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Our Vision 

We will ensure that 

wherever you live in the 

West of Scotland that you 

are in control of your 

wellbeing and care, by 

respecting your wishes 

and empowering you to 

live independently. 

 

You will: 

· Be at the heart of 

decisions that affect you. 

· Be empowered and 

responsible for your own 

health and wellbeing. 

· Receive safe and high 

quality care. 

· Receive care in the most 

appropriate place for you. 

· Experience 

compassionate care no 

matter where you live. 

Our Approach 

Our priority is that 

the people of the 

West of Scotland 

will get  the care 

they need in the  

right place, at the 

right time, every 

time. 

 

We will 

collectively do 

this through: 

· Informed self-

care and self-

management. 

· Supportive and 

connected 

communities. 

· Integrated 

health and care. 

· Networked 

clinical services. 

Our  Goal 

· To build a 

personalised 

approach to care. 

· To  embrace 

shared decision-

making. 

· To  reduce 

unnecessary 

variation in 

practice and 

outcomes. 

· To reduce harm 

and waste. 

· To  manage risk 

better. 

· To  become 

improvers and 

innovators. 

 

 
 

     

 

 

 

 

 

 

  

  

OUR AMBITION 
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We would like to thank everyone who has contributed to the development of this Regional Design 

and Discussion Document; and all those staff and colleagues who continue to work so hard to 

deliver high quality services to and with the communities of the West of Scotland. 

In order to help shape the development of the Regional Design and its supporting programme of 

work, we would very much value your views.  

If you would like to do so, please write to Mr Soumen Sengupta (Head of Regional Planning – 

West of Scotland), either electronically at soumen.sengupta@ggc.scot.nhs.uk; or by post at the 

West of Scotland Regional Planning Team, 1 Carnegie Road, Hillington, G52 4NY. 
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FOREWORD 

In the 70 years since the NHS was established – and indeed in the 50 years since the Social 

Work (Scotland) Act was signed – the West of Scotland has seen great changes in what, how 

and where care is delivered. These changes have been made possible for lots of reasons – not 

least of which have been the considerable advances in knowledge and technology. However, 

they have also been driven by often bold leadership and a collective appreciation that 

improvement requires change. Considerable strides have been made in improving the quality 

of care, and today we can and should take pride in the many examples of excellent care 

available. For all of that though, we also know that we can and need to do more to prevent and 

address the high levels of health and care needs that blight the lives of far too many 

individuals, families and communities.  

 

The national Health and Social Care Delivery Plan and the National Clinical Strategy set out 

the expectations for how a modern health and care system can improve services and 

outcomes across Scotland. This includes a requirement for organisations to come together and 

focus on regional planning of services where appropriate.  

 

Within the West of Scotland we have a strong track record of delivering new models of care 

and effective regional services for cancer, heart disease and forensic mental health. These 

achievements have demonstrated that it is possible to overcome challenges and deliver safer, 

higher quality services - but only if we get the process right and genuinely challenge ourselves. 

The establishment of, for example, regional cardiology services took place in 2009 - and nearly 

ten years on, we now need to be planning how to meet the challenges of the next 20 years. 

Given the scale of these challenges, our transformation ambition needs to be greater than 

ever. 
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This Regional Design and Discussion Document describes the collective ambition of the West 

of Scotland Boards to improve the health and care of the 2.7 million people who live within their 

communities. We will do this by providing care to and with individuals and their carers that 

foster independence; are sustainable; and are safe, effective, equitable and proportionate to 

their needs.  

The planning process has provided a unique opportunity for stakeholders to come together 

across the organisational boundaries of five Territorial NHS Boards and 15 Integration Joint 

Boards (alongside early discussions with Local Authorities and NHS National Boards) to 

develop a whole systems approach to plan future care services. Our ambition is to work with 

and across our stakeholders - including local communities and with the support of Scottish 

Government - to develop an improved health and care system in the West of Scotland. This is 

an ongoing and iterative process: so as we move forward, our engagement will be further 

strengthened across professional disciplines; and with other important stakeholders, including 

the third and independent sector. 

Fundamental to our thinking has been an appreciation that people – and not hospitals – need 

to be at the heart of how we work together to plan services for the future. As such, we have 

developed an overall model of care that is concerned with the whole of our health and care 

system – and which emphasises the importance of transforming care within people’s homes 

and within their local communities.  Hospitals are and will still be important elements of our 

health and care system – but the emphasis has to be on only providing care in the hospital 

setting where clinically necessary.  

 

Our Regional Design and Discussion Document consequently reflects an understanding that: 

 Getting the basics right – patient-centred, integrated, multifaceted and well co-ordinated 

primary, secondary and social care - is likely to be much more important than any single tool 

or care management approach. 

 Our systems have to encourage and strengthen our approach to prevention (i.e. not creating 

the need in the first place) by encouraging individuals to manage their own health and be 

responsible for personal wellbeing.  The story doesn’t start from service provision but rather 

with the individual’s own needs and capabilities. 
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Our model of care recognizes the critical role that individuals have themselves in embracing 

informed self-care and self-management; and the positive contribution of supportive and 

connected communities. It looks to reinforce the considerable opportunities for integrated 

health and care services; and it identifies the formation of strong and systematic networked 

clinical services as being critical to the effective and sustained development of our hospitals.  

 

Importantly, the model of care works across three care settings - home, community and 

hospital – on the basis that: 

 Many of the same functions and interventions will be provided within different settings. 

 Wherever a function or intervention is and delivered – or indeed by whom - that it will be 

done to the same high standard. 

 Individuals will frequently be receiving care and support in different settings as part of the 

same package of care/care episode. 

 In order to provide as much support services as close to people’s homes as possible, ensure 

consistent quality and reduce the number of journeys  that people have to make to receive 

care, services and staff may have to operate as part of a structured network. 

 Staff may operate across different settings and be part of multi-disciplinary teams in doing 

so. 

 The contribution of unpaid carers needs to be properly appreciated and that they require to 

be supported appropriately. 

 The individual and their care needs should be at the heart of all decision-making, with and 

for them. 

 

 

Most of the progress that we need to make has to be taken forward within local communities – 

engaging on and tailoring services and support in a manner that reflects local circumstances; 

harnesses the enthusiasm of local staff; and learns from the insights of local people. However, 

we also recognise that there are and will be instances where we need to work to develop 

services consistently together; and indeed that there will be particular challenges that are better 

met by bringing our expertise and resources together.   
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The National Clinical Strategy provides evidence for the specialties that should be planned and 

delivered on a regional basis.  This was primarily on the basis that there is very strong 

evidence that low volume, complex interventions are better undertaken in specialist centres. 

Looking forward, that is why regional planning activity within the West of Scotland has and will 

continue to major on that element within our model of care. We are committed to working with 

Scottish Government and other stakeholders to develop hospitals that provide clinically 

appropriate services based on population need and which can be sustainably staffed in a way 

that is safe and effective.  The nature of each of these hospitals will change over time - with 

some having a greater focus on urgent and emergency care and others focusing on planned 

care, including assessment and diagnostics. The other elements of our model of care will be for 

partner organisations to take forward at a local level in a manner that makes sense for the 

needs of their communities, whilst retaining the necessary level of coherence and quality 

committed to for the West of Scotland health and care system as a whole. However, we have 

identified that there is a useful regional planning contribution to the development of key 

enabling factors – most notably in relation to our workforce and information/digital technology – 

that are required to deliver upon those local changes.  

Working across and connecting beyond our traditional boundaries - across health and social 

care; across professions and disciplines; across settings; across specialties; and across 

organisations - will be critical to building a person-centred and sustainable service that is fit for 

the 21st Century. The proposals set out in this document provide a framework for such 

development, which we will use to shape and inform the detailed plans going forward through 

2018/19 and beyond. This will be an ongoing journey that builds on engagement to date to 

create a more involving approach as we look to develop and successfully implement 

improvements for the West of Scotland.  
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Through the remainder of 2018, Chief Executives of Health Boards and Chief Officers of 

Integration Joint Boards across the West of Scotland will be leading conversations and 

discussions on this material within their respective areas. I hope that the suggested direction-

of-travel set out within in it stimulates constructive discussion that is of value locally and 

generates considered feedback that informs our continuing work at a regional level. Once we 

have considered all the feedback received and refined the material accordingly, we will then 

issue the finalised Regional Design Document early in 2019 for endorsement by West of 

Scotland Health Boards and Integration Joint Boards. 

 

We understand that in looking to take this bold agenda forward – whether at regional, Health 

Board, Integration Joint Board/Community Planning Partnership or locality level – there will 

need to be:   

 Celebrating of, learning from and scaling up of good practice within the region. 

 Co-production with individuals and communities; and across staff, services and 

organisations. 

 Fostering of support for improvement from within local communities.  

 Leadership for improvement, at national, regional and local levels. 

 Action at a “once for Scotland” level - across the three regions, and with the National 

Boards. 

 

If we are to achieve our shared ambitions as a region, we – and indeed all leaders across our 

services - will need to role model behaviours that enable 

transformation to happen in practice: demonstrating trust and 

respect; conducting ourselves with principle and integrity; 

acting collegiately and holding each other to account; and 

ultimately working for the best interests of all 2.7 million people in 

the West of Scotland that we are here to serve.   

            John G Burns 

Regional Implementation Lead for the West of Scotland 

Chief Executive of NHS Ayrshire & Arran 
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1. SETTING THE CONTEXT 

1.1  Introduction 

This Regional Design and Discussion Document describes the collective ambition of the West 

of Scotland Boards to improve the health and care of the 2.7 million people who live within its 

communities. The planning process has provided a unique opportunity for stakeholders to 

come together across the organisational boundaries of five Territorial NHS Boards and 15 

Integration Joint Boards - alongside early discussions with Local Authorities and NHS National 

Boards - to develop a whole systems approach to plan future care services.  

Whilst there have been recent improvements in care based on the progress of individual 

organisations there is a continuing, compelling case for change in the region which we can best 

address by working together. As a result, we are united as a region in a common purpose to 

respond to the case for change. Our ambition is for individuals to keep themselves as well as 

possible for as long as possible; that our services enable people to be as independent as 

possible for as long as possible, providing early intervention when required; and that our 

organisations develop more integrated care, organised around the needs of individuals and 

communities.   

1.2  High Level Policy Context   

A key objective of the reform programme advocated by the Christie Commission was that 

public services had to be built around people and communities, their needs, aspirations, 

capacities and skills, and work to build up their autonomy and resilience. 

The Scottish Government’s Healthier Conversation was an opportunity to gather a wide range 

of public and service provider views on what matters for the future and has provided a rich 

source of insights. The most common issues raised through the conversation were: 

 The need for a greater focus on preventing 

illness through education and support to help us 

make healthy lifestyle choices. 

 The importance of mental health and wellbeing 

and the role of connected communities and 

good support networks as part of that. 
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 The themes of person-centred care, support to self-manage health and the importance of a 

holistic approach. 

 Increased awareness of the full range of social care services and how they benefit different 

people, along with recognising and valuing the important role of unpaid carers. 

 The need for more accessible and flexible services, better partnership working and joined 

up care, and an easier way of signposting people to what’s available. 

 Recognition of the challenges ahead and the need to set clear priorities for the future. 

 

Over the past two years, two key documents - the Health and Social Care Delivery Plan and 

the National Clinical Strategy - have provided the national policy direction for Scotland. These 

documents set out the way forward in Scotland in terms of the health and care of our 

population, building on the existing Quality Strategy that sets out an ambition for quality in 

healthcare.  

The National Health and Social Care Delivery Plan (2016) sets out a significant list of 

objectives, which include a focus on regional and national planning of services where 

appropriate. The plan draws on earlier strategies and sets out the direction of travel and 

expectations of a modern health and care system. Strategic aspirations include: 

 A vision for 2020 where people live longer, healthier lives at home or in a homely setting. 

 Integrated health and social care which promotes prevention, anticipation and supported self 

management. 

 Day case treatment as the norm. 

 Highest standards of quality and safety.  

 Person centred care. 

 An integrated ‘Health and Social Care Workforce Plan’ for 

workforce planning and development. 

 Investment that is matched to reform and transform.  

 Digital Strategy promoting technology and information that 

supports both patients and care professionals with modern 

models of care. 
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The National Clinical Strategy published 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 

population/availability of appropriately skilled workforce.  

 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 

further improve patient outcomes by maximising the use of highly trained clinicians; fully 

utilising complex services supported by expensive technology (such as robotic-assisted 

surgery); standardising care to avoid unwarranted variation; and making services sustainable 

for the future. Research into the benefits of reconfiguring acute services has identified that 

while reconfiguration can lead to improvements in services, it can in itself be an insufficient 

approach to improving quality. The recommendation is that reconfiguration should be used 

alongside other measures to strengthen delivery of care and to instill an organisational culture 

of improvement. 

Other national policies and strategies that have influenced the development of this Regional 

Design and Discussion Document include: 

 Best Start (Maternity and Neonatal Services Strategy). 

 6 Essential Actions to Improving Unscheduled Care. 

 Mental Health Strategy. 

 Cancer Strategy. 

 Getting it Right for Every Child (GIRFEC). 

 Review of Health and Social Care Targets. 

 Making it Easier, a health literacy action plan for Scotland for 2017-2025. 

 Scotland's Digital Health and Care Strategy - Enabling, Connecting and Empowering. 

 Health and Social Care Workforce Plan. 

 Public Health Priorities for Scotland.  

 The General Medical Services Contract (2018). 

The principles underpinning the approach to general practice in Scotland were set out in a 

document General Practice: Contract and Context – Principles of the Scottish Approach 
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published by the Scottish General Practitioners Committee (SGPC) of the British Medical 

Association (BMA) and the Scottish Government in October 2016. The subsequent 2017 

Memorandum of Understanding between the Scottish Government, the British Medical 

Association, Health Boards and Integration Authorities (which includes the 15 Integration Joint 

Boards in the West of Scotland) builds on these arrangements, recognising the statutory role of 

Integration Authorities in commissioning primary care services and service redesign to support 

the role of the GP as an expert medical generalist. As an expert medical generalist, all GPs will 

increasingly focus on: undifferentiated presentations; complex care; local and whole system 

quality improvement; and local clinical leadership for the delivery of general medical services 

under GMS contracts. The Memorandum of Understanding emphasises that the development 

of primary care service redesign in the context of delivery of the new GMS contract should 

accord with seven key principles: safe; person-centred; equitable; outcome focused; effective; 

sustainable; and affordability and value 

for money. Consequently the 2018 

GMS contract further reinforces the role 

of all GPs as expert medical generalists 

and of expanded multi-disciplinary 

teams (including more Advanced Nurse 

Practitioners), alongside the 

development of GP “clusters” as 

networks to drive local clinical quality 

improvement – all of which provide 

opportunities for contributing to whole system transformation.  

Of wider note within the Memorandum of Understanding is the explicit acknowledgement that 

communications and understanding across the wider health and social care system – across 

both services and professional groups (e.g. primary/secondary, community health and social 

care services, district nursing, out of hours services, mental health services) - will also be 

required to address direct individual care issues (such as prescribing, referrals, discharges, 

follow up of results and signposting). This reflects the recognition by the signatories that each 

part of the “system” respects the time and resources of the other parts; and that there should 

not be an assumption that individual needs or work identified in one part of the service must be 

met by another without due discussion and agreement.  

 

javascript:void(0);


Page | 12  
 

This Regional Design and Discussion Document then reflects our aspiration to deliver upon the 

National Health and Social Care Delivery Plan and the 

National Clinical Strategy intents to provide better health, 

better care and better value. In line with the Chief Medical 

Officer’s Report Practising Realistic Medicine (2018), it 

affirms our aspiration, and challenge, for health and care 

staff, services and organisations to create the conditions 

to build a personalised approach to care; embrace 

shared decision-making; reduce unnecessary 

variation in practice and outcomes; reduce harm and 

waste; manage risk better; and become improvers and 

innovators.  

 

1.3  Regional Context  

To ensure that the development of this Regional Design and Discussion Document has been 

informed by an understanding of what the communities we serve have said about our current 

services, their needs, expectations and ambitions for the future, we have reviewed what our 

communities have already told public bodies across the West of Scotland. 

The 2016/17 Scottish Health & Care Experience Survey found that in respect to care and 

support and help with everyday living, of the respondents living within the West of Scotland: 

 76% stated that they had a say in how their help, care or support was provided (compared 

with 76% for Scotland).  

 81% stated that they had been supported to live as independently as possible (compared 

with 81% for Scotland). 

 76% stated that they felt that their health, support and care services seemed to have been 

well coordinated (compared with 74% for Scotland).  

 80% stated that they felt that the help, care or support that they had received improved or 

maintained their quality of life (compared with 80% for Scotland). 

 40% stated that they felt that local services had been well coordinated for the person(s) 

they had looked after (compared with 40% for Scotland). 
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The Scottish Inpatient Experience Survey 2018 found that in relation to respondents who had 

received care provided within the West of Scotland: 

 85% were positive about their overall care (compared with 86% for Scotland). 

 They were generally positive about their admission to hospital, with 81% per cent rating it 

as “excellent” or “good” (compared with 83% for Scotland). 

 87% rated the overall care and treatment they received in A&E as “excellent” or “good” 

(compared with 89% for Scotland). 

 87% rated the hospital and ward environment as “excellent” or “good” (compared with 88% 

for Scotland). 

 89% were positive about their overall care and treatment whilst in hospital (compared with 

90% for Scotland). 

 They were less positive about whether the people that mattered to them, such as family and 

friends, had been involved in decisions about their care and treatment as much as they 

wanted (62% - compared with 64% for Scotland).  

 Overall, they were very positive about their experiences of hospital staff (90% - compared 

with 91% for Scotland). 

 78% said that they were always treated with compassion and understanding during their 

hospital stay (compared with 78% for Scotland).  

 76% rated the overall arrangements for leaving hospital as “excellent” or “good” (compared 

with 78% for Scotland). 

 57% indicated that they or their carer had been involved in planning for their discharge from 

hospital (compared with 58% for Scotland); and 66% felt that the hospital staff gave them, 

their carer or someone else close to them all the information needed to help care for them 

at home (compared with 66% for Scotland). 

 Of those who needed care or support services after leaving hospital, 81% were positive 

about the care and support that they received (compared with 82% for Scotland).  

 67% completely agreed that they were confident that arrangements had been made before 

they left hospital (compared with 67% for Scotland). A further 21% agreed “to some extent”.  

 45% completely agreed that they had a choice in the care or support services arranged for 

them (compared with 45% for Scotland), with a further 24% agreeing to some extent. 

 
The Scottish Social Attitudes Survey (2017) found that 55% of respondents reported that they 

were 'satisfied' or 'very satisfied' with the way the NHS runs nowadays (compared with 60% in 
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2016). 30% of respondents said they were dissatisfied; and 15% were neither satisfied nor 

dissatisfied. 49% of respondents said that standards in the health service had fallen ‘a little’ or 

‘a lot’ in the past year (compared with 37% in 2016. 36% of respondents said that standards 

had stayed the same; whilst 9% said they had increased ‘a little’ or ‘a lot’. 

In a similar vein, research commissioned by the Social Work Services Strategic Forum (2017) 

found a good level of support for social services in Scotland and a reasonable level of literacy 

among respondents about what social services do. In fact, it appears that the public has a 

much more positive view of social services than social service workers and institutions 

perceive. Overall, people in Scotland are positive about how social services’ impact on society 

and believe these services perform an important public role. A key finding was that public 

perceptions are strongly influenced by repeated exposure to consistently expressed personal 

experiences or issues arising from local (or lack of) contact with social services.  

In response to a request from the Chief Medical Officer, and as part of its Gathering Public 

Views activities, the Scottish Health Council gathered views from patients and members of the 

public on what realistic medicine means to them (Gathering Views on Realistic Medicine, 

2018). Key themes that emerged included the importance attached to: 

 Putting the individual at the centre of service delivery, as well as planning treatment and 

medications around the person in a way that was “having a partnership with patients”.  

 Professionals needing to take a more holistic view of the patient, i.e. by looking beyond the 

patient’s specific health condition and considering their wider circumstances.  

 Building and maintaining trusting relationships with professionals – and that both staff and 

patients would need to put more effort into building that trust.  

 

In 2016, the Health & Social Care Academy brought together a cross section of Scottish 

society - including public, third and independent sector leaders alongside people who use 

health and social care services - to consider the question “What is needed to transform 

Scottish society so that all citizens are able to thrive?”. As detailed in their subsequent report 

Five Provocations for the Future of Health and Social Care, the key underpinning theme 

identified was “the need for courage and courageous leadership to achieve the necessary 

transformation”.   
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West of Scotland partner organisations (Table 1) have worked together to consider these 

expectations and ambitions at a regional level. This has driven the development of an over-

arching Model of Care (Chapter 4 – Figure 16) that provides a unified framework for the long 

term planning of services for and with local people. 

 

NHS Territorial 

Boards 

Ayrshire & Arran - Forth Valley – Lanarkshire -  Dumfries & Galloway – 

Greater Glasgow & Clyde 

Integration 

Joint Boards 

Inverclyde - East Renfrewshire - West Dunbartonshire - North Ayrshire - 

North Lanarkshire - Dumfries & Galloway – Falkirk - Glasgow City – 

Renfrewshire - East Dunbartonshire - East Ayrshire - South Ayrshire - 

South Lanarkshire - Stirling & Clackmannanshire – Argyll & Bute 

NHS National 

Boards 

Scottish Ambulance Service - NHS 24 - Golden Jubilee Foundation - NHS 

Education Scotland - National Shared Services 

 

The Scottish Parliament’s Health and Sport Committee report on The Governance of the NHS 

in Scotland (2018) stressed that “the delivery of transformational change in the provision of 

health and social care can only be achieved with the support of stakeholders and the general 

public.” The work detailed within here has been initially developed with engagement of all West 

of Scotland Health Boards (including their Chief Executives and non-executive members) and 

Integration Joint Boards (including their Chief Officers and their voting members). It has also 

benefitted from early discussions with local authorities through the auspices of the Society of 

Local Authority Chief Executives and Senior Managers (SOLACE) and the Convention of 

Scottish Local Authorities (COSLA). We have established new leadership arrangements within 

the region to develop the regional plan, with a Programme Board in place that provides reports 

to the various Health Boards, Integration Joint Boards and the NHS Chairs’ Scrutiny and 

Assurance Group. The work has been taken forward through a number of collaborative 

workstreams supported by an advisory Clinical Board. However the development and delivery 

of the regional plan is an ongoing and iterative process - and as such will require deeper and 

stronger engagement across professional disciplines and with a wider range of partners, 

including the third and independent sector.  

Table 1: West of Scotland Partner Organisations 
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2.  UNDERSTANDING THE WEST OF SCOTLAND POPULATION  

2.1  Introduction 

A significant number of analyses have been undertaken to support the development of the 

service models to improve provision of health and care services for the region.   

2.2  Population Distribution 

The West of Scotland (WoS) serves a population of circa 2.7m, covering a wide geographic 

area of 8,777 square miles; and consisting of urban, rural and island communities.  

 

Figure 1: Age Distribution 2016, for the Rest of Scotland and WoS. Source: NRS.  

 

The West of Scotland has a relatively younger population than the rest of Scotland, with 1% 

more children and 9% fewer people aged 90+ years.  The West of Scotland population is 

expected to grow by a modest 1.6% between 2014 and 2039 with the rest of Scotland 

increasing at a rate 7 times greater.  Due to the actual and predicted falls in crude population 

shares between 2008/09 and 2019/20 the NRAC (NHSScotland Resource Allocation 

Committee) formula predicts that target shares for the West of Scotland will continue to decline.  
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Figure 2: Projected Populations for the WoS and the RoS, between the baseline (2014) and 2039. 

Source: NRS. 

 

Whilst the expected population growth is modest, the rate of growth for those aged 65+ years 

will increase by over 40% in the West of Scotland.  

 

Figure 3: Percentage Change in Population 2017 to 2035, by age group, Scotland, WoS and Health 

Boards. Source: NRS 
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2.3 Population Needs  

Whilst the overall population of the West of Scotland is relatively younger than the rest of the 

country, some council areas are the most aged in Scotland (Argyll & Bute and Dumfries & 

Galloway).  The West of Scotland also has the most deprived council areas in terms of the 

population that belongs to the country’s 15% most deprived, identified by the Scottish Index of 

Multiple Deprivation (SIMD) categories (Glasgow City, West Dunbartonshire, Inverclyde and 

East Ayrshire). Both social deprivation and agedness pose major demands for health and 

social care services. 

The historical decline in crude death rates stalled in 2011 before spiking in 2015. In the period 

since 2011 the rise in crude death rates has been most marked in the more rural boards within 

West of Scotland. Given that crude death rates can be use as a proxy for workloads this 

suggests that the rate of demand for services has been and will increase at varying rates 

across the region.   

Figure 4: Trends in Age/Sex Standardised Death Rates per 1,000 Population, for both sexes combined, 

for WoS, Scotland and RoS, 1991 to 2016. Source: Analysis for the New Regional Boundaries carried 

out by J Ramsay, NRS Scotland. 

 

The Standardised Mortality Rate is higher for the West of Scotland than the rest of Scotland 

and within the West of Scotland. NHS Greater Glasgow and Clyde (GG&C) has the highest 

rate. It appears that the rate of increase in NHS GG&C and the NHS Lanarkshire standardised 

death rates are slower than the other health boards.  The deterioration in death rates appears 

to be in part due to increases in dementia (including Alzheimer’s disease); and deaths by 

external causes (e.g. accidents), alcohol consumption, heart disease and cancer.  
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Figure 5: Life Expectancy at Birth for GG&C, WoS, Scotland and RoS, 1991 to 2016.  Source: NHS 

Scotland 

 

In line with Scotland and the UK as a whole, life expectancy at birth started to level off in the 

period from 2012-2014 after more than a decade of steady rises.  The most marked decrease 

in life expectancy has been in those aged 85+ years and suggests that the most elderly have 

been most affected by threats to their longevity, by whatever cause.  The causes for the 

plateauing of life expectancy are likely to be multi-factorial, including: 

 The high prevalence of obesity and rising prevalence of Type 2 Diabetes. 

 The rise in alcohol-related deaths. 

 The impact of financial austerity on investment in health and social care. 

 The challenges in access to primary and secondary health services and social care for 

some sections of the population in both remote/rural areas and urban areas. 

Over a twenty year period there have been many changes in acute activity, with increases in 

particular for day case and emergency admissions (although how much of this is due to 

increasing demand and how much is due to changes in service delivery or coding practices is 

difficult to ascertain).  Varying levels of services - for acute, primary and social care sectors 

across the West of Scotland - may be contributing in part to the changes in life expectancy and 

death rates between urban and rural boards that is being seen across the West of Scotland.   
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2.4 Service Provision – Activity, Demand & Capacity 

Analyses have been undertaken to consider the demand for and use of services. The diagram 

below sets out some of the key areas of activity.  

Figure 6: Key areas of activity 

 

 

This demonstrates that the majority of care is experienced local to the patients’ home, with 

hospital and specialised care smaller in volume. Over the period of 2012/2013 to 2016/2017 

activity within the hospital setting has grown at an average rate of less than 1% per annum, 

although the growth rate has been much greater in relation to those aged 65 years and over. 

Table 2: Change in Activity in Hospital Setting 2012/2013 to 2016/2017 

AGE  0 – 15  16 – 64  65 – 74  75 – 84  85+  Total 

New Outpatients -0.1% -0.1% 2.3% 2.0% 2.7% 0.6% 

Daycase/Elective -0.6% -0.3% 2.1% 1.2% 1.2% 0.4% 

Emergency Department  Attendances 0.8% -0.3% 0.3% 0.1% 0.8% 0.1% 

Non-Elective Inpatients (1 Day+) 0.3% 0.3% 0.6% 0.6% 2.1% 0.6% 

Bed Days -2.8% -0.4% -0.5% -0.9% 1.1% -0.4% 

 

  



Page | 21  
 

The Strategic Resource Framework (SRF) being developed (Chapter 6) projects a Business As 

Usual (BAU) state for 2022/2023 if recent trends in activity were to continue in line with the 

projected demographic changes in the population and no changes to the Health and Social 

Care System were achieved.  This would suggest that the acute care sector would need to 

increase activity across all areas to meet demand levels as shown in Figure 7 below. 

Figure 7: BAU forecasts, Activity Increase by 2022/2023  

 

Figure 8: Acute Care Bed Status in West of Scotland 

 

Of particular note is the expected 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 660,000 

acute bed days by 2035.  
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Figure 9: Projected Changes in Occupied Acute Bed Days in line with BAU scenario 

 

It would appear that acute activity within the West of Scotland is higher than would be 

expected, once age, sex and deprivation is accounted for and this suggests there may be 

opportunities to continue to shift the balance of care from the hospital setting and further 

towards the community and homes settings in the future. 

Figure 10: Standardised Ratios for WoS region by activity type, 2016/17 Indirectly Standardised to 

Scotland for Age, Sex and Deprivation 
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2.5  Population Segmentation Linked to Population Need  

Population segmentation can help to identify those population groups in greatest need. In the 

West of Scotland people in need of end of life care, services to support frailty, and with severe 

or enduring mental illness represent 11% of the population but 80% of total acute bed days.  

Figure 11: Acute Bed Day Use by Population, West of Scotland 2016/17 

Understanding population segmentation and the identification of areas of greatest need 

presents the opportunity for targeted interventions for specific patients to improve health and 

wellbeing. Identifying where the opportunities are, means a different model of care can be 

provided to local people. Better risk stratification that focuses on people most in need, 

alongside the development of new ways of working, moves services away from historic 

patterns of delivery that may not meet the needs of the individual.  Understanding the needs of 

different segments of the population helps to clarify the requirement to provide as much care as 

possible locally whilst designing hospital care that will deliver safe and sustainable services. 
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3. Working Together to Create a Regional Design for Future Care 

3.1  Introduction 

Stakeholders in the West of Scotland have come together to respond to a request from 

Scottish Government to prepare a Regional Delivery Plan to implement the Health and Social 

Care Delivery Plan (2016) which begins to set out a detailed plan to deliver effective care 

models to meet the needs of the population and to achieve clinical and financial sustainability. 

Our approach to this request has been to identify how best to come together to improve the 

health and wellbeing of our population, reduce inequalities and improve health outcomes for all. 

Delivery of the plan is grounded in effective and meaningful partnerships between the 

stakeholders responsible for, and engaged in, planning at different levels of the Scottish health 

and care system.  

The development and delivery of a regional plan is an ongoing and iterative process - and as 

such will require ongoing engagement with partners across the region with the aim of 

continuous improvement in the health and care of the population. The first stage of 

engagement has been to come together to undertake a gap analysis and agree a compelling 

case for change. The second stage has been to work together to develop new models of care 

and a Strategic Resource Framework (SRF) that can sustainably underpin those models.   

Recognising the importance of engaging all the key stakeholders to create a shared agenda, 

we have initially worked with all Health Boards (including their executive teams and non-

executive members), Integration Joint Boards (including their Chief Officers and voting 

members) alongside other senior managers 

and clinical leaders.  Engagement has also 

now begun to include senior social work 

managers and the third sector to develop 

their involvement in the West of Scotland 

programme.  As we continue through 

2018/19 to further develop and deliver the 

new models of care, engagement will widen 

to realise the benefits of co-production. 
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We are keen to build on the work Health Boards and Health and Social Care Partnerships 

(HSCPs) have undertaken to engage with people across the region, to ensure that what people 

have already said are their priorities for health and social care are at the forefront of our work to 

develop a future vision for the region. As we go forward, we will continue to do this, building on 

this work to further refine our understanding of the opportunities and implications for our 

different organizations and different communities.  Our approach to Communication and 

Engagement is described further in Chapter 7 (Key Enablers for Future Care). 

3.2 Our Approach  

We have established new leadership arrangements to develop a regional plan. A regional 

programme architecture and programme plan is in place to identify the key deliverables and 

interdependencies. The current arrangements and governance structure is shown below. This 

includes the West of Scotland Programme Board and a Chairs’ Scrutiny and Assurance Group. 

Figure 12: West of Scotland Regional Planning Arrangement 

 

We have put in place a number of collaborative workstreams to identify how we can best 

improve our services. These include Integrated Care; Urgent and Emergency Care; Planned & 
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Cancer Care (including specialist services); Population Health; and Shared Services. Alongside 

these are the service delivery enabling workstreams (including Workforce and Estates); and 

other cross-cutting priorities that are crucial for delivery (such as eHealth, Digital and 

Communications and Engagement).  A Clinical Board has been established to provide the 

design authority and challenge to support the development of new models. This work is 

supported by a Resource Framework Group to consider Workforce and Estate (which includes 

acute beds and finance). Figure 13 below sets out the eight step process we have been 

following to develop the overall Model of Care that is described in Chapter 4. 

Figure 13: Developing Our Model of Care  

 

The Scottish Parliament’s Health and Sport Committee’s recent report on The Governance of 

the NHS in Scotland (2018) has recommended that the accountability and decision making 

between NHS Boards, regional arrangements and Integrated Joint Boards require to be 

clearer, simpler and stronger. We are also cognisant that much of our work to date has been 

predominately healthcare focused - and so we plan to broaden the leadership architecture and 

clarify the governance relationships as we progress in 2018/19 and beyond. We are working to 

adopt and facilitate a more transformational approach to developing a regional plan and the 

ways in which we will need to work across the different parts of the system to achieve success 

across boundaries, e.g. we are the early stages of engaging with Local Authorities and the third 

sector with the intention to do more. In doing this we have learned from experience and 

practice both locally and further afield.   
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3.3 Developing the Case for Change 

The Scottish Parliament’s Health and Sport Committee’s recent report on The Governance of 

the NHS in Scotland (2018) stated that “Boards must become more open and honest about the 

pressures and challenges they face, which will ultimately help stakeholders understand and 

have confidence in the decisions being taken.” Over the past year, through our different 

workstreams, we have worked together to achieve a shared understanding of the common 

challenges we face and undertaken a gap analysis to underpin the development of the Case 

for Change.  

 

As our population is growing older we must anticipate increasing demand for health and care 

services. As we grow older we tend to develop more long-term conditions, which can 

eventually reduce independence and result in increasingly complex requirements for 

healthcare and social care support. In addition, the demand for healthcare increases as more 

medical advances are made and a greater range of interventions and medications becomes 

available. In the West of Scotland we also have a higher prevalence of most illnesses than in 

the rest of Scotland, and Scotland as a whole has poorer health than most European countries. 

The determinants of the ill-health prevalence relate to multiple factors (for example housing, 

education and employment), most of which are out with the scope of health and care services 

(Chapter 4 – Figure 19). Nonetheless, we need to ensure that we have a high quality and 

comprehensive health and care system that will address the extra needs of our population, and 

provide for them in a way that is equitable. 

 

The supply of health and social care is limited by the availability of health and social care 

workforce. Training for our most skilled doctors takes up to 15 years; and with increasing 

specialisation and sub-specialisation, critical gaps in delivery become a serious challenge.  

While the challenges in the medical work-force are particularly keen - across both primary and 

secondary care - we also face difficulties in recruiting numerous other disciplines, and in 

providing social care workers. 

The cost of providing health and social care is rising more rapidly than the resources available. 

The underlying recurrent financial position of the regional health system was a deficit of £52.8m 

in 2016/17 and forecast to deteriorate to £141.1m in 2017/18. Gross expenditure on social care 

services across the West of Scotland in 2016/17 was just over £2.1bn. 47% of the region’s 
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gross social care expenditure is spent on older people’s services, with the next most significant 

client groups being Children and Families (20%) and Adults with Learning Disabilities (17%).  

We are developing a Strategic Resource Framework (SRF) to gain a more detailed 

understanding of the scale of the challenges facing the health and care system across the 

West of Scotland in terms of activity, beds, workforce and finances (Chapter 6). This includes 

considering a Business As Usual (BAU) position in 2022/23 if systems continue to operate in 

their current form.  As we continue to develop the regional plan it will be important to also 

understand the expected and equivalent regional social care challenges over that same period. 

The Auditor General for Scotland has recently stated (July 2018) that the needs of an ageing 

population, healthcare costs that grow faster than the rest of the economy and increasing staff 

shortages are critical reasons why our system of care needs to change; and that “people right 

across the NHS, councils and government need to lead an honest conversation about why 

things need to change and how much better we can do”.  

Our agreed Regional Position Paper (September 2017) set out eight key themes as part of the 

emerging case for change. We need to accelerate and increase our collective ambition for 

transforming our health and care system because: 

 Our population is changing and so are their care needs and expectations.  

 We need to better enable people to improve their health and wellbeing.  

 Hospital is not always the best place to provide care. 

 We want to provide the best possible care.  

 We need to support our staff to work more effectively.  

 Many of our buildings are not fit-for-purpose.  

 New opportunities are afforded by technological innovations.  

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

 

By bringing these eight themes together leaders of the West of Scotland health and care 

system believe we must make radical changes in how we provide care or we will fail our local 

communities and our workforce. Together with our staff and our citizens we need to identify the 

right thing to do and implement the most effective models of care so that we all play our part in 

improve health and wellbeing across the West of Scotland.  
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3.4 Our Challenge 

The challenges which require our health and care system to adapt and innovate are a product 

of a number of inter-connected factors (as summarised and illustrated below). 

Figure 14: Challenges Facing the West of Scotland Health and Care System  

 

 

 

 

The next section sets out in more detail our emerging whole system approach to respond to 

these challenges; and to delivering a future health and care model for the West of Scotland. 
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3.5 Our Response - Rethinking & Reshaping Health and Care 

To respond to the case for change we have developed a shared vision and a common purpose 

which describes our future “offer” to our citizens and communities.  

VISION STATEMENT 

We will ensure that wherever you live in the West of Scotland that you are in control of your 

wellbeing and care, by respecting your wishes and empowering you to live independently.  

Our priority is that you will get the care you need in the right place, at the right time, every time. 

You will:  

• Be at the heart of decisions that affect you. 

We will tailor our approach so that we provide integrated care organised around your needs 

and the needs of your carer.  

• Be empowered and responsible for your own health and wellbeing. 

We will provide support that enables you to take greater responsibility for your own health and 

wellbeing. This will include innovative ways of working to help you live a healthy life in your own 

home. 

• Receive safe and high quality care. 

Wherever you receive your care and whoever is providing it, we will ensure services are safe 

and effective. 

• Receive care in the most appropriate place for you. 

We will provide care that is both convenient and of a high quality. We will do this by reducing 

unnecessary trips to health centres and hospitals and ensuring you get the most out of the 

visits you make. 

• Experience compassionate care no matter where you live. 

Wherever possible, care will be provided as close to your home as possible and reflect your 

care needs and personal circumstances. 
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Our ambition is for individuals to keep themselves as well as possible for as long as possible; 

that our services enable people to be as independent as possible for as long as possible, 

providing early intervention when required; and that our organisations develop more integrated 

care, organised around the needs of individuals and communities.   We will develop new 

models of care that improve outcomes and experience, with more care delivered within and 

nearer to people’s homes but with some services provided in specialist centres where 

appropriate. 

OUR AIMS 

 Improving the health of the population. 

 Improving patient’s experience of care. 

 Achieving the best possible value in all activities (financial value and value to the patient). 

 Supporting and valuing staff. 

OUR COMMON PURPOSE 

 We will design our care around the specific needs of individuals and different segments of 

our population rather than around existing organisations and services. 

 We will proactively engage and support people to have better lifestyles, develop 

independence and self-care. 

 We will design and deliver care services around population segments that are closer to 

home, particularly those services that require joined-up care. 

 We will design our future hospital services around the new and expanded integrated 

services, with different levels of service provided in a networked hospital system. 

 We will develop a regional workforce strategy, which includes addressing key gaps and the 

ability to flex across region. 

 We will create a 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 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. 

 We will develop a comprehensive Regional Plan that addresses drivers of financial pressure 

(including balance of care, productivity, workforce, back-office and estates). 
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OUR GUIDING PRINCIPLES 

 Ensure that the individual is always at the centre of their care and support. 

 Enable individuals and families to make informed decisions about their wellbeing and care 

that is right for them within the context of their communities. 

 Encourage and support individuals, families and communities to enjoy healthy and 

independent lives. 

 Deliver high quality, safe care and support, to people within, or as close to their home as 

possible. 

 Emphasise prevention and early intervention across services. 

 Ensure that staff and services work together and share information appropriately in a         

co-ordinated manner. 

 Promote equality of outcomes, experience and access to services across communities. 

 Recognise and support paid and unpaid carers. 

 Engage, develop and motivate staff and teams.  

 Nurture a culture of continuous improvement and innovation. 

 Galvanise collective resources to ensure services are fair and sustainable. 

 

3.6 Promoting Equality & Human Rights 

Everyone deserves to lead a full and healthy life and to receive the best possible care when 

they become ill. Scotland’s National Health and Social Care Standards set out what people 

should expect when using health and social care services in Scotland. They seek to provide 

better outcomes for everyone, to ensure that individuals are treated with respect and dignity, 

and that the basic human rights that everyone is entitled to are upheld. The Equality Act 2010 

legally protects people from discrimination, both in the workplace and in wider society. All 

public bodies in Scotland, as part of their day to day business, must show how they give due 

regard to the public sector equality duty and its three requirements: 

 To eliminate discrimination, harassment, victimisation and any other conduct that is 

prohibited by or under the Equality Act 2010. 

 To advance equality of opportunity between persons who share a relevant protected 

characteristic and persons who do not share it. 
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 To foster good relations between persons who share a relevant protected characteristic and 

persons who do not share it. 

The protected characteristics referred to are: age; disability; gender reassignment; race; 

religion or belief; sex; sexual orientation; marriage and civil partnership; and pregnancy and 

maternity. Importantly, we are all likely to have more than one protected characteristic which 

make up our individual identities. The human rights approach has been further developed 

through more recent legislation and policy that all public bodies are obliged to take forward - 

namely British Sign Language (Scotland) Act 2015; Fairer Scotland Duty (as a new duty within 

the Equality Act 2010; Child Poverty (Scotland) Act 2017; and the New Scots: refugee 

integration strategy 2018 to 2022. 

This Regional Design and Discussion Document consequently recognises the obligations and 

commitment of all of the organisations involved as expressed in the Equality Mainstreaming 

Reports that they have prepared and published (as per the legislation). Equality Impact 

Assessment is an important element of this overall approach when dealing with inequalities, 

potential breaches of human rights and discrimination. It means that services, policies and 

projects are thought about carefully in terms of their likely impact on different groups of people 

and on the various aspects of inequality.  

In taking forward and further developing the propositions set out within this document, it is 

recognised that the requirement to equality impact assess future service changes will continue 

to be the legal duty of Health Boards, 

Local Authorities and Integration Joint 

Boards to ensure that the specific 

needs of their local communities are 

met.  However, the guiding principles 

set out above are underpinned by an 

understanding of the three 

requirements of the public sector 

equality duty; and recognise that as we 

move forward, there are opportunities to 

work collaboratively to ensure that the 

improved outcomes envisaged are for 

the benefit of all communities.  
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3.7 Planning at Different Levels 

Delivering a vision that unites us all requires action at every level of the health and care system 

across the region. Our starting point is the recognition that approximately 90% of care is 

already provided outwith a hospital setting. Our approach builds first and foremost on the 

needs of local communities whilst also planning for the most seriously ill who require more 

specialised hospital based services. 

While we will be united as a region in addressing these aims and applying these principles, the 

work to plan and deliver these objectives will be taken forward at different levels (Figure 15): 

national, regional, and local (be that Health Board, Integration Joint Board/Community Planning 

Partnership or indeed locality/neighbourhood).  

Figure 15: Levels of Planning and Delivery 

 

As we continue to develop the regional plan, a key challenge will be clarifying the contribution 

of region planning in relation to care that is delivered outside of hospital. Emergent thinking 

amongst leaders of our health and care system suggests a useful regional planning 

contribution to be made in facilitating sharing of best practice; determining how best to ensure 

resources are available to implement new models of care; and to support Integration Joint 

Boards with the necessary enablers required to deliver improvements.  

Inevitably there will be tension between organisations within the region as we try to balance 

achieving individual organisational and regional goals that may pull in opposite directions. If we 

are to achieve this common purpose as a region, our leaders will need to role model 

behaviours that will support the different organisations to work together successfully.  
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At a workshop in September 2017, senior leaders from across West of Scotland partner 

organisations identified behaviours that they felt were critical to their and our being able to 

deliver efficient and sustainable change.  

 

OUR BEHAVIOURS 

 Demonstrating trust and respect.   

 Conducting ourselves with principle and integrity. 

 Acting collegiately and holding each other to account. 

 Working for the best interests of all 2.7 million people in the West of Scotland. 

 

 3.8 The Transformation Journey so Far 

The West of Scotland has many areas that deliver excellent care - but we know that we could 

do more both to prevent ill health and to improve patient outcomes. We are building on the 

many examples of improvements in services and infrastructure that include: 

 Reorganisation of our community services that has placed responsibility for local health and 

social care services under the leadership of local Integration Joint Boards.  

 Improved integrated care at a local level through the Integrated Care Fund and Primary Care 

Transformation. 

 Opening of the Queen Elizabeth University 

Hospital and Royal Children’s Hospital in 

Glasgow in 2015; and the new hospital in 

Dumfries and Galloway in December 2017.  

 Successful provision of a number of regional 

services, such as: 

 Interventional Cardiology that is based in 

two 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, 
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which was recently extended by developing a satellite cancer unit at Monklands in 

Lanarkshire.  

 The Regional Robotic Prostatectomy Service at the Queen Elizabeth University Hospital.  

 

 Ongoing work to reorganise and improve specialist services across the West of Scotland, 

including; 

 Major trauma. 

 Systemic anti-cancer therapy (SACT). 

 Urology. 

 Ophthalmology.  

 

Each of these services seeks to improve patient outcomes by organising care in the most 

effective way, providing timely access to specialist care and standardising approaches to 

optimise care. 

These changes have been possible due to a shift in culture and attitudes where people 

recognise that services need to continuously evolve to meet changes in population need and 

demand. These achievements have demonstrated that it is possible to overcome challenges 

and achieve safer, higher quality services if we get the process right. The establishment of, for 

example, regional cardiology services took place in 2009 - and nearly ten years on we need to 

be planning how to meet the challenges of the next 20 years. Given the scale of these 

challenges, our ambition for transformation needs to be greater than ever. 

Over the past months we have made progress in coming together across the system to align 

around a more holistic approach to planning at a regional level. We have explored new models 

care and how the West of Scotland partner organisations could best co-develop and implement 

them for local people.  

The next chapter sets out our emerging whole system approach to deliver the future health and 

care model for the West of Scotland. 
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4. A 21
ST

 CENTURY MODEL OF CARE 

4.1 Introduction  

In developing our over-arching and evidence-based Model of Care, we have sought to be as 

inclusive as possible, recognising the needs of remote and rural communities; the value of all 

health and care staff; and important stakeholders such as the Third Sector.  

Fundamentally the Model of Care reflects an understanding that: 

 Getting the basics right – patient-centred, integrated, multifaceted and well co-ordinated 

primary, secondary and social care - is likely to be much more important than any single tool 

or care management approach. 

 Our systems have to encourage and strengthen our approach to prevention (i.e. not creating 

the need in the first place) by encouraging individuals to manage their own health and be 

responsible for personal wellbeing.  The story doesn’t start from service provision but rather 

with the individual’s own needs and capabilities. 

 

4.2 The West of Scotland Model of Care  

Figure 16: Model of Care
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This model is underpinned by recognition that: 

• Many of the same functions and interventions will be provided within different settings. 

• Wherever a function or intervention is delivered – or indeed by whom - that it will be done to 

the same high standard. 

• Individuals will frequently be receiving care and support in different settings as part of the 

same package of care/care episode. 

• In order to provide as much support and services as close to people’s homes as possible, 

ensure consistent quality and reduce the number of journeys  that people have to make to 

receive care, services and staff may have to operate as part of a structured network. 

• Staff may operate across different settings and be part of multi-disciplinary teams in doing 

so. 

• The contribution of unpaid carers needs to be properly appreciated and that they require to 

be supported appropriately. 

• The individual and their care needs should be at the heart of all decision-making, with and 

for them. 

 

There are three main care settings which encompass a number of differing environments which 

overlap in practice. This is shown in the figure 17 below. 

Figure 17: Main Care Settings  
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The work to plan and deliver the Model of Care will be taken forward at the most appropriate 

level – national, regional and local (be that Health Board, Integration Joint Board/Community 

Planning Partnership or indeed locality/neighbourhood). The National Clinical Strategy provides 

evidence for the specialties that should be planned and delivered on a regional basis, such as 

vascular surgery, ophthalmology, urology, neurology and stroke care. This was primarily on the 

basis that there is very strong evidence that low volume, complex interventions are better 

undertaken in specialist centres. So this Regional Design and Discussion Document has 

majored on those elements within the proposed Model of Care (specifically by proposing the 

development of Networked Clinical Services).  

Figure 18: Model of Care – Added Value Focus for Regional Planning 

 

The other elements will be for partner organisations to take forward in a manner that makes 

sense for the needs of their communities, whilst retaining the necessary level of coherence and 

quality committed to for the West of Scotland health and care system as a whole. However, we 

have identified that there is useful regional planning contribution in shepherding the developing 

of key elements of the enabling factors (at scale) required to deliver upon those local changes.  

Such networks will deliver care at multiple settings and sites (“nodes”). The level of complexity 

and specialism will vary at each node – so that for some hospitals there will be access to out-

patients, diagnostics and day surgery only, while at others there will also be in-patient beds 

serving that specialty.  
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We believe that the formation of strong and systematic networked clinical services will be 

central to delivering Realistic Medicine equitably for the West of Scotland: 

 Ensuring best possible clinical outcomes. 

 Improving sustainability of service delivery in the face of recruitment challenges. 

 Make best possible use of specialised equipment, from example in robotic assisted surgery. 

 Providing a balance between local access and more distant expertise. 

 Standardising pathways of care across the region, and thus reducing unwarranted variation. 

 Improving recruitment, training, audit, benchmarking and clinical leadership. 

 

The development of such networked clinical services will require strong and well supported 

clinical leadership; excellent digital systems that provide access to patient records across the 

region; and support from the Scottish Ambulance Service and other transport providers. 

Advances in the management of some medical conditions mean that distinct pathways of care 

have or are being developed. For example, the advent of Percutaneous Coronary Intervention 

as a response to an acute heart attack means that patients are now transported to regional 

cardiac centres that can provide skilled interventions on a 24/7 basis. Likewise the 

management of stroke patients has been shown to be significantly better if they are treated in a 

specialist unit. In both cases this evolution of pathways has reduced mortality and morbidity by 

approximately 10%. The concentration of skilled staff and equipment in a small number of units 

ensures that they have a sufficient volume of activity to maintain high skill-levels that would not 

be obtained if all hospitals provided the 

same service. This is significant as it 

means that in some situations it is better 

to bypass a more local hospital to attend 

a more specialist unit for a better chance 

of a good clinical outcome. We 

recognise that we have to plan individual 

pathways of care to get the best possible 

outcomes, and that not all hospitals will 

provide the same services. In developing 

the planned model of care, we have looked for “fixed points” where changes to services would 

be unfeasible. We have started by considering the trauma network that is being set up. With 
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the trauma network there is a centralised specialised trauma centre/regional hospital (Queen 

Elizabeth University Hospital) where multiple specialties are co-located to deliver the best 

possible outcomes for patients with polytrauma. The need for these co-locations means that 

they are, in effect, fixed points. 

In addition to the trauma centre, proposals have been developed for hospitals with trauma units 

which do not provide the same range of services (for example no co-located neurosurgery) but 

have important co-locations (including emergency departments, orthopaedic services, general 

emergency surgery, anaesthetics, and intensive care). The critical mass of services in these 

hospitals, which are required by the trauma network, is such that a broad range of in-patient 

services should be delivered from these hospitals.  

Some other hospitals have 

specialist roles that largely 

determine the necessary co-

location of other services, e.g. the 

Royal Children’s Hospital on the 

Queen Elizabeth University 

Hospital site. The highly 

specialised services that are provided from these hospitals are considered as “fixed points” 

with necessary co-locations.  

To avoid confusion we have referred to the remaining hospitals (i.e. those without a designated 

trauma centre or trauma unit, or a specialist role) local hospitals. The services that will be 

provided from these local hospitals will be determined by further work - which will include: 

 Assessment of total regional and local demand for services, both current and projected. This 

will include medical as well as surgical specialties; and cover both elective care (with 

assumed productivity improvements) and urgent and emergency care. In the context of 

surgical services, the current trend to avoiding emergency out of hours surgery (which has 

been shown to have less satisfactory patient outcomes) may result in fewer centres that 

provide emergency over-night surgery. Stabilisation and transfer to a neighbouring hospital 

may be more advisable on clinical grounds if emergency surgery is required out of hours. 

 Understanding the clinical co-dependencies that will be required for maintenance of 

appropriate clinical standards. The Clinical Board has already advised on the critical co-

dependencies that are required. 



Page | 42  
 

 Understanding the workforce capacity for the maintenance of sustainable medical rotas. 

 Assessment of the travel distances that will be required where emergency and elective 

pathways might suggest by-passing the local hospital to attend a more specialist “node” of a 

networked clinical service. 

 Establishing evidence based pathways of care - e.g. emergency provision of a gastro-

intestinal bleed service or stroke pathways to ensure admission to an acute stroke unit. 

 Providing suitable capacity in local hospitals for an out-reach service from networked clinical 

services, providing out-patients, diagnostics, day cases and ward consultations. 

We anticipate that the services provided in local hospitals in the region will change 

considerably over a period of time.  In developing the plans for local hospitals we will consult 

stakeholders – including staff and the public - to develop proposals that are safe, effective and 

provide fair access to local people. Options will be developed and assessed against criteria 

after a process of public engagement. As part of any changes proposed we will seek to make 

the most efficient use of our estate and develop longer term capital investment plans. 

A separate workstream assessing 

digital priorities has been established 

– as it is recognised that digital 

capacity will be critical to delivering 

much of the transformational change 

required. For example, clinicians will 

need to be able to access clinical 

records and investigation results 

across Health Board boundaries; and 

we will seek to introduce more virtual 

clinics. Access to specialist advice 

will be made available to more distant hospitals and general practices, so that patients can get 

the benefit of specialist advice without having to travel long distances where that can be 

avoided.  

The next sections explore in more detail the approach being proposed in each of the key 

workstreams which support the delivery of the Model of Care described above. 
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4.3 Public Health & Wellbeing 

The Scottish Government and COSLA have jointly published Public Health Priorities for 

Scotland, aimed at focussing action across the public sector and voluntary sector and in 

communities. They look towards a Scotland: 

 Where we live in vibrant, healthy and safe places and communities. 

 Where we flourish in our early years. 

 Where we have good mental wellbeing. 

 Where we reduce the use of and harm from alcohol, tobacco and other drugs. 

 Where we have a sustainable, inclusive economy with equality of outcomes for all. 

 Where we eat well, have a healthy weight and are physically active. 

These priorities set a direction for Scotland’s public services over the next decade, with the aim 

of organisations and communities working better together to focus on prevention, to reduce 

health inequality and increase healthy life expectancy.  

We recognise that in planning for the future, that the success of any future care models will be 

heavily determined by how effective our approach to prevention and early intervention is; and, 

importantly, the degree to which individuals and families can be more responsible for their own 

wellbeing and managing their own health.    

 

4.3.1 Self-Care & Self-Management: A Human Rights Based Approach 

Self care and self management are very much at the heart of the models of care set out within 

this paper - models that seek to engage, empower and support people in a partnership 

approach with their care professionals, carers and community. Self care is what each person 

does on an everyday basis. Self management is the process each person develops to manage 

their long term conditions. 

A Human Rights Based Approach is based on the principles of Participation; Accountability; 

Non-discrimination and Equality; Empowerment and Legality (PANEL). Adopting these 

principles empowers people to exercise their responsibilities for protecting and improving their 

own health and wellbeing, whilst clarifying the duties and accountability of policy makers and 

public services to provide effective and integrated public service systems. Whilst self care and 

self management are the responsibility of individuals, this does not mean people having to do it 
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alone. In order to be effective, it relies on people having access to the right information, 

education, support and services. Critically, self management in particular, also depends on 

professionals understanding and embracing a person-centred, empowering approach in which 

the individual is the leading partner in managing their own life and condition(s). Self 

management is also a key element of our shared framework for integrated health and care (as 

described later). It is, and can be, supported in a number of ways, including: 

• Scotland’s House of Care, which supports and enables people to articulate their own needs 

and decide on their own priorities, through a process of joint decision making, goal setting 

and action planning. 

• Social prescribing is an approach (or range of approaches) for connecting people with non-

medical sources of support or resources within the community which are likely to help with 

the health problems they are experiencing. These include opportunities for physical activity, 

learning, volunteering, social support, mutual aid, befriending, self-help as well as support 

with benefits, debt, legal advice and parenting. 

• Self-Directed Support (SDS) allows people, their carers and their families to make informed 

choices on what their social care support looks like and how it is delivered, making it 

possible to meet agreed personal outcomes. The Social Care (Self-directed Support) 

(Scotland) Act 2013 allows people to choose how their support is provided, and gives them 

as much control as they want of their individual social care budget. Transforming Social 

Care: Scotland's progress towards implementing self-directed support 2011-2018 (2018) 

describes how the development and embedding of large scale approaches to choice and 

control across an integrated health and social care landscape is underway. 

The Chief Medical Officer’s Annual Report 2016-17 has highlighted the importance of staff and 

services supporting individuals with their health literacy, i.e. their current combination of health 

knowledge (including general concepts and specific knowledge), beliefs and skills that have 

developed through life experiences including education, illnesses, interacting with health 

services and interacting with their families and communities. 

Carers can also have an important role in supporting self management. A carer is anyone who 

looks after a friend or family member who can't cope alone due to illness, disability, a mental 

health problem or an addiction. This is often an unpaid role. The Carers (Scotland) Act 2016 

has been introduced to ensure better and more consistent support for carers and young carers 
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so that they can continue to care, if they so wish, in better health and to lead their own life 

alongside their caring responsibilities.  

4.3.2 Supportive & Connected Communities 

The West of Scotland recognises that individuals are more likely to live fulfilling lives and 

realise their social and economic potential in supportive and connected communities. We 

understand that while many of our communities are great places to live and work, some remain 

blighted by prejudice, inequalities and poor conditions. It is also important to recognise the 

positive influence of cohesive and resilient communities in supporting people and their carers 

with self care and self management, not least in respect to minimising social isolation and 

loneliness. These are not problems that can be turned around overnight, but by working in 

partnership we can improve the quality of life for those living in communities suffering from a 

range of problems often associated with deprivation. The Community Planning Partnerships 

across the West of Scotland have a key role tackling these challenges and in empowering 

communities.  

Wellbeing is influenced by everything around the individual, the family and communities and 

the different experiences and needs they have at different times and in different circumstances. 

The Children and Young People (Scotland) Act 2014 is about improving the wellbeing of 

children and young people in Scotland; and includes key parts of the Getting it Right for Every 

Child approach, commonly known as GIRFEC. Wellbeing sits at the heart of the GIRFEC 

approach and reflects the need to tailor the support and help that children, young people and 

their parents are offered to support their wellbeing. This approach is expressed in the wellbeing 

wheel that reflects the eight wellbeing indicators (commonly referred to by their initial letters – 

SHANARRI and illustrated in the picture to the 

right). This approach to considering wellbeing can 

just as reasonably be applied to adults and 

communities as a whole. Inverclyde Community 

Planning Partnership has notably adopted the 

concept and approach for all of its population. 

Linked to enabling more informed self care and 

self management, these developments  provide 

the opportunity to strengthen and enhance skills 

and assets within communities and address the 
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structural, material, social and relational barriers to individuals and communities being able to 

effectively self care and self manage (such as stigma and financial exclusion).  

The Community Empowerment (Scotland) Act 2015 with the obligations it places on all public 

bodies has strengthened the requirements for community planning to give communities more of 

a say in how public services are planned and provided It has also introduced new rights and 

enables communities to identify needs 

and issues and request action to be taken 

on these while extending the community’s 

right to buy or otherwise have greater 

control over assets. The Place Standard 

(see right) aims to support the delivery of 

high quality places in Scotland. It has 

been designed to be used in partnership 

with local communities, with each of its 14 

themes providing opportunities to support 

improvements in health and wellbeing. 

Age, Home and Community – The Next 

Phase (2018) sets out the national 

approach to housing and older people based on three principles: right advice, right home and 

right support. By focusing on these three key areas the intent is to enable older people to live 

safely and independently at home for as long as they chose to do so. 

It is also important that we acknowledge and value the developing contribution of other public 

sector bodies as part of the wider effort to improve health and wellbeing within local 

communities. For example, since November 2015 the Scottish Fire and Rescue Service have 

been involved in trials whereby fire appliances respond to out of hospital cardiac arrest 

incidents where firefighters are closer than the nearest ambulance. There are currently 18 

stations taking part, and the survival rate for people experiencing cardiac arrest has been 

increased for those incidents attended by Fire and Rescue Service crews. At the time of writing 

this document, the Scottish Fire and Rescue Service is consulting on an updated vision and 

transformation strategy, which includes the ambition to extend its preventative role to help 

reduce demand on other public services.  
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An evidence review completed by NHS Health Scotland suggested that 27% of people 

volunteer (Scottish Household Survey, 2015); and 46% have been involved in some kind of 

community action to help improve their local area (Scottish Social Attitudes Survey, 2015). 

Volunteers have been engaged in roles that support health and care services for many years; 

and Health Boards and Integration Joint Boards are recognised as having an important role in 

contributing to enabling this by strengthening necessary supports and safeguards (the latter 

with particular reference to Scottish Government’s consideration of the Lampard Report). 

However, NHS Health Scotland’s review also suggested 22% of people feel that they do not 

have a strong sense of belonging to their local community and that a significant minority of 

children are vulnerable to social isolation because of poor peer support or bullying (Health 

Behaviours in School Age Children, 2014). Loneliness is a subjective feeling experienced when 

there is a difference between an individual’s felt and ideal levels of social relationships. The 

Scottish Parliament’s Equal Opportunities Committee Inquiry into Age and Social Isolation 

(2015) came to the view that social isolation and loneliness are significant problems in Scotland 

and that there is a strong argument for bringing considerations of social isolation and loneliness 

into the planning of a range of services.  

The Scottish Government has been consulting upon a new strategy for addressing these 

issues - A Connected Scotland: Tackling social isolation and loneliness and building stronger 

communities. Central to the draft Strategy are the following priorities:  

 That it is communities themselves - whether they are 

geographical communities or communities of interest 

- that are best placed to ensure that individuals have 

the opportunity to connect, and people who may be 

at risk of becoming lonely or isolated have access to 

support networks.  

 That the role of Government in reducing social isolation and loneliness is to foster the right 

environment and create the conditions for people and communities to design and deliver 

the solutions that best meet their needs. 

The draft Strategy acknowledges that social isolation and loneliness can contribute to poor 

health and wellbeing, and conversely, people with poor physical and/or mental health may 

become more isolated due to the barriers their conditions present. It also reflects that the 

changing landscape around health and care, as well as an ever greater focus on initiatives like 
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Realistic Medicine, presents an opportunity to consider how community based care can be 

delivered to reduce social isolation and loneliness, and how services more broadly can build in 

a holistic approach to improving health and wellbeing that recognise the social conditions of an 

individual's life. The actions within the final strategy will inform the response of West of 

Scotland partner organisations at a local level, going forward in tandem with the third sector 

and other stakeholders (such as local Carers Centres). 

4.3.3 Improving Public Health Together Across the Region 

Whilst health and care services have a vital role in keeping people healthy and supporting them 

when they become ill, it is important to recognise that we all have a responsibility – and to 

varying extents, can exercise a degree of choice – when it comes to our own lifestyle, health 

and wellbeing. It is important to understand though that the primary determinants of wellbeing, 

health and (importantly) health inequalities are well recognised as being economic, social and 

environmental (as per Figure 19 overleaf); and as such, many of their primary causes lie 

outside the direct influence of health and social care. Consequently, collaboration and co-

ordination at local, regional and national levels is crucial if we are to collectively and positively 

address those determinants for and with local communities. 

 

 

The recent national consultation A healthier future - action and ambitions on diet, activity and 

healthy weight set out a range of proposals that health and care organisations in the West of 

Scotland voiced support for, including: 

 Restricting the advertising of unhealthy food and drink, including a restriction on advertising 

near schools and places where young people congregate.  

Figure 19: The Social Determinants of Health (Health Scotland) 
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 In a similar vein to alcohol, minimum pricing should be considered for products containing 

refined sugar, whilst also incentivising healthier options (such as fruit and vegetables). 

 To consider the opportunities to robustly apply over-provision policies for fast food outlets 

where appropriate to a defined business sector through Local Authority licensing 

arrangements. 

 To incentivize the reformulation of food and drink products to improve nutritional 

composition.  

The Scottish Government subsequently published A Healthier Future – Scotland’s Diet & 

Healthy Weight Delivery Plan (2018), which sets out a vision for a Scotland where everyone 

eats well and has a healthy weight. This was then augmented by the Framework for the 

Prevention, Early Detection and Early Intervention of Type 2 

Diabetes (2018). That national plan seeks to work towards 

five key outcomes, namely: 

 Children have the best start in life - they eat well and 

have a healthy weight. 

 The food environment supports healthier choices.  

 People have access to effective weight management 

services. 

 Leaders across all sectors promote healthy weight and 

diet. 

 Diet-related health inequalities are reduced. 

The Scottish Government has also published its Active Scotland Delivery Plan (2018), setting 

out a vision for a Scotland where more people are more active, more often. The outcomes that 

this national plan seeks to deliver are: 

 Encourage and enable the inactive to be more active. 

 Encourage and enable the active to stay active throughout life. 

 Develop physical confidence and competence from the earliest age. 

 Improve our active infrastructure people and place. 

 Support wellbeing and resilience in communities through physical activity and sport. 

 Improve opportunities to participate, progress and achieve in sport. 
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In addition, the Scottish Government published Raising Scotland's Tobacco-Free Generation: 

Our Tobacco Control Action Plan 2018, with its four strands of activity for the next five years: 

 Informing and empowering through raising awareness. 

 Encouraging healthier behaviours. 

 Improving services. 

 Providing protection through regulation. 

The overall approach to the above is underpinned by the reform principles articulated within the 

previously referred to Public Health Priorities for Scotland (2018); and reflects the commitment 

of Scottish Government and local government to encourage people to make positive choices 

about their health, their life and their communities. 

Community Planning aims to help public agencies to work together with the community to plan 

and deliver better services which make a real difference to people's lives.  Each of the 16 

Community Planning Partnerships (CPPs) in the West of Scotland have prepared and 

published a Local Outcomes Improvement Plan (LOIPs) which collectively will take this work 

forward across the region. These LOIPs frame the context in which local organisations have to 

operate in seeking to help improve population wellbeing and health and address health 

inequalities and set out the local outcomes which each CPP is prioritising for improvement. 

Tackling inequalities is a specific and common focus of them all.  

The Directors of Public Health in the region have come together to establish an obligate 

network led by a Senior Management Team (SMT) comprising the Directors of Public Health 

from Greater Glasgow and Clyde, Lanarkshire, Ayrshire and Arran and Dumfries and Galloway.  

Where appropriate, involvement will be sought from Argyll and Bute and Forth Valley.  A 

detailed workplan for regional public health working is in development by this SMT and their 

teams.  The shared workplan reinforces the overall ethos of the regional Model of Care, 

including: 

 Seeking to improve consistency. 

 Greater networking of expertise. 

 Better sharing of learning. 

 Consideration of opportunities for increased efficiency through a “Once for West of Scotland” 

approach where appropriate and which support local CPP priority outcomes.   
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It is acknowledged however that many public health programmes or interventions by their very 

nature and in line with national policy should continue to be planned at a local (health board or 

CPP) level.  

Examples of developing regional work include: 

 West of Scotland Health Needs Assessment 

A health intelligence group will undertake further work to inform the regional delivery plan 

building on the health needs assessment undertaken to inform the work to-date. 

 Children and Young People’s Health 

This will link to the national work sponsored by the Scottish Directors of Public Health and 

will lead to implementation plans and sharing of resource and expertise on, for example, 

child poverty, Fetal Alcohol Spectrum Disorder (FASD), psychological trauma-informed 

approaches, adverse childhood experiences and mental health.  

 Drugs and Alcohol  

There is a clear opportunity to develop a coordinated public health approach to prevent drug 

and alcohol related deaths through closer regional working between local Alcohol and Drug 

Partnerships and aided further by the new Alcohol Strategy for Scotland in 2019. 

 Obesity and Type 2 Diabetes 

This will build on work being planned in Ayrshire and Arran; and will also learn from similar 

work in the East of Scotland Region to consider how best to prevent Type 2 Diabetes and 

develop weight management interventions in the most cost-effective way. Included in this 

will be a focus on maternal healthy weight in pregnancy and gestational diabetes. It will also 

link to the priorities identified in the national diet and obesity strategy. 

 Development of resources to assess health inequalities 

This will develop further the Health Scotland guidance for Non-Executive Health Board and 

Integration Joint Board members on Addressing Health Inequalities (2016), with advice and 

tools on how to assess plans and decisions with a focus on health inequalities. 
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4.4 Integrated Care  

4.4.1 Introduction 

Integrated care is about ensuring that people are supported to live well at home or in the 

community for as much time as they can; and that they have a positive experience of health 

and social care when they need it. There are a number of case studies and academic papers 

that demonstrate that co-producing integrated care systematically and consistently can lead to 

better outcomes for people; make better use of limited resources; reduce the use of acute care 

and avoid the consequences of fragmented and uncoordinated care. However, the evidence 

also highlights that it is hard to do; it takes time; it may cost more in the short term and it 

demands different leadership skills and styles. Continuing to develop this approach to care is a 

core requirement of the National Health and Social Care Delivery Plan and indeed was a key 

driver for the introduction of the Public Bodies (Joint Working) (Scotland) Act. The Strategic 

Plans of Integration Joint Boards across the West of Scotland all recognise that embedding 

integrated care as a defining characteristic of their individual local health and care systems will 

require on-going transformational change of the system. As Audit Scotland has acknowledged, 

while much progress has been made and all areas have examples of good practice, the scale 

of the challenges and more importantly, the potential opportunities to revolutionise the 

outcomes experienced by individuals and communities, mean that a step change is required.   

4.4.2 The Process 

The workstream has worked with fifteen Health and Social Care Partnerships (HSCPs) in the 

West of Scotland to develop a shared framework for integrated care (Figure 21). This process 

and framework reflects: 

 The National Health and Care Standards. 

 The National Health and Wellbeing Outcomes (adults). 

 The National Outcomes for Children. 

 The vision and values set out within Integration Joint Board Strategic Plans. 

 The ambition to deliver Realistic Medicine and Care. 

 The key principles for primary care service redesign as affirmed within the General Medical 

Services (GMS) Contract 2018. 

 The commitment to respond to Creating a Healthier Scotland – Conversation. 
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The key components of the framework were then identified through a review of the published 

evidence-base and analysis of Integration Joint Board Strategic Plans and Annual Reports and 

then further refined using the outputs of an in-depth survey and then a series of workshops with 

senior leaders from within Health & Social Care Partnerships. The themes looked at were:    

 Provision of services for adults and older people with complex needs.  

 Services for mostly healthy people and those with long term conditions but non-complex 

needs. 

 Services for other population groups. 

 Joint working between providers. 

 Maturity of the enabling activities that would help accelerate care delivery.  

 Impact and outcomes. 

Figure 20: Process for Developing the Shared Framework for Integrated Care

 

The work undertaken to develop and refine principles through this workstream has been 

combined with the parallel processes with respect to the other workstreams to shape the 

overall principles for the care model as a whole (and to ensure a consistency across its 

constituent elements).   Through the development process it has been proposed that a focus 

for developing a consistent framework for integrated care in the West of Scotland should be for 

those people with complex long term needs. This reflects both the prevalence of these 

conditions across the population as a whole; the challenges of managing their co-morbidities; 

and the particularly high proportion of acute health care spend associated with those 

conditions. 
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4.4.3 Shared Framework for Integrated Care 

The framework reflects eight core components for integrated care as illustrated below. 

Figure 21: Shared Framework for Integrated Care 

 

In looking to embed this proposed framework, it is important to recognise that the West of 

Scotland would not be starting from a “blank 

page”. It is also critical to recognise that the 

effective development, implementation and 

delivery of these ingredients requires 

effective dialogue and engagement with 

other local stakeholders, including third 

sector organisations (with support of Third 

Sector Interfaces - TSIs); independent 

providers of care; carers and service users 

from different communities.  
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There are a number of examples of good practice that evidence the progress that many areas 

have made and that can enable sharing of learning (as well as the opportunity to scale up): 

 Empower self-care & self-management  

Self Directed Support (SDS) provides daily support to individuals with complex needs to remain 

in their home. The goal of the programme is that individuals and their carers have been allowed 

to choose the type of care they receive and who it is provided by. Inverclyde has had success 

in delivering SDS, with over 85% of individuals reporting that they had a say in how their help, 

care, or support was provided.  

 Suitable living environment, meaningful activity and social integration  

North Lanarkshire Leisure’s Active Health Programme provides a range of supported activities 

to help individuals realise the benefits of becoming more physically active, including assisting 

those who are recovering from minor or serious illness 

 Co-ordinated care & support planning with multi-disciplinary teams 

North Ayrshire has been a Demonstration Site for Anticipatory Care Planning (ACP), testing out 

new approaches to with respect to End of Life Care. The programme focused on providing 

ACP training and developing documents for the consistent implementation of ACP plans across 

the test areas. 

 Integrated care in or close to the home 

Argyll & Bute’s Strachur Hub has been developed to target groups of vulnerable, isolated, frail, 

older people and those with mental health illness, living a rural area. The programme is 

designed to provide integrated care close to the home in remote and rural areas of the region. 

At the end of 2016/2017, 1,891 people with complex needs utilised these services. 

 Single point of access  

West Dunbartonshire’s LinkUp Service enables older people to both volunteer and access a 

range of community health, social work and third sector service. Developed and delivered in 

partnership with West Dunbartonshire CVS (the local Third Sector Interface), it includes access 

to multiple health workstreams including anticipatory care, preventative support/care and the 

promotion of self-management of care.  

 Rapid response  

Falkirk’s Mobile Emergency Service supports rapid response to incidents in the home when the 

individual raises an alarm. A community warden will respond to the alarm and provide 

immediate care to the individual. Wardens have a target of reaching individuals within 20 



Page | 56  
 

minutes, allowing immediate care to be provided and cases escalated if required. In 2016/17, 

26,266 warden visits took place. 

 Transferring care, recovery and reablement  

Renfrewshire’s Care at Home Reablement Team provides support to individuals over an initial 

six week period as the individual returns to home. A Reablement Occupational Therapist forms 

a core part of the team and provides an assessment of the individual to identify the support that 

they and their carer’s need.  In 2016/17, over 1,600 individuals over the age of 65 received 

support from this service.  

 Access to expert opinion and timely access to diagnostics  

Greater Glasgow & Clyde’s Triage Plus is an initiative to ‘front load’ triage and decision making 

diagnostics supported by a Consultant, Junior Doctor and Healthcare Support Worker. This 

expedites the availability of investigation (bloods, imaging) results and makes them available at 

the time of medical assessment, enabling decisions to be made much more quickly and 

efficiently. This allows rapid ‘fast-track’ of people with certain conditions to the most appropriate 

part of the hospital avoiding further emergency department assessment  

4.4.4 How the Components Fit Together to Benefit Patients 

The figure and story below illustrates, as an example, what the care model would look like for 

people with complex, long term needs with an integrated approach that delivers personalised, 

co-ordinated care for a representative individual called Dorothy. 

Dorothy is 79 years of age, is frail, has type 2 diabetes, COPD, cognitive impairment and 

depression. When Dorothy describes the way she is currently cared for, a picture emerges of 

care that is fragmented, inconsistent and difficult to access. She attends hospital appointments 

separately for the different conditions she has, having to describe her problems many times 

over to different members of staff. And yet she doesn’t feel listened to, and is aware that 

important decisions are being made about her without her input. 

In response to stories such as this we want to ensure that people like Dorothy receive care that 

is more joined up and systematic -  much easier to access and more proactive, intervening at 

an earlier stage to avoid a crisis. We want to provide care in a way that means that people like 

her would get access to a specialist’s opinion when and where they needed it; and that they 

would not have to repeat their (same) story to many different people. We want to ensure that 

individuals – with their carers - will be placed at the centre of any decisions about their future. 
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Figure 22: Care Model for Holistic, Personalised, Co-ordinated Care for People with Complex Needs

 

Personalised and coordinated support planning is fundamentally about ensuring that support 

and care packages are tailored to the needs of the individual. Such support recognises an 

individual’s concerns and helps them become more able to manage their own health and 

wellbeing. Personalised care planning is a conversation, or series of conversations, when goals 

and actions for managing the individual’s health, care and wellbeing needs are jointly agreed 

and regularly reviewed.  

Care and support planning provides the mechanism to encourage greater patient engagement, 

joint decision making  and improved self-management by providing an opportunity for the 

patient to identify ‘what’s important to them’ and then working with that information to set goals 

and actions to help achieve improved healthcare outcomes. Scotland’s House of Care is an 

integrated care planning process that supports people with long-term conditions to get more 

involved to have “better conversations” in actively managing their health and determining their 

care support needs through effective care and support planning.  
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Figure 23: Scotland’s House of Care 

 

The House of Care is being piloted in a number of Health Boards in Scotland, including NHS 

Lanarkshire; and the learning from these innovations offers opportunities to strengthen the 

framework proposed here. Care and support planning as articulated within the House of Care 

resonates with vision outlined for the The Role of the Practice in 2021 and the new General 

Medical Services Contract (GMS 2018), alongside its acknowledged fit with the ambition for 

Realistic Medicine. In addition, care and support planning also lends itself - through the 

inclusion of a frailty assessment - to the management of more complex multi-morbidity by a 

range of members of the Multidisciplinary Team (MDT). In Lanarkshire, a wide range of 

resources and support mechanisms have been developed to support interested GP practices 

go live with care and support planning. This hands-on facilitation and support has now been 

augmented by the creation of a House of Care Community of Practice, which aims to provide a 

peer support mechanism for the six practices currently live and the other six practices actively 

planning implementation. To ensure that the House of Care programme provides the 

necessary infrastructure to support care and support planning, work has also taken place to 

raise awareness and practical utilisation of “More than Medicines” (community assets) through 

working with Voluntary Action South Lanarkshire (VASLan) and Voluntary Action North 

Lanarkshire (VANL). To complement this work and provide a support mechanism for people 

living with a long term condition to become more informed and engaged in their care and self-

management, the programme has established a collaborative partnership with the Thistle 

Foundation to provide Lifestyle Management courses. 
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4.4.5 Calculating the Potential Impact of the Shared Framework for Integrated Care  

To estimate the potential net impact the Shared Framework for Integrated Care we are working 

with the integration indicators that are being monitored by the Scottish Government’s 

Ministerial Steering Group (MSG) for Integration of Health & Social Care and that Integration 

Joint Boards are focusing efforts on with respect to:  

 Unplanned admissions. 

 Unplanned bed days. 

 A&E performance. 

 Delayed discharges. 

 End of Life care. 

 The balance of care.  

To estimate the net impact our aim is to model a scenario in the Strategic Resource 

Framework (SRF) based on a sub-set of these indicators based on Integration Joint Board 

responses to Scottish Government, namely: 

 Number of emergency admissions into Acute specialties.  

 Number of unscheduled hospital bed days, with separate objectives for Acute, Geriatric 

Long Stay and Mental Health. 

 Number of A&E attendances and the percentage of patients seen within 4 hours. 

The baseline assumption is based on Integration Joint Board responses to the Ministerial 

Steering Group. The best practice is based on estimates of what might be possible given what 

good practice examples elsewhere have achieved. We have estimated impact through a 

combination of: 

 Reviewing academic literature. 

 Identifying case studies (national and international). 

 Local benchmarking. 

 Analysing variation between Health & Social Care Partnerships and quantifying the 

potential for shift to the top quartile and testing out what might be achievable using local 

knowledge.  
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We have conducted workshops with Health & Social Care Partnerships to test assumptions 

and scenarios; and are continuing with further testing to see what could be achieved, and what 

would be needed to deliver impacts.  

The estimated impact of current Integration Joint Board plans in 2018/19 is shown below. 

Table 3: Estimated Reductions in Activity Based on Current Plans in 2018/19 

 
 

Impact to use 

NEL (Non-Elective) admissions (SMR01) 1.6% 

Unscheduled bed days 

NEL   4.3% 

Long stay TBC 

Mental Health TBC 

A&E attendances 3.1% 

 

We are aware that other care systems from around the world have been able to demonstrate 

significant impacts from integrated care approaches. This includes impact on outpatient and 

elective activity. We aspire to move in the direction of greater impact following more detailed 

research into work carried out in other care systems. 

Table 4: Estimated Impacts of Changes Achieved in Health and Care Systems outwith Scotland. 

Source: Carnall Farrar  

 
 
 

Estimate of 
Best 
Practice 

Influencing factors 
(applies to all 
indicators) 

NEL admissions (Non-Elective) 20%  Continuity of care 

 Real-time information 
flow 

 Risk adjusted 
capitation 

 Networked specialists 

 Transport support 

 MDT support 

 Shared governance  

 Local and national 
political support 

Unscheduled bed days 

NEL   30% 

Long stay 41% 

Mental Health - 

A&E attendances 15% 

Outpatient attendance 10% 

Elective (EL) inpatient 10% 

EL Length of Stay 20% 

EL Daycase 10% 

 

We recognise that those other health and care systems will have gauged progress from 

different starting points; and that (importantly) the West of Scotland organisations have been 

working on these areas for some time, with improvements having already been achieved.  
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However, West of Scotland partners all share the aspiration to further improve performance 

collectively through more detailed work and learning from international examples of practice.  

The next step in modeling is to identify the detailed cost of reprovision as care shifts out of the 

hospital setting and in to services provided in the community and in the home. In draft we have 

produced so far: 

 A project baseline using the SRF baseline developed through the resource modeling group. 

 Quantified the gross impact based on the Integration Joint Board submissions to the 

Ministerial Steering Group and then based on crude estimations of best practice. 

 Crude estimation of the cost of reprovision by calculating the indicative cost of reprovision 

using percentage assumptions from case studies.  

Further modeling is needed to: 

 Quantify the impact of other interventions and to address the social care Business As Usual 

challenge. 

 Determine how far West of Scotland organisations can realistically further stretch their 

improvements. 

 Further develop a more detailed cost of investment and reprovision in order to achieve such 

improvement (e.g. by modeling the workforce required to deliver new activity; adding costs 

for capital and digital; and identifying any double running costs.) 

4.4.6 Workforce Modeling Approach 

Implementing the interventions will require a 

workforce that has different skills in the future 

compared to those of today.  However, to 

demonstrate that staff will be available in sufficient 

numbers in the future the workforce will be modeled 

by both service and function for the eight 

interventions using current staff categories. The 

future workforce requirement for the shared 

framework for integrated care can then be added to 

the projected requirement of the hospital sector (net 

of activity reductions) and compared to the projected supply of workforce. 

javascript:void(0);
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4.5  Urgent & Emergency Care  

4.5.1 Introduction 

Urgent care is for those people with urgent but non-life threatening needs – in these situations 

care should be delivered in or as close to people’s homes as possible, minimising disruption 

and inconvenience for patients and their families. Emergency care is for those people with 

more serious or life threatening emergency needs – in those situations, the priority is to reduce 

risk and maximise their chances of survival and a good recovery.  The Urgent and Emergency 

Care (UEC) workstream is developing a new evidenced-based model of care that 

demonstrates common elements across the region. We are working together to identify what 

we need to do to ensure the maximum impact of the model and its delivery, to address the 

needs of key segments of the population and reduce acute demand.  It considers what needs 

to be in place and provided in the hospital, community and home settings (and thus has clear 

links to the work of the Integrated Care workstream as previously described).  

4.5.2 The Process 

Analysis has been undertaken for the West of Scotland to assess the current state of services, 

current patient demand for services, current service offering (by specialty and location), patient 

demographics (by age and location) and the available current workforce (by specialty, location, 

age and employment type). We have established that over the last 5 years demand for 

unscheduled care services across all providers has been flat or increased slightly, but of 

significance is that all services have seen an increase in demand from older patients, 

particularly across the 85+ age range. This is shown in the table below. 

Table 5: Increase in Activity – Range of Providers 

Resource Increase % 

NHS24 9 

SAS 1 

GP OOH 2.3 

ED/MIU 3.3 

Emergency Admissions 59 

 

We have also established a correlation between age and the 4 hour target. The percentage of 

patients meeting the 4 hour target reduces with age, i.e. 99% of patients aged 0-15 years 

meeting the target but only 83.5% of those aged 85+ years. We have noted that since 
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2005/2006 emergency admissions for West of Scotland 

residents have grown by 30%, with 126% increase in 

admissions not staying overnight; and 11% increase in those 

who stayed more than two nights.   When emergency 

admissions are indirectly standardised to Scotland for age, 

sex and deprivation the rate of admissions in 2016/17 is 6.3% 

higher than would be expected. We have established where individuals first make contact with 

the urgent and emergency care system. The most common starting point in a patient’s journey 

is with NHS 24 (which had 596,832 initial contacts), followed by Emergency Departments (with 

544,879 initial contacts). Initials contacts with the GP out of hours services was 66,695. We 

have also established that 30% of initial contacts with NHS 24 for West of Scotland’s patients 

resulted in no further service involvement; and that almost 2/3rds of all unscheduled care 

journeys had contact within an acute hospital.   We have determined that if nothing were to 

change in the five years up to 2022/23, future demand on services will potentially see a 5% 

increase in emergency admissions; and a 9% increase in emergency department activity. 

 

Informed by this analysis, the UEC workstream has been researching and developing draft 

care model options. We are exploring a stratified model for acute care in order to implement 

evidence-based care that makes the best use of our existing workforce, estates and financial 

resources. Other parts of the UK have also been exploring the UEC component of the stratified 

care model and we have built on the learning from their experience as part of our approach. 

Figure 24: Our Approach to Modeling Hospital Options for Urgent and Emergency Care 

 

Case for change Clinical standards Co-dependencies Service Model Workforce Model

Developed by the 
UEC workstream

Clinical board 
recommendations 
for standards 
include use of 
existing standards 
from prior work and 
use of royal college 
guidance

The co-
dependencies were 
developed using 
best practice 
examples from prior 
work

Development of 
service model using 
clinical standards, 
co-dependencies 
and local expertise. 
Production of 
possible options

Produced using ISD 
data, as per SRF 
workstream. 
Restricted options 
based on availability 
of workforce.

Being reviewed by 
UEC workstream 
(under Calum 
Campbell)

Validated by Clinical 
Board 

Validated by Clinical 
Board 

Validation will be 
conducted with 
clinical stakeholders

Validation will be 
conducted with 
clinical stakeholders

Draft UEC Options production

Refinement process through UEC workstream and clinical engagement
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To support the development of a Stratified Care Model, the Clinical Board has agreed a set of 

clinical standards for eight services (Stroke, A&E, Acute Medicine, Older Persons, Emergency 

Surgery, Critical care, Trauma and Orthopaedics and Gynaecology) informed by best practice. 

Each of the territorial Health Boards have reviewed their position against these standards.  

Figures 25 and 26 below illustrate the potentials for 

co-location of services in a Regional Emergency 

Hospital (with Major Trauma Centre) and an Acute 

Hospital with a Trauma Unit. The Clinical Board has 

agreed the required clinical co-dependencies for 

each setting which has informed the development 

of the future proposed care model. The Clinical 

Board has agreed 10 of the 18 service co-

dependencies based on service co-location. Separate reviews for the remainder are currently 

in progress.  

Figure 25: Potential Co-Location of Services (Regional Hospital) 

 

The Clinical Board also agreed that the following services may be co-located in an Acute 

Hospital with a Trauma Unit (as per Figure 26 overleaf).  
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Figure 26: Potential Co-Location of Services (Acute Hospital with Trauma Unit) 

 

The UEC workstream group have used the service co-location matrix data to develop “Care 

Model Brick” service components which, together with the clinical standards, guiding principles, 

best practice examples and data, have been used to develop potential future care model 

options. 

4.5.3 Developing the Urgent & Emergency Care Model Options 

Given the consensus that care should be designed around specific needs of individuals, work 

has been undertaken to determine what services should be present in the different care 

settings. The workstream recognised that decisions on the future configuration of major trauma 

care in the West of Scotland were being taken elsewhere – with the fixed point being the Major 

Trauma Centre at Queen Elizabeth University Hospital (as confirmed by the Scottish 

Government).   The framework, set out overleaf, was felt to exemplify best the structure within 

which the workstream operated – this was not designed to be hierarchical in any way, but is 

aligned also to the activity pyramid diagram in Chapter 2.      

  

May not need 
to be on same 
site

Source: The Clinical Co-Dependencies of Acute Hospital Services: A Clinical Senate Review December 2014, Scottish Trauma Network,  

Ideally on the 
same site but 
could be 
networked

Scottish 
Trauma 
Network: 
Within 30 
minutes

Service could 
be based in 
the same 
hospital

Note: Two colour represents divergence between GGC and Scottish Trauma network, Scottish Trauma network shown, coloured reviewed by GGC 

Hyper acute 
stroke unit

DermatologyNuclear Medicine

Acute stroke unit Nephrology

Inpatient dialysis

Acute oncology

Clinical 
microbiology

Rheumatology

ED Consultant

Anaesthetic-
Consultant

General Surgery -
Consultant

Orthopaedic-
Consultant

CT and Reporting

24/7 – access 
Emergency 
Theatre

24/7 access 
Critical Care

24/7 access 
paediatric trauma 
consultant

Rehab service

Scottish 
Trauma 
Network: 
Within 60 
minutes

Trauma team

Scottish 
Trauma 
Network: 
Co-located

Urgent GI 
endoscopy

Anaesthetics

Critical care (L1, 
L2 & 3)

General surgery

Acute and 
general medicine 
(inc. AMU)

ED Consultant 
moving towards 
18/7

Elderly medicine

Orthopaedics

Acute Cardiology Palliative care

MRI ScanCardiac MRI

X-ray and 
diagnostic 
ultrasound

Interventional 
radiotherapy

Microbiology OT

SALT

PT

Dietetics

Urgent Diagnostic 
Haematology and 
Biochemistry 

UrologyVascular surgery
Respiratory 
medicine

Medical 
gastroenterology

Critical care 
(paediatrics)

ENT

Maxillo-facial 
surgery

Neurology

Plastic surgery

Burns

Diabetes & 
endocrinology

OphthalmologyNeurosurgery Thoracic Surgery

Cardiac Surgery Acute paeds

Neonatology

Liaison psychiatry

Vascular surgery

Acute 
gynaecology

Services 
could come 
to patient 
(can be via 
telemedicine



Page | 66  
 

Figure 27: Urgent and Emergency Care Conceptual Framework  

 

Five settings for urgent and emergency care were initially identified, which align with the main 

care settings for the overall Model of Care (Figure 17). These were: Major Trauma Centres 

(MTC); Trauma Units; Local Hospitals; Community out of hours; and admission avoidance, 

including NHS 24. Five ‘sub-workstreams’ have worked together to develop proposals to 

improve urgent and emergency care in these settings, noting that Community out of hours and 

admission avoidance (including NHS 24) overlap with the modeling being carried out by the 

integrated care workstream, as unscheduled and urgent care is also accessed in community 

settings. It is proposed that within each of the identified settings, both core and optional 

services could be provided. Core services would be provided in all settings and where 

appropriate, could be enhanced by the addition of a range of optional services. A significant 

percentage of urgent and emergency care contacts in the West of Scotland take place in the 

community setting with the involvement of General Practice, Pharmacies, NHS 24 and Scottish 

Ambulance Service (SAS).   

As the care model emerges, further work is needed to consider the service choices available 

for the local hospital setting. We have worked up three potential urgent and emergency care 

options for local hospitals, each option building on the ‘core’ (1) option.  
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Figure 28: Range of Potential Local Hospital Options for Urgent and Emergency Care services 

 

There are a wide range of “admission avoidance” schemes in place across the West of 

Scotland, many in partnership with NHS 24 and Scottish Ambulance Service (SAS). Whilst 

further work is required to assess the effectiveness of these schemes regarding both outcomes 

for individuals and reduction in demand for hospital based services, examples of good practice 

and potential opportunities include: 

 2018 General Medical Service Contract sets out development of new roles for other clinical 

and non-clinical professions working in practices to support physical and mental health.   

This includes provision of advanced practitioner resource (e.g. Advanced Nurse 

Practitioners) working with GP clusters and serving as a first response for home visits, 

assessing and treating urgent or unscheduled care presentations. 

 NHS 24 has set out opportunities to work with regions to further utilise both the expertise 

and the infrastructure of NHS 24, including:  

 Mental Health Pathways Project which aims to increase the provision of mental health 

specialists available in NHS 24 and reduce number of mental health calls currently 

resulting in further support from health partners.      

 Improving advanced clinical service within NHS 24 through employing GPs and 

Advanced Nurse Practitioners to improve “Speak to Doctor” service which will support 
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signposting patients to the right service and increase the number of calls which can be 

completed.    

 Scottish Ambulance Service (SAS) opportunities include:  

 Advanced Paramedics in Primary Care outlined above.    

 Falls & Frailty work – joint initiative with Health & Social Care Partnerships to enable 

older people who present via 999 following a fall to be safely referred to community 

services as an appropriate alternative to attendance at the Emergency Department (ED) 

- it is anticipated that this will reduce by 10% the number of patients transferred to 

hospital.     

 Improving Respiratory pathways through spread of alternative care pathways for 

patients experiencing Chronic Obstructive Pulmonary Disease (COPD), i.e. increase 

referrals into multi-disciplinary community based teams and reduce inappropriate 

presentations at hospital. 

4.5.4 Assessing the Urgent & Emergency Care Options 

The Major Trauma Network has clear deliverables and standards which will inform the 

development of the future model.   These include provision of a 24/7 Consultant led ED service 

within the Major Trauma Centre at Queen Elizabeth University Hospital; and provision of a 24/7 

ED led service within the Trauma Units which includes an out of hours ST3 and above rota.   

Key to delivery of this model is a robust rehabilitation service across the West of Scotland.  

Funding for the Major Trauma Network is being considered elsewhere – for the Major Trauma 

Centre this is expected to be in the region of £10m.  The scope of the cost for Rehabilitation 

and Trauma Units is yet to be determined.  A detailed five year plan for the implementation of 

the Major Trauma Centre has been submitted and signed off by the Cabinet Secretary. 

The earlier section on integrated care has described how we aim to reduce the need for 

considering admission to hospital by providing proactive support, particularly to the older and 

frailer members of the population.  However there will always be times when patients 

experience a sudden deterioration in their health and seek help urgently. 

Because we believe that admission to hospital – particularly in the frail older patient – is not 

always the best solution, there will be a series of approaches that will seek to deal with the 

deterioration without admission to a hospital bed.  In some cases, there will be specific 

pathways for specific conditions (for example, acute stroke will lead to admission to the nearest 
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acute stroke unit; or in the case of a heart attack, admission to a centre for urgent 

Percutaneous Coronary Intervention). 

The patient who deteriorates may seek assistance via a number of channels. During day-time, 

contact is likely to be with the GP practice, the SAS; or in the “new world” contact for vulnerable 

patients may be the cluster Multi Disciplinary Team (MDT).  Other possible first contacts may 

be with pharmacists who will increasingly provide advice and treatment for minor illnesses; or 

in some cases, NHS 24 will answer calls to GP practices to provide an initial triage (this is 

currently being trialed in a number of practices).  Out of hours (OOH) contact is likely to be with 

either the GP OOHs service (who will be able to access a rapid response from the community 

MDT if suitable), the SAS, or direct to A&E. 

It is recognised that a proportion of admissions are forced not by the severity of the illness, but 

the combination of the illness and adverse social circumstances (for example living alone, 

confusion, generalised frailty and difficulty coping). For this reason, the ability to call on a rapid 

response team that would be able to provide care support for a limited period of time is an 

important aspect of the plans to reduce the need for 

hospital admission. The SAS paramedics have 

developed the skills and confidence to assess and 

provide initial treatment for patients at their home, 

avoiding a trip to hospital, and this will be 

encouraged.   It will be made more joined up by the 

SAS paramedics being able to contact GP 

practices, District Nurses or the Rapid Response 

Team for on-going management.  The ability for 

SAS paramedics and the rapid response team to 

access patient records on a mobile device and to 

seek advice from either the GP practice or the local 

A&E service will enhance the service provided to 

the patient, and ensure that the practice is made 

aware of the patient’s condition and any on-going 

need for review.  The initial result may be that the 

GP practice/OOHs service/SAS or the MDT 

provides assessment, treatment and support to maintain the patient at home. However, some 

patients may require assessment in hospital to ascertain the correct diagnosis (e.g. with the 

javascript:void(0);
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support of x-rays, scans, and blood tests) or to seek a comprehensive assessment in the case 

of complex patients.  At this stage, the presumption is that the patient is being assessed, rather 

than being admitted; and a range of potential services may be offered, including: 

 Ambulatory care pathways (e.g. for Deep Vein Thrombosis [DVT]). 

 Initial assessment and investigation, with referral onwards to a semi-urgent acute medicine 

clinic. 

 Initial assessment – including potentially a comprehensive Geriatric Assessment (delivered 

by a hospital based MDT including care of the elderly doctors, pharmacists, nurses, AHPs 

and social workers) with initiation of treatment and discharge.  Evidence that this is already 

happening is provided by the increasing number of “zero day” admissions.  The challenge 

will be to ensure that this is a service that cares for patients who might otherwise have been 

admitted, rather than an urgent alternative to a routine out-patient appointment, or a 

complex patient that is passed on to the service at lower and lower thresholds. 

 The national Mental Health Strategy has proposed that there will be an investment in 800 

extra mental health workers to support services across GP surgeries, A&E departments, 

hospital wards, prisons and police stations. This extra resource will ensure that prompt 

psychiatric liaison services will be available to assist where there is a combination of mental 

health problems and physical health problems. 

 Admission to the local hospital - as is described later, we anticipate that not all local 

hospitals will provide the same range of services (although the quality of the services that 

are offered will be of a consistent high quality in terms of outcomes). For some patients it 

will be better to transfer to an alternative hospital where a more specialised unit is available 

(for example acute stroke).  This tiered approach of hospital services will be consistent with 

the principles of concentrating high acuity patients in well equipped units where outcomes 

are likely to be better. This approach makes effective use of skilled staff and equipment. It 

provides a service that is tiered in a way that is analogous to the tiered approach of the 

major trauma work. 

 Surgical cases may be handled differently (still to be confirmed by clinical consensus). 

There has been a steady move away from out of hours emergency surgery, recognising 

that for many situations, outcomes are better if the operation is carried out during the day-

time by an experienced team of surgeons, anaesthetists and theatre nurses. This has led 

the Royal College of Surgeons to propose that emergency surgery overnight should not be 

offered in as many hospitals as at present.  Instead the patient would be assessed (and 
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probably scanned, depending on the presentation) and senior advice sought – usually by 

phone. The outcome might be to await day-time hours to operate, or, if the need is 

considered to be more pressing, potentially transfer via an established pathway to a nearby 

hospital where there is 24 hour emergency surgery. 

We recognise that the general public may have reservations about transfer of sick patients 

between hospitals – so we need to emphasise and reassure to them that the capabilities of 

paramedics have increased markedly over the last 10 years; and that a modern ambulance 

service can and should be appreciated as providing effective monitoring and treatment, rather 

than narrowly being viewed as a transportation service. The evidence from the 10 years 

experience with transfer for Percutaneous Coronary Intervention – sometimes over distances 

approaching 100 miles - has shown that the ambulance service provides a fast and safe 

pathway to specialist centres. 

The workstream has highlighted a range of constraints and challenges regarding the 

sustainability of current models. These are: 

 Activity  

Increasing demand and activity continue to present challenges across all aspects of the Urgent 

and Emergency Care system, with consultations in General Practice growing by more than 

15% between 2010/11 and 2014/15. Noted across all aspects of the system is the increase in 

age profile of patients, particularly those aged 85 years and over, who have complex care 

requirements which impact on delivery of care across all services. 

 Workforce 

Across the West of Scotland, Health Boards are having difficulty in recruiting and retaining staff 

at all levels to provide Urgent and Emergency Care.  This is leading to considerable reliance on 

the use of agency and locum staff with a knock on impact on the quality and safety of the 

service. We are forecasting high levels of staff retirement in the next 10 years necessitating a 

radical rethink of future roles and the ability to continue to staff across the system at current 

levels.    Analysis of the current workforce would suggest that it is not possible to have a Major 

Trauma Centre, the planned number of Trauma Units and sustain existing Local Hospitals in 

the current configuration. 
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Primary care is also experiencing significant challenges regarding the sustainability of current 

models of GP provision with almost 60% of GPs planning to leave or cut their hours and 

around one third of all GPs aged over 50 years.   The number and distribution of GP Trainees 

is a challenge across the West of Scotland.   General Practice nursing faces similar recruitment 

and retention issues. A UK wide survey in 2015, found that 33% of General Practice nurses are 

due to retire by 2020; 23% of nurses working in General Practice have two jobs; and 43% 

reported that their nursing team did not have sufficient numbers of appropriately trained and 

qualified staff to meet patients’ needs.   Given that the main source of urgent care in the 

community is daytime GP services, there is a need to fully explore the potential of transforming 

roles to meet urgent care demand. Development of Advanced Practitioners in the community, 

multi-disciplinary teams and cluster working in primary care will be essential to develop a 

responsive urgent care service. Competing priorities for the same workforce across current 

systems is challenging and will require a prioritisation of roles to stabilise the competing 

models. 

 Finance 

The cost of providing health and social care is rising more rapidly than the resources available. 

The underlying recurrent financial position of the regional health system was a deficit of £52.8m 

in 2016/17 and forecast to deteriorate to £141.1m in 2017/18.. However, evidence from the 

Kings Fund (Reconfiguration of Clinical Services - 2015) suggests that reconfiguration of 

Urgent and Emergency Care does not release significant financial resources. 

Once the care model options have been produced, an assessment will need to be made using 

appropriate criteria to produce a recommendation. Fixed points, minimum requirements and 

evaluation criteria are required for appraisal of the service change options to determine site 

specificity. Fixed points are sites where services must remain.  Agreed criteria will be used to 

more from a longer list of options to a shorter one which will then undergo more detailed 

analysis. Evaluation criteria will allow us to test in detail the list of options and thus identify 

which are viable and which, if any, are preferred. At this stage, minimum requirements and 

evaluation criteria are being developed for consideration but not yet finalised.  Site specificity 

cannot be determined until options have been assessed against these criteria. 
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4.5.5  Next Steps 

The current model of provision for Urgent and Emergency care across the region is 

unsustainable. However a new care model has been identified to provide consistent and 

resilient services. It has been agreed that there will be one Major Trauma Centre for West of 

Scotland supported by Major Trauma Units. Current workforce constraints and projections 

mean that there is a limit on the number of trauma units that can be developed across the West 

of Scotland due to the availability of workforce to staff Acute and Local Hospitals. Further work 

is required to agree the number of Trauma Units and variants of Acute and Local Hospitals that 

are required and realistically sustainable across West of Scotland. 

There are links between Urgent and Emergency Care and Integrated Care and the co-

dependencies and implications, particularly for workforce need to be explored in further detail. 

Further work is required across the West of Scotland to develop a consistent plan for rolling out 

evidence based initiatives across all care settings, including: 

 Undertake clinical engagement – agree and deliver a comprehensive round of engagement 

activities with clinical stakeholders to validate and iterate the proposed solutions.  

 Agree the model – provide validation of the stratified care model. 

 Undertake public consultation – agree strategy, timescales, communications and format -

and incorporate feedback into the proposed final outputs. 

 Agree the assessment process – agree the evaluation and hurdle criteria; decide who will 

carry out the assessment; and how this information will be captured and shared (this will 

require site specificity). 

 In order for us to move from the current to the future system we need to ensure that the 

model links closely with the shared framework for integrated care to ensure 

 It provides support for people at home to self care and self manage their condition 

supported by technology where appropriate. 

 There is a range of provision in the community setting to help people with urgent care 

needs to get the right advice and support in the right place (e.g. NHS 24, Pharmacy First).  

We develop highly responsive urgent care services outside of hospital to reduce demand 

on hospital based services and reduce avoidable emergency admissions to secondary 

care (e.g. urgent care hubs; sustainable OOH models; and implementation of evidence 

based initiatives such as Falls and Frailty). 

 We need to work closely with National Boards to consider opportunities going forward. 
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4.6 Planned & Cancer Care  

4.6.1 Introduction 

Planned care can be defined as routine services with planned appointments or interventions in 

hospital, community and home settings. In line with the previous section on developing a new 

evidence based model we have also been reviewing the planned and cancer care service 

model and the provision required across the region to meet the population needs in the next 

five, 10, and 15 years to determine the capacity and configuration of services required to most 

efficiently meet this clinical workload.   

4.6.2 The Process 

A number of inputs have been created to understand the current service provision and the 

requirements and approaches to underpin planned care provision.  Analysis of current activity 

and performance as well as understanding the demographic changes and impact, have been 

used to establish a baseline against which we can determine the predicted volume of elective 

planned care interventions required by specialty across the West of Scotland.  The baseline 

position being used for regional work is based on the outturn for 2016/17 and is below. 

Table 6: Baseline Activity for 2016/2017.  Source: ISD 

 New Outpatients Attendances 
(Consultant Led)  

Day 
Cases 

Elective 
Inpatients 

WEST OF SCOTLAND 728,383 281,374 86,743 

 

Table 7: Waiting List Position – West of Scotland. Source: ISD 

Numbers on Waiting Lists 

 Published Mar 16 Published Mar 17 March-18 

New Outpatient 138,560 160,247 153, 518 

Day Case/Elective Inpatient 31,715 33,169 36,625 

 

Current performance for the region against the waiting time guarantees is shown overleaf and 

is based on the last quarter (Dec 2017) against the March 2017 position. Health Boards are 
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currently working on their operational delivery plans to determine March 2019 positions and 

investment required. 

Table 8: Waiting Time Guarantees – West of Scotland Performance. Source: ISD 

 

WEST OF SCOTLAND   

Mar 17 Latest Qtr 

Outpatient Appointments (> 12 weeks) 24,581 31,710 

Treatment Time Guarantee TTG  (>12 Weeks) 5,270 8,731 

Cancer Waiting Times (31 Days) 95.4% 95.5% 

Cancer Waiting Times (62 Days) 88.2% 86.6% 

Key Diagnostic Tests (% over 6 weeks) 86.9% 81.9% 

CAMHS Referral to Treatment 95.5% 83.7% 

NB. Figures are based on the ISD published data and there are discrepancies between draft AOP and published data 

 

 As part of developing a Strategic Resource Framework, work has been undertaken to predict 

future demand based on future changes in population and trends in recent activity. It is 

estimated that the population of the West of Scotland will only increase by 2% by 2035 but, as 

with Scotland as a whole, there will be an ageing of the population with the number of children 

and working age adults falling and those aged 65+ increasing, particularly those aged 85+ who 

it is predicted will increase by 84%.  The non-demographic growth factors are calculated as 2% 

per annum for outpatients and 0.7% for day case and elective inpatients. The Business As 

Usual (BAU) scenario - where the recent trend continues and predicted demographic changes 

are applied - could lead to the need for 1 million more outpatient attendances and 80,000 more 

day case and elective inpatients admissions by 2035/2036 across the West of Scotland.  

Table 9: Projected Additional Planned Care Activity Required. Source: ISD 

 2020/2021 2025/2026 2035/2036 

New Outpatient 66,065 159,594 1,035,792 

Day Cases  2,617 6,404 14,207 

Elective Admissions with an Overnight Stay  12,348 314,416 66,915 
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A suite of performance measures have also been reviewed, considering the position both from 

a regional and Health Board level position against the Scottish performance position.  This 

suggests that there is some scope for modest improvement opportunities across the region and 

within the individual Health Boards.   

Table 10: Benchmarked Activity Data 2016/2017. Source: Discovery 

 New 
Outpatients 
– Did Not 
Attends  

Return to 
New 
Outpatient 
Ratio 

Day Case 
Rates (inc 
Outpatient 
procedures) 
– BADS 

Case-mix 
adjusted 
average length 
of stay ratio 
(spells) 

Theatre 
Utilisation 

WEST OF 
SCOTLAND 

10.4% 2.1 87.1% 1.02 94.0% 

Scotland  9.5% 2.0 85.5% 0.99 92.8% 

 

From the review of activity it would appear that acute activity within the West of Scotland is 

higher than would be expected, once age, sex and deprivation is accounted for and this 

suggests there may be opportunities to continue to shift the balance of care from the hospital 

setting to the home and community settings in the future. 

Figure 29: Standardised Ratios for WoS, by Activity Type for 2016/17, Standardised to Scotland for 

Age, Sex and Deprivation  

 

Part of the analysis to review performance across the Health Boards is also considering 

unwarranted variation in specialties while investigating inequalities of access to interventions. 

Potential productivity opportunities and review of areas considered of low clinical value indicate 

areas where there are potential opportunities for change. 
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Health Board visits have been undertaken to review the current service provision supported by 

analysis of activity and performance by specialty.  These visits have allowed us to gain an 

understanding of the current challenges facing each of the Health Boards in the delivery of 

planned care services. The following areas were considered:  

 Best practice elements of current models of care.   

 Strengths, weaknesses, opportunities and threats (SWOT) analysis. 

 Service issues, risks and barriers.  

 Understanding of service dependencies that need to be considered and built into new 

service models. 

Meetings with Health Boards have identified both local and cross regional issues within certain 

specialties (Table 11), highlighting service fragilities often linked with recruitment.  They have 

also identified opportunities to work on more standardised approaches across the region 

reducing variation and progressing Realistic Medicine. 

Table 11: Acute Specialties with Challenges  

 Specialty  Local Challenges  

General Surgery Challenging across West of Scotland  

Orthopaedics Challenging across West of Scotland  

Ophthalmology  West of Scotland Service review group is in place   

Neurology NHS Lanarkshire  and NHS Dumfries & Galloway  

Vascular  Challenging across West of Scotland 

ENT  NHS Forth Valley  and NHS Dumfries & Galloway 

Urology  West of Scotland Service review group is in place  

Endoscopy Challenging across West of Scotland  

Radiology  Challenging across West of Scotland  

 

All Health Boards identified the challenges around waiting times and capacity. Concerns were 

also raised around the information available to help clearly identify demand, capacity and to 

compare activity between Health Boards, particularly to consider efficiency and productivity as 

well as variation across clinical teams within specialties and across Health Boards.  
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Currently there are a number of specialties provided on a regional basis through a regional 

model (Table 12). 

Table 12: Specialties and Model of Provision 

Specialist Area Current Provision 

Interventional Cardiology  Regional Model 

Neurosciences Regional Model 

Specialist prostate surgery Regional Model 

Specialist penile cancer surgery Regional Model 

All brain and CNS cancer surgery Regional Model 

Lung cancer surgery Regional Model 

Sarcoma surgery Regional Model 

 

There are a number of services which are currently delivered on a partial regional basis; and 

some, particularly in relation to cancer, where there is a need to consider a more regional 

configuration based on the number of patients requiring treatment, the complexity of 

intervention undertaken and desired outcomes.   This is based on evidence suggesting that 

patients have improved outcomes when complex investigations and treatments are only 

provided in a few specialist centres thus ensuring that clinical environments are in place to 

provide high quality care and improved outcomes for patients across the region.  These 

specialties are summarised in Table 13. 

Table 13: Specialities and Model of Provision 

Specialist Area Current Provision 

Specialist head and neck cancer surgery Part regional model 

Specialist gynaecology cancer surgery Part regional model 

Specialist renal surgery Part of Urology Review 

Specialist bladder surgery Part of Urology Review 

All oesophago/gastric cancer surgery To be considered 

All pancreatic surgery To be considered 

All liver cancer surgery To be considered 
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Within planned and cancer care there is already a significant amount of work underway in the 

West of Scotland linked to local, regional and national planning and redesign – including: 

Key Plans and Collaboratives 

 Access Collaborative.  

 Development of Elective Treatment Centres, including target operating models and 

modelling future activity projections. 

 Modernising Outpatients. 

 Cancer Plan, delivery of Quality Performance Indicators (QPIs) and impact on service 

provision. 

Supporting National Workstreams 

 National Ophthalmology Review. 

 National Orthopaedic Review. 

 National Theatre Utilisation Group. 

 Seven day working and sustainability work. 

 

Regional Workstreams  

 Regional Cancer Delivery Plan. 

 Urology Review. 

 Ophthalmology Review. 

 

Local Workstreams 

 Board transformational plans and approaches to redesign. 

 Efficiency and productivity work. 

The above areas have all been considered in determining the regional approach to planned 

care. The Access Collaborative has been particularly important in setting four key aims which 

will underpin the work of the Regional Planned Care workstream, i.e.: 

 Sustainably, improve capacity and demand balance.  

 Deliver best value from public services. 

 Support innovation and longer term proactive planning. 

 Link existing workstreams. 
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4.6.3 Determining the Model & Core Components for Delivery 

At a high level the key aims for the planned and cancer care workstream are to: 

 Determine a stratified model of care to inform the organisation and configuration of planned 

care services across the region and the supporting capacity required.  

 Determine the approaches to care and plan the capacity required to efficiently deliver the 

clinical workload within the targets set. 

In developing a model for planned and cancer care there are a number of targets which need 

to underpin any planning for future services: 

Waiting Time Guarantees 

 Referral to Treatment within 18 weeks from referral to treatment. 

 Treatment Time Guarantee of 12 weeks from decision to treat to start of treatment.  

 31 and 62 day cancer targets - achieving critical points on the pathway in diagnosing 

cancer early.  

 Diagnostic waiting time target of 6 weeks. 

Modernising Outpatient Requirements 

The Modernising Outpatients programme aims to reduce the number of hospital delivered 

outpatient appointments by up to 400,000 by 2020 (from 2017) - for the West of Scotland this is 

circa 200,000 appointments. 

The Access Collaborative set out clear 

areas to focus on: 

 Waiting list validation.  

 Active clinical referral triage. 

 Virtual attendance.  

 Enhanced recovery after surgery. 

These areas tie in with the work set out 

overleaf and are areas which are being 

considered for a regional approach. 
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Figure 30: Our Approach to Modeling Options for Planned & Cancer Care 

 

We are also using the approach below to determine what the future service requirements are 

and what areas should be focused on to support balancing the funded capacity with the 

expected demand, considering efficiency and productivity as well as redesign opportunities. 

Figure 31: Determining Requirements and Impact 

 

Case for change Clinical standards Co-dependencies Service Model Workforce Model

Developed by the 
planned care 
workstream

Clinical Board 
recommendations 
for standards 

including use of 
existing standards 
from prior work and 
use of Royal College 
guidance

The co-
dependencies have 
been developed 

using  best practice 
examples from prior 
work

Development of 
service models 
using clinical 

standards, co-
dependencies, and 
local expertise. 
Production of 
possible options

Produced using ISD data, 
as per SRF workstream. 
Restrict options based on 
availability of workforce

Under review by the 
planned care 
workstream under 

the Chair of Jane 
Grant

Validated by Clinical 
Board 

Validated by Clinical 
Board 

Validation to be 
conducted during 
April with 

stakeholders

Validation to be 
conducted during 
April with 

stakeholders

Draft Planned Care Options Production

Refinement process through Planned Care Process and clinical engagement  
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This can be worked through for each of planned care: inpatient, daycase, theatres, outpatients 

and diagnostics. For all of the areas, the fact that waiting lists for planned care are currently 

rising suggests that current capacity or at least, current capacity being used as it is currently, is 

insufficient to meet the demand. The one-off effects of clearing the backlog of patients waiting 

are considered elsewhere: this bridge considers the requirements for 2022/23, after the 

backlog has been cleared. 

The capacity increase required to accommodate expected growth and maintain waiting time 

standards by 2022-23 is 5-10% (this excludes clearing the current backlog). While there are 

still some reductions in demand that can be delivered by managing down low value procedures 

and shifting activity from inpatient to a day-case settings, the greatest potential to manage 

demand lies with reducing unwarranted variation and redesigning care. While some level of 

variation reflects differing needs of different populations, unwarranted variation suggests that 

patients are undergoing treatments that may not deliver anticipated benefits, or that there are 

differences in practice or service model that could result in better care if  best practice 

guidelines were followed.  Preliminary analysis suggests that rates of inpatient, day case and 

outpatient activity vary by 10-25%. Work is ongoing to quantify how much of the observed 

variation is unwarranted and hence can be reduced, and which specialties would most benefit 

from redesigning how care is delivered.  Across the West of Scotland there is potential to 

reduce outpatient activity by 10%.  

We are currently considering potential changes for inpatient and day cases and recognise that 

there are upward and downward pressures on day cases per the table below. 

Table 14: Factors that will Contribute to Future Day Case Activity 

Factors likely to increase day cases Factors likely to decrease day cases 

Provide some inpatient procedures as day cases. Reduce unwarranted variation. 
Reduce low value procedures. 
Long term population health 
improvement. 

New technology enabling day case procedures  
(e.g. as seen historically in ophthalmology). 

Patient demand/ choice for day cases. 

 

4.6.3 Developing a Stratified Model for Planned and Cancer Care 

Current thinking around stratifying planned care as part of the care model discussed earlier is 

summarised overleaf. 
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Table 15: Stratifying Planned & Cancer Care 

Setting of care Type of care Services 

Community 
Services 

Low complexity care which can 
be provided in community setting. 

A range of areas are being 
defined by specialty 

Local Hospital 
Services 

Low to medium complexity 
services requiring access to day 
case and/or short stay beds but 
no anticipated access to critical 
care. 

7 day access 
Range of elective surgery and 
medicine 
Access to on-site support 
services excluding ITU/HDU 
Access to ITU/HDU in emergency 
via network 

Complex Inpatient 
Services 

Medium to high complexity 
services requiring extended 
inpatient stay or access to critical 
care. 

6/7 day access 
Full range of elective surgery and 
medicine 
Full range of support services. 
ITU/HDU 

Regional Specialist 
Services 

Centralised high complexity low 
volume services extending to 
National and Regional Services. 

7 day access 
Neurosciences, Transplant 
services 
Cardiothoracic surgery 
Full range of complex elective 
surgery and medicine 
Full range of support services. 
ITU/HDU 

 

As outlined earlier there are a number of existing regional workstreams for urology, 

ophthalmology, systemic anticancer therapy (SACT) and other specialist cancer services which 

can be used to demonstrate the emerging thinking on how to modernise and organise care 

services. The key components of the approach are described below: 

Community Based Service Provision 

Care should be provided within the community wherever possible. Examples of how services 

can shift from hospital to home and community setting provision include: 

 Further development of local phlebotomy services and monitoring of patients in community. 

 Nurse / AHP led clinical services in the community where applicable. This would build on 

the currently available services for chronic diseases such as diabetes and respiratory 

services.  Additional services proposed for development include: 

 Lower urinary tract and incontinence services.   

 Raised PSA clinic – nurse led triage clinic where TRUS biopsy is provided. 

 There are further opportunities to expand the ophthalmology model via virtual clinics. 
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Local Provision of Outpatient and Ambulatory Care Facilities 

It is proposed that wherever possible outpatients, investigations, day surgery and short stay 

surgery should be provided as locally as possible across the region.  This would provide a full 

range of core clinical services locally to meet the majority of patient needs with patients 

travelling only where clinically required to other sites. 

Low Volume/ High Complexity Care Provision in Specialist Units 

The evidence suggests that there is a case for improving outcomes by providing complex 

investigations and treatments in only a few specialist centres. Interventional cardiology services 

have been organised on a regional basis since 2009 which sees patients following a 

myocardial infarction going to one of two centres within the West of Scotland (Hairmyres and 

Golden Jubilee Hospitals) for their emergency care and primarily to the Golden Jubilee 

National Hospital for some planned interventional cardiology. 

In cancer services there is 

overwhelming evidence 

demonstrating improved oncologic 

and functional outcomes in high 

volume units and that the 

relationship between volume of 

activity and patient outcome may be 

greater than has been previously 

appreciated. This fact, and the 

necessity to make optimal use of 

workforce, equipment and financial resources, points the way to further decreasing the number 

of units offering inpatient cancer management, especially for highly specialised and complex 

care. The majority of cancer care will however continue to be delivered by local boards in the 

local hospital.  Emerging treatment and follow-up options also offer the real prospect of cancer 

care being increasingly delivered in the community and self administered care becoming a 

realistic option for increasing numbers of patients.  Underpinning any change is the need to 

ensure we provide and improve access to appropriate diagnostic, outpatient, and day-case 

care as locally as possible. 
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Extensive work has been undertaken regionally in relation to Systemic Anti Cancer Therapy 

(SACT), modeling future demand and capacity requirements and defining a future tiered 

service delivery model that optimises the use of workforce through the substantial development 

of non-medical prescribing.  Figure 32 sets out this emerging model of care (with indicative 

population numbers subject to geographic considerations), recognising the expected advances 

in systemic anti cancer therapy; and increasing provision in the community setting. 

Figure 32: Example: Systemic Anti Cancer Therapy (SACT) Emerging Model of Care 

 

Similar work has been undertaken in relation to radiotherapy within the Cancer Centre, which 

led to the provision of the regional satellite unit the Beatson at Monklands; role development for 

radiographers; and the development and introduction of newer techniques.  

In the coming period, greater focus is required on surgical oncology with the need to revisit 

some established models to ensure they remain ‘fit’ for future requirements. In particular 

changing patterns of demand and complexity, predicted changes in locally available skill sets, 

and challenges in delivering the volume/outcome benefit may identify certain services which 

will be increasingly difficult to sustain going forwards. There is therefore a need to consider 

further developing and formalising networks of care and inter board/inter regional strategic 
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alliances across a growing number of services as current service delivery models are 

challenged both in terms of capacity (workforce and physical) but also in what levels of 

intervention are required to both diagnose and treat the cancer. This requires review of current 

service models and provides a potentially useful opportunity to redesign aspects of the service 

models for the specialties in question.   

A number of regional cancer service models have developed with well defined regional 

pathways and clinical management guidelines in place. Regional MDTs have also been 

established to support these (e.g. gynae-oncology, head and neck). More recently the regional 

robotic prostatectomy service has been established, with very positive early outcome data 

evidenced.  Different medical staffing models are in place for each service (e.g. in-reach 

surgery or fully centralised surgical team) and consideration will require to be given as to how 

we sustain delivery models going forward.  

An agreed regional strategy for cancer surgical services requires to be developed that takes 

cognisance of the West of Scotland’s role in the provision of many national services. 

Established regional services (such as complex gynaecological surgery and microvascular 

surgery) and proposed regional services (such as hepatic and upper gastrointestinal cancer 

surgery) are identified as priority areas to best manage current service issues. Completion of 

work in relation to possible regional urological service reconfiguration will also have an impact 

on future cancer service provision. 

4.6.4 Determining Regional Priorities for Action 

Modernising Services 

The model of referral and attendance at the outpatient clinic needs to be modernised to reduce 

the number of unnecessary attendances. We know that on some occasions patients could be 

better cared for by alternative means. This may be within the community (with a nurse or other 

appropriately qualified non-medical health professional) or by virtual clinic consultation.  This 

should include telephone consultation; telephone advice services for general practice; and 

direct to test approaches where appropriate.   

Developing ‘Virtual’ Clinic Model 

Within the region there are a number of examples of ‘virtual clinics’ in place.  Work is ongoing 

with the digital and eHealth workstream to understand the opportunities for the redesign and 
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modernisation of care models to ensure availability of information to support the delivery of 

more ‘virtual’ clinical care. Going forward there is an opportunity to take the learning from the 

different boards and establish these approaches across the region. 

Ophthalmology - Example of Service Redesign 

The provision of ophthalmology services is changing. The introduction of the following 

initiatives have released medical time, created opportunities for staff to develop their clinical 

practice and has created capacity in high demand areas thereby helping to ensure patients are 

treated in a timely manner: 

 Development of a nurse practitioner role for delivery of intra-vitreal injections for Age 

Related Macular Degeneration (in place in various West of Scotland locations). 

 Development of optometrist delivered hospital services for the management of glaucoma 

patients. 

 Development of a virtual clinic model for the management of Age Related Macular 

Degeneration patients. 

Vetting to Productive Appointment / Intervention 

A number of specialties are identifying opportunities in relation to vetting. 

Diagnostic Hub in NHS Lanarkshire 

Piloting of a diagnostic hub in NHS Lanarkshire – completing imaging prior to referral into 

secondary care, allows acute clinicians to vet referrals and ensures that only those who require 

hospital review are appointed. This makes better use of clinic time and ensures patients don’t 

need to travel to hospital unnecessarily. A similar model is proposed for urology based on the 

example from NHS Ayrshire and Arran which is proposed within the Urology Review. 

Efficiency and Productivity 

We are currently assessing the potential for improvements for efficiency and productivity gains 

as well as considering different opportunities and models of working, which could be supported 

by a more consistent approach to service delivery across the region and help to address 

current challenges.  Areas identified include: unwarranted variation; inequalities of access to 

interventions; increased theatre utilisation; reduced return attendances; and better utilisation of 

acute bed use. 



Page | 88  
 

Realistic Medicine 

The West of Scotland recognises the need to take a uniform approach to the introduction of 

Realistic Medicine, especially in regard to variations and “Procedures of Low Health Gain”.  An 

evidence based approach has been taken by one Board in areas of a low health gain and this 

is working successfully for tonsillectomy.  With the appointment of both local Health Board and 

regional Realistic Medicine Clinical Leads there is a greater opportunity to build on the work 

being undertaken across the region to ensure it is consistently applied. 

Workforce 

There are a number of challenges around the workforce with regard to recruitment and 

retention which is more significant in rural Health Boards. The development of extended roles 

such as non-medical prescribers, advanced nurse practitioners, clinical nurse specialists and 

reporting radiographers has been key to managing this demand but the full potential of these 

key team members is yet to be realised. In addition, a new approach to medical and non-

medical staff appointments requires consideration of a West of Scotland Regional recruitment 

and training plan which could provide a more balanced and flexible workforce.  A number of 

initiatives are being tried with success including empowering our staff and enabling change in 

various areas. Some good examples of this can be seen across the Boards: 

 Dumfries & Galloway have a Lanarkshire Health Board-employed consultant to support 

their breast cancer service on a long term basis.  

 Cross-board joint appointments have been established between Forth Valley Health Board 

and the Golden Jubilee National Hospital.  

 Hairmyres uses Physicians Associates and this works well in a surgical capacity.  

 Golden Jubilee National Hospital have established the Advanced Nurse Practice Academy 

and Physicians Assistants (course now being offered in Aberdeen and Oxford Universities).  

 
eHealth  

There is a need to better utilise eHealth opportunities, with initiatives that harness technology 

to improve patient pathways. Ophthalmology provides a good example for this:  

 Opportunities to expand the use of virtual clinics for ophthalmology in both scale and scope 

with the development of the virtual clinic model for the management of Age Related Macular 
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Degeneration patients is being explored as part of the regional ophthalmology work. The 

consultant will review and manage using imaging technology, remotely. 

 There are currently a number of challenges associated with the end-to-end provision of 

eHealth services supporting Ophthalmology and Optometry across the West of Scotland. 

Work is already underway to address these challenges as part of the West of Scotland 

Ophthalmology Service Review Programme. The eHealth workstream is principally looking 

to make improvements in the two-way communication between Optometrists and 

Ophthalmologists in areas associated with electronic referrals, discharge and other clinic 

letter information and advice requests. It is also looking to develop a Business Case and 

Requirements Specification for a specialist Ophthalmology clinical system. 

 Some ‘quick win’ solutions are already in place to help more Optometry practices connect to 

NHS systems in order to submit electronic referrals. Extra West of Scotland regional eHealth 

facilitation support is helping drive this forward. Medium term solutions should become 

available from mid 2018 onwards which supports improved integration between TrakCare 

and SCI Gateway. This will enable, for the first time, electronic discharge and other clinic 

letters to be send back from Ophthalmology to the original referring Optometrist as well as 

maintaining information flows to the patient’s current registered GP. This functionality will 

also enable Optometrists and Ophthalmologists to exchange electronic advice queries with 

attached images and has the potential to help reduce referrals by opening up new 

communication mechanisms. This functionality is not restricted to Optometry and could be 

rolled out into other areas to provide similar benefits.  

Work is also underway to help improve electronic referral quality by including more specific 

information on the original SCI Gateway 

referral templates. The mechanism by 

which Optometrists connect to NHS 

systems is also changing. This new 

mechanism will make it possible to 

connect to many more systems like local 

NHS Intranets; but also, for example, the 

Orion Clinical Portal so Optometrists can 

see a restricted data set pertaining to 

Acute Ophthalmology information. These have the potential to greatly improve patient shared 

care across hospital and community settings; and have uses in other specialisms. 
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4.7 Other Components of the Regional Care Model 

4.7.1 Maternity & Neonatal Care in Scotland 

A combined review of maternity and neonatal care in Scotland during 2016 resulted in the 

publication of The Best Start: A Five-Year Forward Plan for Maternity and Neonatal Care in 

Scotland (2017), which contains 76 recommendations. This report recommends transformation 

in the delivery of both maternity and neonatal service models to ensure that the focus is on the 

family, taking account of their individual needs and preferences, to enable them to be true 

partners in their care and decision making and result to achieve best outcomes through the 

delivery of evidence based care.   

Recommendations for maternity service redesign include a reconfiguration of the current 

service delivery model to promote normal births and evidence based practice within continuity 

of care models, provided locally where possible, and clear referral pathways where 

management of more complex conditions is necessary at a national level.  A single maternity 

network across Scotland has been recommended and is currently being scoped.   

Neonatal services have been delivered within a regional Managed Clinical Network (MCN) 

approach in Scotland since they were established in 2010/11 and have focused on delivering 

the Neonatal Framework (2013). Best Start recommends that to accommodate the current 

levels of demand, there should be a single neonatal network in Scotland developed where 

services are redesigned, to include delivering intensive care to the smallest and sickest babies 

in a smaller number of units, that the introduction of transitional care will avoid unnecessary 

separation of mother and baby and that early discharge home should be supported by the 

availability of a seven day community liaison service. Support for remote and rural areas is also 

crucial to enable equity of access to a high quality service.  

Current staffing models for both maternity and neonatal services will be reviewed to support the 

new models of working which will be required, and any changes will be underpinned by staff 

education.  

Implementation of the recommendations for both maternity and neonatal care will be 

undertaken on a local, regional and national basis. Health Boards have developed action plans 

detailing how specific recommendations will be implemented locally.  An overarching Best Start 

Implementation Group and three subgroups will support implementation progression of the 
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remaining regional and national recommendations. Input from the regions will support national 

progression of the recommendations. 

4.7.2 Child Health  

Building upon the overall approach set out within this Regional Design and Discussion 

Document, the intention is to look specifically at further opportunities to improve the health and 

wellbeing of children and young people from a regional perspective.  The West of Scotland 

Child Health Regional Planning Group has been established for a number of years and 

provides a forum to take forward a programme of work in relation to Children’s Services.  There 

are a number of workstreams already in place, including the Child Protection Managed 

Network; High Dependency Care Network; Paediatric Complex Respiratory Network; and 

Paediatric Gastroenterology, Hepatology and Nutrition Managed Clinical Network. 

Going forward the intention is to review Children’s Services across hospitals in line with the 

Model of Care outlined for the region to consider how to further develop the networked 

approach already in place for many services between local hospitals and the Royal Hospital for 

Children – and so ensure clear pathways and shared care models are in place to provide the 

best care models for children and young people across the West of Scotland.  

4.7.3 Mental Health 

In March 2017 the Scottish Government published the national Mental Health Strategy, setting 

out ambitions for implementation over the next 10 years, including a list of 40 actions to be 

taken forward.  In the summary the strategy notes that the main actions should be progressed 

at either local or national level. It is an ambitious strategy that stresses the need to improve: 

 Prevention and early intervention. 

 Access to treatment, and joined up 

accessible services. 

 The physical wellbeing of people with 

mental health problems. 

 Rights, information use, and planning. 

The strategy was underpinned by a 

commitment to invest in 800 additional mental 

health workers in hospitals, general practices, prisons and police stations. 
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The Strategy stresses the interconnections between mental health and poverty, illness, 

unemployment, adverse life circumstances and life-style choices (particularly the use of alcohol 

and drugs). It calls on all government agencies to act to improve mental health, with training 

being arranged for multiple services (including schools, police, large employers and health 

services) on the early recognition of mental illness and mental health first aid. 

The Strategy stresses the need for local and national action, with the requirement for a regional 

approach less evident - with the exception of a small number of services which can be, and 

are, planned on a regional basis to ensure the availability of specialist low volume services.  

These include: 

 Management of severe post-partum depression with psychosis, and the availability of 

mother and baby accommodation. 

 Tier 4 Child and Adolescent Mental Health Services (CAMHS). 

 High and medium secure psychiatric units and interface with low secure care. 

Within the region there are existing workstreams for both Tier 4 CAMHS services and medium 

secure and low secure care interface and capacity requirements: 

Child and Adolescent Mental Health Services (CAMHS) 

The CAMHS Network has facilitated and supported considerable change across Child and 

Adolescent Mental Health Services within the region.  Over the past few years the CAMHS 

landscape has evolved and a number of clear workstreams have emerged including: 

 The emerging need to consider a regional Intensive Psychiatric Care Unit (IPCU). 

 The need to consider and develop a regional community Forensic Child and Adolescent 

Mental Health Service (FCAMHS). 

This work is also linking with the national work to determine the requirement for a national 

FCAMHS inpatient unit and a national Learning Disability (LD) CAMHS unit.  

Medium and Low Secure Care 

A regional planning approach to review secure care provision has been ongoing for the last 18 

months to assess the medium and low secure provision in the West of Scotland to ensure the 

service and bed capacity is in place to meet the future needs of the service.   
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This work has looked at the challenges facing West of Scotland Boards in relation to the 

management of patients requiring secure care and has led to the development of the 

expansion plans for the medium secure care provision at Rowanbank (the development of the 

business case currently being progressed).  This work has also led to the review of provision of 

low secure care, particularly to ensure the changes in November 2015 under Section 268 of 

the Mental Health (Care & Treatment (Scotland) Act 2003 introduced in May 2006 which 

included the provision for patients detained in the State Hospital to appeal against being held in 

excessive security to also apply to the three regional medium secure units. 

The regional approach will continue with planning to ensure that these services provide high 

quality and accessible services that meet the need of patients, and allow for early discharge to 

more local care. 

The more general issues regarding the early recognition and management of mental health 

issues will be addressed by work at local Integration Joint Board level.  This includes the 

deployment of the West of Scotland’s share of the 800 additional mental health workers across 

primary care and hospitals; and a progressive increase in psychology services (including such 

innovative measures as computerised Cognitive Behavioural Therapy (CBT). More national 

prescribing initiatives for patients are developing along the principles of Realistic Medicine, with 

alternatives to medication for anxiety and depression being developed (by involvement of 

“talking therapies”, link workers and counsellors). 

The management of dementia is described in the local care proposals, recognising that many 

people with dementia have multiple co-morbidities, and their needs require to be met with the 

same pro-active support proposed for all of the vulnerable segments of the population 

4.7.4 Realistic Medicine 

The Chief Medical Officer’s report on Practising Realistic Medicine (2018) calls for a major 

cultural change across health and care services, ensuring that shared decision making 

becomes a reality, that waste and variation is tackled, proportionate assessment of risk is 

improved to avoid harm from treatment or care out-weighing the benefits, and that an 

innovative culture flourishes amongst all health and care staff.  This clearly needs to underpin 

all of the models of care approach as committed too at the start of this Regional Design and 

Discussion Document. 
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The Chief Medical Officer’s office is taking forward a number of initiatives to support Realistic 

Medicine, including funding of Realistic Medicine clinical leads at both health board and 

regional level; developing an Atlas of Variation; and an ambitious training programme on value-

based healthcare.  

It is recognised that much of Realistic Medicine is a cultural shift in which clinicians must 

change the consultations and relations they have with patients - but there are aspects of 

Realistic Medicine which have the potential to be developed into more tangible programmes. 

Within the West of Scotland work will be progressed under a member of initiatives, to which we 

hope the soon to be appointed Regional Realistic Medicine lead will contribute – including: 

Clinical Specialty Networks 

This document has stressed the need for some specialties to develop region-wide networks to 

ensure accessibility to low-volume complex care that is safe and effective and to more 

efficiently use skilled staff and specialised equipment to obtain the best possible outcomes. 

The networking of services across health board boundaries offers opportunities in the further 

development of Realistic Medicine. For example, it is proposed that there should be supported 

clinical leadership within networks and that clinical leaders would seek to address variation in 

thresholds and outcomes for interventions by the use of comparative data across the network. 

Collaborative work amongst clinicians should develop standardised pathways where there is 

good clinical evidence of more favourable outcomes.  The development of the Scottish Atlas of 

Variation will be helpful in stimulating questions about variation in clinical practice across the 

West of Scotland. This would include the rational use of investigations, and a reduced variation 

in prescribing. This has been achieved in a number of other areas, notably Moorfield’s Eye 

Hospital which provides networked care across south-east London: their management of 

glaucoma follows standardised treatment and recall arrangements that are evidence based. 

These standardised pathways lead to good outcomes, but also reduce costs. Clinical 

information should be provided by the networks so that on-going audits of care can be carried 

out.  With a much larger critical mass than previous clinical audits at Health Board level, it 

should be possible to continually drive improvement across entire networks. 

Prescribing 

We know that there is considerable variation in prescribing habits across the West of Scotland; 

and from the national Polypharmacy Guidance we know that there is a high prevalence of 
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medicines being prescribed when they have ceased to be of benefit to that individual  (e.g. 

older people tolerate medicines less well, and may not need such powerful anti-hypertensive 

medications). This is an important issue, both because of the enormous cost of medicines and 

the potential harm that may be done to patients. The variation between Health Boards is 

significant with for example, Lanarkshire spending relatively less on anti-depressants; and 

other Health Boards spending relatively higher amounts on anti-epileptics (used also for pain 

control) and inhaled steroids for Asthma and COPD. The variation is unlikely to be solely driven 

by population need and is likely to reflect variation in prescribing practice (and pharmaceutical 

marketing). Spend is illustrated in Table 16 below 

Table 16: Annual Cost of Some Community Prescribed Medicines across the West of Scotland 

 Anti-epileptic 
medications 

Anticoagulants Diabetes 
medication 

Inhaled 
Steroids. 

Total Annual Spend £44,519,000 £20,885,000 £50,277,009 £40,969,000 
      Source: Based on March 2018 data from ISD 

The investment in pharmacists working in association with GP practices, guided by the 

Polypharmacy Guidance, has allowed increasing numbers of medicine reviews to be carried 

out, focusing initially on older patients taking multiple different medicines, but also reviewing 

patients on more complex medications. The evidence shows that by performing regular 

medication reviews it is possible to reduce medications; to leave patients feeling better (and at 

no greater risk); and to reduce expenditure on medications significantly.  It also includes better 

patient discussions about the potential benefits of treatments, enabling an understanding that 

for avoidance of some potential illnesses, the chance of benefiting from a treatment may be low 

(numbers needed to treat to prevent a single adverse event may be several hundred - whilst 

the numbers needed to harm [the percentage who develop side effects] may be low). This is 

Realistic Medicine in practice, with increased patient information and understanding, leading to 

a more considered choice of treatment by the patient.  There is also emerging evidence of a 

reduced falls risk in older patients, and a reduction in hospital admissions. 

“Day of Care” Studies and Delayed Discharge 

Since 1948 it has been recognised that extended hospital stays and immobility can result in 

significant harm especially in older patients.  A hospital stay that is extended  may result in loss 

of mobility, loss of independence, confusion, upset to daily routines, pulmonary embolism and 

exposes patients to the risk of infection). However evidence from ISD (as of January 2018) 
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shows that delayed discharge remains a significant issue. For example in January 2018, 

15,356 bed days were taken up by people waiting to leave hospital in the region. This is the 

equivalent of 504 beds over one year if the situation were to continue unchanged. The 

investment in primary and community care, and in particular social care, should allow for a 

potential halving of this figure with a saving of 250 beds across the region within the next 2 

years. “Day of Care” studies have been carried out in all Scottish hospitals for some time and 

show that between 20 – 25% of patients are in hospital without benefit.  This validated 

assessment tool is based on severity of illness criteria; and reason not discharged (often wait 

for hospital process to be completed). 

The Day of Care studies point to the fact that much hospital care remains inefficient and thus 

wasteful. Among the reasons given by the Day of Care process for delay include: 

At Hospital Level 

 Awaiting tests, treatment or transfer to another hospital. 

 Awaiting consultant or other senior clinician review. 

 Awaiting AHP assessment. 

 Awaiting next MDT discussion. 

 Boarding in another ward (as makes inappropriate stay more likely). 

At Community Level 

 Awaiting assessment. 

 Alterations to housing awaited. 

 Funding or staff for care package not available. 

There is obviously an overlap between the delayed discharge figures, and the Day of Care 

figures. The Day of Care studies suggest that at least 20% of the 8,600 hospital beds in the 

West of Scotland are being used ineffectively - suggesting that around 1,720 beds are in use 

every day providing accommodation for patients who do not clinically need to be in hospital. It 

is important that Integration Joint Boards and Health Boards are focused on this figure, and 

repeat Day of Care surveys, to ensure that there is effective management of patients within 

hospitals and across the community. A reduction in these figures would, as a minimum, reduce 

average occupancy (which in itself tends to reduce length of stay); and allow for the transfer of 

staff and resource to the community, as well as providing a better and safer patient experience.  
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5. VALUING OUR WORKFORCE 

5.1 Introduction  

The delivery of health and social care services across the West of Scotland relies on the 

diverse staff cohort employed by the NHS, Local Authorities, private care providers, the 

voluntary sector and other key service providers. High quality, person centered, safe, and 

compassionate focused care can only be delivered if we ensure we have the right workforce 

with the right skills, expertise and compassionate approach to delivering services.  

The key to successful workforce planning is having robust quantitative and qualitative 

workforce information and intelligence on which to base decisions. It also requires engagement 

with those working within the service, to assess a range of assumptions relating to workforce 

supply and demand and the changing economic, population and health service delivery 

context. It should be continuous; proactive rather than reactive; be an integrated part of 

planning with service and finance and should reflect planning across the employee life cycle; 

how best to recruit, grow, deploy, optimise and retain employees.  

The West of Scotland is at the early stages of integrated regional workforce planning but strong 

relationships and collaborative working provide a strong foundation to build on. 

5.2 Regional & Integrated Planning Context 

5.2.1  The West of Scotland Region 

The West of Scotland regional health and social care workforce is the largest in Scotland, 

employing 176,741 people as at December 2017. This large resident population working within 

health and social care impacts significantly on the employment status of the region, social 

mobility and the local economy. The workforce comprises: 

 NHS workforce – 64,737 WTE (excluding GPs) and 77,051 headcount (including GPs). 

 Social care workforce – 99,690 headcount (“frontline” social care workforce, excluding 

admin and management) 

 Local Authority employer – 30,070 headcount. 

 Private employer – 41,860 headcount. 

 Voluntary Organisation employer – 27,760 headcount. 
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The range of organisations, service provision, multiple tiers of planning levels and diverse 

geography within the region makes effective health and social care sector workforce planning 

highly complex. West of Scotland Health Boards have to date mainly worked independently to 

solve workforce challenges and developed workforce plans that address their own service 

requirements, collaborating as appropriate in support of regional service planning. This has had 

the potential to produce projections and plans that reflect some health economies better than 

others; for example, the demands of the larger Health Boards can potentially skew the regional 

position to the detriment of smaller Health Boards in the absence of sensitivity analysis. There 

is also the potential for staff to move to larger Health Boards to take advantage of perceived 

career progression, education or research opportunities, which can destabilise services in 

smaller Health Boards. Whilst there are already good examples of Health Boards working 

together to minimise the impact of this, a more robust regional approach is planned to build on 

existing good practices to stabilise services across the region.  

5.2.2  Integrated Planning Within the West of Scotland 

Regional planning success requires integrated planning between service, finance and 

workforce; and between the organisations operating within the region. Developing a regional 

workforce profile depends on collective collation, analysis and understanding of all supply and 

demand variables across the region. A risk is that projects and workstreams plan for the 

associated workforce in isolation and without the correct knowledge on workforce challenges 

and any labour market concerns associated with the staff 

groups affected. The collective impact of all the demands 

on the workforce needs to be assessed as a priority to 

understand and mitigate the workforce risks inherent in the 

multiplicity of policy demands within the West of Scotland 

regional landscape.  

Workforce sustainability issues rarely emerge 

spontaneously and risks will generally emerge over a 

period of time. Historically, workforce planning functions 

have not gathered and aggregated the workforce 

indicators which would provide early warnings of risk - 

therefore, it has often not been possible to identify 

patterns and trends until they become problematic. In 
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addition the heavy reliance on numerical data cannot provide detail on skill deficits. A key 

requirement then is the need to understand the detail of the whole health and social care 

workforce across the region. The need to address the pressing issues flagged by Audit 

Scotland, allied with the availability of data for the NHS, has driven the initial focus of regional 

workforce planning to focus on the clinical NHS workforce. However it is recognised that future 

planning will be on the whole workforce across integrated structures, including non-patient 

facing support services that enable clinicians to focus on the delivery of care. 

Going forward, the region will build on this first Regional Workforce Profile Assessment to 

identify the collective objectives and actions to sustain the health and social care workforce that 

it requires now and in the future to deliver services to its population.  

5.3  National Context for Workforce Planning 

NHS Scotland workforce planning is governed by CEL 32 (2011) - NHSS Workforce Planning 

Guidance CEL 32 (2011) - which affirmed the 6 Step Workforce Planning Methodology as the 

underpinning foundation for undertaking workforce planning in NHSScotland. The 6 Steps has 

supply and demand modeling at its core, with gap analysis as the central step in developing a 

workforce action plan and is predicated on the need for an integrated planning approach 

between service, finance and workforce. To support the delivery of integrated planning, the 

Scottish Government has published a three part National Health and Social Care Workforce 

Plan. These documents will be the primary influence on how Health and Social Care Workforce 

Planning is delivered moving forward: 

 National Health and Social Care Workforce Plan Part 1 – a framework for improving 

workforce planning across NHS Scotland July 2017 - strengthens and harmonises NHS 

Scotland workforce planning practice nationally, regionally and locally.   

 National Health and Social Care Workforce Plan Part 2 – a framework for improving 

workforce planning for social care in Scotland December 2017 – this document aims to 

enable different workforce planning systems to take stock, and move forward incrementally 

towards improved integrated planning across the full Social Care landscape.  

 National Health and Social Care Workforce Plan Part 3 - improving workforce planning for 

primary care in Scotland - focusses on developing, building and expanding Multidisciplinary 

Teams (MDTs), made up of professionals each contributing their unique skills to managing 

care and improving outcomes.  
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The workforce planning landscape and the detailed planning processes are currently under 

review by the Scottish Government. Currently there are four levels of workforce planning as 

described below, that the West needs to operate within. Scottish Government is reviewing the 

planning requirement of each level and the supporting guidance for workforce planning and 

workforce projections is being redrafted to take account of this.  

Table 17: Levels of Workforce Planning 

Nationally  Scottish Government
  
 
 
 
 
National Boards  
e.g. NES, SAS, NHS24 

 Publish National Workforce Plans 

 Issue workforce planning guidance 

 Monitor the NHS workforce 

 Commissions training for controlled groups 
(Doctors, Dentists, Nurses & Midwifes) 

Workforce plans from National Boards will play 
into and support  Regional and Health Board 
plans 

Regionally West of Scotland 
Partner Organisations 

Publish a Regional Position Statement which 
includes a regional workforce profile 

Health Boards All Health Boards Each publish: 

 Workforce projections 

 Local Delivery Plan including workforce risks 

 Board Workforce Plans 

Integration 
Joint Boards 

All Health Boards and 
Local Authorities 
 

Health Boards and Local Authorities to publish 
a Workforce Plan for their respective Health & 
Social Care Partnerships   

 

The Audit Scotland Report NHS Workforce Planning (2017) made a number of observations 

and recommendations for NHSS Regional workforce planning, including:  

 There is a need for integrated workforce planning for cross-Health Board services. 

 No region has a regional workforce plan. 

 No region has mapped out the future health demands of the population living in the region. 

 No region has mapped out the skills it currently has available, therefore no region can set 

out at high level how current available skills fit against what they need in the future.  

This lack of strategic view hinders the ability to make effective co-ordinated regional planning 

decisions. These requirements were further emphasised by the Scottish Government’s Public 

Audit Post Legislative Scrutiny Committee (PAPLSC), and as such provide a clear contextual 

framework as to what regional planning is seeking to achieve.  
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5.4 Workforce Demand  

The influences and demands on the workforce are numerous and complex, including 

population demographics and epidemiology, changing treatments, policy and advances in care. 

Demand for services continues to grow, however the continued growth of the workforce as a 

response is not feasible. This approach would fail to meet two of the three workforce planning 

criteria – Affordable; Adaptable; and Available -  laid out in Scottish Government workforce 

planning guidance. A continual expansion of the workforce would be neither affordable nor 

available and the future focus for workforce planning will therefore be on reshaping and 

adapting the existing and available future workforce to work differently across the health and 

social care service spectrum. In some instances multiple policies will affect the same staff 

groups, therefore the collective impact on workforce demand and skill requirement, matched 

against current challenges and labour market intelligence will require to be formally assessed 

and this will be a key part of the work programme moving forward.  

Healthcare workforce planning therefore needs to continually evolve and improve to achieve its 

goal of ensuring a proper balance between workforce supply and demand across all staff 

groups and all services through the short, medium and longer term. Delivering these services 

demands detailed and complex workforce planning due, in part, to the wide range of roles and 

staff groups within healthcare (there are circa 350 different NHS careers). Each career path 

has specific education and development requirements, sub-specialties and different roles 

which can vary greatly between department and organisation. 

The main influences on workforce demand include:  

Key Scottish Government Policy developments  

The Scottish Government Budget announcement on 7th December 2017 identified NHS 

workforce growth in the following areas: 

 Community Link Workers – 53 recruited and a further 250 to be recruited during the lifetime 

of the Parliament. A Community Link Worker (CLW) is a generalist social practitioner based 

in a general practice serving a socio-economically deprived community; they offer non 

clinical support to patients. 

 Initially announced in 2016 as part of a 5 year plan, an additional 1000 Paramedics (400 

have been recruited). 
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 800 Mental Health workers over the next 5 years to assess mental health in A&E, general 

practice, Police Custody Units and Prisons. 

 500 additional Advanced Nurse Practitioners (ANPs). 

 50 additional Radiology trainees in the next five years. 

 800 more GPs in the next five years. 

Implementation of the new General Medical Services (GMS) contract  

The new GMS contract describes a new model for the GP practitioner as the expert medical 

generalist supported by additional NHS employed staff in primary care, including pharmacists 

and pharmacy technicians, advanced practice nursing, paramedics supporting urgent care, 

physiotherapists and community mental health and community link workers. This expansion of 

the primary care workforce will ensure an increasing amount of patient demand is met within 

the community thus reducing demand on hospital services; and crucially will support the 

development of the proposed new model of care for local integrated out of hospital services. 

This will be a key future workstream for our regionally co-ordinated workforce development. 

Mental Health and Child & Adolescent Mental Health Services (CAMHS) 

The Scottish Government’s Mental Health Strategy for 2017-2027 advocates the principle of 

'ask once, get help fast' which is dependent on ensuring the right workforce is in place.  Action 

15 of the Strategy commits to increase the workforce to give access to dedicated mental health 

professionals in all A&Es, all general practices, every police station custody suite and to our 

prisons. Over the next five years an additional investment of £35 million for 800 additional 

mental health workers in those key settings is being made. 

There is also an ongoing focus on improving access to CAMHS and psychological therapies 

given the trend of increasing referrals to specialist services. This aim of transforming CAMHS 

has been further reiterated within Scotland's Suicide Prevention Action Plan: Every Life Matters 

(2018). In addition, the Programme for Government sets out plans to explore expanding 

CAMHS from an upper age limit of 18 to age 25.  If supported, this would create additional 

requirements for enhancing the CAMHS workforce across all professional groups.  The draft 

Scottish Budget for 2018-19 supports a further shift in the share of the frontline NHS budget 

dedicated to mental health and to primary, community, and social care.  This includes an 

additional £17m investment in mental health and CAMHS. 
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Maternity and Neonatal  

The Review of Maternity and Neonatal Services in Scotland was published in February 2017. It 

creates a refreshed model of care and approach to maternity and neonatal services and 

examines choice, quality and the safety of those services in light of current evidence and best 

practice. It sets out a number of recommendations for continuity of care, person centred 

maternity and neonatal care, accessible and appropriate local services, redesigned neonatal 

care and services and supporting changes to a range of other issues including transport, 

telemedicine and remote and rural services. Work is underway through Early Adopter sites and 

national working groups, including a National Workforce Sub Group, to identify the workforce 

implications of the refreshed model of care.  

Development of Major Trauma Centres 

Four Major Trauma Centres (MTCs) are being established in Scotland each supported by a 

regional network of trauma centres and rehabilitation services. These will be established over 

the next 3 years. There will be a requirement for additional workforce to support the MTCs and 

the wider regional model. Currently the additional national workforce requirement is circa 350 

wte (187 whole time equivalents in the West of Scotland), as shown in the table below. 

 

Table 18: National Workforce Requirement for MTCs and Wider Regional Models 

 

Scottish 
Ambulance 
Service North East 

South 
East West Total 

Medical     2.25 16.75 29.8 48.8 

Nursing    24.0   15.0 121.1 160.1 

AHPs   7.0 8.3 18.2 11.7 45.2 

Other Professions         12.3 12.3 

Paramedics 49         49.0 

Others i.e. Managers, 
Admin   8.9 6.5 5.4 12.0 32.8 

Total whole time 
equivalent (wte) 
staffing requirement 49.0 39.9 17.1 55.4 186.8 348.2 
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Development of Elective Treatment Centres 

The Scottish Government has committed to the development of a number of Elective 

Treatment Centres (ETCs) around Scotland to ensure the growing future demand for elective 

capacity can be met going forwards. The workforce implications will require to be assessed 

once the initial service planning phase is carried out. 

Safe Staffing Legislation 

The Scottish Government consulted on proposed Safe and Effective Staffing in Health and 

Social Care legislation during 2017, proposing to introduce legislation requiring organisations 

providing health and social care to: 

 Apply nationally agreed, evidence based workload and workforce planning methodologies 

and tools where they exist and are validated. 

 Ensure that key methodology – notably consideration of professional judgment, local 

context and quality measures – underpin workload and workforce planning and inform 

staffing decisions. 

 Monitor and report on how they have done this and provide assurance regarding safe and 

effective staffing. 

 

There was broad support from the consultation to implement 

the proposals. All the region’s Health Boards currently use the 

existing nursing and midwifery workload and workforce 

planning tools, where available, in order to determine and 

monitor staffing levels.  

The Health and Care (Staffing) (Scotland) Bill was introduced 

in May 2018, with the aims of placing a legal requirement on 

NHS boards and care services to ensure appropriate 

numbers of suitably trained staff are in place, irrespective of 

where care is received.  The Bill will also enable consideration 

of service delivery models to ensure Scotland’s health and 

social care services meet the needs of the people they serve; 

and creates a culture where patients feel confident in the care they receive and staff feel 

supported and able to raise any concerns they have. 
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Screening Services 

Preventative medicine policies like screening policies - for bowel cancer, abdominal aortic 

aneurysm, cervical cancer, diabetic retinopathy and breast cancer - will also have an impact on 

the acute sector and diagnostics.  

Regional Transformation Workstreams 

As previously detailed, the region has developed key workstreams that are planning the 

transformation of Urgent and Emergency Care, Planned Care and Cancer, and Integrated 

Care, shaping a new stratified overall model of care and developing propositions for future 

service design and delivery.  

Acute Service Redesign 

The region has a number of ongoing acute service workstreams (e.g. urology, trauma and 

orthopaedics and ophthalmology) each of which is reviewing current service provision and 

developing propositions for future service design and delivery. Each of these workstreams will 

be taking into account known workforce projections and will develop propositions for their 

service that will require workforce redesign. 

5.5 Workforce Supply & Labour Market Intelligence to Identify Priorities 

Labour Market Intelligence (LMI) is quantitative and qualitative fact based analysis or 

interpretation about the past, present or future structure of the labour market and the factors 

which influence it.  LMI is an essential component of robust workforce planning to inform: 

 Economic and labour market conditions. 

 Education, qualifications, training and skills. 

 Current and future demand and supply of labour and jobs. 

 Vacancies and recruitment. 

 Assessment and description of workforce risk. 

The provision of service is a product of finite labour markets; finite numbers going through 

training; and finite numbers within the current workforce. Within the population there are limits 

to the number of people who want to enter healthcare, and there are currently variable micro 

labour markets across the region. Development in one area may rob another of resource, 

therefore mapping of the labour markets growth and development and how it will be sustained 



Page | 106  
 

is critical. Building and utilising comprehensive LMI should ultimately facilitate a move from 

reactive to proactive workforce planning thus informing the wider debate about role 

enhancement or substitution. It will also help to avert and/or more effectively identify any 

potential ‘domino’ effects or unintended consequences within labour markets. Whilst Health 

Boards will individually progress LMI for their own respective areas in the course of undertaking 

workforce planning, aggregating this to enable a West of Scotland view is a step change which 

will take time to fully develop and mature. Adding complexity to this undertaking is the need to 

balance an overarching regional perspective with the nuances of the localised position in 

constituent Health Boards, i.e. micro labour markets.  Critically it is implicit that aggregation of 

LMI does not unduly ‘mask’ localised issues or risks due to vast variability of Health Board 

sizes within the West of Scotland Region.   

There are challenges in demand, supply and sustainability across a range of grades, 

specialties, sub specialties, training grades and general practice. Recruitment difficulties can 

create competitive (regional, wider Scottish and UK-wide) labour market tensions when other 

Health Boards who are under pressure to recruit to a critical post attract employees from 

another area or Health Board. This can adversely impact on service delivery elsewhere. Within 

the region there is inevitably a draw for staff towards the larger Teaching Hospitals, both in 

terms of training and consultant posts. Monitoring this movement across the region would be 

advantageous both to understand the quantum, and also to identify risk mitigation strategies for 

the smaller and more rural Boards.  

The approach taken to LMI provides an initial foundation that will develop and improve as 

regional workforce planning matures.  The LMI focus is on a range of staff groups identified by 

Health Boards, listed below, that are not intended to be exhaustive but illustrative of some of 

the priority areas within the clinical workforce that: 

 Have known challenges in supply. 

 Are likely to have increased demand in future. 

 Demography, in terms of age profile, indicates a potential risk. 

 Are linked to specific national policy imperatives/deliverables and/or existing regional 

workstreams. 

 Necessitate the use of supplemental staffing solutions to ensure service sustainability. 
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Table 19: Priority Areas for Staffing 

Priority Staff Group 

Medical Nursing & Midwifery Other Clinical 
  

Allied Health  
Professionals 

 Anaesthetics 

 Medicine for the 
Elderly 

 Emergency 
Medicine 

 Psychiatry 

 Radiology 

 Histopathology 

 Ophthalmology 

 Trauma and 
Orthopaedics 

 Gastroenterology 

 Urology 

 Health Visitors 

 Mental Health  

 Midwives 

 Health Care 
Science  

 Pharmacy 

 Psychology 
  

 Radiographers 

 Physiotherapists 

 

Further refining work on the region’s LMI workstream will be a priority going forward. 

5.6 Workforce Data 

Currently there is no single regional workforce data gathering system for quantitative and 

qualitative intelligence and quantitative information is also not gathered as standard. Data input 

and coding methods are not quality controlled and therefore the data everyone holds can be 

variable making aggregation and comparison difficult. As a result, a full collective profile of the 

workforce across the West of Scotland Region and its risks and challenges is not readily 

available. As a consequence, there is currently no formal mechanism for early identification or 

escalation of workforce risk or consistent, structured planning to mitigate risk.  

Accurate reporting of vacancies is particularly important to determining sustainability risk 

assessment and labour market profiling. It therefore contributes to a suite of activities to build 

workforce intelligence in relation to supply and demand. There is a major additional workforce 

requirement when set against increasing vacancy rates nationally for consultants in a number 

of related medical specialties and in many nursing roles. Unfortunately vacancy data is 

currently unreliable because there is no agreed core vacancy definition. For example posts 

vacant which it is known cannot be filled are often not recorded as a vacancy as the post is not 

actively advertised, and yet there is likely impact on other roles in the workforce as a result. 

Work to agree a vacancy definition has been ongoing for many years but consensus cannot be 
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reached. This needs to be addressed as a matter of urgency. Work is underway to plan future 

workforce scenarios, to assess the risks around workforce supply over the 3-5 year 

implementation period and develop strategies for mitigating these risks.  

Establishing the workforce profile has required intelligence gathering from a range of 

independent sources. Multiple data systems are used for workforce planning purposes, none of 

which link to the others, meaning that data collation and analysis is a manual exercise 

processed by both workforce planners and ISD with the numerical data for this work drawn 

from five different data systems which were not linked. Work is now underway, led by NHS 

Education Scotland (NES), to bring key workforce data together into a single platform to 

support data analysis, the creation of multiple scenarios and to be accessible to all those who 

need it. It is expected that this will be the data source for our future workforce planning activity.  

5.7 Responding to the Challenges  

5.7.1. Making the West Region an “Employer” of Choice 

West of Scotland Health Boards are considering a range of evidence in order to assess how to 

improve employee experience. This includes: 

 Wider employee experience and survey 

feedback from iMatter including 

feedback on working arrangements, 

organisational culture, opportunities for 

personal/career development. 

 Understanding employee feedback 

including turnover and the reasons 

behind them, including leaver 

interviews and leaver destination data.  

 Ensuring current and future employees are aware of the total reward package (including 

pay, pension contributions, annual leave entitlement and sickness pay coverage).  

5.7.2 Developing Scenario Planning  

‘Form follows function’: the start of any workforce scenario planning is the definition and 

scoping of the clinical services that are required to meet the population’s needs. From this the 

workforce requirements can be determined and the various workforce scenarios developed and 
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tested in order to develop a workforce plan that fulfils this requirement and that meets the three 

Scottish Government requirements of Available, Adaptable and Affordable.  

In order to develop scenario planning for a service, a required starting point is the mapping out 

of the service change or development being considered. This will enable an assessment of the 

workforce required, and in particular, any additional workforce requirements or significant 

changes in roles or skill mix. From this assessment of demand, scenarios can be developed 

based on current and future workforce modeling. The West of Scotland future workforce can 

only be designed once all supply, demand, and labour market variables are assessed, and 

mapped across the region. The development of the workforce information ‘data lake’ and 

reporting capability, currently under development in NHS Education Scotland, is an essential 

pre-requisite for the development of workforce scenario planning nationally, regionally and at a 

local level. This provides the modeling capability for the workforce supply side of the scenario 

planning equation. 

5.7.3. Future Workforce Development 

It is acknowledged that most of the staff who will be working in health and social care in 10 to 

20 years time are working in health and social care today. Therefore any workforce redesign 

needs to have a focus on re-training or re-assigning the current workforce so they have the 

skills to deliver new models of care.  

Sustaining the future workforce will depend on broadening the thinking about what constitutes 

the health and social care workforce beyond the traditional roles, labour markets and 

educational pathways. A move to develop a modern workforce which includes new labour 

markets to enhance and develop the delivery of care, would potentially offer solutions to known 

and predicted sustainability challenges. Modern qualifications open up new labour markets to 

attract a different and more diverse workforce.  

Education demographic statistics describe that in the general population between 21% and 

26% of the population are graduates. The Office of National Statistics (2017) reported there 

were 14 million graduates in the UK Labour Market (circa 21%); and that 40% of graduates 

worked in public administration, education or health care. Not everyone in the population will be 

able to, or want to access Higher Education - therefore career pathways need to reflect all 

potential abilities, and offer a mix of academic and vocational qualifications.  
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The length of service and career expectations of the health and social care workforce will 

change with changing generational expectations of career and pension provision. Those now 

entering careers in health and social care have very different career expectations and will have 

different career paths to that of staff that are close to retirement. Patterns of work are changing 

rapidly as the expectation and demand for 24/7 services grow requiring more and more staff to 

work more flexibly. Longer life expectancy and changes to pension schemes has meant that for 

many in the workforce, retiral age has extended beyond the previous 60 to 65 years, to 66 or 

67. At the same time many are looking for a more balanced working life, seek ongoing skills 

development and expect to change career or role on a regular basis as the world of work 

changes. To continue to attract and retain staff this more flexible approach to careers and work 

places needs to be embraced by those training and employing the workforce. Talent 

diversification, personal enrichment and job satisfaction are becoming more dominant drivers in 

the millennium workforce. The application of the tiered model will help organisations within the 

Region define their education needs and work jointly with education partners to secure the 

development of education required across the region.  

5.8. Future Regional Integrated Workforce Planning 

The West Region Human Resource Directors (HRDs) Group provides strategic, tactical and 

collegiate HR, Organisational Development (OD) and Workforce leadership, direction and 

advice to the Regional Implementation Lead and the West of Scotland Health & Social Care 

Delivery Group. Meetings involve sharing of best practice, updates on the region workstreams 

and discussion on future joint working. This group drives the tactical and operational HR and 

OD work required to plan and implement regional solutions 

There are three key areas of priority focused on supporting regional working and effective HR 

collaborative working across Health Boards: workforce planning and development; 

Organisational Development (OD); and HR Shared Services - implementing a single regional 

employer for Doctors and Dentists in Training and Recruitment services. 

The complex planning landscape and the need to plan, develop and transform the workforce 

requires joined up thinking, planning and cooperation between all key stakeholders. To support 

and enable effective regional workforce planning going forward, changes will be required in 

leadership, capacity and infrastructure.  
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The West of Scotland Region will establish a Regional Workforce Group (RWG) in order to 

ensure coherence between all four levels of planning and provide the vehicle for a multi 

professional, joined up and collaborative approach to workforce planning, education and 

training, recruitment and retention. Steps will be taken to review alignment with other existing 

regional workforce groups, e.g. Regional Medical Workforce Group. The overarching objectives 

for the RWG will be: 

 To ensure regional workforce planning, education and development is aligned with and 

supports the development of the regional plan and its supporting workstreams. 

 To provide support and expert advice.  

 To provide regional leadership on all matters relating to the regional workforce planning, 

education and development in the context of wider workforce and clinical solutions. 

 To ensure effective collaborative working between NHS Boards, Integration Joint Boards, 

Local Authorities, NHS Education Scotland (NES),  NHS 24, Scottish Ambulance Service 

(SAS) and other key regional and national stakeholders. 

 To ensure the region, Health Boards and Integration Joint Boards are supported in 

delivering national workforce planning policy requirements. 

The diagram below offers a model for information flow which utilises existing organisational 

structures. This defined infrastructure should reduce the chance for risk going unnoticed and to 

ensure workforce resources are utilised to their best advantage.  

Figure 33: Model for Information Flow 

 

A lead post for Regional Workforce Planning will be created and recruited to ensure leadership 

and expertise is available to develop and drive the Region’s approach to workforce planning 
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and supporting the ongoing development and then delivery of the Regional Delivery Plan. This 

senior postholder will work with West Region HRDs and the Regional Service Planning Director 

to scope the workforce planning capacity necessary to effectively support ongoing regional 

activity. Utilising the Regional Workforce Planning capacity and skills, the Regional Workforce 

Planning lead will create a Workforce Intelligence Unit (WIU) as the reporting point for regional 

workforce qualitative and quantitative supply and demand intelligence from across the region.  

Population and epidemiology profiles are the constant underpinning driver in all public sector 

workforce planning scenarios; there is the potential to involve clinicians and public health 

departments to assisting understanding what future care and disease profiles, and using these 

to determine the workforce planning response. An important role of the WIU will be discovery 

and observation of trends, with its remit to: 

 Discuss the key messages, and trends emerging from workforce intelligence. 

 Risk monitoring and risk mitigation planning. 

 Assess ongoing demand and regional variance. 

 Assess workforce implications of projects, national and political intervention. 

 Report to Chief Executives and Directors. 

This approach should ensure that workforce capacity and capability is monitored and risk 

assessed to support sustainability for the delivery of service and planned intervention. The WIU 

would act as the workforce planning engine room, and would support integrated planning and 

design of the workforce based on population need rather than within individual organisations. 

This would capture the intelligence from a wide range of sources, including workforce outputs 

of service projects; regional workstreams; and trends in operational/population demand. All 

intelligence would be aggregated to profile collective demand and influence on capacity and 

capability. The WIU would play a pivotal role in effectively utilising the tiered model; and have a 

lead role in scenario planning.  

This model of strategic workforce planning will support improved governance, workforce 

decision making and financial accountability. 
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5.9 Affordability of Plans – Modeling the Implications of New Models of Care 

All local and regional planning processes will need to reflect the significant financial pressures 

they face in the coming years. The next round of the public spending review is likely to require 

Health Boards to make a financial saving of between 7% and 10% over 3 years. The West of 

Scotland region is adopting an integrated service, financial and workforce planning approach to 

address this and deliver affordable workforce plans. The challenge will be to continue to deliver 

safe, efficient and effective services whilst meeting rising demand and delivering the required 

saving from paybill costs. A West of Scotland Strategic Resource Framework (SRF) is being 

developed to gain a more detailed understanding on the scale of the challenges facing heath 

and social care across the West of Scotland in terms of activity, beds, workforce and finances.  

This SRF will underpin the transformation programme being undertaken across the region to 

develop new models of care in response to the challenges identified in the case for change 

(Chapter 4 – Figure 14); and which is elaborated on in Chapter 6. The SRF will support 

modeled workforce calculations when considering options for how Urgent and Emergency Care 

services could be provided in the future – Figure 34 provides one illustrative example of this.  

Figure 34: Example of workforce calculations for general surgeons 

 
Source: ISD, Scottish trauma units, Clinical board

Example of workforce calculations – general surgeons 

No. of general
surgeons today

Growth Redution Total general
surgeons
(2022/23)

Elective Regional
Hospital

Acute DGH Remaining
Staff

153

Staff required

• Increase from newly 
qualified consultants

• Inward migration

Reduction in workforce due to 
retirements, changes to 
working patterns, and 
emigration

Remove workforce needed to 
service elective work

Remove workforce required to service regional 
hospital with major trauma

Remove workforce required to service acute 
DGH with trauma units

Balance of staff left to service 
DGH. Will either require 
adjusting hours of cover or 
number of sites

Workforce in 2022/23
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Workforce modeling uses the available consultant staffing to develop options around the UEC 

model of care. The assumption is that those same consultants will be required in whatever 

service configuration is selected – and so there is not expected to be a significant saving were 

acute services to be reconfigured. The evidence for this is supported by the Kings Fund report 

in 2014 into the Reconfiguration of Clinical Services. That found that saving money is one of 

the top two reasons given for reconfiguration, yet they found no evidence that reconfiguration 

will save significant sums of money, either through centralising hospital services or replacing 

them with community services. However a reconfiguration would mean that the system could 

avoid some of the growth in numbers that would be needed in the Business As Usual (BAU) 

scenario. In that scenario workforce is expected to grow in line with activity increases at 

approximately 1.3%.  

The Urgent and Emergency Care model looks at historic trends in consultant workforce and 

expects it to grow by 0.63% - therefore any options for Urgent and Emergency Care services 

configuration would need to consider of the availability of workforce. Although still work in 

progress, initial analysis in the BAU scenario indicates the consultant workforce spend is 

expected to increase; but that this could be mitigated as a consequence of reconfiguration to 

reduce unnecessary variation across the region.  

5.10 Future Characteristics of Workforce Planning 

In the future we expect to see Health Board and Regional workforce planning processes that 

manifest the following characteristics: 

  Taking place at the appropriate level – Integration Joint 

Board, Health Board, regional or national – with clear and 

understood links between each.  

 Becoming more multi-disciplinary and multi-agency in focus, 

including the commissioning of undergraduate and post-

graduate education and training provision.  

 Being based on a realistic assessment of known workforce 

supply and demand, including the known and significant 

demographic challenges within the existing workforce. 

 Staff working at the top of their skills set, with an 

appropriate skills mix. 

javascript:void(0);


Page | 115  
 

 Delivering flexible employment opportunities that meets the career expectations of the 

future workforce, including ‘growing our own’ workforce through apprenticeship 

programmes. 

 Driving workforce redesign that supports sustainable service redesign. 

 Operating within a quality improvement and safe staffing framework. 

 Being based on an agreed approach, methodology and data set and collaborative approach 

across health and social care services. 

 Driving the education and training agenda that will deliver the workforce required, focusing 

on both the existing and the future workforce, including remote and rural challenges. 

 Ensuring the provision of educational pathways supporting career progression. 

 Delivering solutions for the smaller occupational groups who are essential to service 

delivery. 

 Meeting local system needs and addresses all aspects of the Health and Social Care 

workforce from the large tertiary service to the remote and rural service. 

 Providing the basis for recruitment and retention initiatives nationally, regionally and locally. 

 Challenging current employment practices and how services can make better use of an 

ageing or retired workforce. 
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5.11 Key Recommendations 
The key areas for our workforce planning activity going forward across the West of Scotland 

are listed in the table below along with recommendations for improvement. 

Table 20: Key Areas for Our Workforce Planning 

Key area 

Improved 
Information 

& 
Intelligence 

 Further refine work on the region’s Labour Market Intelligence workstream. 

 Establish a Common Care Data Set with definitions. 

 Agree and implement a vacancy definition. 

 Undertake Job Planning analysis – implement system like ‘Allocate’. 

 Apply the Tiered model to workforce analysis.  

 Clarify Information Governance agreements. 

Demand 
Assessment  

 Map workforce implications of policy development. 

 Map the population based demand and the implications for workforce.  

 Collectively assess and continue to model the workforce implications of 
regional workstreams and individual models of care. 

Supply  
Assessment  

 Identify key supply challenges.  

 Identify micro labour markets which may be hidden within statistics. 

 Map current known gaps in education.  

 In partnership with NES map the current in-training supply of the Controlled 
Groups and other professional grouping, e.g. AHP/HCS. 

 Map the main points of entry to service. 

 Map new modes of entry; new qualifications; apprenticeships; and socially 
responsible recruitment. 

 Assess the multi-generational workforce.  

 Examine the potential for rotation into rural communities for trainees and 
existing staff. 

 Assess the new skills modern care will need (clinical and non-clinical), e.g. 
Technology, Telehealth, and Expert Generalists. 

Structure   Assess the workforce planning capacity and capability required. 

 Appoint a Regional Workforce Planning Lead. 

 Appoint an analyst.  

 Implement the Workforce Intelligence Unit. 

Priority Risk   Develop plans for each area of risk.  

Education   Develop an Integrated Regional Education Strategy for all staff. 

Recruitment 
  
  
  
  
  

 Make the West of Scotland Region an ‘Employer of Choice’ by considering a 
range of evidence of how to improve employee experience including:  
 Wider employee experience and survey feedback from iMatter including 

feedback on working arrangements, organisational culture, opportunities for 
personal/career development. 
 Understanding employee feedback including turnover and the reasons 

behind them, including leaver interviews and leaver destination data. 
 Ensuring current and future employees are aware of the total reward 

package including pay, pension contributions, annual leave entitlement, and 
sickness pay coverage. 
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6. DEVELOPING A STRATEGIC RESOURCE FRAMEWORK FOR 

FUTURE CARE 

6.1  Introduction 

We are developing a Strategic Resource Framework (SRF) to underpin the transformation 

programme being undertaken across the region to develop new models of care in response to 

the challenges identified in the case for change (Chapter 3). The purpose of the SRF is to gain 

a more detailed understanding of the scale of the challenges facing the health and care system 

across the West of Scotland in terms of activity, beds, workforce and finances. It will do this by 

forecasting forwards the level of activity, beds, workforce and money needed in a Business As 

Usual (BAU) scenario, in which services continue to be delivered in the way in which they are 

today, and the historic trends in activity growth continue along with projected demographic 

forecasts and cost inflation forecasts. The SRF will also provide the basis against which the 

impact of changes of the overall Model of Care (as described in Chapter 4) can be assessed at 

both the regional and organisational level. It should be noted that the SRF being developed is 

only a model, and is based on a range of assumptions and estimates. It is being designed to be 

used to be a projection of the current position and a baseline for proposed changes. It is not 

intended to be a definite assessment of the 5 year landscape. It will model the impact of the 

BAU scenario on the health and social care system across the region though to 2022/23 in 

terms of activity and bed demand, workforce demand, and financial demand. 

Figure 35: Our Approach to Modeling Healthcare BAU Position 

 

Inputs (2016/17)

Assumptions

Outputs

• Activity and bed days: cut by age band, IJB of residence, patient type, hospital of treatment

• Beds: by site, as at 31/3/2018

• Workforce WTE: by staff type and site

• Income: by NHS Board and source of income

• Expenditure: by type of expenditure and site

• Activity Growth: activity projections are based on non-demographic growth assumptions (calculated based on 

per-capita activity trends from 2012/13 – 2016/17) and future demographic projections

• Cost assumptions: assumptions applied to income and expenditure lines

• Efficiency savings: CRES assumptions applied to projected expenditure

• Activity and bed day projections: cut by IJB or Board of Residence, Hospital or Board of Treatment, patient age 

band, and patient type

• Bed projection: based on extrapolation of baseline capacity for projected changes in bed days

• Workforce: required increase in workforce based on increased activity volumes

• Finances: projected recurring underlying financial positions by NHS Board
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The social care BAU baseline has been developed using a common set of assumptions. Local 

Authority LFR03 returns are being used as the basis for which to calculate the BAU position. 

Given the difficulty and complexity in obtaining workforce and bed data for the comparatively 

large proportion of social care services delivered by private companies the social care 

business-as-usual position for social care has focused solely on finances.  However, this work 

is currently very high level, and requires further analysis and consultation. Further work is also 

required to determine the impact in terms of wider resources. 

6.2 The Baseline Position 

6.2.1 Activity & Beds 

There were over 2.5 million inpatient bed days across the region last year, with 85% of these 

attributable to emergency inpatient admissions. The remaining inpatient bed days were 

attributable to the 72,000 elective admissions. In addition to this, there were almost 300,000 

daycase admissions, over 75,000 zero-day emergency admissions, over 830,000 A&E 

attendances and over 2.3 million outpatient appointments across the region. As at 31/3/17, the 

total available bed stock across the West of Scotland was over 8,500 beds. 

6.2.2 Workforce 

Workforce whole time equivalent (WTE) figures have been provided by each of the Health 

Boards in the region, as at 31 March 2017. The healthcare system across the West of Scotland 

employed almost 67,000 WTEs, consisting of over 7,000 doctors and dentists, over 32,000 

nurses and midwives and over 5,000 allied health professionals. There were also over 10,000 

administrative WTEs. 

6.2.3 Finance 

Income and expenditure data for each of the Health Boards has been collected as shown in the 

table overleaf. The underlying recurrent financial position of the regional health system was a 

deficit of £52.8m in 2016/17, forecast to deteriorate to £141.1m in 2017/18. Expenditure figures 

below include fees paid to other West of Scotland Health Boards. Net of these transactions, the 

total health expenditure across the region in 2016/17 was £6,544m. 
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Table 21: Income and Expenditure by Health Board

 

The Local Financial Return (LFR) 03 returns show that gross expenditure on social care 

services across the West of Scotland in 2016/17 was just over £2.1bn. LFR03 returns allow 

expenditure to be broken down by council and client group. 26% of the region’s gross social 

care expenditure is by Glasgow City Council. 47% of the region’s gross social care expenditure 

is spent on Older People’s services, with the next most significant client groups being Children 

and Families (20%) and Adults with Learning Disabilities (17%). 

6.3  Key Assumptions Underpinning the Healthcare BAU Position 

6.3.1 Revenue Resource Limit Uplift 

The BAU position assumes no increase in allocations between 2016/17 and 2017/18, with an 

annual 1.5% uplift thereafter for Health Boards (1.0% for Golden Jubilee National Hospital).  

Within the present model the BAU position assumes this uplift continues through to 2022/23. 

However, this will require updating when the details of the recent UK Government 

announcement of increased NHS funding become available. 

6.3.2 Pay inflation 

The current BAU model assumed 1.3% for 2017/18 (representing the 1.0% basic pay inflation 

plus the additional uplift for those on lower salaries); and 2.5% for all staff from 2018/19 

Health Board Resource (£m) Expenditure (£m) Net Position before 

normalisation (£m)

Net Position, 

Normalised for 
Non-Recurrent 
Measures (£m)

Net Position, 

Normalised for 
Non-Recurrent 
Measures (£m)

Argyll & Bute (NHS Highland) 204.5 203.8 0.7 -6.8 -7.1

NHS Ayrshire & Arran 801.8 801.7 0.1 -17.0 -35.0

NHS Dumfries & Galloway 373.4 371.1 2.3 2.3 -15.2

NHS Forth Valley 606.4 604.9 1.5 -3.0 -7.0

NHS Greater Glasgow & Clyde 3,337.4 3,337.4 0.0 -30.0 -67.2

NHS Lanarkshire 1,415.2 1,415.0 0.2 0.2 -9.6

Golden Jubilee National Hospital 126.8 123.1 3.7 0.0 0.0

West of Scotland Total 6,865.5 6,845.5 20.0 -54.3 -141.1

2016/17
2017/18 
forecast
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through to 2022/23, reflecting the latest Budget release from Scottish Government.  The 

Resource Modeling Group agreed that unless advised otherwise, the BAU position should 

assume this uplift continues through to 2022/23. This is currently being updated to reflect the 

recently confirmed 3 year pay deal, with increases of circa 3% per annum.   

6.3.3 Waiting Lists 

Growth in waiting lists have been accounted for in non-demographic growth assumptions and 

modeling assumes that waiting list sizes are frozen as at 31/3/2017 figures. 

6.3.4 Weighted Activity Units 

Activity weightings have been calculated for each activity type (elective, daycase, non-elective, 

A&E, outpatient) of any given age band at any given hospital. This is based on the approach 

taken by NHS Greater Glasgow & Clyde when calculating costs of caring for non-residents 

patients. Projections in weighted activity units (WAUs) are used to calculate the increase in 

required workforce to deliver the increased volume of care. The required number administrative 

services WTEs are forecast to increase at 50% the rate at which other staff groups increase, as 

agreed by the Resource Modeling Group. 

6.3.5 Length of Stay (LOS) & Bed Occupancy 

LOS and bed occupancy rates have been modeled at 2016/17 rates under the BAU scenario. 

6.3.6 Efficiency Savings 

Cash Releasing Efficiency Savings (CRES) impact of 1.0% has been applied to pay, drugs and 

non-pay cost lines for all years, in line with Scottish Government guidance. 

6.3.7 Mental Health 

As agreed by the Resource Modelling Group, expenditure on Mental Health services and bed 

demand move in line with projected demand for acute care. 

6.3.8 Demographic Growth  

Demographic growth assumptions, based on population projections from National Records for 

Scotland (NRS), are applied by Integration Joint Board of residence and patient age band.   
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6.3.9 Non-Demographic Growth Assumptions: Elective Inpatient & Daycase Activity 

Non-demographic growth assumptions are applied by Integration Joint Board area of residence 

and patient age band for each activity type.  The non-demographic growth rates applied are the 

annualized per-capita activity changes between 2012/13 and 2016/17.  It should be noted that 

a single set of non-demographic growth rates is applied to both elective inpatient and daycase 

activity, that a non-demographic growth rate of 1.0% was applied to all zero-day emergency 

admissions across the region, and non-demographic growth assumptions for A&E attendances 

of NHS Greater Glasgow & Clyde residents are derived from the changes in per-capita activity 

from 2012/13 to 2014/15 (in order to account for the non-recurrent changes seen to A&E 

activity after service reconfiguration during 2015/16).   These locally-informed adjustments to 

the method were as developed by the Resource Modelling Group.   

6.3.10 Social Care Assumptions 

Due to the complexities of the social care landscape the social care BAU position has been 

calculated using two sets of assumptions to provide a range. The 15 Integration Joint Boards 

and 16 local authorities across the West of Scotland have widely varied starting positions and 

forecasting assumptions. Resource Modelling Group felt it was reasonable to calculate a range 

to show the potential up-side and down-side. 

6.4 The Potential Impacts of the Proposed Interventions 

The expected requirement for beds, workforce and finances under the BAU scenario remains 

work in progress. However, in parallel to the work on the SRF, work has been undertaken on a 

number of workstreams that should address the anticipated resource gaps in the BAU position. 

6.4.1 Integrated Care  

The Integrated Care workstream, described in Chapter 4, has been developing a future care 

model that aims to reduce variation across the region and help to shift the balance of care out 

of the acute setting and into local communities. Experience from elsewhere in the UK shows 

that non-elective admissions fall in areas that implement a model that provides more care for at 

risk population groups locally in settings outside hospital. Opportunities have been identified to 

reduce avoidable hospital admissions across the West of Scotland stemming the growth in 

acute admissions, bed days, beds, required workforce and expenditure to deliver both a 

financial and quality benefit. This will be achieved by implementing a set of interventions and 
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targeting specific patient groups who use a disproportionate share of health care resources. 

End of Life care, frailty, and severe and enduring mental health conditions represent 11% of 

the population but 80% of acute bed days. 

Variation in activity levels across the region present opportunities for improvement if all Health 

& Social Care Partnerships match the performance of the top quartile ranging from a 5% 

opportunity for outpatients to 12% for A&E attendances. Initial estimates for the impact of the 

shared framework for integrated care have been produced and are subject to ongoing iteration. 

The five Health Boards have agreed integrated care target objectives that are in line with 

Ministerial Indicators, including the reduction of non-elective admissions by 8% and A&E 

attendances by 15%. It is acknowledged there are further opportunities in respect of long stay 

bed days and elective, daycase and outpatient activity.  

In order to avoid activity in the acute setting a number of activities and processes must be in 

place in other settings and there will be costs associated with these. Reinvestment rates are 

defined based on the type of activity being avoided and the intensity of resource which needs 

to be in place outside of the acute setting in order to facilitate the targeted reduction. 

Reinvestment rates for integrated care range from 5% to 35%.  

The impact of integrated care will reduce the demand for acute workforce compared to both the 

BAU forecast and the 2016/17 baseline. Based on current integrated care impact assumptions, 

a proportion of the acute workforce would be released from the acute setting in order to deliver 

the shared framework for integrated care. Further work is ongoing to determine the scale of the 

additional community-based workforce required to deliver this. 

6.4.2 Urgent & Emergency Care (UEC)  

As the future model for urgent and emergency care is developed, it is expected that there will 

be a small financial benefit achieved through workforce efficiencies versus the BAU projection. 

Work is currently ongoing to quantify any potential benefit. This workstream has concentrated 

on the development of solutions that achieve the best use of the current consultant workforce. 

If there were agreements to change the number of acute sites, then existing consultant 

numbers would be required to provide the same volume of care, in different settings. At this 

stage there is no consideration of which sites might be suggested for change - so modelling is 

at a regional and not local level. As a result the workstream will not lead to any changes in 

activity; and so while there is potential for some financial benefit, it will likely be more limited.  
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There are three settings of care described for the West of Scotland: home, community and 

hospital (Chapter 4). The hospital setting provides an UEC bed base care across the West of 

Scotland: Acute Hospital with Regional Specialist Services; Acute Hospitals with Trauma Unit; 

and Regional Hospital with Major Trauma Centre (MTC). Three urgent and emergency care 

options for local hospitals have been developed, building on a core “offer”.  

Workforce modeling uses the available consultant staffing to develop options around the UEC 

model of care. The assumption is that those same consultants will be required in whatever 

service configuration is selected. Therefore, it is not expected to be a significant saving where 

acute services are to be reconfigured. The evidence for this is supported by the Kings Fund 

report in 2014 into the Reconfiguration of Clinical Services. That found that saving money is 

one of the top two reasons given for reconfiguration, yet they found no evidence that 

reconfiguration will save significant sums of money either through centralising hospital services 

or replacing them with community services. However, a reconfiguration would mean that the 

system could avoid some of the growth in numbers that would be needed in the BAU scenario. 

In that scenario workforce is expected to grow in-line with activity increases at approximately 

1.3%. The UEC model looks at historic trend in consultant workforce and expects it to grow by 

0.63% - therefore UEC services would be reconfigured based on the availability of workforce.  

6.4.3 Planned Care 

Work is ongoing to determine the impact of potential changes to planned care services. This is 

likely to include a 10% reduction in outpatient appointments by 2022/23 as a result of reduced 

variation and reduced procedures of limited clinical value (see Chapter 4). 

6.4.4 Productivity 

A 1% annual productivity assumption has been included per baseline assumptions discussed 

above. Further productivity gains will be considered following future discussions with National 

Boards and Scottish Government. 

6.4 Next Steps 

We will continue regional analysis and work with national colleagues to determine regional 

impact for planned care, shared services, sustainability and values and population health. We 

will take the SRF work forward, further analysing and refining the assumptions and estimates, 

including alignment with national work, and alongside other workstreams (as per Chapter 9).  
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7. KEY ENABLERS FOR 21ST CENTURY CARE 

7.1 Shared Services  

‘Shared services’ is a catch-all term that has been applied to a range of clinical and non clinical 

services which are not directly provided. While there is no definitive list of such services, the 

following have all been identified as areas for shared service redesign in previous reviews. 

Table 22: Services Identified for Shared Service Redesign 
 

Clinical Non Clinical 

Imaging Central Sterile Supply Department (CSSD) 
Laboratory Services Laundry 
Aseptic Pharmacy Catering 
Clinical Engineering Transport 
 Human Resources 
 Finance (including payroll, internal audit and procurement) 

 
National work has identified an opportunity for circa £34m savings for the West of Scotland, 

with spend on temporary staffing offering the largest opportunity (potentially £21m). Many of 

the initiatives are being progressed under the Once for Scotland banner. The West of Scotland 

is participating fully in the national work; and plans to establish a regional programme to 

accelerate work around temporary staffing, procurement, laundry and catering building on the 

work under the national Once for Scotland banner.  

7.1.1 Clinical Services 

Imaging 

Recognising that nationally led work is ongoing, and that benefits are maximised through 

having a large pool of participating sites, the West of Scotland will participate fully in the 

national work rather than establish a regional approach. The first phase of the imaging project 

will establish digital inter-connectivity to support cross boundary reporting and vetting. Three 

Health Boards went live at the end of May 2018; and all will five be live by the end of October 

2018.   

Laboratory Services 

The Distributed Service Model Design Group approved a national blueprint of the future state 

for laboratories in Scotland in December 2017. Health Board Chief Executives approved a 

business case covering information technology connectivity and national data mart potential in 
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April 2018. This covers solutions, costs, and the timeframe for implementation. Funds will be 

sought from national / regional sources to undertake this work. Implementation will be 

progressed through established regional leads. 

Aseptic Pharmacy 

The West of Scotland has approved a business case for rationalisation of aseptic pharmacy 

services and is now implementing. It links to plans for Systemic Anti Cancer Treatment (SACT) 

services. 

Clinical Engineering 

Health Board Chief Executives will agree actions, with three exemplar projects being 

progressed: Health Technology Informatics; National Medical Equipment; and managed 

introduction of New Technologies. 

7.1.2 Non Clinical Support Services 

While significant savings have already been realised in non clinical support there remains 

significant potential for further efficiencies. The national Sustainability and Value Board has 

produced estimates of productive opportunities for each Health Board. Latest calculations for 

West of Scotland Health Boards are shown in Table 23, which highlights a potential saving of 

almost £34m a year from traditional shared service headings.  

Table 23: Productive Opportunities
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Stepping through each theme in turn: 

Temporary Staffing 

Tables 24 and 25 set out the current position for the West of Scotland. This work is well 

established and is achieving price (and to a lesser extent volume) savings for Health Boards. 

Further savings would rely on successful recruitment to both nursing and medical vacancies. 

The West of Scotland is establishing regional nursing and medical banks.  

Table 24: Medical Locum Expenditure  

 

Table 25: Nursing Agency Expenditure

 

Catering, Domestics and Energy (£7m) 

Health Board Chief Executives approved a national implementation plan for catering in 

February 2017. Approaches to delivering the £2m identified include menu and information 

technology harmonisation and re-provision of production facilities.  

Work to deliver on a £3m opportunity in domestic services is less advanced and would benefit 

from a regional focus. This could both speed up delivery of efficiencies and standardise the 

quality of service and staffing ratios with respect to cleaning frequencies; cleaning products; 

and technologies, including UV and H202. 

In practice, estate plans and services delivered by non-NHS providers will also need to be 

taken into account.  
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As utilities, including energy (£2m opportunity), are now purchased through national contracts, 

this is not seen as an area for added value regional working.  To support this work it is 

proposed that regional expert groups for catering and domestic services are established to 

work with NSS colleagues on accelerated delivery of efficiencies. 

Laundry 

The £3m opportunity here strongly suggests that laundry should be a priority for the West of 

Scotland. Cost per piece, productivity and approach to particular issues (e.g. badly soiled linen) 

vary considerably.  While a national laundry lead is being recruited, the West of Scotland 

intends to establish a regional group to harmonise practice in the short term, examine future 

infrastructure models in the longer term, and work with the newly appointed national lead once 

appointed.  

Other Areas 

Procurement continues to deliver substantial cash savings, and remains a focus for the West of 

Scotland. We have an established regional lead within the national programme and West of 

Scotland Directors of Finance will provide a designated champion to support the programmes. 

Payroll is delivering immediate improvements in resilience and sustainability of services but it is 

not anticipated that major cash releasing savings will result. Transport and Human Resources 

may benefit from further regional work.  

In Summary  

While there are national work programmes (many under the auspices of the Sustainability and 

Value Board) looking to generate gains in both efficiency and resilience, there are some areas 

(temporary staffing, procurement, laundry and catering) that would benefit from renewed focus 

through a regional programme established under the Regional Shared Services Workstream. 

7.2 E-health & Digital Technologies 

The digital workstream’s primary aim is to enable new and changing models of care. Using 

technology will enhance patient safety, clinical effectiveness and a person-centred approach to 

care via an increasingly collaborative, accessible and joined up delivery model, reducing 

unnecessary variation and duplication across the region. 
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The digital workstream aims to support health and care professionals to provide the best 

possible care and outcomes for our population at the right time, in the right place, by the right 

professional at the right cost by: 

 Providing health and care professionals with the information they need, where they need it 

and when they need it, regardless of the organisational boundaries or settings of where 

patient care is provided. 

 Providing digital leadership and innovation to ensure technology is an enabler of regional 

service transformation. 

 Acting on opportunities to collaborate and standardise on common procured systems 

across the region whenever the opportunity arises. 

 Scaling up and delivering interoperable solutions which support patient care across the 

region by building on previous investments to provide incremental improvements in 

productivity, quality, clinical effectiveness and safety. For example: 

 Clinical Portal to Portal Phase 1. 

 Electronic referral and advice capabilities. 

 Radiology Information and Intelligence Platform. 

 Lab to lab communications (NPEx). 

 Patient Portal commission. 

 Collaboration in relation to Cyber Security. 

 Offering mechanisms for individuals to take greater responsibility for their own health, 

wellbeing and care. 

Targeted eHealth initiatives can deliver efficiencies and free up much needed resources for 

frontline services to help deal with the growing demand and challenges in terms of meeting the 

demand. Ensuring that the right eHealth initiatives are delivered in the right way requires robust 

regional governance comprising of strong clinical and managerial leadership. Nationally and 

locally, eHealth strategies are in place to deliver eHealth systems that support the delivery of 

patient care and associated management processes. Over recent years, an incremental and 

pragmatic approach to system convergence has been taken in order to make best use of 

investment. Further work is now required to evolve and underpin the new and evolving regional 

models of care.  
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The West of Scotland eHealth leads are committed to providing digital leadership and 

innovation to maximise opportunities for collaborative, transformational healthcare design and 

delivery across the region enabled by technology regardless of organisational boundaries or 

settings.  

7.2.1 Digital Enabling of Service Transformation 

A number of examples, illustrating just some of the 

work completed to date and future opportunities are 

set out below.  A more comprehensive overview of 

the current eHealth application systems in use across 

the West of Scotland is available.  

Portal to Portal 

Within individual West of Scotland Health Boards, Portal to Portal capabilities already exist, 

enabling health and care professionals to access patient records regardless of organisational 

boundaries or settings. These are primarily between NHSGG&C and surrounding Health 

Boards and the Golden Jubilee National Hospital (GJNH) and surrounding Health Boards, 

reflecting patient flow into Glasgow. This functionality has revolutionised working practices with, 

for example, over 9,000 monthly session accesses from West of Scotland Health Boards into 

the GJNH; and over 4,500 monthly session accesses from GJNH into neighbouring West of 

Scotland Health Boards. This provides the following capabilities: 

 View the clinical records of over 2.7m residents. 

 Integrated with over 30 other systems to provide a single view of patients’ information. 

 Ability to launch and access these integrated systems in context without the need to re-

enter user or patient credentials. 

 View the clinical record of the same patient in another West of Scotland Health Board and 

see recent encounters and treatments. 

 Negates the need for patient records to be transferred between Health Boards. 

 Drill down into test results and investigations reducing the need for repeat tests saving time 

and cost, but crucially improves the patient experience. 

 Supports outpatient clinics where patient is not ordinarily resident e.g. GJNH and the 

Beatson West of Scotland Cancer Centre. 
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Health and Social Care 

Currently Health and Social Care professionals have access to Health Boards’ Clinical Portals. 

Within NHS GG&C an agreed data set of social care information sourced from system(s) used 

by council employed social workers is being integrated into the NHS Clinical Portal and is 

visible by NHS staff. 

Similar functionality, using information sourced from Health Board’s community eHealth 

systems, is available to NHS staff accessing NHS community information from services such 

as children or mental health. The above is controlled by robust, role based access controls, 

ensuring only those entitled to view the information are able to do so. 

Secondary Care 

Systems used by acute clinicians already predominantly communicate with one another, 

provide in- context patient launches when moving between systems without the need to re-

enter user credentials; and sharing data that negates the need for double keying of key 

information by users. This allows clinicians to: 

 Use TrakCare to check-in a patient. 

 Launch the Orion Clinical Portal to view a patient record with past treatment and encounters 

information and in some instances the GP summary information. 

 Update patient notes electronically. 

 Seamlessly access other systems such as Picture Archiving and Communication System 

(PACS) to view images. 

 Order tests and investigations via an integrated Order Communications system. 

 View test results in Clinical Portal and signoff results within TrakCare. 

 Dictate clinic letters which are automatically sent to the patient’s registered GP 

electronically regardless of where in Scotland the GP happens to be. 

 In some Health Boards clinicians are making use of new eForms and care pathways in 

Clinical Portal supporting clinical workflow across specialties and care settings. 

 In NHSGG&C new functionality supporting medicines reconciliation, electronic immediate 

discharge letters and also medical handover is being rolled out. 
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Telehealth and Remote Monitoring 

Within the region, Telehealth is already in use supporting patients to be more independent and 

self-managed in their care. This not only frees up NHS resources, but also is more convenient 

for patients and thereby provides a more positive experience – for example:  

 Attend Anywhere Telemedicine enabling the provision of clinical healthcare at a distance by 

using video telecommunications equipment. Where this is used it has been shown, 

particularly in rural areas, to improve patient satisfaction by reducing the need to travel 

great distances for short appointments. Evidence suggests that patient DNA rates are also 

reduced. 

 The Telecare system Florence allows patients to submit regular updates of their blood 

pressure to their GP via text on a mobile phone using home blood pressure measuring 

devices. Patients are then only contacted for follow-up care if readings give health and care 

professionals’ reason for concern. Again this not only frees up NHS resources, but provides 

a much improved patient experience by not having to attend GP appointments for a routine 

blood pressure check. 

Patient Portal 

The West of Scotland Health Boards are leading on a national commission to develop a new 

digital platform and Patient Portal. The platform allows information to flow between NHS and 

Social Care systems to the patient and back again. The current proof of concept includes the 

following scope and is being tested with a small number of patients: 

 Log-in securely to a summary view of their health record via MyAccount. 

 The ability for people to accept or decline a hospital appointment. 

 Provide availability for appointments. 

 Ability to complete electronic forms which are then integrated into the patients’ health and 

care record within Clinical Portal. 

 Smart link to patients’ relevant GP online services. 

 Alerts showing new activity on the Portal. 

Scoping of further services including a number of Technology Enabled Care (TEC) Programme 

initiatives for management of hypertension and frailty pathways is underway.  
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7.2.2 Priorities 

To make best use of existing capabilities, digital workstream initiatives have been categorised 

into five stages as per Figure 43. 

Figure 36: Digital Workstream Model Stages 

 

This model is in place to take forward new regional digital initiatives. The workstream will be 

effective in: 

 Providing services and systems which are interoperable and seamlessly communicate with 

one another. 

 Supporting the wider sharing of data between those involved in providing integrated care, 

whilst supporting patients having greater access to their own information and self-managed 

care. 

 Increasing the resilience of systems that need to be available 24/7/365. 

 Reducing the variation in infrastructure and application landscape whilst providing clarity on 

what platforms need to be delivered and run nationally versus regionally versus locally. 

 Ensuring systems and the specialist staff skills to support them are sustainable. 

 Delivering common authentication mechanisms and staff directories to enable effective 

system access and staff communication. 
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 Resolving the immediate pressure on eHealth departments already severely stretched in 

maintaining the status quo, who will struggle to implement a regional digital programme 

without additional resources or re-prioritisation of existing resources. 

 Genuine involvement and participation of patients and citizens as key stakeholders in our 

decisions and plans. 

7.2.3 Interdependencies and Risks 

The following factors will support the digital workstream in being a success:  

 Timely approval of business cases underwriting the need and investment required for digital 

workstream initiatives, especially implementation of any single regional systems. 

 Robust clinical and managerial leadership in each Health Board enforcing new regional 

models of care where this supports best patient outcomes rather than reverting to the status 

quo. 

 Clinical commitment for convergence and standardisation of patient pathways and working 

practices.  

 Strong digital leadership enforcing a trajectory to procuring and rationalising on single 

regional or national instances of products which local Health Boards may not currently use. 

This will lead to potential instances where some Health Boards have a period of dual 

running and associated costs. 

 Active regional representation on national initiatives to help steer, shape and actively 

influence what is required. 

 Establishing a West of Scotland Digital Design Board who will provide the clarity on 

operating models and whether systems need to be national ‘Once for Scotland’, regional 

(either as single system or same systems providing identical data output) or local. 

 Support from other West of Scotland workstreams to clearly articulate their need, and how 

new regional pathways, protocols, policies, practice and workflow need to function so the 

proposed digital solutions can be tailored accordingly to best meet this need. 

 Clear prioritisation of the overarching plan so effort is focused on areas where the digital 

workstream enablement can deliver the most benefit. 

 Addressing the fragmented, inconsistent and differing interpretations relating to information 

governance in order to support to facilitate improved data sharing across Health Board 

boundaries, community and hospital settings as well as Health & Social Care Partnerships. 

 The requisite resources being available. 
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7.3 Pharmacy & Prescribing 

There are established national and regional networks already in place that underpin local 

pharmacy and prescribing support. Directors of Pharmacy meet both regionally and nationally 

to facilitate strategic approaches to service delivery.  With regard to prescribing savings there is 

a robust national system for achieving best value in terms of contract prices and a collaborative 

approach to prescribing savings, and also to aspects of medicines policy (e.g. Individual 

Patient Treatment Requests - IPTR). This approach includes shared services for data analytics 

and joint working on savings plans.  This partnership working will provide a useful basis for 

implementation of the Scottish Government’s single national formulary, which is anticipated in 

2019; a joined-up approach to the Realistic Medicine agenda; and also a shared vision on the 

new GMS contract. There is already an exemplar for regional working in the area of oncology 

where an adequately resourced system delivers regional leadership and delivery in terms of 

clinical management plans and service aspects across all West of Scotland sites. 

Medicines are the most common intervention in healthcare and can improve health and 

lengthen life, however, medicines are not without risk and must be managed safely and 

effectively to ensure that patients and the public get the greatest benefit.  Medicines are a 

significant and increasing component of Health Board expenditure and improving the cost 

effective use of medicines is a key priority. Safety and value for money can be enhanced by 

bring together medicines policies across the West of 

Scotland (including electronic prescribing and the 

therapeutics handbook). This requires resource from 

the region and investment in the pharmacy workforce.  

The Directors of Pharmacy across the region have 

worked together to develop a regional approach to 

supporting the safe and effective use of medicines. 

The proposed approach considers the policies, 

systems and workforce models. Currently, each 

Health Board develops its own policies for the safe 

and effective use of medicines. Adopting a common 

approach to developing policies should enable 

improvements in consistent, safe and effective care 

across the region. We propose to converge 
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approaches across the West of Scotland, using: 

Hospital Electronic Prescribing and Medicines Administration (HEPMA) regional road 

map 

Moving from paper-based to electronic prescribing and medicines administration can reduce 

risk and harm, and improve quality of care. The regional road map for HEPMA is predicated on 

Health Boards realising the patient safety benefits at the earliest opportunity whilst also 

converging regionally. The pillars of regional convergence include: clinical and prescribing 

process convergence; sharing learning and benefits realisation; regional approach to 

infrastructure and support; and converging system configuration where appropriate. To support 

delivery of the regional HEPMA road map, regional governance arrangements should be 

established. 

Therapeutics Handbook 

The NHS GG&C Therapeutics Handbook is a tool used by junior doctors that provides 

treatment guidance on common areas of acute practice and links to the NHSGG&C formulary.  

It is a tool highly utilised and valued but without local Health Board approvals, polices do not 

always align.  Clinical and prescribing process convergence could potentially be achieved 

through establishment of a West of Scotland Therapeutic Handbook utilising the NHSGG&C 

handbook as a base, ensuring consistent and safe prescribing and care in the West of 

Scotland.  

We should identify a resource to develop a plan for regional convergence of clinical policies 

and prescribing practice to establish a West of Scotland Therapeutics Handbook, building on 

work done by existing regional specialty prescribing groups. This will guide safe and effective 

prescribing across the region and would be supported by a regional medicines formulary.  

Regional Approach to Pharmacy Workforce Planning and Development 

The Directors of Pharmacy will work to deliver a workforce plan which is aligned with regional 

service needs and priorities. 

Pharmacy is facing a material gap between workforce supply and demand.  Transforming 

acute and primary care services requires preparing an overarching pharmacy workforce plan 

ensure sufficient staff with the necessary knowledge, skills and competencies aligned to 

ensuring safe and more effective patient care pathways.   
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There is a drive to recruit experienced pharmacists and technicians who are skilled and 

capable to take on advanced roles within both acute and primary care, and so there is a need 

to establish an underpinning training pathway for both professional groups to ensure junior staff 

gain the competencies required of these middle and senior roles.   

The new GMS contract requires that we integrate and support the development of clinical 

pharmacy practice in a wider range of primary care settings.  The Scottish Government has 

funded NHS Education Scotland to recruit an additional 30 pre-registration pharmacists across 

Scotland from 2019.  Whilst this feeds in at the pre-registration level, this requires appropriate 

early career training posts for new registrants to develop them through to middle grade posts. 

There is significant professional role development for pharmacy technicians which is 

welcomed.  There is a need to establish a pipe-line of student pharmacy technicians across the 

West of Scotland Health Boards in order to meet future service needs.  The regulatory 

standards for the initial training of pharmacy technicians are such that they can only be 

delivered within a pharmacy, and so although there is a growth in demand for technicians to 

undertake roles in primary care, we rely on acute pharmacy services having the capacity to 

create the supply of appropriately skilled and experienced staff.   

7.4 Communications & Engagement  

The national Health and Social Care Position Statement for Scotland stresses the importance 

of communicating and engaging with stakeholders to successfully develop and deliver plans to 

improve services. The regional planning approach set out here will build on this commitment in 

line with relevant legislation and guidance. The Community Empowerment (Scotland) Act 2015, 

the Public Bodies Joint Working (Scotland) Act 2014, the Equality Act 2010 and Chief 

Executive Letter (CEL) 4 (2010) Informing, Engaging and Consulting People in Developing 

Health and Community Care Services (Scottish Government) set out legal duties and good 

practice in engaging communities. The National Standards for Community Engagement are 

good-practice principles that support organisations in putting duties into practice: 

 

 Inclusion - We will identify and involve the people and organisations that are affected by 

the focus of engagement. 

 Support - We will identify and overcome any barriers to participation 

 Planning - There is a clear purpose for engagement which is based on a shared 

understanding of community needs and ambitions. 
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 Working Together - We will work effectively together to achieve the aims of the 

engagement. 

 Methods - We will use methods of engagement that are fit for purpose. 

 Communication - We will communicate clearly and regularly with the people, organisations 

and communities affected by the engagement. 

 Impact - We will assess the impact of the engagement and use what we have learned to 

improve our future community engagement. 

By working together, statutory bodies can both continue to fulfill their legal duties and make the 

most of opportunities for partner organisations to work collaboratively to ensure effective and 

appropriate communication and engagement is carried out with their communities. 

Integration Joint Boards have in place engagement arrangements based on the national 

standards to meet their legal duties. These arrangements will be the primary means for 

engaging with community stakeholders in the West of Scotland. This will be done 

collaboratively with Health Boards and local authorities to ensure a comprehensive and 

inclusive approach. 

The planned outcomes and benefits of this approach are as follows: 

 Effective communication will ensure the public and stakeholders are aware of the 

challenges and opportunities facing health and social care in order to make an informed 

and meaningful contribution to the development of a Regional Plan for the West of 

Scotland.  

 Stakeholders will be engaged to ensure that plans for services 

are co-produced with the people they affect. This approach 

will provide better outcomes for the West of Scotland. 

 The statutory health and social care organisations in the West 

of Scotland will be supported to fulfill their duties to effectively 

engage with stakeholders in order to meet the requirements of 

relevant legislation and guidance. 

 Relevant engagement and feedback on health and social 

issues will be taken into account in order to listen to what 

stakeholders have already told us and effectively build on this. 

  

javascript:void(0);


Page | 138  
 

In taking forward this approach the following actions will be prioritised: 

 Develop a communications and engagement plan jointly with stakeholders. 

 Develop communications and engagement resources to facilitate local engagement by 

Health Boards, Integration Joint Boards and Local Authorities. 

 Work with Our Voice, a partnership between NHS Scotland, COSLA, the ALLIANCE and 

other third sector partners to support people to engage effectively.  

 Explore specific work to target young people and protected characteristic groups. 

7.5 Organisational Development 

7.5.1 The Potential for Collaborative Advantage 

To enable the delivery of the changes required we will continue to work together as a region. 

Closer collaboration, and working more across a larger footprint, can increase the opportunity 

to: 

 Deliver more consistent quality standards, patient outcomes and patient experience across 

the West of Scotland, recognising that organisations are at different starting points. 

 Reduce duplication and increase the pace of change for decision making. 

 Ensure alignment. Creating further joint working arrangements and plans would reduce the 

likelihood of competing strategies emerging between organisations and ensure that 

investment is concentrated in key priority areas rather than being too thinly spread across 

many different strands of work. 

 Reinforce our ability to manage the financial challenge. 

 Help achieve regional balance across the West of Scotland including the delivery of both 

business as usual efficiency savings and those associated with the service transformations 

outlined in the plan. 

 Become more strategic and population health focused across the West of Scotland, 

delivering defined outcomes for targeted population cohorts, integrated with social care, 

public health and other partners such as the third sector.  

 Promote primary care sustainability across a wider geography with standardised outcomes 

with the shift of the model of care and resources into the community. 

 Drive the effective implementation of the new model of care and mitigate risks to delivery.  
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 Develop the workforce and make better use of available skills and capacity across the West 

of Scotland. By working together more there is an opportunity to make better use of 

available capability and capacity which further collaboration could help with.  

 Further develop a platform to direct investment and manage relationships.  

 Improve digital capacity and capability to help transform current delivery models and benefit 

patients enabling new, integrated models of health and social care through shared 

information between care settings and a reduced emphasis on traditional face-to-face care 

delivery.  

 Improve responsiveness and resilience of the whole system and increase ‘fleetness of foot’ 

in responding to future challenges including advances in technology and delivery systems. 

Ambitions for the way in which organisations in the West of Scotland come together to plan 

services and the impact that can be achieved,  are growing and developing, as described in 

this document. Faced with the challenge to create sustainable services, improvements have 

already been achieved by a collaborative approach to planning across the region. We know 

that there are some things we can only address by working together and we have begun this 

transformational journey.  

However, it is increasingly clear that the scale of demand is moving beyond not only the ability 

of individual organisations to address, but also our present joint working arrangements may not 

be going far enough, fast enough.  We need to consider what more we can do to maximise the 

benefits of collaboration and whole system working to deliver the opportunities for improvement 

that have been identified. We need to think about how to continue to build leadership for 

transformation; and ensure that not only the delivery structure arrangements are in place to 

achieve it but organisations and individuals are supported in the process. 

7.5.2 Continued Local Decision Making & Local Delivery 

More joint working across the West of Scotland does not mean that all planning decisions 

would or should operate at the West of Scotland level. There are many aspects of local 

planning (e.g. integrated working with local authorities) that would need to continue to operate 

at a more appropriate local level. Further development of our partnership working would make 

clear what planning decisions should be made on a “once across the West of Scotland” basis 

and what would be made at the individual organisational level. 
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It would be beneficial to ensure consistent strategy is designed at the West of Scotland level, 

but delivery of that strategy is at the local level where appropriate to take account of local 

circumstances and needs. The benefits of strong clinical leadership and expertise need to be 

maintained at whatever level they are required. Developing trusted relationships between 

stakeholders is essential at all levels but it needs to clearly visible at the West of Scotland level. 

Local intelligence on patient experience and feedback from GP practices, and other front line 

staff, should feed up to the regional level to ensure service development meets the needs of 

individual patients or population groups at the local level. 

Data on quality and performance at both regional and local level should continue to be shared 

across to help drive up standards and patient outcomes and a continued journey of financial 

transparency across the region should continue as local variation in resources can be a barrier 

to co-operation. 

It is important to recognise that a move to further collaboration should not result in good local 

service provision being lost. Greater collaboration should be seen as an opportunity to learn 

from each other and build on the best practice. 

7.5.3 What We Need To Do To Support Collaboration 

Managing interdependence and collaboration requires 

that we are able to work cooperatively with others who 

have relevant and complimentary knowledge or skills to 

bring to bear on a particular problem, usually one in which 

the participants have a shared interest.  We must find 

ways to enable collaboration if we want to leverage the 

ideas and creativity of many people to address complex 

issues.  Collaboration is about culture and orientation as 

much as it is a way working. Collaborating only when it 

serves an organisation’s interest does little to build the 

trust or solid relationships that are required for successful 

interdependent and partnership initiatives.  We need to 

understand interdependence as an ongoing condition that 

supports the needs of the parties over time, not just when 

it is convenient.  
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The capacity, capability and structures that enable collaboration within and across 

organisational boundaries must be designed into the infrastructure and culture of organisations 

and the front line staff delivering services.  Most organisations have been set up or evolved in 

ways that are more likely to promote and reward individual rather than collaborative action.  A 

strategy such as is outlined here requires collaborative activity in order for it to be successfully 

executed.  But existing structure, rewards and processes can frequently inhibit collaboration. 

Individuals can perceive collaboration to be disadvantageous to them in terms of both formal 

and informal rewards and recognition.  It is often not well understood by senior management 

why employees do not, will not or are unable to work more collaboratively despite 

encouragement to do so.  Remembering that form follows function, we need to design 

collaborative infrastructures that support necessary behaviours and interactions.  

Extensive research with consistent results has shown that cross-functional and cross-

organisational teams are the single best structure for successful collaboration; teams such as 

the multi-agency, multidisciplinary teams that will be taking forward the local model of care 

within communities. It will be important that these teams are supported to move away from a 

traditional hierarchical structure that can frequently require permission seeking while 

discouraging initiative taking, thus inhibiting collaborative behaviour and, in particular, 

successful multiagency teams.  Research also shows that there are clearly identifiable 

attributes of successful teams as well as necessary conditions that support them.   

We need to put in place, and help to resource, a programme of Organisational Development 

OD) that will help encourage the cultural change we need to work together differently. This 

should not only assist the regional leadership of the West of Scotland in working together in 

partnership more effectively but should also support the front line staff taking on new roles and 

committing to new ways of working in order to improve the health and care of individuals 

across the region. 

As a first step to identifying what this programme should look like we propose to establish an 

Organisational Development Design Group for the West of Scotland that will work together to 

co-produce an evidenced based programme of OD support with clear objectives and 

milestones. 
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7.6 Transport 

It is crucial to consider transport needs when planning and delivering services. Appropriate 

provision of transport will enable services to run more efficiently by getting people to the right 

place at the right time, this includes prompt discharge/transfer when clinically  appropriate. 

Audit Scotland has identified that the need for transport for health and care generally covers 

three main groups of people: 

 People with a medical need that are eligible to access the Patient Transport Service (PTS) 

provided by the Scottish Ambulance Service. 

 People who are not eligible for PTS but need help with transport including people who are 

on low incomes, those who live in remote and rural areas and those who have ongoing 

health or care needs. Organisations such as Red Cross can help to provide patient 

transport options.   

 People who have their own means of accessing services - for example those who have 

their own or family transport or can easily access public transport. Access to public 

transport and ease of parking, particularly for frail and older people should be a 

consideration when planning services.  

Transport for health and care is provided by a number of public, voluntary and private sector 

organisations; services are both directly provided by public sector organisations and 

commissioned by them from other providers. Joint working across the public sector, and with 

voluntary and private providers, is crucial for the successful and sustainable development of 

transport for health and care.  

In planning services for the future it will 

be important in the next phase of 

planning that we determine the 

approach to consider travel times and 

transport service implications of 

proposed changes.  This will also form 

part of the evaluation criteria for 

considering options around changes in 

service delivery. 
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8. ADVANCING AN ESTATE FIT FOR FUTURE CARE 

8.1 Introduction  

As has been stated throughout, this Regional Design and Discussion Document is based on 

the assessed needs of the West of Scotland communities and is designed to ensure that the 

right mix and volume of services are delivered to best meet changing health and care 

requirements.   

New models of service are being developed which are in keeping with the aims and ambitions 

set out in both the National Health and Social Care Delivery Plan and the National Clinical 

Strategy and which deliver the best outcomes for our patients whilst making best use of 

resources including specialist workforce, digital technologies and our estate.    

A key aim is to develop an integrated health and care system which has a focus on prevention, 

anticipation and supported self-management.  With the appropriate use of health and care 

services we can ensure that people are able to stay healthy at home or in a community setting 

for as long as possible with hospital admission only occurring where appropriate.  This 

approach will see a shift in the balance of care away from reliance on acute hospital provision 

by developing safe and effective community based alternatives.  

As these new pathways of care and service models are developed, this presents an 

opportunity to review the estate across community and hospital settings to ensure that our 

facilities are in the best condition and are in the best location to support the highest standards 

of treatment and care whilst delivering 

value for money to the public purse. 

To achieve this goal, a programme of 

work has commenced to prepare an 

accurate baseline of the current 

condition, level of utilisation and location 

of our estate; to review the existing 

capital development plans for each of 

the West of Scotland Health Boards and 

from this to begin to prepare a regional 

estates strategy that describes how facilities will need to be configured across and within 
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community and hospital settings to support the emerging service framework and networked 

models of care, which are essential, if we are to safely, effectively and sustainably meet the 

changing needs of our population. 

8.2 Approach   

At this time when demand for health and care services is changing and growing it has become 

increasingly important to effectively and efficiently manage the resources which have been 

made available. The estate is one of the major costs within the public sector –and it is vital that 

it is deployed and managed in a way that facilitates and enables modern services; and that 

only those premises that support the service and business objectives being retained and 

maintained.  

Strategic planning of the health and care estate is a very complex process which needs to take 

account of the many competing needs for investment within a framework of local, regional and 

national sensitivities.   

The Estates and Capital Enabling Workstream has adopted a phased approach to ensure that 

future investment plans are prioritised appropriately, make economic sense and deliver the 

best solutions which are coherent with the objectives of the overall regional and national plans.  

The first phase of this work has been to ensure that we have accurate, consistent and 

contemporary information about how the estate is currently used to support treatment and care 

and a detailed assessment of the conditions of that estate including its functional suitability now 

and as patterns of demand change.   

This data will inform phase two of this programme of work which will be about preparing a 

regional capital strategy, driven by the new models of service for local hospital care, that 

provides a framework against which detailed investment plans can be made including 

prioritisation of capital developments; upgrading and refurbishment of existing buildings; 

targeting investment in to backlog maintenance; and preparing an agreed acquisitions and 

disposals programme. 

8.3 Current Position 

 Since the turn of the century considerable investment has been made in the modernisation of 

the NHS estate across Scotland to support changing patterns of demand and new models of 

care.  This investment has taken place across Acute, Mental Health, Primary and Community 
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Care sectors including in the West region.  This has seen the completion of two of the largest 

acute hospital facilities ever built within Scotland - namely the Forth Valley Royal Hospital in 

Larbert; and the Queen Elizabeth University Hospital in Glasgow which includes the Royal 

Hospital for Children.  Other new acute facilities include the recently opened Dumfries Hospital, 

the new Ambulatory Care Centres at Stobhill and the New Victoria Hospital as well as the two 

PPP/ PFI hospitals in Lanarkshire at Hairmyres and Wishaw.  In addition there is the relatively 

modern accommodation at Golden Jubilee National Hospital. Taken together this accounts for 

over 600,000 square metres or around 50% of regional modern acute hospital estate.   

Whilst this provides some opportunity to support any proposed service modernisation 

proposals within this document there remains a number of significant challenges on how to 

make the best use of the remaining 50% of the acute hospital estate.  Backlog maintenance 

associated with these remaining facilities accounts for about one third of the national total; and 

when taken together with other important indicators such as the physical condition, age and 

functional suitability of available accommodation, it clearly presents a continuing need for 

investment if these premises are to remain in operation in a way that supports contemporary 

models of treatment. 

Given the emphasis on the expanding role of Primary and Community Care within the new 

models of service, due consideration will need to be given to how we improve the 

accommodation within Health (and Care) Centres, Clinics and other non-acute inpatient 

settings.  The current property appraisal indicates that despite a substantial programme of 

investment in the enhancement of community health service facilities that at least 20% of the 

buildings are in need of material improvement.   

Health & Social Care Partnerships are already working to develop the capacity and capability 

of primary and community care teams to support more people to be cared for at home or in a 

community setting. Due consideration is being given to the impact that this approach has on 

the workforce models; the use of digital technologies; the space requirements within 

community settings; and how this will shape acute service configuration. 

Health Facilities Scotland and ISD have already begun some detailed analytical work on the 

relationship between Scotland’s population and current acute service configurations.  At the 

same time the West of Scotland Health Boards has also commissioned expert health service 

planners to model activity projections for acute specialties for out-patient, day case and in-

patient provision.  This work will be used to model the predicted functional size of the acute 
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service requirements in the region taking account of changes in demand and the impact that 

shifting the balance of care away from acute hospital to primary and community care provision 

will have.  

8.4 Challenges & Opportunities 

There are building and engineering infrastructure issues within the West of Scotland acute 

hospital estate in the region which pose challenges in meeting the expectations of the National 

Health and Social Care Delivery Plan and the National Clinical Strategy, including: 

 The cluster of four similarly sized acute hospitals situated to the south west of Glasgow, 

namely University Hospital Ayr, University Hospital Crosshouse , Inverclyde Royal Hospital 

and Royal Alexandra Hospital. 

 To the eastern side of Glasgow City there are the Glasgow Royal Infirmary and University 

Hospital Monklands. 

 To the wider boundaries of this region there are the Lorn and the Islands Hospital, the Vale 

of Leven Hospital and Falkirk Community Hospital. 

These challenges, which are not insignificant, should also be seen as an opportunity to 

modernise the acute hospital estate if they continue to be needed to support the proposed 

transformational change in healthcare delivery across Scotland.  Direct replacement of all the 

above mentioned hospitals on a like-for-like basis would need an investment in the region of 

£2.5bn, which may be both unaffordable and not necessarily provide the best and most 

effective solution.  On the other extreme, investment of at least £1bn which is focussed solely 

on rectifying backlog maintenance is unlikely to be the best alternative solution either. It is 

recognised the rectification of backlog within a functioning hospital is difficult to accomplish 

without major disruption and therefore would normally be packaged with other imminent life 

cycle replacement and quality improvement works which often significantly inflates the 

necessary investment cost.  Also, such a solution would not necessarily resolve the potentially 

outmoded accommodation layout within these facilities which is a critical issue for providing the 

most effective and efficient acute services for Scotland in the future.   

An investment strategy which combines a programme of replacement, refurbishment and 

rationalisation is likely to offer the most effective and affordable solution to the future 

configuration of this acute hospital estate. 
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Expanding the role of primary and community care will also need to be an integral component 

of managing the demand for acute services and delivering care much closer to home.  Over the 

last seven years, a programme of new health and care facilities has been delivered across this 

region which, in addition to enhancing the provision of primary and community health care 

services from a network of community hospitals, health centres and general practices, they are 

also able to offer space for outreach clinics, community mental health services, and services 

traditionally found within the acute hospitals.   

As this more integrated and equitable approach to primary and community care is formed then 

future demand for more space and more suitable accommodation is likely to grow.  There is, 

however, an opportunity to reduce this demand through more effective utilisation of 

technologically enabled medical equipment and tele-health arrangements which could reduce 

the need for an expanded estate whilst also improving the quality of care provided.   

This will create its own challenges, as 

the convergence of medical equipment, 

tele-health, and digital technology is 

already adding financial pressures on 

available resources.  For example, 

current 2016/17 spend on medical 

equipment across the West Region was 

such that it would take 16 years to 

replace all existing equipment, yet the 

speed of change in technology is such 

that upgrades are often needed more 

regularly (between seven to 10 years) to re-provide technologically enabled equipment.   

An investment strategy for primary and community care will therefore need to move away from 

the presumption of direct replacement of aging facilities and expansion of the property estate, 

and move towards a more balanced consideration of the benefits offered to patient care from a 

network of modern accommodation, enabled medical equipment and technological 

advancements.   As the new Health & Social Care Partnerships begin to form their strategies 

for future service delivery models based on the needs of their local communities then such an 

approach can be developed. 
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8. CONCLUSIONS & NEXT STEPS 

As set out at the start of this Regional Design and Discussion Document, the West of Scotland 

understands that: 

• Our population is changing and so are their care needs and 

expectations.  

• We need to better enable people to improve their health and 

wellbeing.  

• Hospital is not always the best place to provide care. 

• We want to provide the best possible care.  

• We need to support our staff to work more effectively.  

• Many of our buildings are not fit-for-purpose.  

• New opportunities are afforded by technological innovations.  

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

and social care funding.  

 

For those reasons, we are committed to our shared aims of: 

 Improving the health of the population. 

 Improving patient’s experience of care. 

 Achieving the best possible value in all activities 

(both financial value, and value to the patient). 

 Supporting and valuing staff.  

 

One approach to trying to meet those aims would be to argue for increasing acute hospital 

provision - increasing provision at the “front door” and inpatient bed capacity as a response to 

the growing pressures in attendance at hospital and for admission. Such an approach would in 

effect signal an acceptance that more hospital care is the right way forward and so that is 

where more capital and revenue funding should be focused. However, we do not consider that 

approach to be the “right thing to do”. Rather than retreating to the familiar comforts of the past, 

we owe it to our communities to apply all that we have learnt and positively grasp the 

opportunities that the future presents.   
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We have consequently worked together to develop a more transformational and whole systems 

proposition to improving health and care for our population where we will: 

 Design our care around the specific needs of individuals and different segments of our 

population rather than around existing organisations and services.  

 Proactively engage and support people to have better lifestyles, develop independence 

and self-care. 

 Design care services around population segments that are closer to home, particularly 

those services that require joined-up care. 

 Design our future hospital services around the new and expanded services in the 

community and within people’s homes, with different levels of service provided in a 

networked hospital system. 

 Design networked clinical services across hospitals to make best use of specialist teams 

and staff skills enhancing the quality of care.   

 Develop competency-based roles within and across services that optimise and value the 

expertise of our multi-disciplinary workforce. 

 Make best use of our estates to support out-of-hospital and hospital care models. 

 Make better use of the technology that allows us to improve care, modernise approaches 

and reduce the cost of the care services. 

 

Our ambition is to work with and across our stakeholders – including local communities and 

with the support of Scottish Government – to develop an improved 

health and care system in  the West of Scotland that fosters 

independence and is sustainable, providing care to and with 

individuals (and their carers) that is safe, effective, equitable and 

proportionate to their needs. By progressing the model of care 

describe herein and its constituent elements – either at the 

regional or the most appropriate local levels of planning – we 

would look to effectively address the challenges summarised 

within Chapter 3 of this document and meet the ambitions of 

Realistic Medicine (as summarised and illustrated in Figure 37).  
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Figure 37 – Summary of Requirements to Improve Outcomes 

    

 

This reinforces a shift from the reliance on hospital care, to only providing care in the hospital 

setting where clinically necessary.  Hospitals are and will still be important elements of our 

health and care system. Our commitment is to develop hospitals that provide clinically 

appropriate services based on population need and that can be sustainably staffed in a way 

that is safe and effective.  The nature of each of these hospitals will change over time with 

some having a greater focus on urgent and emergency care and others have a greater focus 

on planned care, including assessment and diagnostics. Systematically networked clinical 

services for key clinical specialties across hospitals and health board boundaries will be critical 

to this.  
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Consequently, in order to impove outcomes we will all have to work together – and with local 

people - to:  

 Redesign and configure services. 

 Redesign roles and work patterns. 

 Reconfigure facilities and delivery environments – both 

hospital and community settings.  

As we have set out within this Regional Design and 

Discussion Document, the work to plan and deliver these objectives will necessarily be taken 

forward at the most appropriate level – national, regional or local (be that Health Board, 

Integration Joint Board/Community Planning Partnership and indeed locality /neighbourhood). 

The National Clinical Strategy provides evidence for the specialties that should be planned and 

delivered on a regional basis such as vascular surgery, ophthalmology, urology, neurology and 

stroke care. This was primarily on the basis that there is very strong evidence that low volume, 

complex interventions are better undertaken in 

specialist centres. That view has been further 

reinforced by Audit Scotland. Looking forward, that is 

why regional planning activity within the West of 

Scotland has and will major on those elements within 

our proposed Model of Care (specifically with respect 

to Networked Clinical Services) as set out in Chapter 

4. The other elements will be for partner 

organisations to take forward in a manner that makes sense for the needs of their communities 

whilst retaining the necessary level of coherence and quality committed to for the West of 

Scotland health and care system as a whole. However, we have identified that there is useful 

regional planning contribution in guiding the developing of key elements of the enabling factors 

(at scale) required to deliver upon those local changes. 

 

In planning for the future it is important to stress that the success of any future care models will 

be heavily determined by how effective our approach to prevention and early intervention is; 

and, importantly, the degree to which individuals and families can be more responsible for their 

own wellbeing and managing their own health.   
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Recognising the need to maintain momentum and progress the above propositions at pace, the 

forthcoming transformational investment from the Scottish Government is welcomed.  This 

investment resource will be prioritised by the Planning and Finance Director Representatives of 

the three regions in partnership with the National Boards against three main themes: 

 Ongoing capacity and infrastructure to deliver the work programmes outlined in respective 

plans. 

 Transformation proposals arising from work programmes. 

 Improving performance and access.  

Through the national implementation leads group, it has been agreed that the ongoing staff 

infrastructure put in place for the delivery plan work in 2017/18 should be rolled forward in 

2018/19 from 1st April 2018. In addition funding will be provided to meet additional immediate 

requirements to develop the momentum of the three regional agendas. For a number of 

pragmatic reasons, the confirmation on the other two themes is likely to be during the second 

half of 2018/2019. This will allow further dialogue to ensure good alignment between  the 

National Boards’ and regional planning; take account of transformational thinking in the primary 

care improvement plans June/July 2018; and allow us to scope the material impact of potential 

transformational propositions going forward. The implementation of new national planning 

arrangements has been agreed with the National Implementation leads and the Health Board 

Chief Executives.  This will be a key enabler to working in partnership with the Scottish 

Government to shape the policy agenda, and create a national resources framework for 

finance, workforce, estates/infrastructure and digital technology to support the efficient and 

effective implementation of strategy.  

 

We understand that in looking to take this bold agenda forward, there will need to be:   

 Celebrating of, learning from and scaling up of good practice within the region. 

 Co-production with individuals and communities; and across staff, services and 

organisations. 

 Fostering of support for improvement from within local communities.  

 Leadership for improvement, at national, regional and local levels. 

 Action at a “once for Scotland” level - across the three regions, and with the National 

Boards. 
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The end result should be manifested in improvements across a range of recognised 

performance metrics (the level of improvement subject to further modeling), including: 

 Percentage of people who state that they had a say in how their help, care or support was 

provided. 

 Percentage of people who state that they had been supported to live as independently. 

 Percentage of people who state that they felt that their health, support and care services 

seemed to have been well coordinated. 

 Percentage of people who state that they felt that local services had been well coordinated 

for the person(s) they had looked after (compared with 50% for Scotland). 

 Number of emergency admissions into Acute specialties.  

 Number of unscheduled hospital bed days, with separate objectives for Acute, Geriatric 

Long Stay and Mental Health. 

 Number of A&E attendances and the percentage of patients seen within four hours. 

 Referral to treatment within 18 weeks from referral to treatment. 

 Treatment Time Guarantee of 12 weeks from decision to treat to start of treatment. 

 31 and 62 day cancer targets. 

 

If we are to achieve our shared ambitions as a region, we – and indeed all leaders across our 

services - will need to role model behaviours that enable transformation to happen in practice: 

 Demonstrating trust and respect. 

 Conducting ourselves with principle and integrity. 

 Acting collegiately and holding each other to account. 

 Working for the best interests of all 2.7 million people in the West of Scotland that we are 

here to serve. 
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To develop the thinking and direction set out in this Regional Design and Discussion Document 

the following development plan will be progressed (Table 26).  

Table 26 – Development Plan   

Area Actions required 

Case for 

Change 

• Widespread sharing of the case for change. 

 

Public 

Health 

• Progress Directors of Public Health workplan for region. 

Integrated 

Care  

 

• Agree the core elements of the West of Scotland integrated 

care framework. 

• Undertake further modelling to determine investment and 

workforce required in integrated care to support health and 

care systems to deliver improvements in outcomes. 

• Identify opportunities from population segmentation to focus 

initiatives. 

• Consider opportunities for developing a collaborative 

approach across Integration Joint Boards to share good 

practice and explore standardisation of processes. 

Urgent & 

Emergency 

Care 

 

• Developing specific proposals for networked services.  

• Agreed consistent pathways, stratifying levels of care, 

standardising approaches and address variation. 

• Further co-develop local hospital model. 

• Develop site specific options and then take forward formal 

option appraisal process leading to consultation. 

• Further extend and strengthen professional involvement 

and engagement. 

• Take forward pathways to ensure more consistent care is in 

place across the region, particularly for specialist services. 

Planned 

Care 

 

 

• Co-ordination across Health Boards to eliminate the 

backlog. 

• Focus on productivity and efficiency improvements. 
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Area Actions required 

Planned 

Care 

 

• Continue to review specialties in line with the existing 

regional service groups, determining the regional models 

and implementation plans linked to existing work (e.g. 

ophthalmology and urology). 

• Identify areas of good practice and progress a programme 

to scale up initiatives across the region – e.g.: 

– Virtual clinics. 

– Vetting practices. 

– New roles development.  

Strategic 

Resource 

Framework 

(SRF) 

• Complete SRF, aligning with other regions and national position. 

• Determine expected impact of integrated care and the level of 

investment needed to deliver impact. 

• Test ability to deliver further productivity gains. 

• Develop a new finance model to support cross system service 

planning and service delivery based on regional service models. 

• With the emergence of the new National Infrastructure Board 

develop a regional approach to capital planning.  

• Continuing to develop the ‘bridge’ approach as work progresses 

to more accurately assess the gap and opportunities to bridge 

the gap, considering the transformational investment required to 

support transition of services and double running costs. 

Workforce 

 

 

 

 

 

 

 

 

 

 

• Set up a regional workforce intelligence unit. 

• Development of a regional workforce strategy (with continuing 

professional development, education and recruitment) based on 

pivotal roles required against workforce demand and supply.  

• Develop a clear understanding of ‘hotspots’ across the workforce 

profile, considering the implications for service provision – 

focusing on key areas to identify service implications and 

opportunities of a networked service approach. 

• Identify rota management opportunities and testing out approach 

e.g. ophthalmology.  

• Develop regional recruitment agreements. 
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Area Actions required 

Workforce 

 

• Develop HR approaches to support regional recruitment to 

networked services including necessary supporting employment 

policies and procedures. 

Existing 

Regional 

Workstreams 

• Continue to establish the Trauma Centre and Network. 

• Continue to develop Ophthalmology approaches. 

• Continue to develop the Urology network approach focusing on 

cancer, female and reconstructive services. 

• Develop Interventional Cardiology and Cardiothoracic Surgery 

strategy for the region. 

• Review the Vascular Surgery model. 

• Continue to implement Regional Cancer Plan. 

• Improving the coordination across Health Boards of any 

emergency service changes, developing clinical networking 

arrangements. 

• Identify areas of good practice and progress a programme to 

scale up initiatives across the region. 

Shared Services 

 

 

 

 

 

 

 

 

 

Clinical  

• Develop a regional approach to progress the distributed 

laboratories model. 

• Participate in and support the national radiology workstream – 

review regional requirement once system roll-out is in place. 

Non Clinical 

• Establish regional workstreams for 

– Procurement. 

– Laundry. 

– Catering, domestics and energy. 

Capital & 

Estates  

 

 

 

 

• Develop a regional capital investment strategy which combines a 

programme of replacement, refurbishment and rationalisation 

based on agreed service models. 

• Create relationship between estate code classification and 

Property Asset Management Strategy (PAMS) documents and 

extant capital plans. 
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Area Actions required 

Capital & 

Estates  

• Determine optimum configuration of acute and primary care 

infrastructure driven by emerging clinical models. 

E-health & 

Digital 

Technologies 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Sign up to single future West of Scotland information technology 

system and develop a plan to converge. 

• Scale up interoperable solutions to support patient care, 

including:  

– Portal to Portal. 

– Electronic referral and advice capabilities.  

• Further develop approaches to support planned care 

approaches, including: 

– Attend anywhere telemedicine. 

– Virtual clinics. 

– Support for vetting. 

– Support for advice systems.  

• Progress a standardised approach to capacity planning and 

modeling to support service planning. 

• Develop a standardised approach to coding and recording 

information (work with ISD). 

• Progress a standardised approach to capacity planning and 

modeling.  

• Engage with Scottish Government Health Directorates (SGHD) 

and ISD to consider reporting mechanisms and targets to 

support cooperative service provision between Health Boards.  

Pharmacy & 

Prescribing 

 

 

 

 

 

• Develop hospital electronic prescribing and medicines 

administration (HEPMA) regional road map and supporting 

governance arrangements. 

• Develop a plan for regional convergence of clinical policies and 

prescribing practice to establish a West of Scotland 

Therapeutics Handbook, building on work done by existing 

regional specialty prescribing groups. 
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Area Actions required 

Communications 

& Engagement 

 

• Develop regional communications and engagement plan that 

supports actions and activities at Health Board and Integration 

Joint Board levels; and reinforces national approach.  

• Work with Our Voice to support people to engage effectively. 

• Explore specific work to target young people and protected 

characteristic groups. 

Organisational 

Development 

• Establish an Organisational Development Design Group that will 

work to co-produce an evidence-based programme of OD 

support. 

Transport • Determine the approach to consider travel times and transport 

service implications of proposed changes.   

• Consider transport and travel times requirement to set as part of 

evaluation criteria for considering service change options. 

Governance & 

Planning 

Arrangements 

• Review and further refine governance arrangements with Health 

Boards, Integration Joint Boards and Local Authorities (with 

particular reference to recommendations within the Scottish 

Parliament Health and Sport Committee 2018 report on The 

Governance of the NHS in Scotland). 

• Strengthen breadth of professional input. 

• Develop partnership working with other important stakeholders, 

including the third and independent sector. 
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WEST OF SCOTLAND REGIONAL DESIGN: ON A PAGE 
 
  
 
 

 

VISION 
We will ensure that wherever you live in the West of Scotland that 
you are in control of your wellbeing and care, by respecting your 

wishes and empowering you to live independently. 

 

Governance Arrangements 

 Regional Programme Board providing shared system leadership. 

 NHS Chairs’ Scrutiny and Assurance Group providing oversight. 

 Clinical Board providing professional advice. 

 Programme leads and groups taking forward work programmes. 

Success Criteria  
We will: 

 Design our care around the specific needs of 
individuals and different segments of our 
population rather than around existing 
organisations and services. 

• Proactively engage and support people to 
have better lifestyles, develop independence 
and self-care. 

• Organise care services around population 
segments that are closer to home, 
particularly those services that require 
joined-up care. 

• Design our future hospital services around 
the new and expanded services in the 
community and within people’s homes, with 
different levels of service provided in a 
networked hospital system.  

• Design networked clinical services across 
hospitals to make best use of specialist staff 
and enhance quality of care.   

• Develop competency-based roles within and 
across services that optimise and value the 
expertise of our multi-disciplinary workforce. 

• Make best use of our estates to support out-
of-hospital and hospital care models. 

• Make better use of the technology that 
allows us to improve care and make best 
use of the “public pound”.  

• Deliver an improved health and care system 
in the West of Scotland that fosters 
independence and is sustainable; and 
provides care to and with individuals (and 
their carers) that is safe, effective, equitable 
and proportionate to their needs. 

 
 
 
 
 
 
 
 
 

Delivered through: 
 

 Informed self-care 
and self-
management. 

 Supportive and 
connective 
communities. 

 Integrated health 
and care. 

 Networked clinical 
services. 

System Aim 1 
 

To improve the 
health of the 2.7 

million population of 
the West of 
Scotland. 

System Aim 2 
 

To improve patients’ 
experiences of care. 

System Aim 3 
 

To achieve the best 
possible value in all 
activities (financial 
value and value to 

the patient). 

System Aim 4 
 

To support and 
value staff. 

 

System Values 
• We will demonstrate trust and respect. 
• We will conduct ourselves with principle and integrity. 
• We will act collegiately and hold each other to account. 

• Working for the best interests of all 2.7 million people in the West of Scotland. 


