population and over 70% of the East Renfrewshire Council population.
5.12.16 Within the Eastwood locality, we have a number of joint planning networks and
processes for Community Planning, Joint Community Care Planning, LHCC
Development Planning, Mental Health, Elderly and Children's Services. Over the last
year work has progressed to secure improved joint working on each of these fronts and
this will continue into 2000/2001.
5.12.17 The following identifies key areas of joint work ahead of us in 2000/01:
5.12.18 Community Planning
East Renfrewshire Council has now established a draft Community Plan; this will be
finalised by the end of March 2000.
5.12.19 The Plan identifies a number of 'priority themes'. These themes represent the
consensus of discussions with partner organisations and others who were consulted
throughout its development.
5.12.20 The priority themes within the Plan bind partners to support and develop: caring and
safe communities; healthy communities; opportunities for employment and lifelong
learning, and high quality of the environment.
5.12.21 Within the health-related section of the Plan for East Renfrewshire the focus will be
to:
• improve and develop assessment processes for older people in terms of their
community care needs;
• improve services for vulnerable children and young people;
• tackling health inequalities and promoting social inclusion;
• promoting health, health awareness and healthier lifestyles where possible;
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• continue to monitor the development of the new mental health services in the
Eastwood area through effective joint working with local authority and Primary
Care Trust colleagues;
• the Board's work on ethnic health will have particular significance
Renfrewshire with its substantial ethnic minority population.
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5.12.22 Joint Community Care Plan
Priority areas for the JCCP to develop:
• robust ways of working between GGHB and East Renfrewshire Council in priority
areas;
• services for people with mental health problems;
• drugs/addictions services;
• services to support people with a learning disability;
• services for children and young people.
5.12.23 Drugs and Alcohol
Priority areas for the year ahead include:
• supporting the development and work of the East Renfrewshire Substance Misuse
Forum which was established in late 1999. This new forum will be responsible for
implementing the Greater Glasgow Drug Action Team Strategy at a local level and
will develop a substance misuse action plan;
• match GGHBlEast Renfrewshire Council and new government funding created a
new Substance Misuse post in 199912000. Proposals for increased GGHB/Council
funding for 200010 1 will be progressed by the forum;
• an addiction training programme for council and other staff will be taken forward
during 200012001.
5.12.24 Elderly Services
• Progress the work to review the balance of care within elderly services across
South GGHB and establish an action plan for change. East Renfrewshire Council
Social Work is a key partner in this process.
• Work is under way to pilot a common assessment process (CarenapE) in Eastwood.
This is part of an initiative to test this new arrangement for streamlining the process
for assessing the needs of older people and reducing duplication of effort in
resource use across health and social care organisations. This work will be
concluded, evaluated and outcomes shared during 200012001.
• Ensuring that discharge arrangements from hospital are well-established and
working well and that discharge is well-managed and not hindered by undue delay.
• Support the development of effective working links between social work and the
LHCC on elderly service issues.
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5.12.25 Mental Health
Progress the work to develop a supported accommodation strategy for GGHB at an
Eastwood locality level.
5.12.26 LHCC Issues
Key joint working issues flagged as priorities for the next year by the LHCC are:
• substance misuse;
• improving links on elderly services;
• developing effective ways for promoting health in Eastwood;
• continuing to develop local mental health services.
5.12.27 Working Together
A major challenge for the year ahead will be to continue to develop and improve the
way we work with other organisations in the Eastwood area of GGHBlEast
Renfrewshire.
5.12.28 Discussions are under way to review current joint planning networks. These involve
the Council, the Social Work department, Greater Glasgow Primary Care Trust, the
Eastwood LHCC and GGHB. We have recognised the importance of connecting our
efforts more effectively in order to ensure there is congruence between the priorities
we are aiming to address within the HIP, Joint Community Care Planning, Community
Planning, LHCC Development Planning and the PCT/Acute Trust TIPs.
5.12.29 WEST DUMBARTON

Background
The population of West Dumbarton living within the GGHB catchment area is
approximately 46 000; this represents 5% of the GGHB population and around half
of the population of West Dumbarton.
5.12.30 Community Planning
GGHB has taken an active role in developing a community plan for West
Dunbartonshire. This process has been characterised by a high level of involvement
both from staff from the key partners and community and voluntary groups. The
vision statement within the plan commits partners to concentrate their efforts on:
• ending poverty;
• getting more people into work;
• improving access, pru:ticipation and achievement in learning and education;
• making West Dunbartonshire a more attractive place in which to live and work.
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5.12.31 An overarching aim
positive.

IS

to create a place where people are healthy, confident and

5.12.32 A draft plan will be available in January 2000 and we will continue to contribute to
the further development and early implementation of the plan during the year.
5.12.33 Joint Planning
The challenge for joint planning over the next year will be to bring together a number
of new organisations and identify locally shared priorities. In this way maximum
benefit can be gained from joint working across a shared agenda.
5.12.34 A continued focus on alternatives to institutional care, in particular for the elderly, the
mentally ill and the learning disabled.
• The implementation of preventative approaches that support health promotion in
vulnerable groups, eg comprehensive health and social care screening for people
aged 75 years and over; holistic assessments for carers; shared case management.
• The promotion of joint projects that promote innovative ways of working and
service provision, eg Augmented Homecare, joint assessment, shared databases
and pooled budgets, equipment stores and bathing services, streamlining of
dementia services;
a continued focus on value for money and audit and review of service delivery;
-

a number of new developments as part of the Modernising Community Care
Agenda, eg developing clear strategic partnership frameworks to enable better
and faster decision-making and effectively target local services;
improved liaison between LHCCs, hospitals and Social Work.

5.12.35 Drugs and Alcohol
• West Dunbartonshire Drug Forum has established working groups to implement
the action plans outlined in the Greater Glasgow Drug Action Team Strategy. The
Forum also intends to produce a corporate action plan for alcohol.
• New government funding (until 2001102) has been used to commission Dumbarton
Area Drug Initiative to develop a Clydebank Community Drug Project in
consultation with the Council and Health Board.
• Match GGHBIWDC funds were allocated to a Life Options Scheme to enhance the
social inclusion of recovering drug users. Proposals for additional match funding
for 2000/01 will be progressed by GGHBlWest Dunbartonshire Council in
consultation with the forum.
• The Council has funded additional addiction staff including a supported
accommodation worker.
• A working group has been established to develop an effective partnership response
to drug and alcohol misuse issues in Clydebank. The group has developed a plan
to co-locate health and social care services in the premises of the new Clydebank
Community Drug Project.
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• Clydebank Alcohol Counselling Initiative is funded by the National Lottery
Charities Board until 31 March 2001. GGHB wi II work with the Counci 1 to
consider the future options for this service.
• Joint planning and working is being developed with staff at Goldenhill Resource
Centre and Gartnavel Royal to consider how best to respond to clients with
addiction and mental health problems.
5.12.36 The Council established an inter-agency working group to look at the needs of people
with alcohol-related brain damage. The group is due to report in 2000.
5.12.37 Protection of Safer Homes for Children (POSHFC)
POSHFC has attracted funding from the Health For All grant scheme and West
Dunbartonshire Partnership. With continued support from HPD and WDC staff, this
group continues to develop their child safety loan equipment scheme into other parts
of Clydebank.
5.12.38 Healthy Living Initiative
WDP is leading on Healthy Living Initiative to NOF. A steering group has been
developed to construct a proposal and GGHB will support the development of the bid.
5.12.39 Clydebank Asbestos Partnership
• This partnership is composed of GGHB, Clydebank Asbestos Group, Clydebank
Health Issues Group and West Dunbartonshire Council. Over the past year,
Clydebank Asbestos Group was awarded a National Lottery grant of £96,000. The
partnership organised a conference on asbestos that attracted an international
audience and has delivered two PGEA-accredited training seminars with
Clydebank GPs. The partnership has developed literature for clients and families
affected by the disease.
5.12.40 Health For All
The Health For All grant scheme is now in its fourth year of operation. GGHB, West
Dunbartonshire Council and Clydebank LHCC now contribute a total of £33,000
which offers community groups in the Clydebank area an opportunity to apply for
grants of up to £5,000.
5.12.41 Elderly
During 1999/2000 West Dunbartonshire Council continued to work in partnership
with GGHB and other agencies to improve services for the elderly:
5.12.42 The Early Supported Discharge and Throughcare services at the Western and
Gartnavel were further developed and are now firmly embedded as part of mainstream
serVIce proVIsIon.
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5.12.43 West Dunbartonshire Joint Screening Programme - A multidisciplinary working
group has developed a common assessment tool to screen people aged 75 years and
over for unmet health and social care need.
5.12.44 PAMs Training in Nursing and Residential Homes - Front-line staff in nursing and
residential homes in the GGHB sector of West Dunbartonshire have been provided
with training to raise awareness on how care issues can impact on preserving and
promoting physical and mental health and independence.
5.12.45 Depression and Intergenerational Integration - An audit of depressive symptoms in
older people living in nursing homes and in the wider community will be undertaken
to provide a baseline measure of prevalence and available therapies in West
Dunbartonshire.
5.12.46 Carers Assessment - The Carers' Assessment schedule was developed in full
consultation with local carers' groups, Strathclyde Carers' Forum and health and
social work staff.
5.12.47 Living Arts in Residential Homes for Elderly People - This is a project to encourage
residents' active participation in the living arts.
5.12.48 Children and Young People
In 1999, West Dunbartonshire Council published its first Children's Services Plan.
GGHB will continue to work in partnership to develop services for three main groups:
• Family Support,
• Looked-After Children and Young People,
• Throughcare and Youth Homelessness.
5.12.49 Braidfield Community School
• The commissioning and youth teams have been actively involved in the
development of the Braidfield Community School. A Health Development Officer
has been appointed as part of their overall implementation plan. GGHB will
continue to play an active role in developing services and building on the
infrastructure to create an optimum environment to reduce social exclusion and
promote health for the young people at Braidfield.
5.12.50 Clydebank Local Health Care Co-operative Priorities
During the course of the last year, Clydebank LHCC has become firmly established
and identified the following areas of work as priorities over the next year:
• to continue to work with Clydebank Asbestos Partnership to improve awareness of
asbestos issues and better services and support for asbestos sufferers;
• to continue to support the Community Action on Food Initiative in Faifley;
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• to work with Clydebank Health Issues Group on locally identified health issues;
• to work in partnership with the Council, the police, Drugs Agencies, Braidfield
school, CAF and Health Promotion on local youth and drugs initiatives;
• to adopt and implement the health promotion strategy in conjunction with the
health promotion group;
• to improve the provision and accessibility of emergency contraception;
• to participate in the Board-wide project on postnatal depression.
5.12.51 GLASGOW CITY COUNCIL

Glasgow has levels of poverty and social exclusion different in scale from any other
part of Scotland; these are closely interlinked with major problems of ill health.
Achieving improved health for Glasgow needs to be part of the delivery of an overall
strategy to address the economic, social and health issues facing the City.
5.12.52 Glasgow Alliance

The Glasgow Alliance has begun the task of establishing and implementing such an
overall strategy. At local level, the Glasgow Alliance has established area-based
Social Inclusion Partnerships to progress local strategies in those parts of the City with
the highest concentrations of exclusion and multiple deprivation. Each of these has a
subgroup concerned with health and well-being issues. The Alliance's three
theme-based Social Inclusion Partnerships also provide a means to address the health
needs of groups which are particularly prone to exclusion and health inequalities. In
addition, the community care joint planning partners are piloting locality panels in
four areas of the City, in order to develop an enhanced local partnership approach,
with strong user and carer involvement, to planning and delivering community care
services.
5.12.53 Glasgow Health City Partnership

The Glasgow Healthy City Partnership has been the City's main alliance for health
since 1988. It is midway through implementation of its six-year Development Plan
(1997-2002). Specific priorities for 2000/01 are to:
• establish partnership affiliate and accreditation schemes;
• strengthen links between the Partnership and the Universities, particularly with
respect to research and training;
• clarify links between the Partnership and other health-related initiatives, eg the
SIPS, community safety, health at work;
• progress the Partnership's work on black and ethnic minority health;
• develop work on 'healthy' urban planning;
• progress implementation of the food and health policy for Glasgow.
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5.12.54 The Health Improvement Programme will need to link with other key strategies to:
• Secure adequate resources to meet Glasgow's needs;
• Ensure joined-up working which delivers the best use of the resources and an
inter-agency commitment to health improvement;
• Reshape services around the requirements of individual service users and to
address the health needs of those areas and groupings within the City which are
most excluded;
• Develop user and community involvement to assist in refocusing services and to
secure wide participation in achieving improvements in the City's health.
5.12.55 Political and Management Structures
The Council's structures reflect a move to a more corporate and focused approach, all
of which require partnership working. In particular:
• the new joint sub-committee for Children's Services and the Joint Community Care
Committee will strengthen joint planning and focus on the range of strategic issues;
• the Social Inclusion sub-committee will co-ordinate input to the social inclusion
agenda. There is also a Health Forum which reports to the sub-committee and links
with the Healthy City Partnership;
• implementation of Race Equality Action Plans continues to be a high priority.
5.12.56 Implementation of the Strategic Management Review of Social Work will have a
significant impact on working arrangements across the Council and with external
organisations. Key elements of change are:
•
•
•
•
•

devolving and decentralising decision-making;
focusing on the needs of clients and users of the service;
improving joint working arrangements;
promoting Best Value;
developing high status and high standards with staff.

5.12.57 A key theme emerging is the potential power of partnerships. Joint working
arrangements have evolved over the years to ensure that available resources are
integrated and maximise opportunities for clients. These have achieved varying
degrees of success and the Review made a number of recommendations to strengthen
arrangements in the following services:
5.12.58 Community Care
• to extend management and accountability for community care beyond the current
arrangements to include joint or lead commissioning, pooled budgeting, joint
accountability and monitoring, joint registration and inspection;
• to establish a Joint Community Care Committee, with representation from GGHB
and the voluntary sector, to develop and deliver integrated community care services
in Glasgow.
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5.12.59 Children and Families
• to improve the management of crossover issues concerning Social Work and
Education services, particularly for pre-five and childcare services, children looked
after and accommodated, and children with special educational needs;
• to establish a Children's Services Joint Sub-Committee to extend representation to
the Health Board.
5.12.60 Fieldwork
The Strategic Management Review recognised that Fieldwork - as the first port of
call for the majority of users and carers - is at the heart of the modernising
programme and the drive for better service responsiveness and outcomes, and
development of multidisciplinary working and integrated local service delivery. The
Review recommended more responsibility at area level for operational management,
locality planning and co-ordination of local services, with:
• more decentralisation of decision-making and devolution of budgets;
• a reduction in the number of area teams (currently 17);
• consideration to co-terminosity with local Health Care Co-operatives, together
with a review of the Council's operational management boundaries.
5.12.61 These changes will be underpinned by standards of practice and service responses. In
particular, there is a need to ensure a consistent approach to assessment, initial care
planning and development of long-term care management arrangements to ensure that
vulnerable people are assessed and receive integrated social care, health and housing
services. The application of standards and target response times is already in place,
for example, in community care assessment services, criminal justice and Panel
reports. This now needs be applied across all areas within Social Work Services.
5.12.62 Drugs and Alcohol
Drug misuse in Glasgow is escalating, with an increase in drug-related deaths, illness,
crime and other serious social problems. The recent addiction services review, carried
out by Social Work, estimates that there are between 12,419 and 15,500 drug misusers
in Glasgow City alone. It also indicates that Glasgow is experiencing a significantly
higher rate of the total number of adults who have taken illicit drugs going on to
develop serious drug misuse problems. The DAT strategy aims to minimise the
damage being done by drug misuse and to contain the extent of this by reducing the
availability of, and demand for, drugs.
New services developed with matched GGHB/Glasgow City Council and new
Government funding in 1999/2000 include: the New Horizons project in Easterhouse;
a young person's arrest and referral scheme; two social work mental health/addiction
posts; increased support for those on the methadone programme and those who are
ready to become abstinent; support for pregnant drug users; and user involvement via
Scottish Drugs Forum ..

111

Priorities for the additional match GGHBICouncil funding from 2000101 will be to:
• deal with the short-term funding of core services and those facing financial
pressures;
• address issues highlighted by the review of addiction services, particularly
supporting and improving access to the methadone programme;
• initiatives designed to prevent the transmission of Hepatitis C;
• improve services to families and young people;
• promotion of increased user involvement.
The DAT has agreed that joint planning for addiction services should take place on a
local authority basis and arrangements in Glasgow have been implemented.
5.12.63 Homelessness
Tackling homelessness, including rooflessness and rough sleeping, is a major factor in
tackling social exclusion and is a key Government and Council priority, given the
establishment of national and Glasgow working groups to look at the causes of
homelessness. Glasgow has the highest number of homeless single people presenting
to any local authority in Scotland (30% of Scotland's homeless population) and, as a
reflection of this, there has been investment of £4.7 million in Glasgow through the
Rough Sleepers Initiative (RSI), in addition to £5 million expenditure on homeless
services by Social Work Services. RSI funding terminates in March 2002.
5.12.64 Asylum Seekers
The new Asylum & Immigration Bill 1999, likely to receive Royal Assent in
November 1999, will come into effect from 1 April 2000. Approximately 2,000
additional Asylum Seekers may be received in Glasgow, many of whom will require
support from Social Work Services.
5.12.65 Children and Families
The profile of children, young people and families, particularly those who are
vulnerable, has been raised within the national political agenda. Children and families
are at the centre of the Government's policy for tackling social exclusion, recognising
that such a focus is required for the early identification of potential problems, effective
intervention and the prevention of later social exclusion.
5.12.66 A number of policy initiatives, aimed at challenging traditional methods of service
delivery, and improving services to children and families have been established, some
of which have significant new funding attached. These initiatives include
requirements for multi-agency working, accountability and the ability to demonstrate
that services are effective and represent best value. It is critical that social work
services secure a key role in the development and implementation of these new
initiatives to ensure that vulnerable children and families have full access to existing
and new resources.
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5.12.67 The Government response to the Children's Safeguards Review (November 1998) set
the strategic direction for the development of services for looked-after children. It
placed the issue of safeguards and quality of care for children looked after in the
context of the overall strategy to reduce the need for children and young people to be
cared for away from home. The Children's Services Development Fund has been
established to achieve these objectives which are consistent with the service planning
and strategic priorities for children's services in Glasgow, set out in both the
Children's Services Plan, and in the Social Work Service Plan 1999/2000.
5.12.68 A primary concern over the past year has been the increasing numbers of children and
young people requiring to be looked after, in contrast to previous trends of decreasing
numbers. This can be linked to the particular social and economic circumstances in
Glasgow, which impact on the ability of families to care for their children and the
impact of reductions in community-based supports. In addition, it would appear that
greater numbers of children and young people require to be looked after as a result
either of their parents' drug misuse, or as a result of their own involvement in drug
misuse.
5.12.69 Account will need to be taken of the impact of the reports of the Riddell and Beattie
Committees. The Beattie Committee was established to take forward the
Government's commitment to increase both the participation and attainment of young
people with additional support needs in post-school education and training, and to
help young people improve their employability. Consideration is now being given to
implementation of its report, 'Implementing Inclusiveness Realising Potential'. The
theme of inclusiveness is also at the heart of the report of the Riddell Committee
which undertook a strategic review of special educational provision for children with
severe low incidence disabilities in Scotland. The report and many of its
recommendations focus on what needs to be done to remove or circumvent the
barriers to their educational and social inclusion.
5.12.70 Community Care

Elderly
The most significant issue is determining with joint planning partners the appropriate
level and balance of elderly services, whether these are services which enable people
to stay in their own homes, residential or nursing care, or hospital care. The balance
between hospital and community admissions needs to be underpinned by assessment
and care management arrangements to minimise both the likelihood of vulnerable
people in the community living at unacceptable levels of risk, and the occurrence of
'bed-blocking' and consequent difficulties for the NHS. Services require to be
responsive and flexible and able to meet a wide range of needs.
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5.12.71 A major task will be to implement the residential elderly care strategy. In line with the
recommendations for developing specialist care, Social Work Services, in partnership
with GGHB, are developing a bid for Mental Health Development Fund monies to
reconfigure ten residential units (eight Dementia Care and two Elderly & Mentally III
specialist units). This will build on the success of the 'Just Another Disability Making Design Dementia Friendly' project, developed as part of 1999 Year of
Architecture and Design. If successful, the bid will attract a contribution of £500,000
from the MHDF, with match funding from the City Council and GGHB (total
£1.5 million).
5.12.72 Dementia
As well as a projected increase in the 90+ age group affected by dementia, which is
significant given the high physical frailty and vulnerability of this group, there are a
small but growing number of people with early onset dementia. There is considerable
pressure to create an integrated range of services to help people with dementia to live
in their own homes, to make mainstream services more dementia-friendly, and to
develop a range of specialist services, including those for younger people who have
dementia. The development of specialist residential services will be taken forward
through the Mental Health Development Fund bid (see Elderly above). In addition,
there are similar issues relating to the balance of care, as outlined above for elderly.
5.12.73 Mental Health
The pressures for mental health services in Glasgow are significant, given the
relationship between mental illness and poverty and the significant increase in the
number of people with mental ill health and drug/alcohol-related problems. Hospital
closures have led to a significant transfer of resources from health to social work and
consequent investment in community services, particularly in the North and the East
of the City. As part of the Mental Health Framework, developed by GGHB in
partnership with the City Council, proposals for future in-patient and community
services for mental health and dementia are being consulted upon. The priority is to
develop an appropriate balance between the level of hospital and community-based
services. This will require development of the community health and social care
infrastructure and more effective multi-agency responses, particularly at the interface
between area services and Primary care and specialist services.
5.12.74 In addition, there are likely to be implications for Social Work Services arising from
the Government's policy statement, 'Making the Right Moves' (August 1999). This
forms the basis for comprehensive new legislation to protect the rights and interests
of adults who, for a variety of reasons - such as mental incapacity, learning disability,
dementia or mental health problem - cannot make decisions for themselves about
their own welfare, medical treatment, property and financial matters. This will
introduce a range of new powers and responsibilities for local authorities, including
supervision of attorneys, guardianship and management of client finances.
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5.12.75 Learning Disabilities
The appointment in July 1999 of a Joint Manager for Learning Disabilities is a
reflection of the commitment of Social Work Services, GGHB and the Primary Care
Trust to establish a strategic approach to the future development of integrated
community-based learning disability services. A critical factor is the closure of
Lennox Castle Hospital by 2002, and resettlement of residents, together with a
number of other Glasgow people in long-stay hospitals elsewhere. However, this
must be balanced with the need to meet existing and emerging need in the City. The
priority in 2000/01 will be to put in place robust care management arrangements for
those people already in the community as well as those leaving hospital, to increase
support to Primary care teams, to agree a joint strategy and funding framework to
support the hospital closure programme, and to continue to commission replacement
serVIces.

5.12.76 Physical Disabilities
There are a significant number of people with physical disabilities in Glasgow,
including people who require complex care, frail, elderly people, and people with
sensory impairments. The service experiences high levels of referrals and is under
pressure, particularly in relation to aids, equipment and adaptations. In addition, while
some progress has been made in developing independent living options, it is clear that
this continues to be a priority, particularly for younger disabled people, and that
progress will continue to be made in developing these services throughout 2000/01.
Critical to this will be the development of inter-agency working and performance
standards, specifically with regard to the provision of Occupational Therapy (OT) aids
and adaptations.

5.12.77 Carers
Community care promised a number of improvements for carers, particularly in terms
of assessing their service needs and offering more practical support. The national
carers' strategy, Modernising Community Care and announcement by the Scottish
Executive in late 1999 requires joint planning partners to give a much higher priority
to improving our response to carers.

5.12.78 Criminal Justice
The significance of Criminal Justice services to the City cannot be overstated. The
Government has clearly identified crime and its causes as a major policy area. The
challenges include: the management of services, the importance of public safety and
the management of risk, the need to create opportunities for people who offend to
engage in activities such as education training and employment, greater integration
between public agencies and the voluntary sector, and a commitment to continuous
improvement in the quality of the service. All of these create a substantial strategic
and development agenda for the service. The main themes are:
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• the management of offenders within the community, rather than in custody;
• the development of a network of social support for mentally disordered offenders;
• development of social inclusion to ensure that offenders are integrated;
• a high profile for public protection and reduction of risk;
• significant investment in partnership working.
5.12.79 Standards
'Aiming for Excellence', the Government's White Paper for modernising social
services, will have significant implications for regulation of care and for training. A
key proposal is the creation of a new body, the Scottish Social Services Council,
which will register the workforce, put in place a code of conduct and standards to
support them, and raise professional and training standards. The requirements in
relation to workforce competency will led to increased emphasis on occupational
standards, with local authorities being required to meet targets for specific categories
of staff to enable registration to the forthcoming Social Services Council.
5.12.80 Equally significant is the proposed Scottish Commission for the Regulation of Care to
act as the independent regulator of social work services, whoever provides them. The
Commission will register organisations that provide care against agreed criteria and
make regular independent inspections. It will cover residential care and nursing
homes and introduce for the first time regulation of home care services. In addition,
it will cover all relevant children's services and some aspects of criminal justice social
work services in relation to specialist residential facilities. The indication is that the
target date for setting up the commission is April 200 I, to be funded by transferring
the current costs of regulation with some additional central funding. Preparatory
work will need to be undertaken in 2000/0 I.
5.12.81 Glasgow City Council will create 'Family Learning Centres' which will be innovative
models of flexible service delivery. The centres will provide childcare services and
drop-in facilities and planned parent and toddler sessions. Both health promotion and
family support by health visitors are seen by the Council as integral to the centres.
The Health Service will develop services which will promote the acquisition by
families the skills required to improve health through evidence-based interventions, in
the context of supportive community development initiatives and effective
collaboration between partnership agencies. Funding will be available for attached
health visitors for each centre and for dedicated liaison for psychological services.
5.12.82 NORTH LANARKSHIRE COUNCIL
We have agreed a programme of work with North Lanarkshire Council to ensure their
local teams are fully involved in joint working on mental health, the elderly and
addictions. The agenda will be taken forward by the newly established Cross Care
Group Locality Forum.
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5.12.83 SOUTH LANARKSHIRE COUNCIL
5.12.84 The Rutherglen/Cambuslang locality sits within the south sector of the GGHB area.
It is also entirely within the South Lanarkshire Council area.
5.12.85 The population in Rutherglen/Cambuslang is approximately 58,000, and represents
6.2% of the GGHB population and over 18% of the South Lanarkshire Council
population.
5.12.86 Within the Rutherglen/Cambuslang Locality, we have a number of joint planning
networks and processes for Community Planning, Joint Community Care Planning,
LHCC Development Planning, Mental Health, Elderly and Children's Services. Over
the last year, work has progressed to secure improved joint working on each of these
fronts and this will continue into 2000/2001.
5.12.87 The following sketches out key areas of joint work ahead of us:
5.12.88 Community Planning
South Lanarkshire Council has been one of the Pathfinders for establishing a
Community Plan. We continue to be one of the key partners in the community
planning process. The Plan sets our shared priorities and will help shape our combined
efforts to improve the quality of life of people living within the South Lanarkshire
area.
5.12.89 The Community Plan focuses on three main themes:
1. connecting partner organisations to establish safe and healthy communities;
2. successful and inclusive communities; and
3. working and learning communities.
5.12.90 The health-related priorities within the Plan are:
• promotion of health and welfare of children and young people;
• tackling inequalities;
• improving care and support for those who are vulnerable, especially older people,
physically disabled, learning disabled and carers;
• promote healthier lifestyles by tackling smoking, poor diet and the misuse of drugs
and alcohol;
• reducing levels of ill health and premature death, particularly in relation to heart
disease, stroke and cancer.
5.12.91 The finalised Community Plan will be in place from April 2000. We will continue to
be active members of the Community Planning Steering Group and Working Group
in South Lanarkshire over the course of the next year in progressing the work required
to implement the Plan and link into other joint planning networks and plans.
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5.12.92 Joint Community Care Planning
• Exploring ways of working to adopt key principles of Modernising Community
care, particularly faster decision-making, caring for people at home and working
together locally.
• Continuing to develop services for frail older people through improved
understanding about their needs.
• Continuing to develop and improve mental health services through the
Rutherglen/Cambuslang Community Mental Health Team.
5.12.93 Drugs and Alcohol
The Greater Glasgow and Lanarkshire Drug Action Teams have now established the
Rutherglen/Cambuslang Drug Planning Group to lead action at a local level and
co-ordinate the work of the two teams.
The priorities for the coming year will be to:
• link the work of the Drug Planning Group into the wider joint planning network
described above, and local joint planning in Rutherglen/Cambuslang;
• support the reconstituted Rutherglen Drug Forum in its work and ensure it is wellsupported by local agencies;
• new Government funding of £25,000 per year (up to 2002) has been allocated for
research/development work to assess the scale of the drug problem and the needs
of drug users and their families in the Rutherglen/Cambuslang area. This work will
be progressed and the research will inform the future work programme of the joint
planning group;
• GGHB and South Lanarkshire Council have jointly funded a specialist worker to
cover the Rutherglen/Cambuslang area as part of the South Lanarkshire Council
Substance Misuse Team. Proposals for additional match funding from 2000101
onwards will be considered by the Drug Planning Group;
• work will progress with the Rutherglen/Cambuslang LHCC to explore local issues
and priorities in alcohol services. This will need to connect to the GGHB Alcohol
Strategy.
5.12.94 We will continue to play an active partner role in developing the agenda and actions
that the SIP will progress.
5.12.95 Elderly
South Lanarkshire Council Social Work is a major partner in planning and developing
services for older people. They are represented on the South GGHB Elderly
Partnership Group. This Group has responsibility for the strategic development of
services across the south sector.
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Priorities for 2000/01 are:
• Progress the work to review the balance of care within elderly beds and services
and to establish an action plan for change.
• Work is under way to pilot a common assessment process (CarenapE) in
Rutherglen/Cambuslang. This pilot is part of an initiative to streamline the process
for assessing the needs of older people and reducing duplication of effort and
resource use across health and social care organisations. This work will be
concluded, evaluated and outcomes shared.
• Continuing to progress the Better Government for Older People Initiative.
• Connecting the work of the Cambuslang Social Inclusion Partnership into this
wider work on older people's services where possible and appropriate.
• Developing joined-up working through joint training initiatives and improving
links between health and social care organisations.
• Supporting the development in Rutherglen of the Child and Family Centre.
• Focusing our input to the New Community School Initiative at Cathkin High.
5.12.96 LHCC Issues
Within joint planning work, a number of priorities have been flagged for the next
12 months. These are to:
• establish a Rutherglen/Cambuslang Joint Planning Steering Group that brings
together key partners involved in all joint planning issues and links these into
Primary care effectively;
• establish a number of joint trammg, development and knowledge building
initiatives in key care/service group areas. The focus will probably be on drugs and
addictions, children, elderly and mental health;
• explore and identify ways of improving information sharing between health, social
care and other partner organisations that result in better joint working.
5.13

SOCIAL INCLUSION PARTNERSHIPS
This section describes the work of the geographically-based Social Inclusion
Partnerships, established in 1999//2000.

5.13.1

Castlemilk
• The development of a Family Learning Centre, linking appropriate methods of
extending parenting skills.
• Continued support for the Jeely Piece Club.
• The development of a pilot project looking at young women, on low income with
smoking-related problems (in conjunction with the Castlemilk Stress Centre).
• Development of New Community Schools model.
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• Development of appropriate training/induction models for both the community and
professionals alike.
• Continued support for Youth Health Spot.
• The development of a Castlemilk response to Mental Health Centre, in liaison with
appropriate local agencies and community groups/users.
• Support for local Women's Group.
• Develop links into DAT with regard to support for local drug users/addicts and
specific needslinformation of different client groups, eg young people and parents.
• Support development of local safety initiatives, including appropriate training for
all age groups in terms of protecting their own health, with particular emphasis on
the elderly population.
• Support the development of a Healthy Living Centre proposal.
5.13.2

Cambuslang
• The development of the Child and Family Centre.
• Continue to support the work of the Bonus Ball Centre and the Cambuslang Health
and Food Project, looking at ways of developing joint working mechanisms
between both projects and the Child and Family Centre.
• Develop a research proposal which identifies the mental health needs of the local
population and ways by which needs can be addressed.
• Continue to develop appropriate training and support mechanisms which will
ensure true and meaningful community participation.
• Develop an appropriate Action PlanlExit Strategy which appropriately reflects the
strategic aims of all partners.

5.13.3

Gorbals
The Health Board will work to support the development of the Gorbals Social
Inclusion Partnership and ensure that SIP structure and strategy is underpinned by
wider community involvement. The findings of the Quality of Life survey will be used
as a baseline to set priorities as defined by the community. Key priorities for the
Health Forum include:
• establishing child and family health subgroup to co-ordinate a programme of work
and inform 'Starting Well' bid;
• support Drug forum to set up evaluation framework for SIP-funded youth
programme;
• work with LHCC and other agencies to develop Elderly Care Visitor Project and
the SIP-funded 'Strengthening Care in the Elderly Population' bid.
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5.13.4

Greater Pollok
We will work with others to support and strengthen the developments of the Greater
Pollok Social Inclusion Partnership and its emerging community involvement and
strategy group structures. Ensure that the SIP Implementation Plan is developed and
adapted in the light of community involvement. We will use the information of both
the Health & Well-being study and the Baseline study to inform practice in the area.
Specifically, we will seek to support the emerging Community Safety, Community
Care and Drugs Fora.
• Alongside Social Work, the Voluntary sector and the LHCC, increase and develop
local supports to families with young children.
• Work with the LHCC and others to develop the 'Freshstart' programme.
• Support the LHCC and the Action Zone School to develop targeted health-related
initiatives.
• Support the SIP-funded initiatives of Youth Strategy Officer and Detached Youth
Project.
• Assist in developing the capacity of the Voluntary sector to support local voluntary
groups.
• Where appropriate, ensure that community health initiatives are developed and
supported.
• Support the establishment of a local response to those experiencing domestic
abuse.
• Support community initiatives on food poverty.
• Support the further development of the Breast-feeding Project across the area.

5.13.5

Greater Govan
The Strategy Groups within the Greater SIP will be established with work developed
and taken forward. Particular attention will be put into ensuring that the Youth and
Children and Families Strategy Groups develop a strong health focus.
• The development of a Family Centre, focusing on the needs of extended families.
• Support an effective approach to Govan Healthy Living Centre application.
• Support the Govan Youth Information Point, in particular its work with young
parents.
• Maintain links and appropriate support for Govan PALS.
• Support the Home Safety Loan scheme.
• Seek ways of extending the Community Safety Agenda.
• Work with the LHCC and others to develop the Freshstart programme.
• Extend links with the Elderpark Centre developments.
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5.13.6

North
West Dunbartonshire

5.13.7

Within the context of the staff reorganisation at GGHB, and as partnership working
develops, it is envisaged that the role of GGHB in West Dunbartonshire Social
Inclusion Partnership will be further strengthened. This will be evident in the
allocation of staff working directly within the SIP areas and the increased allocation
of resources towards this type of working. GGHB will play a full role in the
Partnership. It is also recognised that establishing clear links with the SIP and other
structures will also feature in the work of the Board, namely Braidfield Community
School and Clydebank LHCC. As these emerging structures develop, we need to
ensure that we have shared agendas.

5.13.8

There is a wide range of health-related activity that exists and is being developed in
the Clydebank area. These include voluntary organisations and a number of SIPfunded projects. Working in partnership GGHB supports a number of these projects
with resources, management support, advice and consultancy.

5.13.9

A number of broad health priorities have been identified. These include:
• the development of a Healthy Living Centre initiative;
• food and food poverty;
• family support for the most vulnerable and excluded;
• child and youth activities to promote health and prevent smoking/drug and alcohol
mIsuse.

5.13.10 DrumchapeJ
There is an increasing recognition of the potential impact that SIPs can have on
communities. To this end, GGHB will be bending resources in terms of staff and their
financial contribution to adequately reflect the growing importance of this type of
partnership work. Since Drumchapel was successfully awarded Social Inclusion
Partnership status in April 1999, a number of implementation groups have been
developed. Social Issues & Anti-poverty has amalgamated with Health &
Well-being to form Health and Social Issues Implementation Group. This Group will
now deliver a wide programme based on the following issues: child and family health,
addictions, physical activity, mental health, social issues and anti-poverty. Each of
these issues will be developed by forums that make up the implementation group.
Another key feature of the work of the Group will be to develop approaches across the
width of the other implementation groups in the SIP, creating cross-fertilisation. For
example, how economic development might feature for groups with addiction
problems.
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5.13.11 Priorities include:
• Development of a physical activity forum within the implementation group which
will develop activities for schoolchildren and those aged 50 and over.
• Develop food-related projects in the area. This will be grounded in breast-feeding,
weaning and the nutrition of child and families, but will also address wider foodrelated issues.
• Develop supportive networks for families with children and young people, and for
young people as a distinct group.
• Issues of low self-esteem is an issue identified by the community. A range of
mechanisms will be employed to raise self-esteem.
• Implementation of an addictions strategy. This will take a broad view of addictions
and will include: legallillegal drugs, alcohol and smoking. Emphasis will be
directed to young people.
• Ongoing support for a Healthy Living Centre.
• Tackle the social effects that contribute to stress of the population. Particular
attention will focus on children and young people.
• Develop a range of anti-poverty measures in line with the implementation plan.
• Within the context of social issues, focus will be placed on quality of life,
maximising choice, opportunity, and developing local services, which are noninstitutional, and person centred. Specific target groups for community care issues
will include carers, those suffering from dementia, elderly people and those with
learning disabilities.
5.13.12 North Glasgow
• Continue to strengthen links with LHCC and Trust structures to ensure an
integrated approach to social inclusion issues, in particular addictions and mental
health.
• Establishment of Health & Well-being subgroup to identify key priorities and
trends and to develop action plans in relation to identified issues.
• Promote increased integration of local health and single issue forums to inform the
SIP agenda.
• Support development of appropriate Healthy Living Centre bids.
• Work in partnership with local projects and the community in Milton to develop
programmes which promote and support healthier eating.
• Support investigations into needs of older people and carers, and develop
partnerships to act on the findings.
• Encourage and support a co-ordinated approach to addiction issues, including
support services for families affected by addiction.
• Work proactively to identify appropriate opportunities for 'bending' resources in
order to maximise health gain.
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5.13.13 East End
During 1999, a baseline study was undertaken to develop a comprehensive picture of
the issues facing people in this part of the City. This formed the foundations for the
Health and Well-being components of the SIP strategy. Using participatory appraisal
methods local people affected by the issues have worked with agencies to identify
short and longer-term action required. The Health Service, along with other partners,
will contribute to implementing action on territoriality, child health, parenting skills,
addictions, and reducing the impact of family conflict.
• The Health Service will also seek to support the second stage application for New
Opportunities Funding to develop an East End Healthy Living Centre on the
existing Crownpoint Sports Complex site. A business plan and financial framework
will be finalised and refurbishment of the site should commence during the year if
lotteries' funding is forthcoming.
• Develop comprehensive range of family support services, including the delivery of
a family resource centre within the area, integrated with the Healthy Living Centre
development.
• Establish a Community Safety Monitoring Unit under the management of London
Road Police Station. This unit will monitor non-criminal incidents and be
responsible for developing partnership responses to real time problems being
experienced by local residents.
5.13.14 Greater Easterhouse
With partners, the Health Service will consult with residents on the draft SIP Strategy
and specifically contribute to the Health & Well-being section. Through local groups,
surveys and service information a number of key priority areas have been identified
- addictions, mental health, personal and community safety, physical activity,
families and children's health. The Health and Well-being baseline study will be
completed and inform the action, monitoring and evaluation framework for the SIP
Board. By the end of the year, a programme of action for each priority will be
developed with partners/residents and implementation begun. Action as already
agreed include:
• Lochend Secondary is Glasgow's 'New Community School' and will be
implementing a range of health-related activities to meet the needs identified in the
initial needs assessment by pupils, staff and parents. Notably, attention will be paid
to the emotional and mental health needs of pupils and the needs of pupils with
prolonged absences.
• The South Suburb Community Health Shop will continue to develop a programme
of services to meet local need. The facility will develop a programme of training
and education, initiatives for young people and negotiate to bring mainstream
services on a more localised basis. The Health Service will continue to work with
the emerging local management structure to secure a second stage application for
Healthy Living Centre monies to develop a range of new services for the area.
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• The Health Service will contribute to the development of the Quarriers Family
Support Centre in Ruchazie that will bring together social, health, voluntary sector
and educational services to meet the needs of vulnerable families across the area.
A significant investment has been achieved through Starting Well funding.
• The Health Board will be an active member of the Partnership Board and continue
to contribute to a range of locally-driven initiatives and seek to establish strong
working relations with Child Care Greater Easterhouse regarding health Issues
within nursery provision.
5.14

PALLIATIVE CARE
Following approval by the Health Board of a strategy for palliative care in 1997, a
Board-wide strategy group (including representatives from social work and voluntary
organisations) and three sector implementation groups were established. Initiatives
have been established in a number of settings, including the appointment of
Board-wide Macmillan GP facilitators, a hospice at home scheme from Huntershill
Hospice, guidelines of good practice at Stobhill, Glasgow Royal Infirmary,
Huntershill and the Primary Care Trust. More recently, a GGHB/Glasgow City Social
Work Department Planning and Implementation Group has been established as part of
the Joint Community Care Planning process, and this has replaced the GGHB
Palliative Care Strategy Group. This Group has identified the major objectives as
being to:
• improve skills of nursing home staff in palliative care in order to allow residents to
be nursed in surroundings with which they are familiar;
• establish training needs in Primary care and develop educational programmes
accordingly;
• improve provision of information for, and communication between, clients and
professionals.
The programme of change for the next three years is:

5.14.1

2000

• Improve transfer of information about individuals between GPs and Glasgow
Emergency Medical Service (GEMS) in order to minimise the risk of unintentional
disruption of care arrangements.
• Implement guidelines on care management across the GGHB area.
• Identify nurses in the community who have special expertise in palliative care and
determine how their skills can best be utilised.
• Investigate access to specialist palliative care services by minority groups and
disadvantaged popu~ations.
• Ensure that bereaved people who need help, including children, are identified and
adequately supported.
• Develop pharmaceutical service to support palliative care.
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5.14.2

2000-2001

• Develop bids to New Opportunities Fund.
• Develop a network of community pharmacists to support palliative care.
• Identify and address the requirements of people with non-cancer palliative care
needs.
5.l4.3

2000-2003

• Contribute to the evaluation of the benefits of specialist palliative care team for
those at home (Hospice at Home scheme in East Dunbartonshire).
• Contribute to operation and evaluation of the CrossroadslMacmillan Carer Scheme
(three-year pilot in West Glasgow).
• Monitor standards for palliative care (to be developed by SPA).
5.14.4

It is hoped to secure funding for some of these activities from grant-giving bodies such
as the New Opportunities Fund. The costs of these proposals are reflected in the
Financial Framework Chapter.

5.15

CHRONIC DISEASES
This section covers a number of chronic diseases and problems not covered elsewhere.
We recognise there is substantial further work to develop plans in these areas over the
term of this Health Improvement Programme.

5.15.1

Chronic Pain
The Chronic Pain Working Group has produced a detailed service plan to deliver a coordinated, evidence-based service across Greater Glasgow, addressing the problems:
• for many patients medical management of their chronic pain in Secondary care is
not adequate. This is the only type of care available at all five of the pain clinics
in Glasgow;
• for some patients, who despite all recognised treatments are still in pain and cannot,
therefore, benefit from further Secondary care, there is no tertiary service to help
them to cope and return to as normal a life as possible;
• waiting times for the clinics are long, commonly over 20 weeks.

5.15.2

The proposals include:
• development and implementation of algorithms to manage pain in Primary care;
• developing multidisciplinary assessment and management of patients in Secondary
care;
• developing a pain management programme as a tertiary care service.

126

5.15.3

Work during 2000/01 will include: developing and implementing guidelines for
management and referral pathways for Primary care, development of the acute back
pain services to cover the whole GGHB area; extending these to the management of
chronic back pain; implementing the multidisciplinary assessment service in
conjunction with setting up a tertiary pain management service each with clear referral
criteria and exit strategies. Improved information material for patients linked to each
of these will also be developed. The speed of the work over the next years will depend
on available resources.

5.15.4

We will work with the Acute Trust and the Primary Care Trust to ensure a
continuation of the Acute Back Pain service in the North and East and extension of
this across the whole North catchment. We will also encourage, within the redesign
of the North orthopaedic service, an identification of resource currently directed at
chronic back pain within all services. Also, whether additional resource is required to
establish a comprehensive, physiotherapy-led, acute back pain service in the
community with links as appropriate to a pain clinic. Best practice in acute back pain
will minimise the development of chronicity for chronic back pain, reduces resources
used and restores function and minimises distress. A recent study has shown that back
pain accounted for 32% of all chronic pain. One additional potential of such a service
is to reduce substantially the number of inappropriate lumbar spine X-ray
examinations. We will work with the Acute Trust and the Primary Care Trust to
ensure continuation and development of the physiotherapist-led back pain service
already in place in the South of the Board's area. It should be developed and expanded
to treat all those with acute back pain and also chronic back pain, with appropriate
links to the Acute trust, Primary care and a pain management service. Ensuring that
back pain is managed by a physiotherapy-led service will ensure best care for patients
and reduce inappropriate referrals to the Acute Orthopaedic service. Promotion of the
service within Primary care and ensuring links with the Acute Trust will be important
aspects of the work. Within guidelines for the management of back pain we will work
to minimise the inappropriate use of lumbar spine X-ray examinations.

5.15.5

COPD

COPD - The disease affects up to 20% of men and 15% of women over 55 years.
Each patient should have access to a rapid access diagnostic service. This will help
pre-empt admission, promote prompt treatment of exacerbations and support patients
to self-manage; to supported early discharge where appropriate and to rehabilitation
and self- management programmes. The service should have close links with Primary
care with clear referral and discharge criteria. The individual elements all exist in
different places but nowhere has all the elements built into a seamless package. Most
are not recurrently funded and some are funded by non-recurring charitable monies.
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5.15.6

Arthritis
Arthritis is a prevalent disease, causing pain and disability. Prevalence is about 6% at
age 40 and rises with age. As with all chronic pain, self-management helps the patient
to cope and maximise their function. In addition, arthritis patients benefit from
physical activity - the "use 'em or lose 'em" (referring to joint function) slogan.
Loss of function leads to loss of mobility and all the problems thereby associated, eg
falls and fractures and increase in weight, depression. We wish to address service
provision on terms of locally accessible self-management programmes which can be
provided either by a charitable organisation or by health professions and associated
with exercise and with close links to local authority leisure services. They can offer
self-funding onward classes after the initial instruction phase. An integrated referral
and exit pathway and close links between Primary, Secondary care and community
services would be the basis on which to build. This links with plans for an evidencebased, effective pain management programme.

5.15.7

Chronic Fatigue
Chronic Fatigue - We are developing a programme of work to examine the current
provision of services for this syndrome in Greater Glasgow and to consider what
changes are required.

5.15.8

Alternative and Complementary Medicine
Glasgow is one of the few centres in the UK with a specialised unit dealing with
homoeopathy and complementary medicine. The Homoeopathic Hospital has
recently been relocated to Gartnavel General Hospital site and it offers an
exceptionally high standard of both accommodation and service to patients.
There are many areas in which patients feel conventional medicine does not meet their
needs. Evidence provided by doctors at the Homoeopathic Hospital suggests that
many patients suffering from intractable symptoms benefit from treatments offered at
this facility. In the course of the corning year, we wish to work with staff involved in
complementary therapies to gain a better understanding of the effectiveness of the care
they offer and to establish where it fits best with other services provided in the NHS.

5.16

DIABETES

5.16.1

Diabetes Register
A community register of all persons with diabetes resident in the area of the Board is
currently under construction. The register complies with the recommendations for a
minimum dataset published in the SIGN Guideline. Cases are being ascertained from
both Primary care and hospital information systems. GGHB, the expected number of
people with diabetes is approximately 19,000. The work of establishing a register in
Glasgow will be continued in the year 2000 to 2001. Systems will be required in
Trusts which will allow electronic transfer of information from hospital registers to
the community diabetes register.
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5.16.2

Visual Screening
Diabetic retinopathy is the most common cause of blindness in people of working age
in the UK. Diabetic blindness is preventable because there are effective methods of
both screening and treatment. Several techniques of screening are available, including
direct ophthalmoscopy and retinal photography. Retinal screening is currently
undertaken in different settings by different staff, including diabetologists, GPs and
community optometrists. There may be wide variations in the quality of different
types of screening. A comprehensive system of visual screening will be implemented
in Glasgow, and this system will meet the recommendation of the National Screening
Committee that retinal photography should be used. The implementation of a
comprehensive system of visual screening will ensure that the quality of screening is
uniform and that blindness will be prevented.

5.16.3

Transitional Care for Adolescents with Diabetes
It is widely recognised that the continuity of care of young patients with diabetes may
be adversely affected by the transition from paediatric to adult diabetes care. Ways of
improving the care of adolescents with diabetes during the transition from paediatric
to adult care will be examined.

5.16.4

Reconfiguration of Diabetes Care
The aim of diabetes care is to prevent and treat both the acute metabolic complications
and the chronic visual, renal, cardiovascular and neurological complications of the
disease. Diabetes care comprises a range of multidisciplinary interventions, most of
which may be carried out in Primary care. The single intervention for which patients
are most commonly referred to hospital is retinal screening. The overall need for
diabetes care can be expected to increase because of the increasing incidence of Type 1
diabetes and the increasing prevalence of Type 2 diabetes.

5.16.5

The overall reconfiguration of diabetes care in Glasgow will be addressed by
developing protocols for care and referral criteria. The care of patients with Type 1
diabetes will remain principally in Secondary care. It will be important to address the
structure and pathways of care for patients with Type 2 diabetes. In the longer term,
the balance of care of patients with Type 2 diabetes will be restored to Primary Care.
This change in the balance of care will be reflected in a plan for a Joint Investment
Fund in diabetes care.
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5.17

NEUROSCIENCES

5.17.1

The last Health Improvement Programme described the commitment of West of
Scotland Boards to work together to address a series of issues in neurology, reflecting
the need for a collective, stepped approach to development. Progress has been limited
during the year. The final Health Improvement Programme should more fully reflect
an agreed approach to:
• develop further outreach services, in a planned and coherent way, linked to the
provision of neuroradiology and diagnostics;
• provide direct access for GPs to appropriate investigation;
• resource specialist services at the Institute to meet demand and reduce waiting
time.

5.17.2

Agreement was reached to continue the investment agreed through waiting list
initiative funding which will have a significant impact on waiting times for
out-patients and investigations.

5. 18

EPILEPSY

5.18.1

An Epilepsy Standards Group has been meeting since February 1999. The Group
includes a number of organisations providing services for people with epilepsy. In
addition, work focused on Primary care has produced proposals for service change.
The objective during 2000/01 is to draw together this work to describe a system of
care which is clear about the service requirements in Primary and Secondary and
specialist care, how these elements relate to each other and what gaps there are in
current services. There will be a series of resource pressures which will need to be
reflected in considering priorities for investment.

5.l8.2

A detailed report on work to date is available.

5.l9

PHYSICAL DISABILITY

5.19.1

It is estimated that within Greater Glasgow Health Board there are approximately
20,000 people with a long-term, moderate to severe disability. In the last year, we have
improved our focus on a number of specific areas of disability, particularly head
injury, epilepsy and multiple sclerosis (MS).

5.l9.2

In the following sections, we identify the issues currently being addressed, together
with the main actions that will be progressed in 2000/01.
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5.19.3

Physical Disability
Work over the last year has flagged.
• There is considerable pressure on community rehabilitation services, with the
Community Physical Disability teams struggling to meet the high level of demands
for this service.
• Difficulty in obtaining suitably adapted property can delay discharge from hospital
and a lack of suitable supported accommodation leads to high-cost care packages
or admission to nursing home.
• There are limited options for managing people with complex physical or
behavioural needs in community. Better co-ordination is needed between hospital
and community services on discharge and respitelin-patient admission. The current
practice of placement of young physically disabled people in elderly nursing homes
needs to be reviewed.

5.19.4

The main actions to be taken forward in 2000/2001 will be:
• agree and implement detailed plans to improve head injury services;
• undertake a review of the community rehabilitation service;
• support the establishment of a Disabled Persons' Housing Service in Glasgow,
which will use a database of all adapted properties to match suitable properties to
people's needs;
• improve access to equipment and adaptations through the implementation of a joint
protocol setting standards for assessment, and service deli very and the
development of joint equipment store;
• develop flexible respite options through the creation of shared hospital/social care
respite services;
• work with Glasgow City Council includes assessment, care planning,
commissioning and care management issues 10 their Best Value Review of
Purchased Nursing and Residential Care.

5.19.5

The West of Scotland Mobility and Rehabilitation Centre (WESTMARC)
WESTMARC is the main centre for the co-ordination and provision of rehabilitation
technology services to West of Scotland Health Boards. It is based at the Southern
General Hospital, Glasgow.
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5.19.6

Over the last year the West of Scotland Health Boards have continued to operate
within a joint commissioning consortium arrangement. The consortium has led a
review of services provided to West of Scotland Boards as part of a national review of
rehabilitation technology services. This has flagged a number of issues that need to
be progressed during 2000/200 I .
• WESTMARC will continue to improve the quantity and quality of information that
is available through their information systems. We aim to have a regular quarterly
reporting arrangement set up to report on activity, costs, waiting lists, on a serviceby-service and Board-by-Board basis.
• The new wheelchair contractor has added significantly to the quality of the service
over the last year. A major challenge will be to continue this level of service and
to explore ways for further developing the responsiveness and flexibility of the
wheelchair service and the levels of wheelchair refurbishment and collection.
• WESTMARC has now established a training programme for Technical Officers.
We will closely monitor improvements to the outreach elements of WESTMARC
services as Technical Officers build improved links with users and other local
serVIces.
• The consortium and WESTMARC have agreed to establish a Professional
Advisory Group to work with the Centre. This will be made up of representatives
from each Health Board area. The Group will work with WESTMARC to provide
advice and guidance on service improvements and build better links with
clinicians, PAMs, etc in each local Health Board area.
We will monitor the effectiveness of this Group over the year.
• The review has also noted the need to establish a wheelchair user group. We will
work with WESTMARC to identify how best this can be done with the intention
that we establish a sustainable wheelchair user group arrangement by December
2000.
• Following the review, WESTMARC has initiated work to look at service access
and case management. This work is being led by a Clinician and will study how
patients/users access services and their pathway through the network of services
thereafter. We will take stock of this work throughout the year and will work with
WESTMARC to review opportunities for change to service access.

5.19.7

One of the main challenges each year is to secure an acceptable funding arrangement
with West of Scotland Boards for WESTMARC services. In 1999/2000 we have
proposed a funding model that reflects the actual activity and service provision to each
West of Scotland Health Board area.
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5.19.8

This model, if implemented, indicates that GGHB is currently overfunding
WESTMARC by over £450,000. As a consequence, a number of other West of
Scotland Health Boards are presently underfunding the service. If their funding is not
increased to match activity, the service will need to be reduced to remain within the
available resources. The impact of this has been modelled and shared with each
Board.

5.19.9

Summarising the priorities for the year ahead:
• establish agreement with West of Scotland Boards to change the current funding
arrangement to one that better reflects actual use of services;
• agree an activity-related funding arrangement with WESTMARC for 2000/2001;
• establish a clear understanding about the consequences of Health Boards not able
to meet their share of funding (eg, in terms of waiting lists, services that can be
provided by WESTMARC, etc);
• review and revise service agreements between the West of Scotland consortium and
the Dundee and Edinburgh centres to reflect actual use of services.

5.19.10 Multiple Sclerosis
We described in the previous Health Improvement Programme the dilemmas around
the prescribing of beta interferon for patients with multiple sclerosis. A working
group met several times during 1999 to identify service issues and agree an action plan
and priorities. Further discussions on drug therapy await the outcome of UK-wide
assessments. The Working Group included patients' groups, Clinicians, GPs and
public health, and identified a set of proposals for change and development, including
information, advice and counselling. The resource implications of these have been
agreed by the Board and included in the financial framework. During 2000101 a
survey of people with MS will be conducted.
5.19.11 The detail behind this summary is available on request and covered in the Paper
considered by the October 1999 Health Board.
5.20

ORAL HEALTH

5.20.1

It is the Board's intention to improve the oral and dental health of the population of
Greater Glasgow within the coming five years. This will be achieved through the
provision of multi-agency oral health promotion, readily accessible high-quality NHS
primary dental care and appropriate secondary dental care services.

5.20.2

The Health Board recognises that the foundations of good dental health must be
established in the earliest years of life. Thus, oral health promotion for pre-school
children is a major priority area. This, however, does not preclude attention also being
given to other significant oral diseases such as Oral Cancer - prevention and
treatment, Periodontal Disease, and the dental needs of our ageing population .

.
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5.20.3

Dental caries, particularly in children, continues to be unacceptably and unnecessarily
prevalent in Greater Glasgow. It remains the commonest disease of childhood. The
Board remains committed to pursuing the introduction of water fluoridation as a safe
and most cost-effective method of reducing the incidence and prevalence of dental
caries in all age groups of the population.

5.20.4

The Board will again conduct a consultation process in line with extant national
guidance following the publication in spring 2000 of the systematic review of the
effectiveness and safety of water fluoridation currently being carried out by the
University of York Centre for Reviews and Dissemination. The Board will continue to
work with neighbouring Health Boards and the Scottish Water Authorities in
promoting, and later implementing (subject to public consultation), this important
public health measure.

5.20.5

In the meantime, the Board will continue to support local projects aimed specifically
at targeting those communities with the greatest need of primary prevention. The
Possilpark Pre-5 Oral Health Gain Project has demonstrated significant improvements
in the dental health of pre-school children after two years of the Project's inception. It
is anticipated that results after four years of the Project's activity will become
available in the summer of 2000. Already, this Project has extended its influence to the
RuchazielBlackhill area of Glasgow. It is proposed that similar projects will be
commenced in other areas of socio-economic deprivation within Greater Glasgow
over the next two years. There is currently a proposal to include dental health in the
'Starting Well' Demonstration Project. Progress on breakfast clubs is described in the
health promotion section.

5.20.6

The Health Board will continue to support the Primary Care Trust in its seeking of
Scottish Office approval for a Personal Dental Service Pilot which will address the
provision of comprehensive preventive dental care within three NHS General Dental
Practices in Greater Glasgow. This proposal has been under consideration for some
considerable time and, if approved, will be operational within four months of the
granting of approval. GGHB will support the efforts of GEMs to develop an
emergency service with GDPs which contributes to addressing the issues around outof-hours services.

5.20.7

The future provision of General Dental Anaesthesia (GA) following the GDC
guidelines is under review. Our objective is to ensure no child under three is
anaesthetised outwith Yorkhill. The guidelines have dramatically reduced general
anaesthesia in general practice. We support the development of National Standards
for GA and sedation in dentistry.

5.20.8

The review of Community Dental services, developed as part of the Child Health
Strategy, will be consulted on and an implementation plan developed. An indicator of
additional resources is included in the Financial Framework section.

5.20.9

We are committed to supporting professional development in general dental practice
and the implementation of SIGN Guidelines in dentistry.
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5.20.10 Three priorities have been identified for health promotion:
1. Further to the 1999/2000 research into breakfast clubs, agree and implement a
development plan, in conjunction with Glasgow City Council and the Primary Care
Trust.
2. Support the development and implementation of two local oral health action plans,
focusing on pre-5s, in conjunction with local Community Health Projects and
LHCCs.
3. Extend across Glasgow the whole nursery approach to nutrition and oral health,
incorporating the promotion of registration with dental services. This will be
supported by a programme of training for nursery staff.
5.21

SEXUAL HEALTH
Critical areas of progress since 1999/2000 include:
• the development of the Sandyford integrated sexual health initiative;
• the review of GU services currently out to public consultation;
• establishment of a multidisciplinary planning and implementation group.

5.21.1

Priorities established by the planning group for 2000101 include:
• continue to work to develop and extend services which are accessible to young
people;
• promote a process to agree a coherent action plan with Glasgow City Council and
other agencies to reduce teenage pregnancy;
• secure agreement with Education Departments on a consistent and comprehensive
approach to sex education, including the implementation of the 'Glasgow's Health'
programme by the City Council;
• a detailed programme of work led by health promotion education and sexual health
.
.
serVIces covenng;
• development of core materials for sex education;
• provision of training on sexual health for teachers;
• review voluntary involvement in sexual healthiHIV education;
• programme to raise awareness of travel-related sexual health issues;

.

• development of a Glasgow-wide directory of sexual health services;
• identify sexual health intervention opportunities within new community schools;
• further development of programmes relating to sexual health for people with
disabilities.
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Subgroups are considering Primary care sexual health services and service responses
to sexual abuse.
Detailed investment proposals have not been developed for sexual health, but
delivering a number of the priorities outlined above will have significant resource
consequences.
5.22

WOMEN'S HEALTH

5.22.1

The recent appointment by the Scottish Executive of an Equality Officer and the
number of developments at national level aimed at tackling women's needs
(eg, Women's Consultative Forum, Scottish Domestic Violence Partnership) confirms
the need to maintain a strategic approach to women's health in Glasgow. There is a
particularly strong requirement by all Trusts to continue the implementation of
activities in line with the GGHB Women's Health Policy Working Group
Development Plan which has the following three strategic objectives:
1. Integrate a woman-sensitive approach into the delivery of mainstream services by
building on current good practice.
2. Take forward a programme of appropriate public health monitoring, research and
development on women's health.
3. Identify an approach to commissioning which supports the implementation of the
Women's Health Policy.

5.22.2

Relationship Between Women's Health and Other Priorities in the Health
Improvement Programme
The implications of the first of these strategic objectives is that other themes in the
HIP will include work relating to improving the health of women - currently, there
is a crossover with mental health, sexual health, child health, the delivery of womenspecific services (maternity services) and gender-sensitive services (Sandyford
Initiative). A key determinant of women's health - Gender-based Violence - is
considered as a specific priority and is covered in the next section (page 138).

5.22.3

A report on sex and gender differences in health in Glasgow has highlighted the need
to analyse other areas of health policy to ensure that they take sex and gender
differences fully into account. This will be undertaken during 2000.
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5.22.4

Women's Mental Health
The study into gender inequality and health identifies mental health as the main health
problem with marked differences in the aetiology and patterns of ill health between
women and men. A subgroup of the mental health planning and implementation group
will be established to focus on women's mental health issues, including eating
disorders. The work aimed at introducing an integrated approach to postnatal
depression will continue and will be fully evaluated.

5.22.5

The Sandyford Initiative will bring together the Family Planning and GUM services
and the Centre for Women's Health as an integrated service managed by the Primary
Care Trust (see Sexual Health section). The service will be monitored on the basis of
its delivery of its principles and objectives, one of which is ensuring the delivery of
gender-sensitive services and the Board and the PCT will agree a set of quality
standards which take these into account.

5.22.6

The role played by the Centre for Women's Health in supporting the implementation
of the Women's Health Policy is recognised and funding will be maintained from the
Board to ensure the continuation of this model of good practice.

5.22.7

Routine monitoring of the Cervical and Breast Screening Programmes
Work will continue to be undertaken to maximize the effectiveness of the GGHB
screening programmes. In particular, we intend to develop a strategy to ensure
improvements in the following areas of the cervical screening programme: attendance
to the cervical screening programme, waiting times for having a smear taken and
follow-up of unsatisfactory and borderline smears. This strategy will be developed in
partnership with GPs, the Primary Care NHS Trust and Cytopathology laboratories.
We will pay particular attention to organisational issues that have a great influence on
the effective running and routine monitoring of the cervical screening programme.

5.22.8

Partnership working
The women's health team will work together with the Health Promotion Departments
and the Trusts to take forward partnership working to promote the health of women in
relation to the further development of the Glasgow WHO Collaborating Centre for
Women's Health. It will support gender mainstreaming in the Social Inclusion
Partnerships based in different localities in the City.
• Production of gender-sensitive health information and educational material in the
form of the Glasgow Women Talking magazines.
• Development of joint work with the Glasgow Council for Single Homeless on the
issue of women's homeless ness and health.
• Support the development of a gender perspective through the work of the Social
Inclusion Partnerships.
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5.22.9

In addition to these geographically-based Social Inclusion Partnerships (SIPs), a
number of thematic SIPS have also been awarded funding. One of these is aimed at
supporting women who wish to leave prostitution. GGHB is a partner on the SIP
Partnership Board and will be required to work with a range of Health Service
providers to develop a strategic approach to respond to the health care issues arising
from this initiative. A group has been established to take this forward.

5.23

GENDER-BASED VIOLENCE

5.23.1

In recent years there has been a growing appreciation of both the nature and extent of
gender-based violence in our society. The corollary of this has been a commitment at
a UK government and Scottish Executive level to tackle the problem. The
forthcoming strategy on violence against women from the latter considers the
comprehensive and co-ordinated response to the issue to be a matter of imperative.
The pivotal role of the NHS in developing such an approach has clear implications for
the Board in seeking to improve the Health Service response within Glasgow.

5.23.2

What is Gender-Based Violence?
Male violence towards women, including domestic violence, rape and sexual assault
and child sexual abuse, is endemic in society. It is understood both nationally and
internationally as stemming from the structural inequality and discrimination between
men and women. The term 'gender-based violence' has accordingly been formed to
reflect both the nature and scale of the problem. Research indicates, for example, that
between one in three and one in five women will experience abuse from a partner or
ex-partner at some point in their lives, and that currently one in ten women are being
subjected to some form of abuse. The SNAP report estimates that in Scotland as many
as 174,000 women may have experienced physical violence and 260,000 mental
cruelty within the last 12 months.

5.23.3

Adopting a gender perspective is, thus, paramount in formulating an informed and
effective response. The existence of violence in same sex relationships and female on
male violence should be recognised and responded to appropriately. Since abuse is
overwhelmingly committed by men against women, however, there is an unequivocal
need to focus on the needs of women who have experienced this violence.

5.23.4

GGHB Response
A range of activity designed to improve the detection and management of domestic
violence has taken place in recent years in a number of Health Service settings,
including A&E Departments, Maternity Departments and the Family Planning
Centre. While the focus for work to date has predominantly been in relation to
domestic violence, this will be extended to reflect the continuum of abuse constituting
gender-based violence. In line with the Development Plan of the GGHB Women's
Health Policy Working Group, it is intended to develop this work further in the
coming year through:
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• The establishment of a HIP group on gender-based violence to oversee this process
and to facilitate specific settings-based work. There is an expectation that acute Trusts
and the Primary Care Trust will continue to develop a corporate response to this issue
and that Trust-based groups will have responsibility for implementing the
recommendations. Initial work planned includes:
• introduction of a training programme and agreed City-wide protocol in A&E
Departments. A framework for monitoring and evaluation will also be agreed with
the Trusts;
• a pilot study will be undertaken in one A&E site to evaluate the impact of assisting
staff through the provision of on-site support for women experiencing abuse. This
will be conducted in conjunction with women's organisations in the voluntary
sector;
• the formulation of a strategic plan for addressing the issue of domestic violence in
maternity settings. This will also consider the areas of overlap with other aspects
of work, eg the role of antenatal screening in identifying indicators of postnatal
depression.
Further research into the most effective methods of supporting midwifery
intervention around domestic violence.
• The results from the Primary Care research on domestic violence will be available.
It is expected that the Primary Care Trust will give consideration to the
recommendations arising from the study through the existing Domestic Violence
subgroup.
• Sexual Abuse Working Group. This Group is a subgroup of the Sexual Health
Strategy Planning & Implementation Group and has a remit to review service
provision for survivors of sexual abuse, identify gaps and to report to the PIG with
recommendations. It is expected that service providers will consider their role in
relation to this issue. The Women's Health Team will provide research and
development support to this Group which will include conducting an audit of
services.
• Funding for a project to develop good practice on violence against women has been
made available from the Mental Health Development Fund with the expectation
that it will inform the introduction of a systematic and appropriate response to this
issue by the Primary Care Trust. The Women's Health Team will assist in
developing the evaluation framework for the project.
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5.23.5

Working in Partnership

The Board has a clear commitment to improving the health care response to genderbased violence. It recognises, however, that this can be only one component of an
overall strategy for change and is therefore committed to working in partnership with
other agencies to tackle this issue (see Partnership Working section). This will
include identifying ways of working jointly with the voluntary sector organisations
currently supporting women who have experienced violence. The Board will continue
to be represented on the multi-agency working groups in East Dunbartonshire, West
Dunbartonshire and East Renfrewshire and will contribute to the development of a
multi-agency strategy in Glasgow. The Trusts will accordingly need to identify their
responsibilities in the involvement of such initiatives and in the implementation of
agreed strategies.
5.24

MATERNITY SERVICES

Extensive consultation has established a new strategic framework for maternity
services. A series of subgroups have been convened under the auspices of the
maternity liaison committee.
5.24.1

The agenda for 2000/01 will focus on delivering the outcomes of the Maternity
Strategy Review and continuing the approach to wide engagement of interest groups
through the Maternity Services Liaison Committee:
• Producing a plan to reduce the number of delivery units from three to two.
• Developing a clear framework for the delivery of community-based care.
• Address a series of issues in Primary care provision and relationships.
• Linking the work of the Maternity Services Liaison Committee subgroup on
quality to the perinatal audit group.
Attempts to ensure that a women's perspective is included in the delivery of services
has led to the development of a quality subgroup of the Maternity Liaison Committee
which will identify, in addition to clinical standards, quality standards that address the
non-medical health and social needs of women and their babies, as well as the quality
of the environment in which the service is offered. These will take into account the
findings of the evaluation of the Maternity Care Centres.

5.24.2

The Maternity Services Liaison Committee will also undertake a review of ultrasound
abnormality screening which will include consideration of patient expectations and
economic evaluation.
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5.25

LEARNING DISABILITIES

5.25.1

During 199912000 the Board, the Primary Care Trust and Glasgow City Council
appointed a Joint General Manager to create new arrangements for commissioning
and delivering services to people with learning disabilities, including those leaving
Lennox Castle and other long-stay hospitals. A subgroup of the Joint Strategy Group
oversees these arrangements. A Joint Strategy covering the period 2000/2003 has been
issued for consultation. The Strategy is for the City of Glasgow but makes
recommendations that develop and reshape the health services provided on a
Board-wide basis. Separate discussions with East Dunbartonshire, West
Dunbartonshire, North and South Lanarkshire and East Renfrewshire are ongoing and
we will participate in the development of Learning Disability Strategies with each
authority.

5.25.2

The key issues in the draft Strategy for health are:
• a locality-based model integrating specialist staff and mainstream Primary care;
• provision of specialist clinical support to clients with complex needs and not
needing NHS care beds;
• developing the current joint management arrangements into a single management
structure with pooled budgets.

5.25.3

The other priorities for 2000101 for the Health Service will be:
• delivering the implementation plan which will be developed after consultation;
• in addition, responding to the SHAS report will require service development for
children and adolescents;
• we need to have achieved the resettlement of 470 people by April 2002 and that
remains a major priority. A complex programme of work underpins that objective,
critical elements include, housing planning, local authority commissioning and
resolving employment issues.

5.26

HOMELESSNESS

5.26.1

Homelessness is a major health issue in Glasgow. Many homeless people have
serious drug, alcohol and mental health problems and find it very difficult to access
health services through traditional structures. 10% of drug-related deaths in Glasgow
occur in hostels, reflecting a high level of drug misuse. The Inter-Agency Steering
Group on homelessness and its Homeless and Health subgroup has recently been
integrated into joint planning structures. It had already identified a series of priorities:
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• a survey of the health and well-being of homeless people in Glasgow published in
March 2000 has provided a much clearer assessment of the health needs of
homeless people;
• develop a clear planning framework for homelessness;
• secure RSI funding for projects within that framework;
• develop a sustainable, joint financial framework, recognising the time-limited
nature of the RSI;
• continue implementation, jointly with Glasgow Council for Single Homeless, of a
rolling training programme on health issues for workers in the homelessness field;
• establish a programme of cooking skills education, jointly with the Glasgow Simon
Community, accessible to those undergoing resettlement training throughout
Glasgow.
These initiatives are not enough to fundamentally address the issue of homelessness
for single people and for families.
5.26.2

In September 1999, the Scottish Office established a National Homelessness Task
Force to tackle the issue of homelessness across Scotland. Associated with this the
Executive have convened a Glasgow Review Group to prepare plans to tackle street
homelessness. This Group includes voluntary organisations, social work, housing and
GGHB.

5.27

HEAD INJURY SERVICES

5.27.1

The current Glasgow Joint Community Care Plan confirms the key objectives in
moving forward with services for people with a head or brain injury. These are to:
• develop a framework for service provision with health, local authority, and the
voluntary sector working effectively;
• improve immediate aftercare (advice, guidance, support, etc) at the crucial period
immediately after discharge from hospital;
• provide relevant, accessible information for clients and carers;
• develop a range of services to enable the social involvement for occasional
reintegration of head-injured people into the community; and
• develop systems to collect relevant information to assist in planning, facilitate the
co-ordination of services and minimise the risk of failing to receive services.

5.27.2

A Head Injury Planning and Implementation Group (PIG) is now in place. Initial
work of the Group recognises that we currently have some good services in place to
support people with head or brain injury, however, these services are often
disconnected from each other and are not sufficiently integrated into a pathway of
care.
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5.27.3

The Head Injury PIG has now established a process for reviewing current head injury
services and, from this, developing an agreed model and system of care that we can
work towards establishing over the next three to five years.

5.27.4

Initial work has flagged a number of features necessary for a system of rehabilitation
and care that we would want to establish, namely:
• The need to cluster patients in a dedicated ward area when in hospital. These wards
should be on the same site as an A&E facility. This clustering of patients will
enable a more co-ordinated and focused approach to meeting patient needs,
particularly through effective early rehabilitation and other therapy service inputs.
This needs to take account of recent recommendations from the Royal College of
Surgeons. It recommended that A&E acute beds should be established to provide
care for up to 48 hours for head-injured patients with care/early rehabilitation of
more severe cases residing through the Neurosciences specialty.
• A lack of co-ordination and communication across services and agencies is a
significant weakness in current services. Identification of cases is often haphazard
and we need to consider options for preventing people from falling through the
'service net'. One option maybe a key workerlliaison post in North and South
Glasgow.
• There is currently no community-based rehabilitation facility in Glasgow for head
or brain-injured people. Such a facility could act as a hub for community-based
services and would also provide a means to establish treatment and support
programmes, psychology support, education (for patients and relativeslcarers),
staff training and provide an effective pathway to and from other services.
• A number of head or brain-injured people currently access services outside of
Glasgow. We want to undertake a short review of these services to establish if any
can be provided in Glasgow. We are particularly keen to see if the physical
disability rehabilitation unit at the Southern General can be adapted to provide an
enhanced assessment and treatment role for individuals with cognitive and
behavioural disorders following head injury.
• We want to explore the benefit of a head/brain injury patient register which could
help in planning services and improved targeting of information and advice.
• Good work has been initiated through the Glasgow Head Injury Forum to design
an integrated care pathway for head/brain-injured people. This work will be
progressed through the Head Injury Planning and Implementation Group.
• Reviewing and improving, where appropriate, discharge arrangements for headinjured people into the care of their family and/or continued health/social care.
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5.27.5

A planning day was held early in 2000 to explore these issues in more depth. The Head
Injury PIG will now take this work forward and establish options for changing the
shape of headlbrain injury services. The current focus is on adult services. We are
aware that a similar process is required for services to children.
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CHAPTER SIX
HUMAN RESOURCES STRATEGY

6.1

INTRODUCTION
This chapter has been produced by the Greater Glasgow Partnership Forum. This
Forum involves the Health Board, the four NHS Trusts, and all the Trade Unions and
Professional Organisations recognised by the General Whitley Council, who have
members employed within the workforce in the NHS in the City. This is part of the
overall structure supporting partnership working within the NHS in Scotland.

6.2

PARTNERSHIP WORKING
The key role of the Partnership Forum over the period of the Health Improvement
Programme is to oversee staff involvement in the development of services within the
City and to support staff who are directly affected by the various service strategies
outlined in the Health Improvement Programme. It is important to restate the values
and principles, which were agreed by the Greater Glasgow Partnership Forum.
(i) Values

- The value and contribution of all partners will be recognised in shaping and
influencing the Health Improvement Programme.
- Consensus is accepted as the best way of promoting and achieving commitment
to longer-term strategic change.
- Maintenance of jobs, income and terms and conditions as far as is possible in a
changing service.
- In implementing the Health Improvement Programme, we will seek to
maximise job security 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;
- The benefit of collaboration and consensus is recognised by all partners, but the
sectional interest of individual partners is acknowledged.
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(ii)

Principles
- Partners have the right to be involved, informed and thereby influence strategic
matters as they affect health care in the Greater Glasgow area.
- The Health Improvement Programme will be delivered within a transparent and
open process of communication and consultation.
- Partners will collaborate in identifying and designing approaches to the
implementation of the Health Improvement Programme.

6.3

Each Trust has now concluded a local Partnership Agreement, and the mechanisms
being put in place will ensure that staff are involved in all changes which affect them.
Within the Health Board, two members of the Greater Glasgow Partnership Forum
have joined the Health Improvement Programme Steering Group, which will ensure
that critical connections are made between the Health Improvement Programme and
Trust Implementation Plans in relation to effective staff involvement.

6.4

WORKFORCE PLANNING

During 1999/2000 the Greater Glasgow Partnership Forum, in discussion with the HIP
Steering Group, agreed that in view of the considerable changes to services within the
NHS in Glasgow, a robust approach to workforce planning required to be adopted. A
project was therefore initiated to establish a workforce plan which would link the
Health Improvement Programme and Trust Implementation Plans and inform the way
in which service strategies would be implemented. This would be within the context
of the Organisational Change Policy for the NHS in Scotland which stresses that job
security is to be maintained by, amongst other things, the avoidance of compulsory
redundancy and a policy of 'no detriment', as far as staff earnings and associated
terms and conditions of service.
A series of project leaders have been identified for each component part of service
change as indicated in the Health Improvement Programme. These project leaders
will report through their Trusts to an Integrated Workforce Planning Steering Group
which will report to the Partnership Forum. In addition, the recently published
strategy for Education, Training and Lifelong Learning 'Learning Together' , requires
that from April 2000, all service development proposals put to NHS Boards for
approval should be accompanied by a workforce needs assessment statement. The
level of detail required should be proportionate to the scale of change involved. As a
minimum, however, these assessments should include information on new skills
and/or additional staff required and the way in which these needs are to be met.
At present detailed plans exist or are being developed in the following areas:
• the future of the nursing workforce;
• the health visiting workforce;
• the rationalisation of Laboratory Services;
• the rationalisation of Payroll Services;
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• the strategy for people with learning disabilities and the associated closure of
Lennox Castle Hospital;
• the review of Maternity Services;
• the development of Services for Mentally Disordered Offenders.
During 2000/01, detailed plans will require to be developed to support proposed
changes to Acute Services arising from the consultation over the future pattern of
services. Within the Acute Trusts currently, there are a number of specialty reviews
in progress and these will contribute to this work.

6.S

ORGANISATIONAL DEVELOPMENT

Each NHS Trust has its own organisational development strategy but there are some
common themes, which the Partnership Forum is considering taking forward on a
pan-Glasgow basis. These include:
• the development of partnership working in its widest sense;
• management development;
• clinical leadership.
Plans for a clinical leadership programme for nursing, midwifery and health visiting
staff are in hand and a City-wide programme will commence in 2000/01.
6.6

EDUCATION, TRAINING AND LIFELONG LEARNING

This section of the HIP is reflective of the Scottish Executive's Learning TogetherA Strategy for Education Training and Lifelong Learning for all Staff in the National
Health Service. Specifically, it relates to the implementation of this Strategy together
with local initiatives dealing with the development of an effective Education Training
Strategy covering Lifelong Learning to improve both health and education of all staff
in the Greater Glasgow Area.
The Learning Together Strategy, which was launched by the Scottish Executive in
December 1999, sets out a framework for access and opportunity for all staff through
Lifelong Learning. This is designed to enhance career opportunities and advancement
for all staff within the NHS relying on their skills and commitment to the NHS to
ultimately provide a better quality health care service to the people they serve. It is
recognised that the full implementation of the Learning Together Strategy document
is being discussed within the Scottish Partnership Forum (SPF) as a whole. For this
purpose it is proposed to establish a Strategy Implementation Group (SIG) which will
report jointly to the SPF and the Scottish Executive and it is clear that its role will be
to co-ordinate and drive forward the implementation of Learning Together.
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Notwithstanding the future work of the Strategy Implementation Group, the Health
Improvement Plan (HIP) of the Greater Glasgow Health Board, and particularly under
the Human Resources Strategy, sets to establish a process where Learning Together is
promoted amongst all staff in all the Trusts and in the Health Board. The HIP fully
embraces the principle of the Strategy, which is designed to stimulate and promote a
widespread change in attitudes towards Learning in the NHS in Scotland. It
emphasises the role that properly managed learning must play in underpinning the
delivery of quality health services, and recognises the challenges to employers in
promoting a learning culture and in encouraging individuals to take some
responsibility for their own Lifelong Learning.
The main thrust, therefore, under the HIP (HR Strategy) is to require the Health Board
and Trusts to publish Annual Learning Plans. There is a key role for Local Partnership
Forums to develop Local Learning Plans and monitor the delivery and effectiveness
of those plans. Crucial to this is the Health Board and Trusts' commitment to assess
the resources they devote to education and training locally and, in time, ensure that
these resources are appropriately aligned with local learning priorities linked to
service development needs.
To assist in this process, all staff will have their own Personal Development Plan and
will have the opportunity to discuss their development needs at regular intervals. This
is already the case in many areas of the Glasgow Health Service, notably where
Investors in People is being introduced. Both Stobhill Hospital and the Learning
Disabilities Division of the PCT have been awarded the Investors in People (lIP)
award. The Health Boards and Trusts accept that this is fundamental to the success
of the Learning Together Strategy. The HIP endorses a key element of the Strategy
which calls for an alliance of a wide range of people and groups all having a
significant role to play in the delivery of developing a Lifelong Learning Plan for all
staff. Especially key is equal access of opportunity for all groups.
Indeed, it is recognised that some work has already been undertaken by staff
organisations in developing Lifelong Learning among occupational groups,
particularly adrnin and clerical staff, which incorporates a range of occupations and
functions. There has also been considerable work done in some of the Glasgow
Trusts, in respect of Return to Learn, which has been widely welcomed as a positive
development within Education and Training. In addition, there are a number of SVQ
initiatives as well as programmes for CPD.
The approach has to be based on encouraging partICIpation, on entitlement to
resources for learning and on provision, which is designed to suit the student as well
as the employer.
It is intended that within the HIP this type of Joint Working is supported and promoted
throughout the Health Board and Trusts as a means of developing the overall Learning
Together Strategy.
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6.7

ORGANISATIONAL CHANGE
All changes affecting staff will be managed within the context of the national
Organisational Change Policy, which will be issued in 2000/0l. This will reaffirm that
service changes which lead to the need for less staff or changes in skill mix should
take place with compulsory redundancy only being considered as a very last resort and
within the principle of 'no detriment', that is, the protection of staff earning levels and
associated terms and conditions of service. This level of security should enable
changes to be implemented more effectively.

6.8

'BEYOND THE HORIZON' THE NURSING, MIDWIFERY AND HEALTH
VISITING STRATEGY
The strategy for nursing, midwifery and health visiting in Greater Glasgow was
published in June 1999 and set out the priorities for action in the new century. Themes
within the strategy include the continuing need to develop evidence-based practice, to
both strengthen professional leadership and encourage a greater involvement of
clinical practitioners in research and development. The strategy highlights the
importance of professional education and emphasises the need for educationalists and
service staff to work together to ensure that educational programmes prepare new
nurses and midwives in an appropriate way and offer opportunities for qualified staff
to maintain their skills and knowledge. Trust have developed local strategies, which
link to the overall strategy and more closely reflect local circumstances. A set of
performance indicators is being developed to monitor progress towards achievement
of the identified priorities.
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CHAPTER SEVEN
ESTATE AND CAPITAL INVESTMENT

7.1

CAPITAL PLANNING
The three principles articulated in the previous Health Improvement Programme
remain the basis of our capital planning:
1. ensuring that maximum resources are directed to services not to buildings.
2. the use of capital should underpin the strategies and plans set out in the Health
Improvement Programme.
3. the opportunity cost of duplicating capital resources, particularly equipment,
should be avoided.

7.2

CAPITAL REQUIREMENTS
A detailed and substantial set of capital requirements will be developed to deliver the
detailed plans which are established for acute services. For mental health, the
outcome of consultation on the future location of in-patient beds will enable a final
capital programme to be developed. If this is based on the recommendations of the
review group it will include:
• rebuilding of the acute admission beds at the southern general, as the first phase to
replacing acute services at Leverndale with new facilities at the Southern;
• replacing Parkhead hospital with new acute facilities at the GRI andlor Stobhill;
• replacing wards at Gartnavel Royal with new facilities.

7.3

PRIMARY CARE
For Primary care, the infrastructure of buildings is not adequate to expand services; a
total capacity increase and reconfiguration of existing space are required. A strategic
capital plan will be developed during 2000101.

7.4

EXISTING SCHEMES
A number of capital schemes are already approved or in progress:
• New GRMH, plastics, burns and medical receiving at the GRI.
• Upgrading neurosurgical theatres and new max/facslENT facilities at SGH.
• Provision of a secure care unit.
• New admission and assessment beds replacing Lennox Castle.
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• Replacement linear accelerators Gartnavel General.
• Improving Clydebank, Pollok and Rutherglen health centres.
• Retaining capital receipts to support house purchase to close Lennox castle.
7.5

FORMULA CAPITAL

It is likely that for 2000/01 we will pass formula capital to Trusts in line with the
historic distribution.
7.6

ESTATE STRATEGIES

We have agreed estate strategies with the Primary Care and Yorkhill Trusts. Work is
still in progress with the North and South Acute Trusts and needs to be completed
early in 2000/01.
7.7

CAPITAL PRIORITIES

The Health Board is required to submit initial outline capital priorities for 2000/01 by
the end of October, out of synch with the development of the draft Health
Improvement Programme. Guidance asked Boards to submit priorities. Ours were
derived by the Health Improvement Programme steering group within the strategic
framework of the current HIP and considered the potential to contribute revenue
savings and Trust recovery plans. The agreed proposals were:
• Pathology rationalisation -

range £4.625-£5.1 million.

• Obstetrics and Gynaecology • Orthopaedics -

range £2.9-£4.8 million.

£6.3 million.

Further public consultation would be required on the latter two schemes.
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CHAPTER EIGHT
INFORMATION MANAGEMENT AND TECHNOLOGY

This Chapter:
• updates the development of an integrated IT infrastructure across Glasgow in support of the
principles and objectives of the Information Strategy;
• identifies key investment priorities within the Strategy.

8.1

BACKGROUND
The 1999-2004 Health Improvement Programme updated the content of the
GGHB-wide Information Strategy in line with national priorities. These priorities
remain in force:
• developing IM&T which supports good quality care delivered consistently and to
a high standard;
• establishing a national unique patient identification capability based on the
Community Health Index number;
• developing IM&T to support seamless care between GPs and hospitals (eg, outpatient appointment booking, referral and discharge letters, test results
transmission) ;
• linking the whole NHS in Scotland to secure Health Service telecommunications
systems to provide an infrastructure which will support an evolving range of health
applications;
• maintaining strong security and confidentiality standards.

8.2

USERS
All of these measures are designed to ensure that users get:
• the right information;
• under the right safeguards;
• at the right place and time;
• using the most cost-effective methods of storage and transmission.
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8.3

INVESTMENT
During the course of 199912000, GGHB has exercised a lead role in co-ordinating
area-wide IM&T investment in the necessary infrastructure on which future
developments will depend. The main areas of development and future work are:
• Communications - All sites were connected to the NHS net by December 1999.
This will provide for enhanced person-to-person communication capability
(e-mail), as well as the potential for greater access and sharing of information under
Internet Provider (IP) protocols.
• Unique Patient Identifiers - A programme of work began in 1999/2000 to
establish the Community Health Index (CHI) as a key to link-related patient data.
This will provide a basis for more comprehensive and integrated patient records to
be accessible by clinicians and practitioners across Glasgow. This programme of
CHI seeding work will be completed in 2000101.
• Local Systems Integration - As part of the national programme for modernising
IM&T, systems integration between newly established Trusts will be supported.
This programme will allow clinicians and managers working across different sites
to have access to a variety of information sources. Although modest investment
has been made during 1999/2000 to support this programme, it is hoped that the
national systems integration (middleware) procurement being run by the
Management Executive will accelerate this initiative.
• Links to Primary Care - There are currently a number of initiatives in place or
planned across Glasgow to extend electronic access to information between
Secondary and Primary care. In the main, these involve the production of
immediate and final discharge summaries. However, there is no standardisation to
these initiatives in terms of common format or electronic interface with GP systems
such as GPASS. Work will be taken forward during 2000101 aimed at agreeing
such standards and assessing the pilots that have been running. Financial support
will be provided from the modernising IM&T budget to develop these initiatives
and effect a roll out programme to Primary care.

8.4

VISION
The vision driving the strategic objectives for IM&T remains broadly as stated in last
year's HIP, namely to create an environment where information relating to a patient
and their health care needs is available throughout the City, under the right safeguards,
in the right format, and at the right place and time based on the most appropriate and
effective technologies. Integrated services and effective care need integrated
information. Establishing a stable infrastructure will ensure that this is possible.

8.5

STRATEGIC OBJECTIVES
In addition to the work of the Greater Glasgow Information Strategy Group, a number
of other individuals and groups have been consulted on their aspirations for the future.
Many of these views build on the investments that have been made over the last two
years.
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8.6

PATIENT-BASED INFORMATION
All health care information will be patient-based. The programme of electronic and
manual seeding of Patient Admin and related systems with the CHI identifier will
complete during 2000/01. This will ensure that 100% of the new attendances, contacts
and admissions will record the unique identifier by March 2001. 'Live' historic patient
records will also have the CHI reference added to ensure that more than 70% of total
'live' records contain the unique identifier by March 2001.

8.7

Developments in patient-based information will move the Trusts towards the reality
of Electronic Patient Records (EPRs), as well as the Health Board towards the concept
of an Electronic Health Record (EHR). These will be key features in getting the most
out of future investment in information technology to support the highest standards of
patient care.

8.8

COMMUNICATIONS INFRASTRUCTURE
Completing the NHSnet connections across Glasgow will enable greater
communication between individuals, organisations and systems via internet-based
technology.
A further development during the next two years of the Health
Improvement Programme will be the need to review the current voice
telecommunications arrangements across the NHS in Glasgow. The BT Featurenet
agreement comes to an end during the late summer of 2000. This will provide an
opportunity to consider integrating voice, data and image communications, again
linking with internet-based technology. Work will be undertaken in early 2000 to
scope the requirements and possibilities, in line with the strategic objective of greater
information sharing. These developments will further enhance the communications
infrastructure as a basis for remote monitoring of patients' conditions, tele-medicine
and tele-conferencing.

8.9

Related to voice communications, NHSiS Direct will become an acceptable feature of
the Health Service over the next few years. GGHB is actively pursuing opportunities
to link such initiatives with the existing call-centre arrangements that currently serve
the population of Greater Glasgow, eg GEMS out-of-hours service, Glasgow City
Council's Social Work standby service, etc. A plan to develop such a capability will
be produced during 2000/01.

8.10

INFORMATION SHARING
Sharing of necessary and appropriate patient information will be a priority throughout
the Health Board area:
• within health care organisations;
• between health care organisations;
• with other partner agencies that have a recognised interest in the well-being of the
individual.
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8.11

As already stated, the sharing of electronic patient-centred information will be
accomplished by a move to patient-based records, containing structured information
about the health of the individual and the health care delivered to the patient in the
past.

8.12

Sharing of information will result in less duplication of effort, the provision of more
accurate, timely and appropriate data, and ensure the promotion of best practice. All
of these will lead to the better delivery of care to the patient.

8.13

It is recognised that the delivery of processes and systems which enable the sharing of
information will take some time to achieve. A key factor will be the need to
understand the information needs of all parties involved. Having established need,
rules can then be defined on which such openness and access will be permitted.
These stages will be completed during 2000/01.

8.14

CONFIDENTIALITY

8.l5

Confidentiality is essential at all stages in the collection, storage and sharing of
information.
The establishment of a network of Caldicott Guardians of patient
information under Management Executive Letter NHS MEL(l999) 19 is a significant
step towards ensuring such safeguards are in place. The Guardian's role will be to
establish the highest practical standards for handling patient information in the NHS.
Guardians will be responsible for agreeing and reviewing internal protocols governing
the protection and use of patient identifiable information within and outwith the NHS.

8.16

Within GGHB, the Caldicott Guardian role will be fulfilled by the Director of Public
Health.

8.17

FUTURE DEVELOPMENTS

8.18

Organisations within the Greater Glasgow Health Board area will strive to deliver the
benefits afforded by modern IT and communication technology. As has already been
highlighted, GGHB will ensure that a common infrastructure is implemented, both
procedural and technological, which will be used by all health organisations within the
Board's area. Developments will clearly be dependent on the availability of resources
at a national and local level. (A provisional sum of £500,000 per annum has been
included within the financial framework to support this work.) Its availability will
depend on the consideration of choices and overall affordability as detailed in the
finance chapter. In addition, all IT-based investments within Greater Glasgow will be
reviewed to ensure consistency with the goals and objectives of the Information
Strategy.

8.19

In addition to HIP resources, a review of Trust formula capital allocations will also be
conducted to consider whether a central resource can be created to finance specific IT
investments.
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The Greater Glasgow Information Strategy Group has begun to consider areas for
priority investment of such resources. These include:
• Pharmacy Information Services;
• ITU Bed Bureau System;
• Diabetes Registers.
Depending on resources available, these projects will be developed during 2000/01.
8.20

Developments in IT will drive future opportunities. The Government has already
heralded the objective of airline-style out-patient booking systems from General
Practice by 2002. Advancements in voice recognition and decision support systems
will be also become commonplace throughout the NHS during the time-frame of the
Health Improvement Programme. Greater Glasgow Health Board will work with
colleagues in local Trusts and at a national level to ensure such developments are
harnessed for the benefit of the population we serve.
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CHAPTER NINE
EDUCATION AND RESEARCH

9.1

Relationships with the three Glasgow Universities are critical to the provision of
health services. This Chapter summarises a number of the areas of mutual interest.
Revised liaison arrangements have been agreed with GGHB and the new Trusts to
build on existing relationships.

9.2

GLASGOW CALEDONIAN UNIVERSITY

The University has one of the largest Health Faculties in the UK. To enhance the
delivery of education for the range of health care professionals using its facilities, it
has invested in a new, dedicated building for health studies. This provides technical
facilities and clinical simulation laboratories for nursing, midwifery, physiotherapy,
podiatry, occupational therapy, vision science and radiography students. It aims to
work in collaboration with other universities in the City, other statutory agencies
including Social Work and other health care organisations.
9.2.1

The University'S aim is to contribute to improving the health and well-being of the
Scottish population through the provision of appropriately educated health
professionals whose practice is firmly based on a sound, research-informed
curriculum. Examples of the University'S work include:

9.2.3

Nursing and Midwifery

The University Department of Nursing and Community Health offers a wide portfolio
of programmes. Through the Scottish Executive Contract for pre-registration
education of nurses and midwives, offering 1,000 places in total each year, and the
BAiBA Honours programme in pre-registration nursing, the department is working in
partnership with all Glasgow NHS Trusts to provide appropriate clinical experience
that meets the requirements of these programmes. A comprehensive part-time and
full-time Diploma and Degree programme has been designed that meets the
continuing professional development needs of Registered nurses and midwives for
both hospital and community. An MSc in Health Studies with generic and specialist
routes is available, as are opportunities for Masters and Doctoral study developments.
9.2.4

The research profile is strong and focuses on innovation in practice. A number of
major studies in community health nursing, gerontology, woman's health, together
with a number of smaller projects attract significant funding (overleaf):

j
\

I
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• formulation of an interactive clinical decision-making package for use in
pre-registration education programmes;
• highest rating, jointly with Edinburgh University, in the Nursing Research
Assessment Exercise;
• redesignation as a WHO Collaborating Centre, one of three in the UK, for Nursing
and Midwifery Education, Research and Practice;
• host for the Nursing Research Initiative in Scotland.
9.2.5

Professions Allied to Medicine
The University offers education in a range of professions including physiotherapy,
podiatry, radiography and occupational therapy.

9.2.6

Developments and achievements include:
• a fast-track Master's programme for graduates in rehabilitation science that
prepares them for State Registration;
• a Sports and Physiotherapy Clinic which is about to move into the new Health and
Fitness Centre at the University;
• an 'Excellent' rating for physiotherapy programmes
Assessment;

In

the Teaching Quality

• the management of a Podiatry Clinic and the delivery of services at the Southern
General Hospital in conjunction with the South Glasgow University Hospital's
NHS Trust.
9.2.7

Psychology
The University offers psychology programmes leading both to first-class degree and
Masters level. It has a particular interest in forensic psychology and works closely
with the Prison Service throughout Scotland.
It also has close links with the Greater Glasgow Primary Care NHS Trust through a
joint appointment between the Douglas Inch Centre and the University. The Masters
Programme in Forensic Psychology, accredited by the British Psychological Society,
provides an opportunity for individuals to enhance their skills in this very specialist
area.

9.2.8

Biological Sciences
The University offers programmes for the training of medical laboratory scientific
officers at undergraduate and Masters level that are approved for State Registration.
Programmes are also offered in nutrition and dietetics leading to State Registration.
These programmes are underpinned by vigorous and well-funded research into
inflammatory bowel disease, asthma and disorders of the cardiovascular system,
cancer and viral pathogencity.
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9.2.9

Vision Services
Education is provided for optometrists and dispensing opticians and an eye clinic is
provided on the University campus for students to gain clinical skills. The department
carries out basic and applied clinical research in vision science, the latter in
collaboration with local Trusts. The department has the highest RAE rating in the
University.

9.2.10

Social Science
While the Social Science programmes do have close links with health studies, they
also have particular expertise which links to the wider agenda for health and
well-being. The University is host to the Scottish Ethnic Minority Research Unit
which focuses on the social inclusion agenda linked to housing and social
circumstances. It also hosts the Scottish Poverty Information Unit which provides a
wide range of information to the Scottish Executive.
The School of Social Science also hosts the 'Making Connections' project that works
in partnership with local authorities and the voluntary sector with the aim of using the
internet to provide readily accessible information and resources to people with
disabilities. The School's Contemporary History Centre also ran a successful, '150
years of the NHS in Scotland' conference and an edited volume of the same title will
appear in the early patt of 2000. The Centre is keen to develop its work within the
health sector.

9.3

UNIVERSITY OF GLASGOW
Last year's Health Improvement Programme included detailed plans for the
University of Glasgow, drawing on a policy paper developed by the University. This
covered a series of important elements:
•
•
•
•

the structure and development of the 'research schools';
the development of the new Medical Undergraduate Curriculum;
planned estate and capital developments;
development plans for West Glasgow, including:
- the building of a new academic block
- consolidation of the activities of the school of cancer studies
establishment of a cardiovascular research institute
- development of an integrated clinical trials unit
- relocation of medical cardiology and cardiac surgery from the Glasgow Royal
Infirmary.
• development plans for the Glasgow Royal Infirmary including:
- Establishing a joint Universities' Clinical Research Centre
- Establishing an Institute of Gerontology
- Developing an Institute for Women's Health
- Relocating the department of orthopaedics.
• development plans for the Southern General including:
- Additional space within the Institute of Neurological Sciences
- The potential relocation of the Department of Psychological Medicine.
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9.4

UNIVERSITY OF STRATHCLYDE
This University houses the larger of the two Schools of Pharmacy in Scotland. The
new Strathclyde Institute of Biomedical Sciences has allowed integration of the
Departments of Pharmaceutical Sciences, Physiology/Pharmacology and
Immunology. This presents a range of opportunities for collaborative work with other
Universities and the NHS, particularly in the field of drug development. The
Strathclyde Institute of Drug Research, for example, has been established in
co-operation with the University of Glasgow to facilitate multidisciplinary drug
development initiatives, in partnership with the pharmaceutical industry.
On a more practical level, the Department of Pharmaceutical Sciences is the base for:
• The Scottish Centre for Post-qualification Pharmaceutical Education which has
recently provided successful joint learning courses for community pharmacists and
GPs.
• The Pharmaceutical Care Health Service Unit which is the focal point for
pharmacy practice research activity and teaching of clinical pharmacy skills to
undergraduate and postgraduate students. This is the base for the National
Pharmacy Specialist in Pharmaceutical Care.
Priority research programmes which span the interface between academia and practice
include:
• pharmaceutical care in cardiovascular disease, diabetes, cancer, arthritis and for
patients requiring palliative therapy;
• the relationship between Primary care prescribing and the public health status of
localities;
• expectations of consumers and health professionals in relation to health promotion
in community pharmacy;
• investigations into drug misuse.
A dialogue should develop between the University and the NHS to explore the mutual
benefits.
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j
9.5

AREAS FOR DEVELOPMENT WITH ALL ACADEMIC PARTNERS
• Educational organisations should embrace joint working to enhance both the
educational and research opportunities in the City. Examples include the
Universities of Glasgow and Strathclyde Pharmacological and Pharmaceutical
links, joint research concordats and the planned joint Institute of Gerontology.
• Information exchange mechanisms should be developed between universities and
health care providers to minimise duplication and make more effective use of
available resources
• The idea of a joint seminar series should be explored to share multidisciplinary
research findings
• The concept of shared learning between health professionals should be fully
explored, through problem-based learning, leading to more multidisciplinary
education.

9.6

PRIMARY CARE RESEARCH AND DEVELOPMENT
Despite the emergence of evidence-based practice, many clinical interventions in
Primary care have not been evaluated. To improve health and health services in
Glasgow, more professionals need to be engaged in high-quality, relevant research. It
is the responsibility of the Primary Care Trust to encourage and support this. The
Trust will develop partnership arrangements with Universities, other Trusts (acute and
Primary care), existing Primary care research networks and care agencies to make this
aspiration a reality. Best practice in Primary care can only be demonstrated through
the systematic dissemination, implementation and outcome evaluation of research
findings, leading over time to the creation of clinical standards. In this endeavour, the
Trust wishes to work with the Scottish School of Primary Care R&D Steering Group
to help establish Glasgow as a Centre for Excellence in Primary care research in
Scotland.
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GLOSSARY OF ACRONYMS
ACAD
ACT (R)
ACT (T)
ADC
ADTC
A&E
ALAC

Ambulatory Care and Diagnosis (Unit)
Additional Cost of Teaching - Research & Development
Additional Cost of Teaching - Teaching
Area Dental Committee
Area Drugs & Therapeutics Committee
Accident & Emergency
Artificial Limb & Appliance Centre

CABG
CAPD
CCIU
CCU
CD-ROM
CDS
CHD
CHI
CHS
CMO
COSHH
CRAG
CSB
CSO
CSR
CT
CVS

Coronary Artery Bypass Graft
Continuous Ambulatory Peritoneal Dialysis
Community Care Implementation Unit
Coronary Care Unit
Compact Disk - Read Only Memory
Community Dental Services
Coronary Heart Disease
Community Health Index
Child Health Surveillance
Chief Medical Officer
Control of Substances Hazardous to Health
Clinical Resources Audit Group
Clinical Standards Board
Chief Scientist Office
Comprehensive Spending Review
Computerised Tamography
Council for Voluntary Service

DAT
DNA

Drug Action Team
Did Not Attend

EAGA
ECG
ECT
EDs
EMI
ENT

Chief Medical Officer's Expert Advisory Group on AIDS
Electrocardiography
Electro-convulsive Treatment
Enumeration Districts
Elderly Mentally III
Ear Nose & Throat

GA
GCVS
GDA
GDP
GDS
GEMS
GHCP

Glasgow Alliance
Glasgow City Voluntary Sector
Glasgow Development Agency
General Dental Practitioners
General Dental Services
Glasgow Emergency Medical Services
Glasgow Healthy City Partnership

162

GPFH
GPS
GRI
GUM

General Practitioner Fundholder
General Pharmaceutical Services
Glasgow Royal Infirmary
Genito-Urinary Medicine

HCHS
HDU
HEBS
HIP
HLC
HR

Hospital & Community Health Service
High Dependency Unit
Health Education Board for Scotland
Health Improvement Programme
Healthy Living Centre
Human Resources

ICSI
ICU
IHD
lIP
ISD
IT
ITU
IVF

Intra Cytoplasmic Sperm Injection
Intensive Care Unit
Ischaemic Heart Disease
Investor in People
Information Statistics Division
Information Technology
Intensive Therapy Unit
In-vitro Fertilisation

LA
LHC
LHCC

Local Authority
Local Health Council
Local Health Care Co-operative

MCN
MDO
MRI
MS

Managed Clinical Networks
Mentally Disordered Offender
Magnetic Resonance Imaging
Multiple Sclerosis

NICE
NICU
NSAG
NSD

National Institute for Clinical Excellence
Neonatal Intensive Care Unit
National Services Advisory Group
National Services Division

OPCS
OT

Office of Population Consensus & Surveys
Occupational Therapy

PAS
PC
PCAP
PCT
PLD
PPP

Patient Administration System
Personal Computer
Primary Care Act Pilot
Primary Care Trust
People with Learning Disability
PubliclPrivate Partnership (successor to PFI)
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R&D

Research & Development

SAS
SCPMDE
SGH
SHAS
SHEFC
SHPIC
SHTAC
SIGN
SIP
SNAP

Scottish Ambulance Service
Scottish Council for Postgraduate Medical & Dental Education
Southern General Hospital
Scottish Health Advisory Service
Scottish Higher Education Funding Council
Scottish Health Purchasing Information Centre
Scottish Health Technology Assessment Centre
Scottish Intercollegiate Guidelines Network
Social Inclusion Partnership
Scottish Needs Assessment Programme

TIP

Trust Implementation Plan

WESTMARC

West of Scotland Mobility and Rehabilitation Centre

LOCAL AUTHORITIES

EDC
ERC
GCC
NLC
SLC
WDC

East Dunbartonshire Council
East Renfrewshire Council
Glasgow City Council
North Lanarkshire Council
South Lanarkshire Council
West Dunbartonshire Council
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