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1. Introduction 

 

This paper describes the collective ambition of the West of Scotland to improve the health and 
care for people across the Region. It has a particular focus on keeping people well, early 
intervention and developing better, more integrated care organised around the individual 
needs of the patients we serve. It builds on the many examples of excellent care already 
provided across the Region and reflects our local aspiration to deliver the National Health and 
Social Care Delivery Plan providing better health, better care and better value.  

The paper is structured as follows: 

§ Summary of our overall approach 
§ Our guiding principles 
§ The leadership of the Programme 
§ The national policy context 
§ The regional context 
§ The case for change 
§ The emerging common purpose 
§ Early thinking on new models of care 
§ The regional plan to take this work forward to March 
§ Next steps  
§ Statements of intent 

 

Delivering this vision will require action at every level of the health and care system across the 
Region. Our starting point is to recognise that circa 90%of care is provided in an out of hospital 
setting. Our approach will therefore build first and foremost on the needs of local communities 
whilst also recognising the need to plan for the most seriously ill who will require more 
specialised hospital based services. 

Our approach is to collectively plan to improve the health and wellbeing of our 2.7m population, 
reducing inequalities and improving health outcomes for our citizens. It will be grounded in 
effective and meaningful partnership between health care, local authority services, primarily 
social care, the third sector, patients and communities. The Regional Delivery Plan will support 
both the Local Delivery and Health and Social Care Strategic Commissioning Plans and taken 
together with these plans will describe a strategy for the health and social care for the Region’s 
population as a whole. 

 

2. Executive Summary 

Regional planning in the West of Scotland with the focus on acute and tertiary services has 
served us well for many years. These arrangements are no longer fit for purpose, as the task 
to prepare a Regional Delivery Plan requires a different and more inclusive approach. 
Therefore, we are putting in place new arrangements to co-ordinate planning across the 
Region. 
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The NHS in the West of Scotland has demonstrated significant improvements over the last 20 
years; however there is further work to be taken forward to meet the challenges of the next 
20years. Preventable illness is widespread and health inequalities deep-rooted.  

New technologies and treatment options are emerging, and patients’ needs are changing. 
We face particular pressures in providing care to an increasingly older population recognising 
they will need more joined up integrated care to stay well and lead a full life. 

In the West of Scotland, we have a shared understanding of the challenges we face and have 
developed a compelling Case for Change as a basis for action. 

We have developed a shared vision and a common purpose which describes our future 
offer for our patients and communities. Our ambition is to join up care around the patient 
breaking down traditional barriers in how care is provided between family doctors and 
hospitals, between physical and mental health and between health and social care. This future 
will see far more care delivered locally nearer to people’s homes but with some services in 
specialist centres. 

We are committed to Local Care Models based on a deep understanding of the different 
needs of segments of the population, a consistent set of clinical standards and with services 
integrated and co-ordinated from a patient view.   

Whilst most people can be cared for by better more joined up local care, we recognise the 
most seriously ill need more specialised hospital care. We are committed to developing a 
region-wide framework to support the development of New Models of Acute Care based on 
a stratified network of services. 

To deliver this vision we have put in place comprehensive programme arrangements including 
System Leadership through a Regional Programme Board and have set out a Forward 
Programme Plan (October to March) to deliver the first strategic plan in March 2018. 

 

3. Guiding Principles 

In drafting this document and developing the plan, we are proposing to apply the following 
principles: 

§ Prevention is better than cure 
§ Care should be designed around the needs of the whole population removing 

boundaries in planning and delivering care 
§ Focus on reducing health inequalities by working together on the wider 

determinants of health 
§ Care should be provided as locally as possible and only centralised where 

absolutely necessary 
§ Care should be integrated across health and social care working in true 

partnership with patients, carers and the voluntary sector 
§ We should make the best possible use of resources achieving value for patients, 

communities and the tax payer. 
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4. Leadership of the Programme 

 

The West of Scotland comprises a number of partner organisations supporting the provision 
of health and care services including 5 Territorial Boards, 15 Health and Social Care 
Partnerships, 16 Local Authorities, 5 National Boards and a number of Third Sector 
Organisations. 

 

 

Recognising the importance of all the key stakeholders in developing a plan for the future in 
the West of Scotland work, we began working with Boards and their executive and non 
executive members, the Integrated Joint Board chief officers and their voting members, and 
other senior managers and senior clinical leaders’ to begin to create a shared agenda.  We 
recognise that we have further work to do engage with and include Local Authorities, 
Integration Joint Boards and the third sector in the development of this plan, particularly 
around the social care element of this work. This will be progressed over the next few months. 

Some of this work has been facilitated by external organisations to encourage a more 
transformational approach both to developing the regional delivery plan and the ways in which 
we will need to work across the different parts of the system to achieve success, learning from 
experience both within the United Kingdom and across other parts of the world. 

 

 

Stakeholder Engagement 

West	of	Scotland	Partners

• Dumfries	&	Galloway
• Greater	Glasgow	&Clyde

• Scottish	Ambulance	Service
• NHS	24
• Golden	Jubilee	Foundation

Health	and	Social	
Care	Partnerships	(15)	
/	Local	Councils	(16)1

NHS	Territorial	Boards	
(5)

NHS	National	Boards	
(5)

• Inverclyde	
• East	Renfrewshire
• West	Dunbartonshire
• North	Ayrshire
• North	Lanarkshire
• Dumfries	&Galloway
• Falkirk
• Glasgow	City

• Renfrewshire
• East	Dunbartonshire
• East	Ayrshire
• South	 Ayrshire
• South	 Lanarkshire
• Stirling	&	Clackmannanshire1

• Argyll	and	Bute

• Ayrshire	&	Arran	
• Forth	Valley
• Lanarkshire

1	Local	Councils	are	typically	1:1	with	HSCPs	with	the	exception	of	Stirling	and	Clackmannanshire	which	has	2	Councils	and	1	HSCP
Source:	Regional	Team

• National	Education	Scotland
• National	Shared	Services



5 
 

Our first set of meetings aimed to set out the question we believe we needed to answer as a 
region. This can be described as: 

How do care services need to be configured in the West of Scotland to be safe, 
sustainable, equitable, effective and affordable to meet the needs of the 2.7m 
population going forward to 2035 and support the delivery of the Health and Social Care 
Plan? 

 

An engagement session on the 20th September 2017 saw representatives from the NHS 
Boards, the Integrated Joint Boards come together to consider the emerging story for the 
region.  The session set out for consideration and discussion: 

• the key messages arising from the population needs assessment;  
• the key messages from the gap analyses on workforce, demand and performance 

analyses, finance and infrastructure;   
• the case for change;  
• the common purpose that unites us as a region 
• the potential interventions in care models and a stratified model for designing services 
• the programme structure to support the development of the Regional Delivery Plan 
• the approaches we need to adopt to communication and co-production as we go 

forward to prepare the first regional delivery plan for March 2018, including the 
approach to governance and sign off prior to submitting the plan at the end of March 
2018. 

This session allowed key regional stakeholders to come together to consider and agree the 
vision for the region and the guiding principles and behaviours that will be crucial to develop 
and maintain the relationships across the region and to create the arrangements and 
necessary conditions to engender a whole system approach to achieve the collective goal. 

The	workshop	engaged	more	than	65	people	in	shaping	approach
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5. National Policy Context 

 
Over the past eighteen months 2 key documents – the Health and Social Care Delivery Plan 
and the National Clinical Strategy- have been published providing the policy direction and 
setting out the way forward in Scotland in terms of health and care of our population on top of 
the existing Quality Strategy that sets out an ambition for quality.  

National Health and Social Care Delivery Plan1, launched in December 2016, describes the 
approach to be followed to ensure that Health and Social Care is transformed in the next few 
years. It is action orientated, and sets out a significant list of deliverable objectives which 
include a focus on regional and national planning of services where appropriate. The delivery 
plan draws on preceding strategies, pulling them together and setting out the direction of travel 
and expectation of a modern health and care system to achieve the aspirations mentioned in 
the strategies. 

• 2020 Vision – people live longer, healthier lives at home or in a homely setting 
• Health and Social Care Integration2 which promotes prevention, anticipation and 

supported self management; working across health and social care to improve patient 
care 

• Daycase treatment as the norm 
• Highest standards of quality and Safety (Quality Strategy 2010) 
• Person centred care 
• Health and Social Care Workforce Plan3– considering workforce planning and 

development 
• Investment  - matched to reform and transformation  
• Digital Strategy4 - promoting technology and information supporting both patients and 

care professionals to provide modern models of care 

The National Clinical Strategy5published in February 2016 set out areas for change: 

• Planning and delivery of primary care services around individuals and their 
communities  

• Planning hospital networks at a national, regional or local level based on a population/ 
availability of appropriately skilled workforce paradigm 

• Providing high value, proportionate, effective and sustainable healthcare (linked with 
Realistic Medicine) 

• Transformational change supported by investment in eHealth and technological  
Advances 

The National Clinical Strategy also calls for regional planning of many hospital services to 
improve patient outcomes; to make maximal use of highly trained clinicians; to fully utilise 
complex services supported by expensive technology such as robotic surgery; to standardise 
care to avoid unwarranted variation; and to make services financially sustainable for the future. 

                                                
1http://www.gov.scot/Resource/0051/00511950.pdf 
2www.shiftingthebalance.scot.nhs.uk/downloads/1305042182-Integration(Summary position paper) 
3 Integration across Health and Social Care Services in Scotland – Progress, Evidence and Options:  
www.gov.scot 
4http://www.ehealth.nhs.scot/strategies/the-person-centred-ehealth-strategy-and-delivery-planstage-
one/ 
5www.gov.scot/Publications/2016/02/8699	
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The King’s Fund has considered the evidence of benefit from reconfiguration of acute services 
and notes that while reconfiguration can lead to improvements in services: 

“Reconfiguration is an important but insufficient approach to improve quality. It 

should be used alongside other measures to strengthen delivery of care and to 

instil an organisational culture of improvement.”6 

 

Other national policies and strategies influencing the development of the regional delivery plan 
include: 

• Best Start (Maternity and Neonatal Services Strategy – 2017) 

• Primary Care Transformation 

• Implementing the GP contract 

• Mental Health Strategy 

• Cancer Strategy (March 2016)  

• Getting it Right for Every Child (GIRFEC) 

• Realistic Medicine   

• Review of Health and Social Care Targets 
 

• Public Health Strategy 

                                                
6	The	King’s	Fund:		Reconfiguration	of	Clinical	Services:	What	is	the	evidence?		Candice	Imison.	November	2014	
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6. Regional Context 

 

6.1. Understanding the Population 
 

The West of Scotland serves a population of circa 2.7m, covering a wide geographic area of 
8,777 square miles, consisting of urban, rural and island communities. A Health Needs 
Assessment for the West of Scotland is currently being progressed. A significant number of 
analyses have been identified and undertaken which will support the work over the coming 
months to consider the service model and provision for health and care services for the region.  
Beyond the work to consider the population age, gender, deprivation levels and the 
implications of this both in relation to health and social care provision, use and funding levels, 
work is considering the use of services, life expectancy and health outcomes; reviewing the 
trends in this over the last decade or longer. 

 
Population Needs Assessment:  Emerging Findings 

• The West of Scotland has some of council areas with highest proportions of oldest 
residents in terms of population percentage over 65. 

• It also has most of the most deprived council areas in terms of summary SIMD score 
(Glasgow city, West Dunbartonshire, Inverclyde, Renfrewshire, North Lanarkshire, East 
Ayrshire) and the bulk of the population residing in the most deprived deciles and quintiles.  

• Both social deprivation and agedness of the population place major demands on the health 
and care systems 

• The challenges of equitable service provision based on need rather than demand in a 
geographic area that also has considerable sized areas of affluence results in smaller 
National Resource Allocation Committee (NRAC) and Scottish Allocation Formula (SAF) 
shares for hospital & community services.   

• Hospital admission rates are observed to be higher in the West of Scotland based on the 
crude rates. Work is underway to age, sex, deprivation adjust this position to assess the 

Population	Changes	in	West	of	Scotland
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level of over-utilisation.   This poses the question - does the proximity to hospital facilities 
encourage access particularly where they are relatively well provided for in terms of 
hospital beds and consultant provision?   

• Plateauing of the life expectancy at birth is seen for Scotland as a whole, which is 
particularly clear for Scottish males, and evidence of unexpected downward shifts in the 
life expectancy trajectory are visible in some areas within the region. Stalling of rises in life 
expectancy defying the expectation of ongoing improvements in longevity.  This is likely to 
be multi-factorial  

– including the effects of the high prevalence of obesity, the rising prevalence of Type 
2 Diabetes, the stalling decline of smoking prevalence, the contribution made by 
the rise in alcohol-related deaths, etc  

– the role of austerity and level of investment in health and social care may be 
impacting, as well as the current organisational model that may hinder the 
achievement of optimal efficiency. 

– falling access to primary and secondary health services, and social care, for some 
sections of the population in both remote/ rural areas and urban areas.  

All of these threaten to reverse the progress made by improving structural determinants of 
health over the past century and increased health service provision over the past 15 years. 

• Consistently clear improvements in most health parameters, as well as preservation of, or 
improvement in, the relative position in the national health league table, are being seen for 
the residents of the most deprived health board in the West of Scotland, namely Greater 
Glasgow & Clyde, in terms of standardised death rates from all causes, and standardised 
mortality ratio for all causes, SMR for cancer mortality for all types, and specifically for the 
commonest cause of death, namely heart disease.   

• Despite having less social deprivation than GG&C, Lanarkshire’s relative position in the 
standardised mortality (all causes) league table has worsened somewhat in recent years 
and its relative position in the cancer mortality league table for all types combined and for 
lung cancer in females has also worsened.   

• Perhaps more surprisingly, more rural areas in the West of Scotland, even those 
characterised by relative affluence such as Dumfries & Galloway and Argyll & Bute, have 
unexpectedly lost ground and those with historical health deficits, such as parts of Ayrshire 
& Arran, appear to have deteriorated further in very recent years.  Age/sex standardised 
death rates (all causes), standardised mortality ratios (all causes of death), and/or SMR 
for cancer (all types combined)  appear to be rising in recent years, for these three 
board/council  areas, the starting points of the rises varying with the area.  Even the more 
affluent Forth Valley, appears to have lost ground with respect to its relative position in the 
cancer (all types) SMR league table, since its enviable position before 1990.   

To ensure that the limited resources available are used equitably, that is, determined by 
genuine need, and fairly distributed against both geographical and socio-economic gradients, 
it will be important to consider the service provision across the region. 

 

6.2. Demand Capacity Review 
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As with the Health Needs Assessment, analyses are being undertaken to consider the demand 
for and use of services.  The focus to date has been primarily on health but this will be 
extended to include the social care provision for the plan submitted in March.  This work has 
been reviewing a number of areas including analyses of: activity by admission category and 
by specialty; changes in activity; beds, bed days used and length of stay; projected position 
by 2020, 2025 and 2035; performance data including waiting times and waiting list information, 
outpatient measures and day case rates.   

Information setting out the position for the West of Scotland is available in a supporting paper 
however some of the high level messages of this work to date are set out below: 

West of Scotland Activity 

The diagram below sets out some of the key areas of activity, indicating the different levels of 
activity, providing some context in terms of where the services are provided. 

 

 

 

Work has also been undertaken to consider the bed numbers and bed days being used to 
support the hospital service provision across the region.  The inserted information below 
shows the current position based on the expected percentage growth of the population based 
on how the current service is used by different age bands of the population and the potential 
future scenarios if there is no change. 
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Projected changes in activity and bed days, based on demographic growth only 

Of particular note is the rise in bed days in addition to the 200,000 currently to be saved. With 
the current model of care, we expect there to be demand for an additional 880,000 acute bed 
days by 2035– 2,850 beds assuming an 85% occupancy rate. 

 

6.3. Workforce Challenges  
 
The NHS in Scotland must adapt its workforce models to be in the best position to deliver 
excellent and sustainable treatment and care in a rapidly changing Health and Social Care 
landscape. Workforce planning must take account of the national workforce planning work 
and consider the workforce challenges across the health and social care sector. West of 
Scotland Health Boards have been working together to develop a position which accurately 
describes the workforce within the region and identifies the principle workforce issues which 
must be addressed in order to deliver new regional models of clinical care: 
 

• Workforce availability 
• Workforce adaptability 

Current	acute	bed	status	in	West	of	Scotland
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• Workforce affordability 
 
The West of Scotland Health Boards currently employ 62,630 wte / 72,620 head count, which 
accounts for approximately 45% of the NHS workforce in Scotland.  Each Board has reviewed 
the ISD dataset to identify specific factors, where applicable, in terms of risks and challenges, 
opportunities and options to create an overall high level regional workforce position. 

A supporting paper on the work to date is attached in the appendix.   The high level message 
is that there are five key ‘hot spot’ job families/professions across the region: 

• Medical – challenges in demand, supply and sustainability across a spectrum of grades, 
specialties and including general practice; 

• Nursing – specifically challenges in smaller branches/cohorts associated with the 
overarching demography of the workforce and the potential risk this presents in terms of 
retirement profiles e.g. health visitors, district nurses, paediatrics, midwifery, mental health 
and associated issues with demand and supply. The demand for Advanced Nurse 
Practitioners (ANPs) was also specifically flagged. This mirrors the medical position both 
in acute settings but also increasingly within GP practices. There remain questions about 
the capacity of higher education institutes to meet demand; 

• Radiographers – mismatch in supply of radiographers compounded by the increasing 
demand for services and existing problems with radiology staffing; 

• Pharmacy technicians – significant increase in demand not being matched by supply; 
• Healthcare science – demographics of the workforce, particularly in senior roles, are 

influencing the current provision couples with longstanding national issues with supply;  

Issues informing the need for change are currently being quantified in terms of medical staffing 
as this proves challenging in providing equitable access to specialist opinion to support care 
in a number of Boards and specific specialties within the region. Currently there are circa 269 
vacancies at consultant level (119 vacant for 6 months or more).  This exercise will in time 
cover all staff groups. 

It is recognised that the workforce of the future will not be “more of the same”. The workforce 
will be older and have a greater reliance on Advanced Practitioners and roles with extended 
scope. All staff groups will be required to work to the “top of their licence” with work aligned to 
their skills. It is likely that the workforce may require to be re-profiled to match the increased 
workload demand in the community and the higher acuity in acute care.  The Directors of 
Nursing are leading work through the West of Scotland Advanced Nurse Practitioner Academy 
to ensure consistency of competency and level of practice across the West of Scotland, 
sharing resources where appropriate.  This is enabling the West of Scotland to get assurance 
with regard to growth of this important senior group.  They are also looking at non-medical 
care models to develop new and extended Advanced NMAHP roles such as caseload holders, 
clinical leads as alternatives to medical models for particularly hard to fill specialties.  

As part of the development of the first plan for March 2018 work will be undertaken to 
understand the total workforce supporting health and care services within the West of 
Scotland.  

6.4. Infrastructure 
 
Based on the report prepared by Health Facilities Scotland the West of Scotland faces 
significant challenges in relation to the infrastructure within health.  The Report indicates that 
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around 50% of the estate is modern, offering good functional accommodation however 50% 
of the estate has significant challenges.  This is summarised below: 

Modern estate  

• Queen Elizabeth University Hospital & Royal Hospital for Children 

• Stobhill and Victorla ACHs Glasgow 

• New Dumfries and Galloway Hospital 

• Forth Valley Royal Hospital 

• 2 PFIs / PPP facilities – Hairmyres, Wishaw (Lanarkshire) 

• Golden Jubilee Hospital 

• New community care estate such as Eastwood Health and Care Centre and other 
similar primary care facilities 

 

Estate with significant challenges 

• Backlog maintenance around 1/3rd of national total  

• Physical condition, age and functional suitability challenges a number of sites 

• 3 similarly sized hospitals south west of Glasgow, with a growing need for investment 
RAH, Crosshouse Hospital and Ayr Hospital 

• East side of Glasgow - GRI and Monklands will struggle to provide functionally 
appropriate accommodation. There are also challenges around the need to improve 
engineering services infrastructure to support these sites. 

• Outlying areas of the region need investment in buildings and engineering services; 
specifically IRH, Vale of Leven and Falkirk Community Hospital 

• Some GP practices 

The current position offers both a challenge and an opportunity to build the future infrastructure 
based on the needs of the population organizing care in the most appropriate setting and using 
the workforce to best effect to provide the right care level within the hospital or community 
settings. 

• £1bn - £2.5bn investment required 

• Investment strategy combining replacement, refurbishment and rationalisation likely to 
offer most effective and affordable solution 

• Health and Care Facilities and requirements as well as national work on primary care 
being undertaken by Health Facilities Scotland will also be included in the March 18 
plan 

• Medical Equipment and technology investments are currently being reviewed 

• Offers new opportunities to consider different infrastructure to support future services 

The Regional Delivery Plan must bring a co-ordination to the planning of and 
investment in infrastructure that supports the care models developed.  



14 
 

6.5. Finance 
 
The financial plans submitted by the West of Scotland Health Boards for 2017/18 show a 
combined recurring deficit of £237m. 

 

Work is currently under way to complete a forward look for the next three years but this is 
difficult given uncertainties around future funding assumptions regarding Scottish Government 
funding uplifts and pay policy.  To set a context for the financial parameters of the regional 
plan, a three year forward projection is being developed based on the following assumptions: 

• Annual Scottish Budget allocations – assumes that the basis in which funding was 
allocated for 2017/18 continues for 2018/19 and 2019/20 (annual uplift to meet cost 
pressures <1%).   

• Transfer resource – share of the transfer of £250m from Acute to IJBs in line with national 
target to reduce bed days by 400,000.  This will also provide 50% of the commitment to 
increase primary care funding by £500m by the end of the current parliamentary term. 
The other 50% being funded directly by Scottish Government Commitment to 50:50 split 
between primary / community care and acute costs by end of the current parliamentary 
term also factored into three year forward projections.   

• Projected Cost Base – assumes 10% inflationary increase (3%pa) on 2016/17 budgets 
over the next three years (conservative estimate). 

• Earmarked allocations – assumes that these will be spent of new commitments and 
therefore no net benefit to overall financial position.   

• New medicines and diagnostic costs - assume increase for secondary care medicines 
and diagnostics in line with recent historic patterns. 
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• Capital– no change in formula funding allocation to be prioritised towards backlog 
maintenance and essential equipment replacement. 

• Changes to pay policy will impact future modelling 
 

7. Case for change 

 

Everyone deserves to lead a full and healthy life and to receive the best possible care when 
they become ill. The West of Scotland has many areas of excellent care of which we should 
be proud of but we know that we could do more both to prevent ill health and to improve 
outcomes. 

Over the last few years we have seen improvements in the services and infrastructure for 
patient care. For example: 

• We opened the Queen Elizabeth University Hospital and Royal Children’s Hospital in 
Glasgow. We will shortly open a new hospital in Dumfries and Galloway.  

• We have reorganised our community services, placing responsibility for local health 
and social care services under the joint leadership of the NHS and Local Authorities. 

• We have successfully provided a number of regional services such as interventional 
cardiology, based in 2 facilities at Hairmyres in Lanarkshire and the Heart and Lung 
Centre at the Golden Jubilee Foundation; Forensic medium-secure care at 
Rowanbank Clinic, Glasgow. The Beatson West of Scotland Cancer Centre on the 
Gartnaval Campus in Glasgow which we have recently extended by developing a 
satellite cancer unit at Monklands in Lanarkshire; and most recently the Regional 
Robotic Prostatectomy Service at the Queen Elizabeth Hospital.  

• There is ongoing work to reorganise and improve specialist services across the West 
of Scotland including major trauma, systemic anti-cancer therapy, urology and 
ophthalmology. Each of these services seeks to improve patient outcomes by 
organising care in the most effective way; providing the timely access to specialist care 
and through standardising approaches to optimise care. 

• Integrated Joint Boards have progressed change in local care through the Integrated 
Care Fund and Primary Care Transformation. 

Staff work hard so that we can continue to care for people under greater and growing 
pressures on the services. Despite all of this work, there is an emerging set of facts that we 
believe will not make it possible for the care services to stay on the current path without 
causing significant issues for our patients and staff as well as circumstances which we believe 
will make the current service model unsustainable even in the short term. This set of emerging 
facts, tested with senior colleagues involved in leading care services in the West of Scotland, 
who have confirmed their support for this, can be grouped around 8 major themes: 

• Our population is changing and so are their care needs - Our population is getting 
older quicker, partially as a result of work we have done to improve how long people 
live. This brings its own challenges as older people generally need more health and 
social care. Particularly of significance is the growth in over 85’s albeit we are seeing 
that life expectancy is remaining flat and for some areas reducing. 
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• We need to improve people’s health – In the West of Scotland we have high levels 
of obesity, smoking, drinking and drug use. There is also widespread poverty in parts 
of the Region. There is strong evidence that these factors contribute significantly to 
people’s need for care, in how long people live and in how many of these years are 
lived in good health. 
 

• Hospital is not always the best place for care – People are currently in hospitals 
who need care that would be better provided outside of hospitals. There is strong 
evidence that people staying in hospital longer than necessary makes them deteriorate 
and lose their independence. In some parts of West of Scotland we lack co-ordination 
of care for people who require multi professional input, particularly those with long-
term conditions, mental health and older people and this also results in unnecessary 
visits or admissions to hospitals. Our care staff in the community do not have access 
to specialised services and this means they have no choice but to refer people to 
hospitals. 

 
• We want to provide the best possible care– There are differences in how we deliver 

care across the region and variation in practice.  It is important that we use the learning 
from each part of the service to support us to deliver the best care models and address 
variation in morbidity and mortality rates. This is partially because our most 
experienced and highly specialised staff are spread too thinly across the West of 
Scotland reducing the experience given to junior staff in the management of complex 
cases that allow them to build up the skills to provide the most appropriate level of 
support in emergency care. Hospitals are also struggling with waiting times for 
operations and treatments. This is in part because due to emergency care pressures 
which can impact on the provision of planned care in the same hospital resulting in 
elective cancellations reducing the capacity available to support planed care. 

 
• We need to use our workforce effectively - There are difficulties in recruiting and 

retaining staff at all levels and settings of care making it hard to provide the best levels 
of care. The age profile of our staffing in some professions and general practice also 
gives cause for concern in terms of maintaining sustainable services. Some local 
organisations already have high levels of vacancies and are using temporary staff 
which is proven to cause clinical risks as well as costing the care services more. 

 
• Our buildings are not fit for purpose– About half of the hospital buildings in the West 

of Scotland need major repair work or replacement that would cost somewhere 
between £1-2.5 billion. At the same time, much of the care that could be provided in 
the community does not have suitable locations or accommodation to provide these 
services. 

 
• Opportunities afforded by technology – Technology has changed many industries 

for the better and there are many opportunities for the West of Scotland to use 
technology to improve our service, both in terms of how we organise and deliver care 
and in the interventions we offer. 

 
• We need to make the best possible use of available health and social care 

funding – This year we expect to have a deficit of £237m across the West of Scotland. 
Whilst some Boards will manage this in 2017/18 we must address the underlying 
issues and transform our service model to deliver quality and sustainable services.  
 
 

In bringing these 8 themes together it is clear that status quo is not an option in 
terms of providing sustainable and safe services across the region.  Leaders of the 
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West of Scotland care systems believe we must make radical changes in how we provide 
care or we will fail our population and our staff.  There is recognition that regional working 
across Board boundaries with our citizens to develop service models that meet the 
populations’ needs is essential. This approach will be important to make most effective 
use of the resources, particularly workforce, if we are to ensure the population have access 
to the appropriate level of care and to use the funding available to best effect.   
 
Evidence from other systems demonstrates the need to have upfront investment to 
support delivering the service transformation.  In considering the way forward the 
region recognises the importance of: developing digitally enabled services to modernise 
how care is delivered; and ensuring adequate capital investment is available to create the 
most effective configuration of facilities across the health and care system to provide the 
right models of care to support transformation. 
 
Recognising the existing governance arrangements and accountabilities of the NHS 
Boards, the Health and Social Care Partnerships/ Integrated Joint Boards and Local 
Authorities, work will be progressed to consider how each of the organisations can work 
effectively together to deliver their local plans but also to optimise the opportunities from 
working regionally to create sustainable care models for the local populations.  To achieve 
this ambition a common purpose has been developed.  The next section sets out what our 
common purpose might be as region to address this case for change. 
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8. Developing the Way Forward 

 

8.1. Shared Vision and Common Purpose 
 

We are working together as a region towards four aims:  

• Improving health and wellbeing;  
• Increasing care and quality; 
• Delivering on finance and efficiency; and  
• Better workplace with a focus on staff. 

In the submission in March, we will set out a shared vision and common purpose for the West 
of Scotland to achieve these aims and directly address our case for change. Our current draft 
of this is: 

 

While we will be united as a region in addressing this common purpose, not all of the work to 
plan or deliver these objectives will be done at a regional level. For example, the Integration 
Joint Boards (IJBs) have primary responsibility for joining up health and social care in their 
communities, while there are national programmes who are planning for shared services 
across the nation. Existing Board Strategies and Health and Social Care Strategic 
Commissioning Plans set out work that will continue to be progressed locally.  This work will 
influence and be influenced by the development of the regional delivery plan. By March we 
will define how this common purpose will be planned and delivered at local, regional and 

Case	for	change Common	purpose

We	will	proactively	engage	people	 to	have	better	lifestyles,	 develop	
independence	 and	self-care.

Design	and	deliver	care	services	me	around	population	 segments	that	are	
closer	to	home,	 particularly	those	that	require	joined-up	 care.

We	will	design	our	future	hospital	services	 around	the	new	and	expanded	
local	services,	with	different	levels	of	service	provided	 in	different	hospitals.

Develop	regional	workforce	strategy,	which	includes	 addressing	key	gaps	
and	the	ability	to	flex	across	region.

Create	regional	estates	strategy	that	makes	best	use	of	existing	estates	to	
support	 out-of-hospital	 and	hospital	care	models	and	determines	
investment	needed.

We	will	design	our	care	around	the	specific	needs	of	individuals	 and	
different	segments	of	our	population	 rather	than	around	existing	
organisations and	services	 (Population	Health	Management).		

We	need	to	improve	people’s	 health

Hospital	is	not	always	the	best	place	
for	care

We	want	to	provide	the	best	possible	
hospital	 care

We	need	to	use	our	precious	
workforce	effectively

Our	buildings	 are	not	fit	for	purpose	

Our	population	 is	changing	and	so	
are	their	care	needs

We	will	make	better	use	of	the	technology	we	have	already	invested	in	and	
make	more	investments	 in	technology	 that	allow	us	to	improve	care	and	
reduce	the	cost	of	the	care	services.

Develop	comprehensive	 regional	plan	that	addresses	 drivers	of	financial	
pressure	(incl.	balance	of	care,	productivity,	workforce,	back-office,	 estates)

Technology	has	changed	but	we	are	
not	taking	full	advantage

We	need	to	make	the	best	possible	
use	of	tax	payers	money
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national levels with a guiding principle that we should be as local as possible and as regional 
as necessary where there is a compelling case for regional or national work. 

 

In developing this plan, one of the challenges will be defining the role of the region in care that 
is delivered outside of hospital. From discussions amongst leaders of the care system we 
believe there will be a regional role in facilitating sharing of best practices, developing common 
and consistent elements of care models across the region, determining how best to ensure 
the money is available to implement these new ways of care, and making sure the IJBs are 
supported with the necessary workforce, facilities and technology to do their work.  

Inevitably there will be tension between organisations within the region as we try to balance 
achieving individual organisation goals and regional goals that may sometimes pull in opposite 
directions. If we are to achieve this common purpose as a region, our service leaders will need 
to role model behaviours that will support the different organisations to work together 
successfully.  Our workshop participants on the 20th identified behaviours they felt would be 
important including trust, respect, acting with principle and integrity, acting collegiately and 
ultimately working for the best interests of all the 2.7m people who live in the West of Scotland. 

8.2. Care Models 
 
In the West of Scotland we intend to develop our future care models in four ways, outlined in 
the exhibit below. 

 
 
Understanding the needs of different segments on the population 

Planning

National

Regional

Local

NationalRegionalLocal

Delivery

• Use	ISD	data	to	have	
fact-based	discussion	
on	population	
segments

• Identify	specific	
patients	and	segments	
to	make	targeted	
interventions	to	care	
plans	and	care	models

• Establishing	clear	
standards	for	safe	
delivery	of	services
- Interdepend-

encies
- Workforce
- Volumes

• Establishing	different	
levels	of	hospital	
services

• Networking	hospitals	
for	sustainable	high-
skilled	services

• Integrated	services	
covering	primary	care,	
community	care,	social	
care,	mental	health,	
access	 to	specialist	
diagnostics

• Services	 integrated	and	
co-ordinated from	
patient	view

• Increased	funding	and	
capacity	outside	
hospital

• Effective	multi-
disciplinary	 team	
working

Understanding	the	needs	
of	different	segments	of	
the	population

Addressing	as	much	care	
as	possible	proactively	
and	locally

Designing	hospital	care	
to	deliver	safe	and	
sustainable	services

Putting	in	place	the	key	
enablers

• Digital
• Workforce	
• Estates
• Organisational

development
• Financial	Allocation	

Model
• Governance
• Communications	&	

engagement
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ISD Scotland have developed data that shows how different segments of the population use 
the care services in very different ways. For example, people with serious mental health needs 
are estimated to cost £19k in hospital care per person per year, people with frailty issues cost 
£11K per person per year while mostly healthy people cost £115 per person per year.  
 

 
 
Individuals and groups of our population clearly have very different needs and we in the West 
of Scotland are committed to organise the system around these different needs. 
 
Addressing as much care as possible proactively and locally 
 
Integration Joint Boards have primary responsibility for this area and are making progress in 
developing and delivering on their plans. At a regional level we are exploring the potential for 
some common elements of care models that can be described regionally and delivered locally. 
For example, one region in England made this offer of local care to its older population with 
complex needs: 
 
• Care planning and navigation – People will be supported to develop a personalised care 

and wellbeing plan. Dedicated professionals from a variety of health and social care 
backgrounds will co-ordinate the care and support from the rest of the multi-disciplinary 
team (MDT) and the wider health, social care and voluntary sector. 
 

• Supporting people to improve their health and wellbeing - Supporting people and 
carers to improve and maintain health and wellbeing by building knowledge and changing 
behaviours through proactive prevention / engagement. 

 
• Healthy living environment – Ensuring a healthy living environment to preserve long-

term health & wellbeing (e.g. falls prevention, housing improvements and alterations). 

In	the	West	of	Scotland	12%	of	the	population	consume	over	55%	of	the	health	
spend	and	80%	of	beddays
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• Integrated health and social care multi-disciplinary team – Providing person-centred, 
coordinated multi-disciplinary care services, wrapped around GP practices and community 
services providing care to people who have personalised care plans based on their needs. 
 

• Single point of access – A number called by the person, the GP, community services 
and acute staff, or indeed any other professional, to support people with their care by 
gaining more efficient, coordinated access to services. 

 
• Rapid response – The ability within an MDT to respond rapidly to people with complex 

needs who are experiencing urgent health or social care needs that left unattended would 
result in a hospital admission. 

 
• Discharge planning and reablement – A pro-active, anticipatory service designed to 

target those people who are medically optimised for discharge, no longer requiring an 
inpatient bed, but still needing some level of care to prevent their health from deteriorating 
and to support their recovery. 

 
• Access to expert opinion and timely access to diagnostics - The ability for primary 

care professionals to access a specialist opinion in the community setting and where 
appropriate, a specialist triage for diagnostics. Access to full and timely diagnostic services 
and diagnostic results will reduce the need for multiple outpatient appointments. 

 
Such a model for anticipatory care could look like the following chart: 
 

 
 
 
It is important to recognise that this type of local care model will require a mix of different 
primary care professionals working as a multidisciplinary team and is in part designed to make 
best and most sustainable use of the GP as the expert generalist to improve outcomes. The 
chart below draws out the range of skills that may be needed. 

Social	
prescribing

Identification	
of	high	risk	
patients

1

Patient	
enrollment
In	CC	program

2

Setting	of	health	
goals	and	care	plan

3

Regular	 review	and	
update	of	care	plan	
with	patient/family

9

Clinical	peer	review	of	
admissions	and	performance	

10

Multi-disciplinary	care	team	
working

Social
worker

Allied	
health	

professional

Mental	
Health

Pharmacist

Care
coordinator

Specialist1

GP2

Navigation	 to	
access	support	
resources

4

Discharge	
planning	and	
coordination

7

Access	to	
specialist	
opinion

8

Integrated	
health	and	
social	care	
team	 in	home

5

Example	flows	of	an	anticipatory	Local	Care	model

1	Specialists	in	both	 inpatient	 or	outpatient	 settings		
2	Includes	primary	care	physicians,	advanced	practice	nurses,	 physicians	assistants
Source:	Carnall	Farrar

Single	point	
of	access
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Response	function

12

Patient
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In the regional workshop, we agreed that we would seek to put a model or models like this in 
place across the West of Scotland recognising that there could be significant variation in how 
we might implement it locally. As a region, we intend to as a minimum: 
 

• Share best practice across Integration Joint Boards 
• Estimate the impact of local care models so that we can design the future need for 

beds 
• Agree on the regional need for investment to make the business case together 
• Ensure the enablers of local care in place, including workforce, technology and 

facilities 
• Communicate to the population of West of Scotland an expectation of what can be 

provided locally and where hospital care is needed.  
 
Designing hospital care to deliver safe and sustainable services 
 
As a region, we have explored taking a tiered approach to hospital care, with clearly defined 
services at each site based on the needs of the population, meeting clinical standards, having 
the minimum volumes needed to build and maintain staff skills, and the availability of skilled 
staff for each specialty.  
 
In practice, this would mean moving low volume specialties around different hospital sites; 
with some higher level hospitals will specialist services. Other hospitals would not have every 
service but would work through networks.  
 
An example of how a tiered approach might look in the acute sector, as well as how some 
care services currently provided in acute may move to other models or setting of care models 
is outlined in the exhibit below. 
 

We	are	exploring	ways	to	strengthen	the	teams	around	GPs,	particularly	for	
population	segments	that	need	coordinated	care	 in	the	community

GP	w/	
Special	

Interest	in
geriatrics

Nurse Peer	
worker

PharmacistCase	
managers

Social	CareDementia	
nurse

Mental	Health	
worker

Allied	
Health	

Professional

Co-
location In	the	

home
Reablement

Multi-disciplinary	 team	model	 for	older	people	with	complex	needs
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In the engagement workshop, it was agreed to explore this approach for the March submission 
and detail the factors and process that would be considered in such a decision, including 
assessing different options for clinical safety, availability of workforce, the amount of time it 
would take patients and families to get to services, capital investment needed, and operating 
costs. 
 

Putting in place the key enablers 
 
To deliver these care models, many enablers will need to be in place. The exhibit below 
outlines our early thinking on the different enablers that will need to be planned for in our 
March plan: 
 

 
 

Taken together, we believe these proposals for designing our care models are consistent with 
the National Clinical strategy, particularly when planning local services around individuals, 
population segments and their communities, and planning hospital networks at the appropriate 
level recognising availability of skilled workforce. 

Home GP Practice Care network Health centre Major acute Elective Hospital
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Illustration	of	region-wide	framework	for	local	and	acute	care	models
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People	will	be	at	the	heart	of	the	system	that	we	are	building,	they	are	our	greatest	asset.	The	new	care	model	will	
require	staff	and	partners	to	work	differently	and	will	also	require	new	roles	to	be	developed.

Training,	upskilling	and	behavioural	change	are	crucial	to	enable	leaders,	professionals	and	teams	to	work	together	
differently	to	deliver	the	new	care	model.

Estates	resources	need	 to	be	understood.	The	new	care	model	will	be	enabled	by	the	creation	of	a	regional	capital	
strategy,	considering	additional	space	required;	 repair,	repurposing	or	disposal	of	existing	space.	Exploration	of	
estate	and	infrastructure	for	both	health	and	local	authorities	will	be	essential	to	optimise use	of	facilities	and	
capital	funding	investment.	

The	new	care	model	will	need	to	be	enabled	by	integrated	patient	data	to	allow	clinicians	and	care	professionals	to	
plan,	and	deliver	the	care	needed	 for	our	population.	Information	is	also	crucial	to	enable	long	term,	innovative	
solutions	and	drive	productivity	 improvements.

The	current	financial	models	and	service	level	agreement	arrangements	across	organisations	within	the	region	
require	to	be	reviewed	as	they	contribute	 to	the	fragmentation	in	the	system,	and	do	not	support	 integrated	
population	based	care.	A	new	approach	 is	needed	to	align	organisations	around	a	common	purpose,	provision	of	
services	across	the	region,	nurture	collaboration,	drive	cost	savings	and	support	 system-wide	decision	making.

Governance
To	support	 the	integrated	system	and	achieving	a	shared	vision,	appropriate	governance	is	essential	to	enable	the	
organisations to	work	together	effectively	as	the	system	transitions	into	a	new	delivery	model.	This	will	require	
clear	roles	and	responsibilities,	with	engagement	from	the	right	stakeholders.	

The	public	and	staff	need	to	be	engaged	throughout	and	consulted	appropriately.	A	detailed	and	robust	internal	and	
external	communications	and	engagement	plan	is	required,	backed	up	by	 the	resources	to	execute	it.	

Comms and	
engagement

1

2

3

4

5

6

7
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9. West of Scotland Structure and Planning Approach to Deliver the Regional Plan 

 

To deliver our regional plan by end-March, we have developed a workplan that covers: 

• Governance 
• Building the regional team 
• Communications and engagement 
• Designing the care models 
• Understanding enablers required 
• Setting the financial framework 

 

This work and the timeline is illustrated below and detailed further in the rest of this section.

 

 

9.1. Governance 
 

We are putting in place the following governance arrangements: 

Ø NHS Board Chairs form an assurance and scrutiny group. It is anticipated that this 
group will develop to include representation from IJB chairs. 

Ø West of Scotland Health and Social Care Delivery Group. This group is chaired by the 
Regional Implementation Lead. Membership includes CEOs, Chief Officers, 
Partnership, Employee Director Rep, and leads for Nursing, Medical, HR. We are also 
engaging with COSLA/SOLACE on including representation from Local Authorities. 

Ø We are exploring the establishment of a Clinical Board/Senate whose scope could 
include: 1) deepening and owning the case for change, 2) providing clinical input into 
care model decisions and 3) providing clinical leadership to the process and signal 
clinical backing of the regional work. 
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9.2. Building the regional team 
 

Developing the plan and preparing for implementation is going to require building a regional 
team to support this, the scale of which will depend upon the final scope of work agreed for 
the region.  

The overall effort will be led by the Lead Chief Executive (John Burns) and the Director of 
Regional Planning (Sharon Adamson). We will be mobilising 5 strategic work streams led by 
a Chief executive or joint leadership with a Chief Officer to develop detailed plans for each 
area: 

o Population Health 
o Planned and Cancer Care 
o Urgent and Emergency Care 
o Local care 
o Shared Services (including links to National Work e.g., Once for Scotland) 

Supporting this work is a number of enabling work groups: 

o Finance  
o Workforce  
o Estates and Capital 
o Digital  
o Communications and Engagement 

The chart below maps out our current thinking on the arrangement of governance and 
workstreams for the West of Scotland: 

 

Furthermore, there is work underway from the previously agreed regional priorities that will 
continue and will inform the new regional delivery arrangements, including reviews of: 

o Urology 
o Ophthalmology 
o Trauma and Orthopaedics 
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o Major Trauma 
o Maternity and Neonatal 
o Systemic Anti- Cancer Therapy Provision 
o Interventional radiology 

 

9.3. Communications and Engagement 
 

All of the areas outlined above need to inform the change in conversations across the system 
with the public, with the various staff involved, the different organisations and the roles that 
we all need to play in achieving this, thereby setting the expectations of how we will behave 
and act to encourage success. 

There has been considerable engagement work undertaken by the Health and Social Care 
Partnerships in developing their Strategic Commissioning Plans. Engagement findings from 
the National Clinical Strategy and through the National Conversations work also offer views 
that can inform the approach we are taking and can be built upon as we develop the regional 
delivery plan.   

Critical to success is describing the functional relationships required to progress this and 
achieve success, recognising the importance of conversations rather than plans in driving 
change.  As part of this we need to provide an environment that supports the enacting of 
change. 

Initial Engagement will look at: 

• Developing and sharing key messages around regional planning and the case for 
change; considering what Scottish Government will lead and what will be regional 
and local  

• Ongoing Engagement 

– Identifying key stakeholders – internal and external, targeting our approaches 
to support different stakeholders needs 

– Setting out the messages around the population health need, considering 
service models and the views of the public on service requirements 

– Setting out the emerging thinking on the future service models and 
implications to provision 

 
9.4. Designing the Care Models and Understanding the Enablers Required 
 

As outlined in section 8.2 above we believe there are four elements to designing 
interventions that will be transformative and allow us to meet our four aims as a region: 

• Understanding the needs of different segments of the population (both now and how 
it will change over time) in order to identify those that need targeted interventions to 
care models. 
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• Addressing as much care as possible proactively and locally in primary, community 
and social care. 

• Designing our acute and community hospitals around the need for safe and 
sustainable acute care following the local care intervention. 

• Putting in place the enablers to allow these interventions to be successfully 
implemented. 

We have quite rich data from ISD around population segmentation and are working with 
public health colleagues on a population needs assessment for the region. Based on this 
work, we propose to do a quick effort to prioritise population segments where we would look 
for better care models to improve their care. 

We will then look to produce with IJB colleagues, informed by their existing plans as well as 
local and international best practice, the common elements of local care models that the 
population of the West of Scotland can expect to be delivered by IJBs. We expect to have by 
end-March a clear description of how local care models will be experienced by people in the 
West of Scotland, an analysis of activity shifts between acute and local care, a business 
case for the system from these investments, as well as an implementation plan for these 
models of care. 

In parallel with this local care model work, we will be building activity and financial models 
that will allow us to understand the implications of local care models on the bed 
requirements and service configuration in the acute sector. By end-March, we expect to 
have a view on what this will mean in terms of: 

o Centres of excellence, particularly for low-volume, high-complexity care 

o Organisation of elective and emergency services 

o A model for different levels of hospitals and the services they will provide 

o An alternative model for providing excellent urgent and emergency care 

When designing care models, we will also develop a view on the implications for enablers of 
these care models, including:  

• The implications for estates and infrastructure across the public services, including how 
best to use the existing estate across hospital sites, primary care and social care. 

• Understanding the skills and competencies, as well as numbers, of staff required to 
support the emerging models, creating a position to influence training and education for 
the future. 

• Understanding of how the future developments in technology might influence the care and 
models required to better inform the planning beyond 2025 and the potential impact on the 
different parts of the system.  This will consider the opportunities digital health offers, 
linking with national work. 
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9.5. Setting the financial framework 
 

In parallel with the care model work, we intend to build a regional financial framework that 
will: 

1) set out the current baseline for the region and the do nothing scenario over a longer 
period than we have currently projected. 

2) allow us to model the impact of care model interventions and changes to key revenue 
and cost assumptions. 

3) Determine a different approach to the finance models to support more effective cross 
system working 

4) outline the business case for interventions at a locality level, board level and regional 
level. 
 

10. Next steps  

With the other regions and the National Boards, we have identified a set of next steps that 
we should also address collaboratively which the national boards will lead to support the 
development of the regional delivery plans. 

10.1. Collaborative Contribution from the National NHS Boards 
 

As part of developing our regional delivery plans we will also consider the services, functions 
and support that are best delivered on a national basis; and which can contribute towards 
the management of demographic financial and workforce pressures.  To that end we will 
work closely with the National Boards over the next few months to refine, develop and 
prioritise the initial propositions that they have set out.   

10.2. Service Transformation – Demand Management 
 

With NHS24 and the Scottish Ambulance Service we will develop plans to 

• implement, at scale, the proposals for practice level GP Triage 
• reduce the volume of out of hour callers to NHS24 and 999 callers requiring further 

support from primary and secondary care;  
• develop a triage service for return appointment patients and outreach telehealth 

clinics; 
• roll out computerised CBT and improved pathways for those contacting NHS24 and 

the Scottish Ambulance Service in mental distress. 

10.3. Supporting Recruitment, Retention and Improving the Employment Experience 
 

We will work with NES, NSS and others to co-ordinate national and international campaigns 
to promote careers in health and care in Scotland and to link careers advice and marketing 
support to the new NHSScotland national recruitment system. 

We will also continue to work to improve the employment experience for all our workforce; 
including rolling out the arrangements to reduce the number of employers of Doctors and 
Dentists in Training. 
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We will work with NES, NSS, SSSC, the Care Inspectorate and others to develop an 
accessible, user designed data platform which provides access to data on the existing and 
the ‘in-training’ workforce and to analytical tools which can help to inform the development of 
different workforce scenarios supporting local, regional and national planning. 

10.4. Digital Transformation 
 
It is essential that we transform our digital landscape to enable the public and healthcare 
staff to access information, resources and services from smart phone technology in the 
same way as they access retail, transport, and similar services in other spheres of their lives.  
Part of the work we will progress is to ensure that we can use technological advances in 
robotics and artificial intelligence to meet the challenges that face us now, and in the future. 

Working with the National Boards we will seek to create clarity about technical and usability 
standards that will support intuitive applications that are capable of delivery across 
boundaries and which support the scale up and spread of proven innovations to ensure the 
benefits of technology are accessed across the whole system at pace. 

10.5. Once for Scotland 
 

We will continue to work with the National Boards to develop new models of delivery for 
services such as procurement, radiology, aseptic pharmacy, laboratories and clinical 
engineering. 

We will also work with the National Boards to implement the strategy for NHSScotland 
Business Systems, which is predicated on moving to Cloud based, Software as a Service 
models for a joined up approach to Finance, HR and Payroll (moving away from legacy 
systems and from managing these systems in individual silos).  This will provide a core 
infrastructure which will facilitate the development of shared business services in our 
regional structures.   
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11.  Statements of Intent 

In advance of the submitting the regional delivery plan in March 2018, we intend to: 

1. Develop and publish a clinical case for change. 

2. Come together as regional leaders of our health and care system and set out a 
comprehensive programme to deliver our vision and common purpose. 

3. Develop a region-wide planning process that will describe what will be planned and 
delivered by whom at national, regional and local level. 

4. Assess the care needs of our population, taking into account the different needs of 
individuals and segments of the population. 

5. Develop local care models for the highest priority population segments and model the 
impact of these interventions on future acute capacity requirements. 

6. Develop a stratified model of local and acute care setting out the different levels of service 
provision in the different facilities across the region; understanding the implications for 
future service configuration. 

7. Hold engagement sessions with our population, frontline staff and policy-makers to inform 
them of the regional delivery plan and allow them to shape and coproduce it with us. 

8. Develop a view of the impact of this plan on the future capital investment requirements for 
the region, including hospital and out-of-hospital infrastructure. 

9. Assess the impact of this plan on our workforce and outline our future workforce strategy; 
informing future training and education requirements. 

10. Evaluate the impact of the implementation of this strategy on finance and activity and 
outline a financial plan to support implementation. 
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Appendix 1 

Population Health Needs Assessment Summary Information     

 

Understanding the Population 

A Health Needs Assessment for the West of Scotland is currently being progressed; a 
significant number of analyses have been identified and undertaken which will support the 
work over the coming months to consider the service model and provision for health and 
care services for the region.  Beyond the work to consider the population age, gender 
deprivation levels and the implications of this both in relation to health and social care 
provision, use and funding levels, work is considering the use of services, life expectancy 
and health outcomes; reviewing the trends in this over the last decade or longer.  

 

Population Needs Assessment:  Emerging Findings 

• West of Scotland has some of the council areas with the highest proportions of oldest 
residents in terms of population percentage over 65; as a whole it differs significantly 
from the Rest of Scotland (RoS) by having a slightly greater percentage of young people 
aged 0-15 years and a considerably smaller percentage of the very elderly aged 90+ 
(appendix Table1).  

Table1:    Age  distribution  for  a  recent  year,  2016,  for  Scotland,  NWoS,  RoS,  and 
component areas of the NWoS. Source: NRS.  
 

   % of population by age group 

   0‐15 yrs  16‐64 yrs  65+ yrs  75+ yrs  90+ yrs 

Scotland  16.9%  64.6% 18.5% 8.2%  0.76% 

GG&C  16.7%  66.8% 16.4% 7.6%  0.72% 

FV  17.4%  64.1% 18.5% 8.0%  0.70% 

Lan  18.0%  64.3% 17.7% 7.6%  0.59% 

D&G  15.8%  59.5% 24.7% 11.0%  0.98% 

A&A  16.8%  61.5% 21.7% 9.4%  0.85% 

A&B  15.2%  60.1% 24.7% 10.7%  0.99% 

NWoS  17.0%  64.6% 18.4% 8.2%  0.73% 

RoS  16.9%  64.5% 18.6% 8.2%  0.79% 

RoS/NWoS ratio  99.1%  99.9% 101.1% 100.6%  108.9% 

NWoS/NoS ratio  100.9%  100.1% 98.9% 99.4%  91.8% 
 

• It also has most of the most deprived council areas in terms of summary SIMD score 
(Glasgow city, West Dunbartonshire, Inverclyde, Renfrewshire, North Lanarkshire, East 
Ayrshire) and the bulk of the population residing in the most deprived deciles and 
quintiles. Appendix Table 2 and Figure 1. 
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Figure 1: Map of Scotland, showing the three regions and the distribution of 2016 SIMD 
quintiles, by datazone. Source: P Barton, NHS GG&C. 
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Table 2:   Distribution of the Scottish population by SIMD decile and region using  ISD 
weighted population. All  figures are based on SAPE 2016 and SIMD 2016. Source: M 
Grimmer, NHS GG&C. 

 

Total Population  Percentage of Area Population 

Decile 
East 

Scotland
North 

Scotland 
West 

Scotland Scotland
East 

Scotland
North 

Scotland 
West 

Scotland Scotland

1 (most 
deprived)  72,238 47,996  420,087 540,321 5.3 3.7  15.4 10.0

2  121,262 64,881  352,690 538,833 8.9 5.0  12.9 10.0

3  137,275 93,302  307,082 537,659 10.1 7.1  11.3 9.9

4  136,167 110,211  292,832 539,210 10.0 8.4  10.7 10.0

5  142,166 145,656  249,297 537,119 10.4 11.1  9.1 9.9

6  131,921 167,475  241,106 540,502 9.7 12.8  8.8 10.0

7  141,408 198,350  204,901 544,659 10.4 15.1  7.5 10.1

8  120,668 191,247  230,667 542,582 8.8 14.6  8.5 10.0

9  139,257 149,726  254,340 543,323 10.2 11.4  9.3 10.1

10 (least 
deprived)  222,498 141,446  176,548 540,492 16.3 10.8  6.5 10.0

Total  1,364,860 1,310,290  2,729,550 5,404,700 100.0 100.0  100.0 100.0

 

 

• Both social deprivation and agedness of the population place major demands on the 
health and care systems.  Analysis of the SMR01 dataset for hospital activity shows that 
the elderly, who are also deprived, are particularly high users of unscheduled services 
and considerably outnumber the elderly affluent in key board areas such as GG&C. 

• The challenges of equitable service uptake and provision, based on need rather than 
demand in a geographic area that also has considerable sized areas of affluence, results 
in smaller National Resource Allocation Committee (NRAC) and Scottish Allocation 
Formula (SAF) shares for hospital & community services and GMS services, 
respectively.  The challenge to meet the level of the need with the level of the service 
provided will exacerbate the falling historical and projected crude population share of the 
region as whole and those of the WoS health boards individually to ensure a 
considerable drop in the equivalent target shares to 2039.  Figure 2 shows the projected 
population estimates for the WoS and the RoS  and Figure 3 shows the falling crude 
population share for the WoS and the rising crude population share for the Rest of 
Scotland).  The WoS is projected to expand only modestly over the next 20 years 
whereas the percentage rise in the population of the Rest of Scotland will be 6 times 
greater.  ASHD of the SG has agreed to our request to calculate all NRAC parameters, 
including historical and projected target shares, for the WoS, EoS and NoS. 
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Figure 2:   Projected populations for the NWoS and the RoS, between the baseline, 
which was 2014, and 2039. Source: NRS. (Breakdown by Board available) 
 

 

 

Figure 3: Historical (solid line) and projected (diamond datapoints) for the New West 
of Scotland Region and the Rest of Scotland (NoS/EoS), 1991‐2039. Source: NRS 
Scotland. (Breakdown by Board available) 

 

 

       

• Plateauing of the life expectancy at birth is seen for Scotland as a whole, which is 
particularly clear for Scottish males (see red arrow in Figure 4), and evidence of 
unexpected downward shifts in the life expectancy trajectory are visible in some areas 
within the WoS region (see downward red arrows in Figure 5, which relates to females, 
which are unprecedented in scale or duration over the entire study period).  

• Life expectancy for those who reach 85 years of age appears to have declined since 
2009/11, for both genders, but particularly for females (Figure 6). This drop appears to 
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have occurred earlier for D&G males (after 2009), after 2011 for Lanarkshire males and 
very recently for A&A, FV and GG&C males (Figure 7). 

 
Figure 4: Life expectancy at birth for Scottish males and females, 2000/2 to 2013/15.  Y 
axis truncated. Source: NRS Scotland. 
 

 

 

Figure  5:  Life  expectancy  at  birth  for  females  by  area,  2000/2  to  2013/15.    Y  axis 
truncated.  Source: NRS Scotland. 
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Figure 6:  Life expectancy at age 85 years  for Scottish males and  females, 2000/2  to 
2013/15.  Y axis truncated.  Source: NRS Scotland.  
 

 

 
Figure 7:  Life expectancy  at 85  years  for males by  area, within  the WoS, 2000/2  to 
2013/15.  Y axis truncated.  Source: NRS Scotland. 

 

 

 

• Furthermore, when the life expectancy of Scots who reach 65 years of age are 
categorised using the urban rural classification, some trendlines appear to experience a 
lengthy plateau including those living in accessible and remote small towns, but also the 
lines for those living in large and other urban areas, as shown for females at age 65 
(Figure 8).  This raises the possibility that some of the drop in life expectancy in A&A and 
D&G as a whole is due to a stalling of LE in older people in accessible (more recent) and 
remote small towns (after 2004-6). It is interesting to note that the LE is highest and still 
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rising for females at age 65 who live in both rural remote and rural accessible areas, 
suggesting a self-selection effect. 

Figure 8: Life expectancy at 65 years, for females, by urban rural classification.  Y axis 
truncated.  Source: NRS Scotland. 
 

 

 

 

Nevertheless, any advantage conferred by being elderly and living in rural Scotland 
appears to diminish for those males in Scotland who reach 85 years of age as shown in 
Figure 9.  There appears to be a prolonged stalling of the previous rise in LE for males at 
age 85 years living in rural remote areas after 2007-9, despite 7 years of steady 
improvement. 

Figure 9:  Life expectancy at 85 years, for males, by urban rural classification. Source: 
NRS Scotland. 
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– the role of the recession in 2008 and exacerbated by recent austerity measures, 
mediated by 

– life style related diseases which include the effects of the high prevalence of 
obesity, the rising prevalence of Type 2 Diabetes, the stalling decline of smoking 
prevalence, the contribution made by the rise in alcohol-related deaths, etc  

–  the relative level of investment in health and social care,  

– as well as the current organisational model that may hinder the achievement of 
optimal efficiency of the current use of resources, 

– falling access to primary and secondary health services, and social care, for 
some sections of the population in both remote/ rural areas and urban areas, as a 
result of centralisation of acute hospital services, closure/downgrading of 
community hospitals, falling access to a GP principal who knows the patient (loss 
of continuity in primary care).  

All of these threaten to reverse the progress made by improving structural determinants 
of health over the past century and increased health service provision over the past 15 
years. 

• Consistently clear improvements in most health parameters, lesser degree of 
deterioration, and preservation of, or improvement in, the relative position in the national 
health league table, are being seen for the residents of the most deprived health board in 
the West of Scotland, namely Greater Glasgow & Clyde, in terms of standardised death 
rates from all causes, and standardised mortality ratio for all causes (Figure 10), SMR for 
cancer mortality for all types (Figure 11a), and specifically for the commonest cause of 
death, namely heart disease (see Health Needs Assessment report).   

• Despite having less social deprivation than GG&C, Lanarkshire’s relative position in the 
standardised mortality (all causes) league table has worsened somewhat in recent years 
(Figure 10 in Appendix) and its relative position in the cancer mortality league table for all 
types combined (Figure 11b) and for lung cancer in females has also worsened (Figure 
14).   

• Perhaps more surprisingly, more rural areas in the West of Scotland, even those 
characterised by relative affluence such as Dumfries & Galloway (Figure 11c) and Argyll 
& Bute (Figure 11d), have unexpectedly lost ground and those with historical health 
deficits, such as parts of Ayrshire & Arran (Figure 11e), appear to have deteriorated 
further in very recent years.  Age/sex standardised death rates (all causes), standardised 
mortality ratios (all causes of death), and/or SMR for cancer (all types combined)  appear 
to be rising in recent years, for these three board/council  areas, the starting points of the 
rises varying with the area.  Even the more affluent Forth Valley, appears to have lost 
ground with respect to its relative position in the cancer (all types) SMR league table, 
since its enviable position before 1990 (Figure 11f).   
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Figure  10:    Trends  in  standardised  mortality  ratios  (all  causes  of  death)  for  the 
component parts of the NWoS, 2000 to 2016.  Source: NRS Scotland. 
 

 

 

Figure 11:  Trends in standardised mortality ratios for cancer (all types combined) for 
the component parts of the NWoS, 2000 to 2016.  Source: NRS Scotland. 
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c) D&G 

 

 

d) A&B 

 

 

e) A&A 
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f) FV 

 

 

• For Argyll and Bute males, the age/sex standardised death rate for lung cancer actually 
increased between 2008 and 2015, at a time when most observers are seeing dramatic 
declines in such deaths throughout the western world.  By 2015, it had reached the 
national rates, something it had only achieved once before in 26 years (Figure 12). 

 

Figure  12:  Trend  in  age/sex  standardised  lung  cancer mortality  per  100,000  person 
years,  in Argyll and Bute males, using  the European Standard Population  (2013), by 
year, 1990‐2015. 
 

 
 

• For Lanarkshire females, the age/sex standardised death rate for lung cancer  increased 
more rapidly than did the Scottish rates such that by 2015, there was a 10.0 point gap 
opening up between the two trends (shown with the red arrow) (Figure 13).  Meanwhile, 
GG&C females managed to reduce this gap slightly over this time period, emphasising 
that GG&C either held its ground or improved on it and rarely lost ground regardless of 
the parameter under study.  This converging picture for GG&C vs Lanarkshire, with 
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respect to lung cancer mortality in females, is highlighted in Figure 14.  By 2015, their 
lines are coming close to touching for the first time (red circle in Figure 14). 

Figure  13:  Trend  in  age/sex  standardised  lung  cancer mortality  per  100,000  person 
years, in Lanarkshire females, using the European Standard Population (2013), by year, 
1990‐2015. 

 

 

 

Figure 14: Trend  in standardised mortality ratios for  lung cancer  in females for GG&C 
and  Lanarkshire,  showing  the  relative  position  compared  to  the  national  average 
(100% for Scotland) by year, 1990‐2015. 
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as described above) and a flat or perhaps slightly  improving trajectory for the RoS.  
Identifying what happened after 2001 to cause this worsening relative picture for 
cancer mortality in 5 of the WoS areas under study is an important aim of the health 
needs assessment and therefore of any regional plan aimed at improving the 
targeting and efficiency of service provision (Figure 15).    
 

Figure 15:   Trends  in standardised mortality ratios for cancer (all types combined) for 
the NWoS and the RoS, 1990 to 2015.  Source: ISD Scotland. 

 

 

 
 The only part of the WoS that has improved on virtually every parameter examined is 

GG&C, well studied for its concentrated social deprivation, and the two obvious 
mitigating factors to consider are its ability to attract economic investment and its 
ready access to/supply of health care.  The one parameter that showed some loss of 
ground in GG&C was the age/sex standardised mortality rate for all causes 
combined, which rose by 2.6% between 2011 and 2016.  However, the equivalent 
rises for the West of Scotland and Rest of Scotland as  whole were 4.7% and the 
2.1%, suggesting that GG&C behaved more like the Rest of the country (the east half 
of the country) than its immediate neighbours in the west side of the country .  In 
contrast, the equivalent percentage rises for FV, A&B, D&G, A&A and Lanarkshire for 
the same 5 year time period were, in decreasing order, 9.2%, 7.4%, 6.7%, 3.8% and 
3.6% respectively.  The actual trends for the four rural areas that experienced higher 
percentage rises after 2011 are shown in Figure 16. 
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Figure 16: Trend in age/sex standardised death rate per 1,000 population, FV, D&G and 
A&A,  both  genders  combined,  using  Scotland  as  the  standard  population,  by  year, 
1991‐2016. 

 

 

 

 

• Extensive analysis (pending) of routinely collected data on the prevalence, incidence, 
mortality and hospitalisation for both coronary heart disease and all heart disease 
combined suggests a similar picture, although with ongoing improvements in both 
GG&C and Lanarkshire and recent small deterioration in the other rural areas under 
study. The other finding of note is that the overall decline in incidence and mortality 
for cardiovascular disease in both the WoS and the RoS is only accompanied by a 
fall in hospitalisation in the RoS.  Although higher rates of hospitalisation in the WoS 
are in keeping with its greater level of social deprivation, a trajectory that is travelling 
in the opposite direction, ie rising, is difficult to justify. 

• Hospital admission rates, for all ICD10 codes (all illnesses and diseases) and types 
(emergency, elective inpatient and elective day case) are observed to be higher in 
the West of Scotland than in the Rest of Scotland, based on the crude rates (Figures 
17 to 19).   The trends are rising for both halves of the country for emergency and 
elective day case but falling overall for both halves of the country for elective 
inpatient, in keeping with national directives to move to day case activity. The 
divergence in the trend lines between the WoS and the RoS over time was greatest 
for emergency admissions.   The temporary plateau in rates for elective inpatient in 
the RoS between 2011/12 and 2014/15 (Figure 19) was matched with a clear rise in 
the WoS, which will have exacerbated the ongoing rise in emergency admissions in 
terms of pressure on what are declining bed numbers. 
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Figure 17:  Emergency inpatient admissions:  Crude rate per 100,000 population for 
NWoS, RoS and Scotland. Source: ISD Scotland. 
 

 

 

Figure 18:  Elective day case activity:  Crude rate per 100,000  population, for NWoS, 
RoS and Scotland. Source:  ISD Scotland. 
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Figure    19:    Elective  inpatient  admissions:    Crude  rate  per  100,000    population,  for 
NWoS, RoS and Scotland. Source: ISD Scotland. 
 

 

• Furthermore, within the WoS there is considerable variation in rates of emergency 
inpatient admission with the range expanding significantly over the past 15 years 
(Figure 20).  Work is underway to age, sex, deprivation adjust this position to assess 
the level of over utilisation in the WoS.   This poses several questions - does the 
proximity to hospital facilities encourage access particularly where they are relatively 
well provided for in terms of A&E sites, hospital beds and consultant provision?  Are 
there historical cultural factors that lead to increasing dependency on A&E services 
leading to higher reliance on emergency inpatient admission?  Does falling provision 
of GP principals, and related continuity of care, in primary care have an impact on 
use of unscheduled hospital care.  Do redirection policies at A&E make a real 
difference to the use of unscheduled care? 

 
Figure 20:   Emergency  inpatient admissions:   Crude  rate per 100,000 population,  for 
Scotland and the 6 study areas within the NWoS. Source: ISD Scotland. 
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• Although the use of elective care varies to a lesser extent within the WoS, based on 
crude rate trends (Figures 21 and 22), additional questions are raised about why 
some health board and council areas within that region have such high rates and 
others have such low rates, even after standardisation for age, sex and deprivation 
(based on fully adjusted analyses for 2016/17 and age/sex standardised analyses 
using European standard population for 2013, analyses pending).  Why are FV 
elective day case rates static and equivalent A&A rates falling over time whilst those 
of the other areas tend to be rising (Figure 21)?  Why are A&B rates for elective 
inpatient admission, though falling, so much higher than elsewhere in the WoS and 
can this excess be legitimately attributed to its remoteness and rurality, its agedness 
and the level of deprivation it conceals in its rural neighbourhoods (Figure 22)? 

 
Figure 21:  Elective day case activity:  Crude rate per 100,000 population for Scotland 
and the 6 study areas within the NWoS. Source: ISD Scotland. 
 

 

Figure  22:    Elective  inpatient  admissions:    Crude  rate  per  100,000  population  for 
Scotland and the 6 study areas within the NWoS. Source: ISD Scotland. 
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These largely unexplained variations require to be explored with a view to better 
understanding the drivers of consumption of hospital care and the degree to which current 
provision is meeting, or indeed exceeding, the needs of the residents of the WoS Region.  
To ensure that the limited resources available are used equitably, that is, determined by 
genuine need, and fairly distributed against both geographical and socio-economic 
gradients, it will be important to consider the service provision and service uptake across the 
region. 

 

 



Appendix 2: Demand and Activity 

This paper sets out supporting information contained within the West of Scotland 
Submission.  This work was prepared by J Gomez. 

General Practice 

 

 Between 2006 and 2017 the number of patients registered with a West of Scotland 
GP increased by 3.5 per cent, from 2,725,912 to 2,820,944. 

 This represents an average annual increase of 0.3 per cent. 
 At the same time the proportion of patients aged 65+ years have increased by 12.9 

per cent, an average annual increase of 1.1 per cent. 
 ISD have estimated that per annum there would be approximately 7,908,000 GP 

consultations and 3,799,000 Practice Nurse consultations with 56,245,994 
prescriptions dispensed. 

 

 

 

 

 

 

 

 

 



 

Emergency Care  

Emergency Department Attendances 

 

 

 Between 2008/2009 and 2016/2017 the number of New Emergency department 
attendances decreased by 1.4 per cent, from 869,960 to 858,059, since 2014/2015 it 
has decreased by 3.1 per cent. 

 This represents an annual average of a 0.2 per cent decrease. 
 The percentage of patients meeting the four hour standard decreased by 5.3 per 

cent, reducing from 97.6 per cent in 2008/2009 to 92.6 per cent in 2016/2017. 
 The West of Scotland population indirectly standardised for age, gender and 

deprivation to Scotland suggests that in 2016/2017 the West of Scotland population 
attended Emergency Departments 7.8 per cent more than expected. 

 

 

 

 

 

 

 

 



 

Emergency Admissions 

 

 Between 2008/2009 and 2016/2017 the number of emergency admissions increased 
by 15.7 per cent, increasing from 286,478 to 331,318, since 2014/2015 it has 
increased by 3.3 per cent.. 

 Emergency admissions with a stay of one day or longer increased by 5.1 per cent 
whilst short stays with no overnight stay increased by 71.8 per cent. 

 Zero stay admissions accounted for 15.8 per cent of all emergency admissions in 
2008/2009 increasing to 23.4 per cent in 2016/2017. 

 The West of Scotland population indirectly standardised for age, gender and 
deprivation to Scotland suggests that in 2016/2017 the West of Scotland population 
were admitted as an emergency 6.3 per cent more than expected. 

 In 2016/2017 the case mix adjusted average length of stay was 0.96 which was 0.02 
better than NHS Scotland. 

 The emergency re-admission rate within 7 days in 2016/2017 was 4.7 per cent 
compared to NHS Scotland at 4.8 per cent and within 28 days it was 10.1 per cent 
compared to NHS Scotland at 10.4 per cent. 

 Emergency admissions are projected, based on demographic changes alone, to 
increase by 3.3 per cent (11,250 admissions) by 2020, 8.3 per cent (26,135 
admissions) by 2025 and 18.2 per cent (57,494 admissions) by 2035. 

 

 

 

 

 



 

Elective Care 

Additions to Waiting Lists 

 

 Between 2013/2014 and 2016/2017 the number of additions to the new outpatient 
waiting list has increased by 3.0 per cent from 892,805 to 919,244 

 This represents an average increase of 1 per cent. 
 Patients on the outpatient waiting list have increased by 27.2 per cent from 125,053 

in March 2014 to 159,018 in March 2017.  Over sixty per cent of this increase 
occurred in the past year. 

 The number of additions to the inpatient or day case waiting list decreased by 9.7 
percent, from 219,371 in 2013/2014 to 198,080 in 2016/2017. 

 This represents an average annual  3.3 per cent decrease 
 Patients on the inpatient or day case list have increased by 37.2 per cent from 

24,348 in March 2014 to 33,408 in March 2017.  The increase is spread more 
regularly across the period than the increase in the outpatient waiting list. 

 

 

 

 

 

 

 

 



 

Outpatient Attendances 

 

 Between 2008/2009 and 2016/2017 the number of new outpatient attendances at 
consultant led clinics (excluding psychiatry)  increased by 12.1 per cent, increasing 
from 638,212 to 715,441, since 2014/2015 it has decreased by 2.5 per cent.  Over 
the same period return outpatient attendances decreased by 14.6%. 

 The West of Scotland population indirectly standardised for age, gender and 
deprivation to Scotland suggests that in 2016/2017 the West of Scotland population 
attended an outpatient appointment 1 per cent more than expected. 

 The percentage of outpatients seen within 12 weeks in 2016/2017 was 83.2 
compared to NHS Scotland at 81.5 per cent. 

 In 2016/2017 the new outpatient DNA rate was 10.3 per cent compared to NHS 
Scotland which was 9.4 per cent., the DNA rate for return outpatients was 7.1 per 
cent for West of Scotland and 8.7 per cent for NHS Scotland. 

 The return to new outpatient ratio in 2016/2017 was 1.8 compared to 2.0 for NHS 
Scotland 

 Outpatients are projected, based on demographic changes alone, to increase by 1.9 
per cent (14,222 attendances) by 2020, 4.1 per cent (31,105 attendances) by 2025 
and 7.4 per cent (56,473 attendances) by 2035. 

 

 

 

 

 

 



 

Elective Admissions 

 

 Between 2008/2009 and 2016/2017 the number of day cases increased by 15.1 per 
cent, increasing from 233,984 to 269,386, since 2014/2015 it has increased by 0.3 
per cent.   

 Between 2008/2009 and 2016/2017 the number of elective inpatients decreased by 
19.2 per cent, decreasing from 99,530 to 80,437, since 2014/2015 it has decreased 
by 11.2 per cent.   

 The West of Scotland population indirectly standardised for age, gender and 
deprivation to Scotland suggests that in 2016/2017 the West of Scotland population 
were admitted as a day case 16.5 and as an elective inpatient 3.6 per cent more than 
expected. 

 The percentage of day case or inpatients seen within 12 weeks in 2016/2017 was 
87.7 compared to NHS Scotland at 87.4 per cent. 

 In 2016/2017 the BADS day case rate was 87.0 per cent compared to NHS Scotland 
which was 85.4 per cent.  The overall day case rate for West of Scotland Region was 
77.0 per cent and for NHS Scotland 73.9 per cent. 

 In 2016/2017 the case mix adjusted average length of stay was 1.03 which was 0.04 
poorer than NHS Scotland. 

 Day case and elective admissions are projected, based on demographic changes 
alone, to increase by 3.3 per cent (11,835 admissions) by 2020, 6.9 per cent (24,601 
admissions) by 2025 and 12.0 per cent (42,815 admissions) by 2035. 

 

 

 

 



 

Bed Days 

 

 Between 2008/2009 and 2016/2017 the number of bed days decreased by 6.2 per 
cent, increasing from 2,597,377 to 2,478,550, since 2014/2015 it has decreased by 
5.3 per cent.   

 The West of Scotland population indirectly standardised for age, gender and 
deprivation to Scotland suggests that in 2016/2017 the West of Scotland population 
used 3.2 per cent more bed days than expected. 

  During the period between 2008/2009 and 2016/2017 the average available staffed 
bed decreased by 8.7 per cent. 

 Bed days are projected, based on demographic changes alone, to increase by 7.2 
per cent (178,931 days) by 2020, 16.1 per cent (390,837 days) by 2025 and  36.5 per 
cent (884,006 days) by 2035. 

Activity and Costs for Cohorts of Patients 

 



 Four cohorts, High Complex, Adult Majors, Frailty and End of Life account for 19.1 
per cent of individuals but 60.6 per cent of costs and 68.8 per cent of bed days.  



 
 

Appendix 3 

 

 
 
 

West of Scotland 
 

Developing a Regional 
Workforce 

 
 
 
 
   



2 
 

1. Introduction 
 
West Region Workforce size and scope 
 
The NHS West Region employs approximately 62,630 WTE (72,619 headcount) NHS 
staff, within five territorial Boards (the Golden Jubilee Foundation being a national 
Board), representing circa 45% of the entire NHS Scotland workforce as illustrated in 
the charts below:  
 
Chart 1 – Regional workforce contrast Chart 2 – Workforce within region 

 
In this chapter, the focus is on the NHS workforce as workforce information is more 
developed. Workforce data from social care will be  available from the  the Health 
and Social Care Partnerships as we refine Phase 2 of the national workforce plan.  
2. Drivers of Change 
 
2.1. Healthcare treatment and provision is constantly advancing and changing, 

and our workforce must adapt in order to deliver modern, patient quality 
focused treatment and care.  All staff groups at all levels have an important 
part to play in shaping and delivering future models of care.  Staff need to be 
supported and developed to ensure they can fully engage and commit to new 
service delivery models.  
 

2.2. The future workforce cannot be “more of the same”. The future workforce will 
need to be based on multi-skilled teams rather than individual practitioners, 
this will facilitate skill focused effective multi-disciplinary team working.  
 

2.3. Hospital based staff will work more closely with community teams and both 
will need to have a clear understanding and appreciation of each other’s roles 
to create a culture which supports people with long term conditions and their 
carers to be the lead partners in decisions about their health and wellbeing. 

 
2.4. New developments across the West Region, such as the development of a 

Regional Elective Centre at the Golden Jubilee National Hospital will bring 
career opportunities and new work environments which are attractive to staff 
and may potentially destabilise the staffing in existing and established units. 

62,630.80

34066.7

30114.2

72,619

40665

35595

0.00 10,000.00 20,000.00 30,000.00 40,000.00 50,000.00 60,000.00 70,000.00 80,000.00

West of Scotland

North of Scotland

South East Scotland

Spread of workforce by Regional geographical  territorial Board groupings

Headcount WTE

8,835.4

34,297.9

10,639.0

5,386.7

3,471.9

1615.4

10,758

39,133

12,277

6,313

4,210

1,782

‐ 5,000.0 10,000.0 15,000.0 20,000.0 25,000.0 30,000.0 35,000.0 40,000.0 45,000.0

NHS Ayrshire & Arran

NHS Greater Glasgow & Clyde

NHS Lanarkshire

NHS Forth Valley

NHS Dumfries & Galloway

Golden Jubilee Foundation

Spread of WoS workforce by NHS Board

H/count WTE



3 
 

Workforce planning for new developments must include a risk assessment of 
unintended consequences for workforce supply and demand. 
 

2.5. The ageing population is not the only factor which will impact on service 
demand; more young people are surviving with long term conditions, the 
provision of services for people with chronic conditions in mid life, and the 
increased demand for mental health services for all ages will all impact on the 
shape of the future workforce. 

 
2.6. Changing treatments, interventions and diagnostics will bring opportunities for 

brand new roles and career pathways. 
 

2.7. Sustainability and workforce availability in remote and rural settings is a 
continuing challenge across all job families but particularly medical , nursing 
and Allied Health Professions. 

 
3. Regional Pressure Points 

 
Boards have already undertaken work to identify pressure points within the West 
Region. Common themes which have emerged across the West of Scotland are as 
follows: 
 

 The Medical Workforce – challenges in demand, supply and sustainability 
across the spectrum of grades and specialities but significantly at Consultant 
grade within specialties in acute hospital settings; see Appendix 1 case study 
examples  
 

 Nursing – an ageing workforce, a significant element of which will retire in the 
next decade presents particular challenges in key job areas e.g. health 
visitors, district nurses, paediatrics, midwifery and mental health practitioners.  
The demand for Advanced Nurse Practitioners (ANPs) is likely to increase, as 
medical recruitment and retention both in acute and primary care creates 
additional workforce pressures. New educational programmes and pipelines 
need to be created to supply this workforce, although recruitment of ANPs will 
come form an increasingly scarce nursing resource . 

 
 Radiology – demand and supply issues connected to the current 

radiologist/reporting radiographer  position in addition to increasing service 
demand and enhanced technical solutions requiring different ways of working. 

 
 Pharmacy technicians – a significant increase in demand which is not being 

matched with supply. 
 

 Healthcare science – demography of the workforce, particularly in senior and 
specialist roles, as well as longstanding national issues with supply. 
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Further work is required to expand on the detail of these pressure areas and 
potential solutions. For the purposes of this discussion paper, the focus is on medical 
workforce. 
 
4. Medical Workforce Availability 
 
Recruitment and retention of medical staff within acute and primary care services is 
increasingly a challenge across Scotland. The available labour market is competitive 
at inter/intra regional, national, and international levels.    
 
With a growing elderly population and a consequent increase in complex healthcare 
needs, it is recognised that the current workforce model, with its heavy reliance on a 
traditional medical model of care is becoming fragile and in some specialties 
unsustainable in the long term. New workforce models must consider a mixed 
economy of professions within the workforce working alongside medical staff i.e. 
advanced practice roles from varying professional backgrounds e.g. Nursing, Allied 
Health Professionals, Pharmacy, Healthcare Science and Physician Associates.  
 
The charts below illustrate the age profile of the consultant workforce across the 
West Region and the gender split: 
 
Chart 3 – WoS Consultant age profile Chart 4 – WoS Consultant gender split 

 
Approximately 126 (headcount) consultants in the West Region are aged over 60.  
60.6% of the consultant workforce is male however this is changing as the number 
of females in the medical workforce continues to expand. This is likely to change the 
working patterns of the medical workforce as females currently work part time more 
frequently than males. This will be an important workforce planning consideration in 
terms of workforce numbers and service capacity.  
 
Table 1, below, illustrates the scale of the challenge faced by the West Region in 
terms of consultant vacancies, with 46% of all vacancies being vacant 6 months +: 
 

Table 1 – West Region Consultant Vacancies as at 31st March 2017 
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Attached at Appendix 1 is a case study analysis of three medical specialties with 
significant staffing challenges for illustrative purposes – clinical radiology, 
histopathology and gastroenterology. 
 
Across all Boards there are also significant supply challenges at the Trainee doctor 
level, resulting in either trainee vacancies or appointments of less senior trainee 
doctors, which present real challenges to Boards across the region to sustain current 
services and plan for future service provision and contributes to the wider Scotland 
wide challenges of a lack of future supply of trained doctor for both the secondary 
and primary sectors.. The changing demography of the medical workforce coupled 

Total 
Vacancies 

WTE

Vacant 6 
months 
or more

All specialties 260.0 119.8
All medical specialties 254.9 117.8

Emergency medicine 9.0 6.0
Anaesthetics 26.0 9.0
Intensive care medicine 2.0 -
Clinical laboratory specialties 53.0 25.0

Histopathology 13.0 5.0
Chemical pathology 2.0 -
Haematology 5.0 2.0
Medical microbiology & virology 2.0 1.0
Clinical radiology 31.0 17.0

Medical specialties
R

78.5 41.4
General (internal) medicine 12.0 9.0

CardiologyR 3.0 3.0
Infectious diseases 3.0 1.0
Dermatology 7.9 2.0
Endocrinology & diabetes 4.0 3.0
Gastroenterology 13.0 7.0
Genito - urinary medicine 3.6 0.6
Geriatric medicine 7.0 3.0
Renal medicine 2.0 1.0
Neurology 5.8 4.8
Palliative medicine 1.0 -
Rehabilitation medicine 2.6 1.0
Respiratory medicine 8.0 5.0
Rheumatology 2.6 -
Clinical neurophysiology 1.0 -
Clinical oncology 2.0 1.0

Public health medicine 1.3 1.3
Occupational medicine 2.0 2.0
Psychiatric specialties 30.4 9.1

General psychiatry 23.7 6.8
Child & adolescent psychiatry 1.8 -
Old age psychiatry 3.3 2.3
Psychiatry of learning disability 0.6 -
Psychotherapy 1.0 -

Surgical specialties 35.7 19.0
General surgery 3.7 1.0
Otolaryngology 6.0 5.0
Neurosurgery 1.0 -
Ophthalmology 8.0 6.0
Trauma & orthopaedic surgery 6.0 1.0
Plastic surgery 2.0 -
Urology 8.0 5.0
Oral & maxillofacial surgery 1.0 1.0

Obstetrics & gynaecology 4.0 -
Paediatrics specialties 13.0 5.0

Paediatrics 13.0 5.0
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with individuals wanting to improve work life balance and/or work part time means 
that for many it takes longer to complete training, which compounds current fragility 
of rotas and longer term supply challenges. This will be a key element of the March 
2018 Workforce Plan. 

Recruitment & Retention 
 
The West Region health boards recognise the importance of being an Employer of 
Choice which attracts and retains staff, supported by robust implementation of the 
Staff Governance Standards and the implementation of the Everyone Matters 20/20 
Workforce Vision with its five priorities (A Healthy Organisational Culture, A 
Sustainable Workforce, A Capable Workforce, An Integrated Workforce and Effective 
Leadership & Management). All health boards have local action plans in place which 
support the priorities and ensure ongoing engagement with staff. 
All boards remain committed to reducing expenditure on agency, bank and locum 
staff and a number of strategies are currently in place in boards to support this aim.  
 
5. Workforce Affordability 
 
Improve efficiency 
 
To maximise the efficiency of service delivery, several factors should be taken into 
account in designing the workforce of the future: 
 

 Avoid duplication – opportunities to integrate and streamline patient 
pathways will be considered and where possible generic support workers 
introduced both across health and health / social care (AHP, nursing, social 
care).  
 

 Reduce utilisation of high cost agency staff – all Boards are committed 
as far as practicably possible to reduce/eliminate the utilisation of high cost 
agency staff within nursing and medical job families. The West Region 
continues to develop its medical bank to not only attract doctors in training 
but also those seeking additional work at retirement.   
 

 Work to “top of licence” (registered and support staff) – roles require to 
be reviewed with staff supported and developed to work to the “top of their 
licence”. This offers the potential to increase staff numbers and redistribute 
the workload to lower banded but appropriately trained staff, thus avoiding 
an increase in cost.  

 
 Extended scope – to streamline the patient journey, certain roles will 

extend their scope to provide additional care elements and avoid referral to a 
different healthcare provider or into acute services e.g. community nurses 
developing Intravenous (IV) therapy skills to allow patients to be cared for in 
the community; extending psychological care approaches, growing the 
resilience of people using services to effectively self-care and supporting 
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concordance with agreed personalised treatment plans reducing demands on 
unscheduled care. 

 
 Roles appropriate to skill – to ensure efficiency, appropriately skilled staff 

should undertake roles e.g. admin staff undertaking admin roles, not 
clinicians. Staff developed to conduct proactive engagement with patients, 
their families and carers about what matters to them and how they feel better 
supported to access services and to self care when they are able; staff 
empowered to promote healthy lifestyles and provide support to patients and 
carers to meet social challenges such as financial security and employment. 

 
In addition, there are other opportunities for efficiency which will support the 
workforce of the future: 
 

 Agile working arrangements which will support and enable the concept of 
working across boundaries 

 Improvements in technology such as electronic patient records, mobile 
technology (tablet computers), etc. would support greater workforce  
productivity and efficiency and will require the workforce to work 
differently  

 Innovative practice using existing technology based platforms (e.g. NHS 
Inform MATS) and developing other web-based access to services for 
early advice and self management, influencing a culture of self-efficacy 
which deflects demand away from healthcare services and into upstream 
services e.g. leisure, voluntary and third sector services. 

 West Region health boards and their partner HSCPs will continue to work 
with third sector colleagues to focus on supporting and testing out new 
approaches for the delivery of community-based support for people with 
complex and multiple conditions.  

 Integrate more closely all contractor disciplines such as community 
pharmacists, dentists, optometrists and care providers to enable patients 
to better access appropriate care and advice 

 Introduce pharmacists in GP practices with advanced clinical assessment 
skills to support the care of patients with long term conditions and better 
manage their medications 

 
The workforce of the future will not be “more of the same”. The workforce will be 
older and have a greater reliance on Advanced Practitioners and roles with extended 
scope. All staff groups will work to the “top of their licence” with work aligned to 
their skills. The workforce may require to be re-profiled to match the increased 
workload demand in the community and the higher acuity in acute care. 
 
6. Regional Workforce Planning 

 
All NHS Boards within the West Region have extant Workforce Plans at required by 
CEL32(2011) and the new regional approach should robustly complement existing 
plans as illustrated in Figure 1 below: 
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Figure 1 – Planning continuum 

 
 
Critical will be balancing the unique, but mutually dependent, workforce 
requirements and needs arising from each of the four levels.  The key workforce 
planning considerations required at all levels are the same: 
 

 Detailed qualitative and quantitative profile the current workforce 
 Skill profile of current workforce 
 Need for a current and future service profile  
 Labour market intelligence for staff group/speciality/geographic distribution 

 
The Regional Delivery Plan will present the profile of the West of Scotland population 
and  will recognises significant cross boundary flow from areas of Highland and the 
Island Boards, and Scotland as a whole due to the provision of some specialist 
tertiary services for NHS Scotland as a whole within the West Region.  
 
 
7. Regional Workforce Planning – Way Forward 

 
7.1. Standardised data collection – workforce information and numerical data 

should be gathered in a consistent regional format to allow for aggregation 
into regional documents. 
 

7.2. Additional workforce planning capacity – additional resources should be 
identified for Regional workforce planning, identifying the limitations of the 
current Board workforce planning capacity.  

 
7.3. Quantitative data needs to be augmented with soft, qualitative data to enable 

decision making and risk assessment to be made with a full picture including 
gathering information from the frontline. 

 
7.4. There is a need for work at national level, via NES and NSS, in partnership 

and collaboration with the regions to ensure appropriate information and 

Locality – H&SCPs

Workforce Development 
Plan

‐Workforce to deliver 
intent of IJB Strategic Plan

Local – NHS Board Level

NHS Workforce Plan

‐Workforce to deliver 
intent of Board Local 

Delivery Plan

Regional – NHS A&A, D&G, 
FV, GG&C, Lan & GJNH

Regional Workforce Plan

‐Workforce to deliver intent 
of Regional Delivery Plan

National – Pan‐Scotland

National Health & Social Care –
Workforce Plan

‐Workforce to deliver intent of 
Health & Social Care Delivery 
Plan which directly impacts 
locality, local and regional

Future 
workforce
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intelligence is sourced, used and understood consistently in a ‘Once for 
Scotland’ manner.  

 
7.5. HR Recruitment teams should establish real time labour market intelligence at 

Board, Regional and National level, which will enable recruitment processes to 
be intelligence driven and will help inform education need. 

 
7.6. Interventions to develop the West Region workforce should be skill focused 

and matched to the SCQF Framework so each intervention is matched to an 
education level.  

 
7.7. West Region should undertake detailed multi-professional workload and 

workforce planning to support service redesign and change. Effective use of 
existing resources will be essential as will gaining an understanding of current 
utilisation of the workforce and the ongoing implications of retaining and up 
skilling the existing workforce, many of whom will remain part of the 
workforce for the next 5-10 years.  

 
The age of the West Region workforce, by job family, is shown in Chart 5: 

 
Chart 5 – Age of WoS Workforce by Job Family 

 

 
 

7.7.1. The older population is also reflected in our workforce profile, this will 
affect the availability and fitness of the West Region workforce. An older 
workforce will bring both challenges and opportunities and all the West 
Region health boards are developing new approaches which will support 
older staff to remain in employment longer e.g. less physically demanding 
roles, reduced hours and flexible working.  
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7.7.2. Labour markets are changing, this includes the length of service, of our 

workforce influenced by changing pension provision; for example an 
employee born in 1981 will not draw their state pension until they are 68 
years old (on the assumption there is no change to the state pension age 
of 68 being introduced by 2039), if they start work or education at 17 this 
makes their potential working life 51 years long. There are also now five 
generations in the workplace, ensuring the strengths and skills of each 
generation is capitalised on will be a core part of regional planning, whilst 
acknowledging the changing personal circumstances of such a diverse 
workforce. 

 
With any intervention planning the length of time to train the required 
workforce should be factored in to preparation timelines, as well as backfill 
requirements, location and availability of training. 

 
7.7.3. A similar approach will be required to define the generic support worker 

role and the education needs of this worker. It may not be possible to 
determine the exact numbers of each role required and so an initial 
estimate of need should be agreed and used for the purposes of 
development. Professions should be able to define their unique 
professional contribution and identify tasks which can be delegated and 
carried out effectively by support workers.  

 
7.7.4. In a rapidly changing care environment with continual advances in care, 

there needs to be a cultural shift to accept that there will be a need for 
roles which may not have existed before. Listening to the workforce and 
understanding the detail of challenge will support appropriate intervention 
on careers, development and education. This further strengthens the need 
for qualitative and consultative intelligence on workforce and labour 
market availability, skill requirements and career satisfaction. 

 
7.8. West Region health boards should work with Regulators, Scottish Government 

and Higher and Further Educational Institutions to ensure that the 
development of education programmes and curriculum are in line with the 
future healthcare needs, and have sufficient focus on community care. Future 
skills and treatment interventions will inform education need.  
 

7.9. It is envisaged that Advanced Practice roles will be an integral part of building 
capacity and capability within the West Region workforce. The development 
of extended roles and initiatives such as intravenous therapy, advanced 
practice, non medical prescribing and the extension of the health care support 
worker role will require engagement with HEIs and the GP community. West 
Region health boards are fully engaged in the national agenda to develop the 
roles of community practitioners, ensuring new models meet the needs of 
people using services.  

 
End. 
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Appendix 1: West Region Workforce Planning Case Study – Medical Workforce 
 
Radiology 
 
Challenges 
Vacancies are a growing trend, with a sustained inability to fill advertised posts, of which in some of 
the West Region Boards these have been enduring vacancies over many years.  This mirrors the 
position across wider NHS Scotland and the UK as a whole 
 
In terms of sub‐specialisation within radiology specific pressure points across the region include: 
GG&C ‐ Neuro Radiology and Neuro Interventional Radiology;  Breast Radiology is flagged as a 
challenge across all West Region Boards.  
 
Predicted CCT, as illustrated in the charts, for 2018 could be absorbed solely by the West of Scotland 
Region.  Attraction and retention is the key issue across all Boards where there is an inability to 
replace retirees, without considering additionality arising from service development. 
 
The largest pressures are in D&G, FV and A&A as illustrated in the vacancy charts. 
 
Demand 
Radiology services in the UK are described by the Royal College of Radiologists as being in crisis.  
There is a highly competitive labour market, making job design critical to attraction. The ever 
increasing role of imaging in modern clinical care has led to a high increase in demand, particularly in 
complex imaging including CT and MR scans which has outstripped the ability of current services to 
cope. 
 
Existing models of mitigation 

 Plain film reporting contracted out in some Boards 

 Retired Consultants providing locum / bank capacity however this is limited by SPPA 
limitations on hours that may be worked (up to 16 hours per week) 

 Collaboration on capacity across Boards 
 
Potential future mitigation of risk 

 Expansion of Radiographer clinical reporting and initial commenting – further development 
of Advanced Practice roles to support the service 

 Regional concept of model of delivery 

 Networks of expertise supporting the West Region 

 National Radiology Shared Services implementation and impact 
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Appendix 1: West Region Workforce Planning Case Study – Medical Workforce 
 
 

Gastroenterology 
 
Challenges 
There is a trend of increasing vacancies, compounded by a number of impending  vacancies 
particularly at a lower retirement than may have been expected (mid‐50s) have been reported by 
some Boards. 
 
There are insufficient numbers going through training; in 2018 there is only one expected CCT, in 
addition to the current number of 13 wte vacancies, a further 8 wte are expected to retire in 2018. 
 
Demand 
There is an increased demand for diagnostic gastroenterology, the rollout of Bowel Screening has 
been the greatest contributor to the increase, as such this demand could have been anticipated. 
 
Media campaigns have increased public awareness of bowel cancer, increasing referrals. Changes in 
demography and disease incidence is also attributable 
 
National UK studies anticipate a 40% increase in demand, from 2016 to 2020 

 
 

Existing models of mitigation 

 Nurse Endoscopists / Consultant Nurse Specialists / Specialist Nurses 

 Planned care review under taken by Advanced Nurse Practitioners 

 Direct to test vetting to improve efficiency 

 Specialist Nurses  
 

Potential future mitigation of risk 

 Review the model of service delivery across the West Region to best capitalise upon 

economies of scale with existing resource 

 Increase Advanced Nurse Practitioner   / range and scope of specialist nursing roles to better 

support delivery of gastroenterology services 

 Physician Associate roles open up a new labour market which has as not yet been 

systematically utilised within the West of Scotland region unlike other regions.  The lead in 

time for Pas being 2 years. 
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Appendix 1: West Region Workforce Planning Case Study – Medical Workforce 
 
Histopathology 
 
Supply 
The vacancy rate has increased significantly with workforce demand currently outstripping supply – 
a number of Boards have had several rounds of advertising with limited success e.g. A&A have had 
four rounds of recruitment with only one Consultant recruited 
 
There are currently 13 wte vacancies, with a further 2 wte expected in 2018, this is set against a CCT 
2018 supply of 6 headcount, effectively the West Region could subsume the entire CCT output and 
this would still result in a staffing deficit. 
 
Demand 
Pathology is involved in 70% of all diagnostics. Rising disease prevalence and increased incidence of 
cancer is the primary driver for the demand increase. 
 
The demand is anticipated to steadily increase, with the predicted pattern of retirement there will 
be a shortage of Consultant Pathologists.  
 
Existing models of mitigation 

 Bio‐medical scientists undertaking dissection 

 Out‐sourcing of some reporting 
 

Potential future mitigation of risk 

 Out‐sourcing of service 

  SLA with other Boards in the West Region 

 Physician Associate roles open up a new labour market 

 Bio‐medical science reporting – in its infancy at a national level 

 Roles for clinical scientists 
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Appendix 1: West Region Workforce Planning Case Study – Medical Workforce 

Clinical Radiology detail 
 

Total WoS Radiologists = 169.2 WTE / 179 headcount 

In post by Board  Consultants per 100k population 

Vacancy trend ‐ WoS  Vacancy distribution by Board 

Age profile  Projected retiral v projected CCT output 
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Clinical radiology – narrative summary 
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Appendix 1: West Region Workforce Planning Case Study – Medical Workforce 

Histopathology detail 
 

Total WoS Histopathologists = 63.0 WTE /  68 headcount 

In post by Board  Consultants per 100k population 

Vacancy trend ‐ WoS  Vacancy distribution by Board 

Age profile  Projected retiral v projected CCT output 
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Histopathology – Narrative summary 
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Appendix 1: West Region Workforce Planning Case Study – Medical Workforce 

Gastroenterology detail 
 

Total WoS Gastroenterologists = 44.1 WTE / 46 headcount 

In post by Board  Consultants per 100k population 

Vacancy trend ‐ WoS  Vacancy distribution by Board 

Age profile  Projected retiral v projected CCT output 
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Appendix 4 

 

Planning and delivering care and treatment across the West 
of Scotland 

Communications plan 

 

1. Introduction 
1.1 This communications plan has been developed to support the implementation of the 

West of Scotland Delivery Plan.  It sets out the approach that will be taken to engage 
with key stakeholders on the plan, to communicate the national and historical context 
within which the plan has been developed and to highlight the benefits that will be 
realised for patients, communities and staff.  
 

1.2 It also outlines the measures that will be taken by the West of Scotland Communications 
Teams to ensure consistency of message, co‐ordination of timescales and a single ‘once 
for the West of Scotland’ approach to maximise effective use of resources and avoid 
duplication.  

 

2. Background 
2.1 The Scottish Government published the Health and Social Care Delivery Plan in 

December 2016, which sets out the importance of delivering:  
 

 better care;  

 better health; and  

 better value. 
 

2.2 The Health and Social Care Plan outlines the need to look at services on a population 
basis and to plan and deliver services that are sustainable, evidence‐based and 
outcome‐focussed.  By working more collaboratively, NHS Boards, Integration Joint 
Boards and other partners can plan and deliver services more effectively, so as to 
provide better patient outcomes and more efficient, consistent and sustainable services. 
 

2.3 At regional level, the Scottish Government has commissioned Regional Delivery Plans to 
be developed, encompassing a whole‐system approach to the delivery of health and 
social care for each of the three regions (North, East and West).  
 



 

 

 

                          

2.4 For the West of Scotland, this involves planning for the population of 2.7 million, which 
is covered by five NHS Boards, 16 Local Authorities and 15 Health and Social Care 
Partnerships, as well as the Golden Jubilee Foundation. 
 

2.5 The national NHS Boards are also developing a single plan that sets out the national 
services where improvement should be focused, including, where appropriate, a ‘Once 
for Scotland’ approach in areas such as digital services, clinical demand management 
and support services. 
 

2.6 To take forward the national and regional approach, five Chief Executives have been 
appointed to the role of National or Regional Implementation Lead.  
 

2.7 The West of Scotland partners are required to produce a first Regional Delivery Plan by 
March 2018, and seek the support of Health Boards and Integrated Joint Boards to work 
collaboratively to achieve the best outcomes delivered sustainably for everyone across 
the West of Scotland. 
 

3. Positioning our communications: national and historical context  
3.1 The one constant in the NHS is change.  The 70th anniversary of the NHS is a fitting 

backdrop to demonstrate to our communities just how much change has already taken 
place and how modern healthcare will continue to evolve, providing better care and 
better outcomes.  
 

3.2 This is a key theme within the communications and engagement strategy created by the 
Scottish Government to support the delivery of the National Delivery Plan. That strategy 
provides a national framework to which all regional activity can be aligned.  
 

3.3 All our communications will reflect the language and positioning of change as 
recommended within the national communications strategy, including:  

 

 the use of language of evolution and development to explain change rather 
than the terms ‘radical’ or ‘transformational’; 

 acknowledging people’s affection  for their NHS and mentioning the things 
that are important to them; 

 emphasis on the benefits/advantages for people; and, 

 change and development to be framed within the continuation and 
improvement of a much loved service. 

 
3.4 The regional plan will also be based on the values and principles of the national strategy:  

 



 

 

 

                          

 Meaningful engagement with our staff ‐ where our staff will be our primary 
audiences, learning first‐hand about the Regional Delivery Plan as it affects 
them 

 Meaningful involvement of our communities from the outset as plans 
develop 

 Inclusiveness – reflecting the full diversity of our workforce and our 
communities 

 Openness and transparency 

 Collaborative 

 

3.5 Key messages shared by everyone involved in the dialogue will be essential for clarity.  
Our key messages are:  
 

 Working so the people of West of Scotland can live longer, healthier lives at 
home or in a homely setting and we have a health and social care system 
that:  

o is integrated; 
o focuses on prevention, anticipation and supported self‐management; 
o will make day‐case treatment the norm, where hospital treatment is 

required and cannot be provided in a community setting; 
o focuses on care being provided to the highest standards of quality 

and safety, whatever the setting, with the person at the centre of all 
decisions; and  

o ensures people get back into their home or community environment 
as soon as appropriate, with minimal risk of re‐admission.   

 Healthcare / health and social care / the NHS in Scotland has been 
continually evolving over the years as new treatments, technology and 
service developments have emerged. Our health and social care system will 
always evolve to deal with society’s health challenges and to provide 
excellent care.  

 Health and social care provision is different in Scotland. We have found our 
own solutions to the challenges we face which give us a solid foundation 
from which to build. We must continue to develop to provide the highest 
quality of health and social care to the people of Scotland.  

 

3.6 These messages will continue to develop as the regional delivery plan evolves.  
  

   



 

 

 

                          

4. Our audiences  
4.1 The following audiences have been identified although this may be further segmented 

when the messages evolve. 
 

 Internal:  
o NHS Boards ‐ Chairs, Non‐executive members and Employee Directors 
o Chief Executives and executive teams ‐ Medical Directors, Nursing 

Directors, Directors of Finance, Directors of Public Health, Chief 
Operating Officers, HR Directors, Workforce and Planning Directors 

o Integrated Joint Boards 
o Area Partnership Forum, Trades unions,  
o GPs, Pharmacists and Dentists 
o Staff directly affected by the changes  
o All other staff 

 

 External:  
o Patients and carers 
o Third sector organisations 
o Elected members: local councillors, MSPs and MPs 
o Community Planning Partners 
o Media  
o General Public 

 

5. Our approach  
5.1 Within the West of Scotland we have a well‐established Communications Group which 

works collaboratively to deliver effective communications across a range of issues.  This 
removes duplication and makes best use of the resources available.  We will take the 
same approach with this communications plan. A single point of contact will liaise with 
the Regional Implementation Lead to develop content and regular updates for use 
across the region by all boards. 
 

5.2 The Regional Implementation Lead will agree with his fellow Chief Executives on a ‘once 
for the region’ approach to communications, with a single authorisation for all 
communications.  
 

5.3 The Group will collaborate to produce a range of resources that can be used by all 
boards to help communicate the plan including: 

 Case studies – case studies and people stories will be crucial to evidence that 
changes is constant and successful and is benefitting patients across the west of 
Scotland 

 FAQs 

 Digital resources including animations and infographics 



 

 

 

                          

 Core content as newsletters and as editorial copy to be used in local 
communications 

 
5.4 Each board will use its existing and well‐established channels to communicate the 

regional updates with its own audiences:  
o Staff communication channels 
o External communications channels: 

 Print publications 
 Public websites 
 Social media 
 Third sector organisations 
 Patient groups 
 Media releases, editorial, events 

 

5.5 As far as is practical, all boards will co‐ordinate the publication of updates so that 
information is being shared with audiences within the same timescales.  

 
5.6 Engagement activity with communities will be co‐ordinated locally by each board with 

their established networks and in conjunction with Health and Social Care Partnerships.  
This will build on the work that the HSCPs have undertaken to inform their Strategic 
Commissioning Plans which is informing the development of the Regional Delivery Plan. 
The expectation is that the Boards and HSCPs will be responsible for gathering feedback 
to inform the draft plan.  
 

5.7 All boards will keep a record of communications activity, including engagement activity, 
as evidence of engagement and consultation.  
 

6. Budget and costs 

       This has yet to be determined 

 

7. Timeline  
 

      This has yet to be finalised. 

 

 


