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GREATER  GLASGOW  HEALTH  BOARD

STRENGTHENING CLINICAL CAPACITY IN SOUTH GLASGOW
PROPOSALS FOR EARLY CHANGES PENDING THE MAJOR
NEW BUILD FOR THE SOUTHSIDE


 1.	INTRODUCTION AND BACKGROUND

1.1	Proposals for a major reconfiguration of hospital services for Glasgow’s Southside have been the subject of formal consultation for almost a year.   There is widespread agreement that a single Southside Hospital should be created, requiring the construction of new facilities.   There is disagreement about the location of such a facility, which will be addressed through a systematic, transparent option appraisal conducted with appropriate expertise, independent input and community involvement.   The details of how this will be organised are still to be considered and a Reference Group will oversee the process in order to assure its bona fides.

1.2	One of the site options – Cowglen – would entail the closure of the Southern General Hospital.   A second option would involve the construction of new ward blocks, theatres, diagnostic and treatment facilities, accident and emergency and associated support services at the Southern General, with demolition of all existing clinical buildings with the exception of the Neurosciences block, Maternity Unit, Westmarc, Spinal Injuries Unit, Podiatry Department and the new PFI facilities for the elderly.

With both of these options, Cowglen and the Southern General, GGHB favours also building a new Ambulatory Care Hospital at the Victoria Infirmary campus which would provide around 90% of all the patient contacts currently provided by the Victoria.   There would also be rehabilitation beds for the elderly (enabling the closure of the Mansionhouse Unit).   These facilities would overcome many of the anxieties about local access to services expressed by respondents to the consultation.   A visit to Ambulatory Care facilities in the USA by a group of clinicians and managers has produced documented evidence of the safety of anaesthesia and surgery in such units (although of course day surgery is only a very small component of the range of services offered in an Ambulatory Care Hospital).

1.3	NHS option appraisals are required to compare options with the status quo and therefore the option appraisal exercise will measure how the option of maintaining both the Victoria Infirmary and Southern General compares in terms of service benefits, feasibility and cost.

1.4	Everyone involved in the consultation agrees that South Glasgow needs major investment in new hospital buildings.   Whatever the outcome of the site option appraisal, it will be at least five years before new in-patient facilities come on stream.

	We need to ensure that in the intervening period the available hospital facilities in South Glasgow are used to best effect in providing the best possible services to the people of the Southside.   GGHB and the South Glasgow Trust believe that there are some urgent changes which need to be made at the earliest possible opportunity.







1.6	There are four principal reasons for proposing these changes, which are interlinked in the way they release space and capacity:

a)	the most significant problem facing the Victoria Infirmary is the persistent pressure of medical emergency admissions and the chronic difficulty of finding enough capacity within the Victoria Infirmary to absorb the workload.

b)	for a number of highly specialised services there are significant benefits in creating larger clinical teams and providing dedicated capacity for their patients.   This concerns breast surgery services, haemato-oncology (cancer of the blood and lymphatic system) and vascular surgery.

c)	the new requirements for junior doctors working hours mean that we cannot sustain the present number of rotas in Glasgow nor can we afford the punitive cost of maintaining rotas which do not meet the new standards of working hours and intensity now being stipulated.   This problem can be tackled in gynaecology by reducing the number of in-patient sites in Glasgow (where we currently have five rotas for just 125 beds on five different sites).

d)	the South Glasgow Trust currently has a recurrent revenue deficit and has identified the creation of a single gynaecology in-patient unit in Southside as a readily achievable way of reducing recurrent costs by £300K, without any loss of patient service capacity.   Failure to make savings which have minimal impact on patient care means that the resources have to be taken from some other area of patient care.   The Health Board could decide to fund the current inefficient status quo in gynaecology but to do so would have to divert funds that would otherwise have been used to finance a new patient service elsewhere on the Southside (such as strengthening nurse staffing levels on wards, or resolving bottlenecks in diagnostic services which delay the detection of cancers).

1.7	The proposals described in this paper do not in any way prejudice the conduct or outcome of the site option appraisal for a new build in-patient hospital for the Southside.   Rather they are a sensible way of solving some very real problems and limitations being experienced by the Southside’s hospital services at the current time.

1.8	These proposals are issued in compliance with the 1975 Scottish Office Circular which prescribes the form of consultation.   This paper contains the information stipulated in that circular.   The proposals are not newly in the public domain however.   They were originally published in the Health Board’s September 2000 paper on acute services reconfiguration.   The Health Council, however, indicated three months later that they declined to comment on them since there were some omissions in the information they wished to see.   The information omitted related to:

a)	staffing implications for two of the five service elements in the proposals

b)	bed numbers for two of the five service elements (less than 40 beds were involved for two services each currently on two sites)

c)	revenue costs associated with three of the five service elements.

These omissions are dealt with in this paper.



1.9	In view of the fact that these proposals have been in the public domain since September 2000 and are urgent, GGHB now invites comments on these proposals by 4th April, 2001.   This provides 6 weeks for comment (consistent with the minimum period suggested in para 13 of the 1975 Circular).   This will enable GGHB to consider the issue at its meeting on 17th April 2001.


2.	THE PROPOSALS

The proposals can be summarised as follows:

a)	an urgent need to ensure that the Victoria Infirmary has stronger capacity to deal with the rising tide of medical emergency admissions during the next few years.   The way in which extra capacity can be created is described in Section 3.

b)	concentrating haemato-oncology (cancer of the blood and lymphatic systems) in-patient services at the Victoria Infirmary (by transferring to the Victoria the current service provided at the Southern General).

c)	concentrating gynaecology in-patient services at the Southern General.   This involves transferring in-patient services there from both the Victoria Infirmary and the Western Infirmary.

d)	concentrating breast cancer surgery at the Victoria Infirmary (by transferring to the Victoria the current in-patient service provided at the Southern General).

e)	concentrating elective in-patient vascular surgery services at the Southern General (by transferring to the Southern General the current in-patient service provided at the Victoria Infirmary).


3.	GENERAL MEDICINE & HAEMATO-ONCOLOGY

3.1	The biggest single clinical pressure at the Victoria Infirmary for years has been its lack of capacity to deal satisfactorily with medical emergency admissions.   In part that was due to inadequate staffing levels (mainly medical and nursing) and a need for improved organisation.   The Trust has been addressing these issues in the last 12 months, with significant additional financial support from GGHB.   However, the problem will remain intractable for as long as there are too few medical beds.   At present medical patients continue to “board out” in the wards of other specialties, principally general surgery and orthopaedics.  This makes it more difficult to manage the patients efficiently and it also causes significant disruption to elective surgery, making it more difficult to improve waiting list performance.

	Table 1

General Medical cases at the Victoria Infirmary




1998/99
1997/98
1996/97
Discharges


12,808
10,130
10,867
Average 
Length of Stay (days)

5.3
5.8
6.2

 
3.2	Unfortunately the Victoria Infirmary does not have any vacant wards which can simply be staffed and re-opened.   In order to tackle the problem, and put the hospital’s general medicine services onto a sound footing for the remaining years of its acute in-patient role, we suggest the following sequence of changes should take place:

a)	It is already the case that when in-patient ENT moves to newly created accommodation at the Southern General in late 2001 (a move already agreed following earlier consultation), an adult ENT ward of 24 beds will become vacant at the Victoria Infirmary.

b)	It is proposed also that in-patient gynaecology should be concentrated at the Southern General Hospital by the end of 2001.   The benefits and implications of this are explained more fully below.   This transfer from the Victoria Infirmary will free up ward 12A (25 beds).

c)	It is already the case that within the Victoria Infirmary general medicine bed complement 12 beds are allocated for haemato-oncology (in a 12-bed ward).   However, it is often the case that 3 or 4 haemato-oncology patients are also placed in another 11-bed general medical ward across the corridor.   Our proposal aims to produce a significant improvement in the Victoria general medicine capacity, simultaneously provide some small easement for general medicine capacity at the Southern General and improve quality of service for Southside haemato-oncology patients.

The current haemato-oncology ward at the Victoria Infirmary has single rooms and includes facilities with positive and negative ventilation systems to reduce risks of infection in patients whose treatment may make them vulnerable to infection.   The ward across the corridor does not have this and haemato-oncology patients are placed alongside other patients with a range of general medical conditions.

Haemato-oncology in-patients at the Southern General Hospital currently use 5 beds within a general medical ward.   The proposal is to convert the 11-bed ward adjacent to the existing haemato-oncology ward at the Victoria Infirmary so that an integrated unit for the whole of the Southside with suitable facilities and environment can be dedicated to this patient group.   The cost of conversion would be around £200,000.   This would affect 124 in-patient haemato-oncology admissions per year that currently go to the Southern General who would in future go to the Victoria for in-patient and day case care (375 attendances per year).   Their routine out-patient consultations would continue at the Southern General.

This manoeuvre would free up 5 extra beds for general medicine at the Southern General but would reduce the Victoria’s designated general medical bed complement by 11 beds (slightly less in terms of current availability for general medicine), but ........









d)	........ general medicine’s bed complement would be increased by allocating to it the wards vacated by gynaecology (25 beds) and adult ENT (24 beds).   There would thus be an extra 38 beds for the designated general medicine bed complement at the Victoria Infirmary.  GGHB would provide the revenue necessary for this expansion.   This should provide significant easement of the Victoria Infirmary’s difficulties in absorbing general medical workload and should significantly reduce the level of patients boarding out in surgical wards.  The management of elective services and waiting list performance in general surgery and orthopaedics will also benefit as a result.

[Note:  During the winter of 2000\1 GGHB provided funds for the temporary re-opening of 18 beds in the     
            Mansionhouse Unit as staff recruitment permitted.  The adjustment in general medicine capacity  
            described above would use the funding available in 2000\1 for the 18 Mansionhouse beds as part of the 
            funding needed for the net extra 38 beds at the Victoria Infirmary]

We believe these changes would provide enormous benefit to the Victoria Infirmary and its busiest acute services.
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How would this affect haemato-oncology patients?

§	They would all be using dedicated purpose-designed facilities at the Victoria, whereas at present a significant proportion have to share accommodation with general medical patients.

§	All patients would benefit from a dedicated haemato-oncology nursing team.

§	A larger consultant team will provide better specialist cross-cover during periods of absence (holidays, study leave etc.).   

§	Around 75% of patients would experience no change in hospital location.

§	Of the 25% who currently use the Southern General around a fifth of them live in areas readily accessible to the Victoria (such as Dumbreck, Crosshill, Battlefield, Pollokshaws, Carnwadric and Clarkston).   There are some clusters of patients for whom re-location to the Victoria would undoubtedly be less convenient (e.g. 13 patients from Penilee, 10 from Shieldhall, 15 from the Argyll and Clyde Health Board area and 7 from Ibrox).   However, these numbers are much smaller in magnitude and distance to travel compared with the experience of patients using other highly specialised services in Glasgow such as the Beatson Oncology Centre, Plastic Surgery at Canniesburn or Neurosciences at Southern General.













3.3	As far as staffing implications for general medicine and haemato-oncology are concerned there would be:

a)	a larger number of nursing posts in general medicine at the Victoria (principally to staff the 38 extra beds but also possibly with some added enhancements if we can afford some strengthening of existing nurse staffing ratios).   This is because the wards vacated by ENT and gynaecology would be staffed for general medicine and wards currently used wholly or partially for haemato-oncology patients at the Victoria would be wholly dedicated to haemato-oncology.   The increase in medical beds at the Victoria would more than compensate for the number of nursing posts associated with the transfer out of in-patient ENT and gynaecology services.

b)	broadly the same number of nursing posts at the Southern General (just 1.5 WTE posts would transfer from SGH to the Victoria Infirmary with the haemato-oncology service).

c)	individual nurses would have some degree of choice as to whether they transferred from one hospital to another with their service (such as ENT or gynaecology) or remained at their present hospital.   This will be a matter of detailed consideration between managers and staff since it involves striking an acceptable balance between service viability/continuity on the one hand and staff preference on the other).

d)	there would need to be discussion between GGHB and the Trust concerning the effect of reducing ‘boarding out’ on other wards in terms of the workload of House Officers in general medicine.  The Trust will be seeking to demonstrate that additional pre-registration House Officer and SHO posts are required.  GGHB will require to see this demonstrated.

e)	medical staff would also be affected by the concentration of haemato-oncology.   A four consultant team would provide in-patient and day case cover at the Victoria and out-patient clinics at both hospitals on a basis to be worked out between them.   Junior medical staff on rotation would be affected.   Their access to educational experience in haemato-oncology would be richer.   (The impact on out-of-hours cover depends on a much wider examination of rostering in medicine and its related specialties;  the New Deal for junior doctors is a far greater impact on them than the re-location of 5 in-patient haemato-oncology beds from within a general medical ward at the Southern General). 

e)	ancillary staffing would not be affected by these moves. 

f)	the impact on the wider range of support staff in diagnostic, laboratory, therapy and medical records services would be indirect rather than direct.   No staffing reductions or transfers would be involved.

g)	there will need to be a review of secretarial support arrangements but this would not involve any staffing reductions.
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Medicine and haemato-oncology in a nutshell

§	A net increase of 38 beds in general medicine at the Victoria.   38 beds @ an average length of stay of 5.3 days and a percentage occupancy of 80% equates to a capacity of 2093 in-patient discharges, which is around 16% of the total of the general medical workload of the Victoria.

§	This will greatly reduce “boarding out” of medical cases on surgical wards, meaning:

            -  less fraught experience for “misplaced” patients
            -  easier supervision of medical patients by their clinical staff
            -  improved capacity for general surgery and orthopaedics at the Victoria.

§	Extra 5 beds general medicine capacity at Southern General.

§	Better patient experience for haemato-oncology patients (see Display 1)

§	Significant revenue investment at the Victoria.

§	Many opportunities for staff with little likelihood of “downsides” for them. 



4.	GYNAECOLOGY

4.1	As already indicated, the benefits described in Section 3 depend on a ward being vacated by gynaecology.   What is the rationale for this and what are its implications?

4.2	Firstly, the clinical logic flows from the advice of the Area Sub-Committee in Obstetrics and Gynaecology which favours co-location of gynaecology with obstetrics (maternity services) and urology.   As is the case with other surgical specialties there are also trends towards the development of sub-specialisation within gynaecology which are particularly difficult to accommodate at a time when legal and regulatory constraints on doctors’ working hours (senior and junior doctors) are tightening.   As specialisation continues so does the importance of ensuring as much continuity and strength in depth among the dedicated nursing team (and other staff) for gynaecology, many of whom also develop specialist knowledge and skills.

4.3	The Glasgow-wide proposal for gynaecology envisages in-patient gynaecology being located at the Glasgow Royal Infirmary and the single in-patient hospital for the Southside.   Ambulatory Care would continue to be provided at the Victoria Infirmary, Stobhill and Gartnavel (as well as at GRI and the Southside hospital).   In the case of gynaecology in north and east Glasgow there will be a separate consultation process about the proposed transfer of in-patient gynaecology from Stobhill to the GRI.







4.4	There are strong reasons for proceeding with the concentration of in-patient gynaecology on the Southside at the earliest opportunity:

a)	It allows the benefits of a larger clinical team (specialisation and better staffing cover) to be secured without waiting several years.

b)	It allows use to be made of currently idle ward space at the Southern General. 

c)	It creates sorely needed space to expand general medicine at the Victoria Infirmary.

d)	It allows in-patient gynaecology services to be re-located from the Western Infirmary at an early opportunity.   In-patient gynaecology at the Western Infirmary is located in G Block and is already separate from gynaecology day surgery, which is done at Gartnavel.  The G Block building is in poor physical condition and needs to be vacated as part of a whole series of service transfers that will allow the Western Infirmary to be closed.  Early transfer of gynaecology from G Block will help the Trust to manage the complex processes of change which will unfold over the next few years.  There will also be the service benefits arising from creating a larger team of consultants and reducing the demands on junior doctor cover.

e)	It will save about £650,000 a year, mostly as a result of a reduction in junior doctors’ rota commitments and from more efficient use of beds.  Both Trusts need these savings as part of their deficit recovery.   GGHB is currently underwriting the excess cost of gynaecology in South Glasgow and no longer having to do so will allow that £300,000 to be spent on expanding general medicine capacity at the Victoria Infirmary.

4.5	The impact of these changes for patients would be as follows:

Table 2


Out-patient Attendances

Day Cases
In-patient Episodes

TOTAL
Southern General
9,361
985
1,909

Victoria Infirmary
9,746
1,296
2,390

Western/Gartnavel
10,587
1,367
1,668

No change
26,694
3,648
1,909
35,251
Change
Nil
Nil
4,058
4,058
	
The total bed days in hospital for the 4,058 patients affected by change (based on data in the 1998/99 Blue Book) is 9,450, an average of 2.3 days per patient.

These figures assume that the patient population currently attending the West Glasgow Hospitals would in future have their in-patient stays at the Southern General.   GPs would be able to refer their patients to the GRI/Stobhill service if they wished for clinical or other reasons.








4.6	As far as ease of access is concerned, the most up-to-date data on post-codes shows that for the Victoria the principal clusters of usage were as follows.   Corresponding figures for current use of the Southern General by the same post-codes is shown for the purposes of comparison:



Table 3

Postcode
(a)
Victoria
(b)
SGH
(c)
Broad location

G42
G73
G44
G45
G41
G72
G76
G43
G77
G46
G5


All other GGHB postcodes
Lanarkshire Health Board area
Argyll & Clyde  “          “       “       
All other Health Boards

(Source:  SMR01 1999\2000)

308
290
221
207
194
187
137
134
109
106
   86
1979

  96  
  86
  13
  13

31
24
24
10
96
6
20
43
35
71
  11
371

902
  74
425
  28


Crosshill, Govanhill
Rutherglen
Cathcart, Kings Park
Castlemilk
Strathbungo, Shawlands
Cambuslang
Clarkston, Eaglesham
Pollokshaws, Newlands
Newton Mearns
Giffnock, Thornliebank
Gorbals, Hutchesontown

4.7	What is one to make of this in terms of understanding issues of access?

a)	Firstly, we need to remember that in-patient experience is very much the minority of this specialty’s workload.   Out-patient and day case work add up to 95% of patient contacts in gynaecology.

b)	Secondly, average length of stay – at 2 or 3 days – is short, so the burden of visiting is usually brief.

c)	Thirdly the age profile of patients is skewed towards younger age ranges:
                        

Victoria
SGH
West Glasgow





less than 44 years old
1632
1180
962

45-64
325
414
403

65 and over
210
206
226

                       (Source:  SMR01  1999/00)


          This means that travel for them and their visitors is less likely to be a significant   
          problem compared with patients in other specialties.

d)	Fourthly, in the post-code areas listed in Table 3, which add up to 91% of the Victoria Infirmary’s current in-patient workload, 1 in 6 of all in-patient gynaecology admissions to a southside hospital is already to the Southern General.   In other words 371 patients (21% of the Southern General’s gynaecology in-patient workload) presumably found it acceptable to use the Southern General despite coming from a post-code where the balance of convenience of access would be expected to lie with the Victoria.

e)	Fifthly, it is interesting to note that nearly as many patients from Lanarkshire use the Southern General as the Victoria.

In short it is difficult to draw hard and fast conclusions on the issue of access.   In a short stay specialty with a relatively young age profile we hazard the view that a transfer of in-patient gynaecology services from the Victoria to the Southern General would not be a major socio-economic problem, certainly not when compared with the many benefits arising from the alternative use of the space vacated at the Victoria Infirmary (see Display 2).

4.8	We turn now to the issue of access for West Glasgow patients.   The current pattern of access to the West Glasgow service is as follows:

	Table 4

Postcode

Admissions

Broad Location

G81
G13
G15
G61
G14
G20
G11
G62


All other GGHB postcodes
Argyll & Clyde Health Board area
Lanarkshire         “           “       “
Forth Valley        “            “       “
All other Health Boards

(Source:  SMR01  1999/2000)

250
194
134
134
125
104
102
   54
1097

166 
  61
  42
  30
  38

Whitecrook, Drumry, Faifley
Knightswood, Jordanhill
Drumchapel
Bearsden
S. Yoker, Scotstoun
Maryhill, Kelvinside, Woodside
Partickhill, Broomhill
Milngavie













If the in-patient service transferred to the Southern General, access for those travelling by car would be straightforward for the vast majority.   The main road arteries of Dumbarton Road;  Great Western Road, Switchback Road and Crow Road connect easily to the Clyde Tunnel and for most of their users the Southern General is quicker to reach than the Western Infirmary (which also has far less car parking capacity).   The travel times for most in-patients and their visitors would not usually coincide with rush hour.   Public transport access would normally involve either rail or bus to Partick (accessible for most of the principal areas of patient residence, served by bus or train), underground to Govan and shuttle bus from Govan Station to Southern General.   Alternatively, people familiar with using buses to travel to the Braehead Shopping Centre might find it more convenient to use the same bus services to travel to the Southern General.   In the medium term, if the site option appraisal for the Southside concluded that the Southern General was the preferred site, then GGHB would sponsor a direct shuttle bus service from Partick to the Southern General, making access even more convenient.

This all needs to be seen in the context of the short length of stay in this specialty and the age profile of the patient population.

4.9	In terms of intrinsic impact, it is worth comparing these access patterns with some of the other access patterns that people already seem to manage reasonably well for those rare occasions in their lives when they or a relative or friend need to go into hospital as an in-patient for something with a short length of stay.   Canniesburn, for example, for many years has provided a plastic surgery service for the whole of the West of Scotland.   It has a larger number of admissions – around 3,500 per year, and its position at the top of the Switchback Road is at a similar distance from a station as the Southern General is from the underground and by bus will normally require at least two buses for most people.   It has a longer average length of stay (4.3 days in 1998/99).

Neurosurgery – at the Southern General – also serves the whole of the West of Scotland, has around 3250 admissions per year and an average length of stay of 7.4 days, usually involving more stressful circumstances for visitors.

Yorkhill, with around 19,900 in-patients per year serves the whole of Greater Glasgow (and further afield) and for most visitors will involve either tangling with the West End’s sometimes very busy roads or combinations of rail, bus and walking rather than simple direct journeys in one bus or train.

4.10	The Southern General has more car parking spaces than the Victoria Infirmary (which requires street parking) or the West Glasgow Hospitals.

4.11	How could the concentration of gynaecology in-patient services be achieved?













	The current ward provision comprises:


-	one 25 bed ward at the Victoria Infirmary which gynaecology shares with
another surgical specialty and which is also affected by the ‘boarding out’
of general medical patients.

-	one 25 bed ward at the Southern General located in the Obstetrics and
Gynaecology block.  (There is also a vacant ward in the same building with
a capacity of 25 beds).

-	one 21 bed ward at the Western Infirmary.
-	
	In order to accommodate the unified in-patient service the Trust would propose to upgrade the existing and vacant wards (Wards 40 and 49) in the Obstetrics and Gynaecology Block at a cost of £1.2 million (£600,000 per ward).   The service would also need to be supported by a triple theatre suite by the time gynaecology from West Glasgow joined the concentrated service.   A site exists adjacent to the gynaecology wards in which to locate this, using a modular theatre suite, which would be leased.


This work could be started in the summer of 2001, allowing gynaecology to vacate its ward at the Victoria Infirmary by the early winter of 2001, just in time for general medicine to occupy it before the worse of the winter of 2001/02.

	Other work would be done to extend the sonar department, provide day beds for the early pregnancy assessment unit (whose work has expanded fourfold in recent years), office accommodation and some upgrading of services and plant.  The cost of these elements would be some £2.4 million.


	In the longer term, if the Southside option appraisal determined the Southern General as the preferred site, theatre provision could be made permanent by gynaecology taking over the two current day surgery theatres in the Obstetrics and Gynaecology and adding another permanent theatre on vacant land alongside.  At that point the modular theatre suite would be returned.  If, alternatively Cowglen were the preferred site, then the total gynaecology in-patient service would be incorporated as part of the major scheme to build the new hospital at Cowglen.


	If we test these capacities against workload, what does the analysis suggest?  According to the 1998\99 Blue Book the number of operating theatre hours is as follows:



Day Cases
(Hours per year)
In-patient Cases
(Hours per year)
Total needed
at SGH
Victoria
Stays at Victoria
1,912
1,912
SGH
394
1,336
1,730
West Glasgow
Stays in West Glasgow
1,334
1,334



4,976

4,976 hours equate to 103 theatre hours per week over a 48-week work year, which for 3 theatres equates to 34 hours per week each (7 hours per day).







4.17	The two upgraded wards would provide space for 50 beds.   The transfer of in-patient Gynaecology from the Victoria Infirmary would see one of the two wards working on a 7 day a week basis and one on a 5-day a week basis.   When the West Glasgow service moved both wards would work on a 7-day a week basis.


VI
SGH
Western/
Gartnavel
a)  
In-patient episodes
2,390
1,909
1,668
b)
Average length of stay (days)
2.0
2.8
2.8
c)
Beds days per year (a x b)
4,780
5,345
4,670
d)
Victoria and Southern General combined (bed days)

10,125

e)
All combined (bed days)
14,795

First element (Victoria and Southern General combined)

25 beds @ 7 days per week x 85% occupancy  =  7,756 bed days
25 beds @ 5 days per week x 85% occupancy  =  5,525 bed days
					                	        13,281	


Second element (West Glasgow service included)

50 beds @ 7 days per week x 85% occupancy  =  15,512 bed days

This analysis demonstrates that the configuration provides sufficient capacity.

4.18	As far as staffing implications are concerned there would be a reduction in the number of Senior House Officer posts in gynaecology, but with the reduced number working in a pattern consistent with the new national agreement on working hours and pay.  Whereas there are currently 30 SHO posts in gynaecology between Victoria Infirmary, Southern General and West Glasgow, in future only 15 posts would be necessary for the unified service.  There would be no change in Registrar numbers (20). Consultant Gynaecologists would become part of a larger team, giving them better opportunities to organise out-of-hours cover and the pursuit of sub-specialty interests.   They would continue to have day case and out-patient commitments on other sites (but better supported by emergency cover arrangements at the smaller number of in-patient sites).

The first element of the arrangement (of one ward working 7 days a week and the other 5 days) would require fewer nurses than at present but this will be more than compensated by the increase in general medical beds at the Victoria Infirmary.   In overall terms the net change in capacity is created by re-opening the closed Ward 49 and increasing theatre capacity at the Southern General.   There will be no fewer overall jobs in nursing, professions allied to medicine, ancillary or administrative/ clerical at the Victoria and slightly more overall at the Southern General.










The second element (transfer of in-patient gynaecology from the Western Infirmary) would, as indicated earlier, involve more theatre time and moving the second of the two wards at the Southern General from five-day working to seven-day working.   The Trust would expect that some of the additional staff would transfer with the West Glasgow gynaecology in-patient service.   Detailed staffing profiles for the two elements together show the following comparisons in nursing staff:

Table 5

      Grades
  SGH
   VI
Western
Current Total
New Combined Unit
Ward nursing





         G
  1.00
  1.00
  1.00
      3.00
  2.00
         F
  1.00
  1.00
    -
      2.00
  2.00
         E
  5.00
  5.94
  6.47
    17.41
  9.20
         D
  5.95
  2.00
  3.00
    10.95
12.70
         C
    -
  2.00
  2.14
      4.14
    -
         B
  1.75 
  1.35
    -
      3.10
  3.50
         A
  5.07
  9.36
  4.75
     19.18
10.14
Total
19.77
22.65
17.36
     59.78
39.54

Early discharge scheme





         G
     -
    -
  1.00
      1.00
  1.00
         E
     -
    -
    -      
         -       
  2.00
Total
     -  
    -  
  1.00
      1.00
  3.00

Theatres





         G
  1.00
  1.00
  1.00
      3.00
  1.00
         F
    -
    -
    -
        -
  2.00
         E
  4.20
  1.00
   0.85
      6.05
  6.05
         D
  1.38
  1.38
  1.00
      3.76
  3.00
         A
  3.23
  1.42
  2.00
      6.66
  6.50
Total
  9.82
  4.80
  4.85
    19.47
18.55






TOTAL NURSING
29.59
27.45
23.21
    80.25
61.09

In a period when all acute Trusts are facing shortages of nursing staff and professions allied to medicine, with difficulties in recruitment and retention, it is pretty well inconceivable that any members of staff would face any enforced loss of employment.   There will be opportunities for some staff to transfer and others to stay at their present hospital, depending on the balance between the needs of clinical services and individual staff preferences.  This will be so also in the case of staff in the professions allied to medicine, ancillary and administrative and clerical grades.










	  The Local Health Council has pointed to the lack of clarity about how the 
  accommodation vacated by in-patient gynaecology at the Western Infirmary would  
  be used.   This cannot yet be precisely specified.   The next few months will see the 

  development of an Outline Business Case for a single West Glasgow hospital at 
  Gartnavel allowing the closure of the Western Infirmary.   However, it will take 4 to 5 
  years for the necessary major building work to be completed.  Since the space vacated 
  by gynaecology is in G Block there is no strategic opportunity here for the re-use of  
  space, but tactical benefit may arise in facilitating the sort of manoeuvrability that will be 
  necessary to facilitate the transfer of services from the Western Infirmary.

	  Finally there is the issue of financial implications regarding the transfer of gynaecology. 

  The Victoria to Southern General element is an important part of the South Glasgow 
  deficit recovery plan (yielding a saving of £300K with no diminution whatsoever in the 
  volume of the service, with scope for qualitative service improvement and with no 
  detriment to members of staff).

The detailed position regarding the West Glasgow transfer is less clear since the detailed logistics of budget transfers have not been explored in detail.  However, it is expected that the total saving accruing from moving three in-patient units to one would be £650K, of which reduction in ward staffing would be £260,000 per year and junior medical staff savings would be £550,000.  (There is an off-setting of £160,000 per year for lease of the modular theatre suite).

The Blue Book for 1998/99 identifies that the cost of the West Glasgow gynaecology in-patient service is £946 per case, of which the breakdown is:

 	Table 6

£ per case


Medical staffing
  119
Nursing
  122
Pharmacy
    25
Professions allied to medicine
      4
Theatre
  287
Laboratory
    75
Other allocated costs
  313
  946 (sic)

Total expenditure is £1.578 million per year.


Source:  Blue Book  1998/99













	The South Glasgow Trust will expect the transfer of direct costs associated with:



Consultants
-
actual cost





Junior doctors
-
a share of the actual cost saving, since the number of SHOs will halve between the two Trusts. 





Nursing  )
Theatres)
-
the actual cost required to increase capacity at the Southern General (see paras 4.17 and 4.18 above), together with an agreement about how the total savings profile is to be shared.





Pharmaceuticals
-
actual cost of medicines





Pharmacy

-
subject to negotiation;  depends on this specialty’s demands on pharmacist time and infrastructure.   Amount of money involved is small.





PAMs
-
total cost of PAMs cost for gynaecology in-patients in West Glasgow is £6,672 p.a. (1998/99 Blue Book).   Agreed transfer figure to be negotiated.





Laboratories
-
total cost of service is £125,100 p.a. (1998/99 Blue Book).   Trusts will need to agree what costs are transferable.   This will be influenced by other changes in laboratory organisation likely to be imminent as a result of major new investment in laboratory facilities and equipment.





Other allocated costs
-
subject to negotiation.   Total sum involved is £522,000 p.a.   It will be necessary to identify scope to absorb the workload within existing infrastructure at the Southern General.   The new capital facilities at the SGH will carry increased capital charges, some of which will be attributable to the West Glasgow service. 

4.22	From the GGHB perspective the financial envelope needs to have the following features:


a)
Victoria to SGH transfer
-
yields £300 p.a. to South Glasgow deficit recovery plan.






b)
West Glasgow to SGH transfer
-
reasonable transfer of actual direct costs plus some savings in junior doctors costs and in nursing costs (due to more efficient bed use as described in 4.17).   These savings should balance increased infrastructure costs at SGH.






c)
West Glasgow
-
some net remaining savings to contribute to deficit recovery.









Display 3

Gynaecology in a nutshell

§	Three in-patient units converge to one

§	Located in the middle of its north-west to south-east arc of catchment

§	Significant reduction in the burden of junior doctors out of hours rosters

§	Benefits to patients through strengthening of consultant teams and sub-specialisation

§	95% of patient contacts (out-patients and day cases) continue with current pattern of local access.

§	Creates physical capacity to increase general medical provision at the Victoria

§	Creates room for manoeuvre to assist change for other specialties in West Glasgow

§	In overall terms will yield financial savings without any diminution in the volume of service




5.	IMPROVEMENTS IN SURGICAL SERVICES

5.1	The impending transfer of ENT in-patient services to the Southern General creates an opportunity to achieve a significant early improvement in the breast surgery service by concentrating its in-patient element at the Victoria Infirmary.

5.2	Currently there is a 10-bed breast unit staffed by two consultant surgeons and their teams with high quality accommodation at the Victoria Infirmary – single rooms in a dedicated ward with its own team focused on a specific group of patients needing great sensitivity at a difficult and worrying time.   At the Southern General one consultant surgeon specialises in breast surgery and the in-patients are managed within the general surgical bed complement.   The notional bed complement at the Southern General based on activity and length of stay, is 5 beds.

5.3	The existing children’s ENT ward at the Victoria is located next to the Breast Unit.   It is proposed that in the summer of 2001 it be converted (approximate cost £200,000) to the standard of the Breast Unit.   Together the two wards would form an integrated Breast Unit of 15 beds to provide the in-patient care for the Southside breast service. 












Display 4
Breast Surgery Summarised

•  create a 3-consultant team, giving better absence cover.
•  strengthen the multi-disciplinary specialist breast care team.
•  create a ward environment purpose-designed for all Southside breast surgery patients
   needing in-patient treatment.
• create a bed complement protected from emergency admission pressures, thereby reducing 
   the risk of late cancellation of booked admissions.
•  use a dedicated elective theatre, also protected from emergency admission pressures.
•  create the capacity at the Southern General to allow a similar strengthening of the in-patient 
   vascular surgery service (see below).
• Out-patient clinics and day case surgery would continue to be undertaken at both the Victoria 
   Infirmary and the southern General. 

5.5	The number of patients affected would be around 100 per year which in future would go to the specialist until at the Victoria Infirmary rather than to the Southern General. 

5.6	As far as access is concerned the areas of residence of women currently using this service at the Southern General is as follows:

	G52						34	Cardonald, Penilee, Mosspark
	Argyll and Clyde Health Board area		21	Mostly Renfrew
	G51						20	Ibrox, Govan, Shieldhall
	G53						19	Pollok, Nitshill
	Other post-codes				15

	Source:  SMR01  1999/2000


5.7	Given the small numbers of cases, the post-code distribution of patients will fluctuate from one year to another.  Around 75% of the patients are below 64 years of age (one third are below 44 years of age).   For many of these patients with this condition and their visitors we would hazard the view that speed of access and quality of service and environment are more important than the vicissitudes of getting to the Victoria Infirmary rather than the Southern General.

5.8	As far as capacity is concerned the 15-bed unit would provide 4653 bed days per annum (at 85% occupancy).   The total breast surgery workload in 1999/2000 was 445 at the Victoria Infirmary and 109 at the Southern General.   A capacity of 4653 bed days allows an average length of stay of 8.4 days.   The existing facilities split between the two hospitals provide the same capacity. 

5.9	There would be no net change in staffing, although some change in the base hospital would affect a very small number of staff – one consultant, perhaps some junior doctor time and the transfer of nursing staff, although this would depend on how the overall equation of staff transfer with vascular surgery (see below) developed following detailed discussion with individual staff.






5.10	The creation of a single in-patient Breast Unit at the Victoria Infirmary would create the capacity at the Southern General simultaneously (ie in the second half of 2001) to form a single integrated vascular surgery service whose in-patient work would be based at the Southern General (out-patients and day cases still provided at the Victoria Infirmary).

	The key features of this service would be:

a)     the creation of a 3 consultant team (compared with the current pattern of 2 at the           
        Southern General and 1 at the Victoria Infirmary)

	(b)    a dedicated in-patient area of 13 beds for vascular surgery created at the Southern 
                    General, with a trained dedicated nursing team

	(c)	more in-patients would be in closer proximity to the specialist Vascular Laboratory (mainly using ultrasound imaging) located at the Southern General (there is currently no dedicated equivalent at the Victoria)

	(d)	the Southside vascular service would be better placed to play a leading role in the South Clyde Vascular Network currently being developed with vascular service clinicians in hospitals in Argyll and Clyde.

5.11	The Trust has identified from local analysis of workload that the number of in-patients affected would be around 240 per year who would be treated at the Southern General rather than at the Victoria Infirmary.  Perusal of SMR01 for 1999/2000 suggests that there are differences in coding between the two hospitals as between general surgery and vascular surgery (which is a sub-specialist part of general surgery).  As a result we cannot produce from SMR01 a reliable postcode analysis of the place of residence of current vascular surgery in-patients using the Victoria Infirmary.

	We can surmise, however, that the distribution is unlikely to be dissimilar to other specialties, suggesting that the majority of the Victoria’s 240 patients will come from postcodes G42, G73, G44, G45, G41, G72, G76, G43, G77, G46 and G5.  With the number of patients being relatively small (a tenth of the number affected by the gynaecology transfer) the numbers from individual postcode areas will fluctuate considerably from one year to another.

5.12	Analysis of the Southern General’s SMR01 1999/2000 data shows an age distribution of:

	15-44 years old	  51	15%
	45-64 years old	148	44%
	65-74 years old	  89	26%
	over 75 years old	  51	15%

	If we extrapolate that to the Victoria’s 240 patients we might expect an age distribution of:

	15-44 years old	  36
	45-64 years old	106
	65-74 years old	  62
	over 75 years old	  36






5.13	As we have indicated earlier, the issue of greater difficulty in geographical access needs to be seen in the context of:

	•   overall number of patients affected (240 per year)
            •   their age profile (over half are younger than 64)
            •   the probability that a proportion of them and their visitors will have access to a   car
            •   the clinical benefits (set out in 5.11 above)
            •   the continuation of emergency vascular surgery at the Victoria when clinically 
                necessary 
            •  patients clinically unable to travel by car or public transport being eligible for 
               ambulance transport

5.14	The creation of a 13 bed dedicated area recognises that current bed utilisation for vascular surgery is 5 beds at the Victoria Infirmary and 8 beds at the Southern General.  Thirteen beds would provide 3796 bed days per year (at 80% occupancy).  With around 580 patients in total that would equate to an average length of stay of around 6.5 days.  The rest of the general surgical bed complement at the Southern General would also provide some cushion to cope with peaks in workload.

5.15	Staffing implications would be broadly neutral, complementing those described for breast surgery and needing too to be seen in the wider context of employment opportunities at the two hospitals associated with the increase in general medical beds at the Victoria and continuing difficulties in filling the existing staffing complements at the two hospitals.  In overall terms the whole package of manoeuvres does not entail staffing reductions (except in the number of junior doctors and some nursing posts in gynaecology, offset by increases in nursing posts in general medicine).

5.16	As far as the financial implications are concerned, the equation is as follows:

(a)	5 breast surgery beds transfer to be co-located with existing 10 breast surgery beds at the Victoria.  Medical and nursing funding resources move across on a direct transfer basis.  Since the new unit is an integrated unit no significant increase in overheads should occur.  Theatre staffing capable of adjustment within present costs.  Other direct costs of treatment of patients transfer from Southern General to Victoria;

	(b)	transfer of 5 breast surgery beds from Southern General allows realignment of general surgery ward and theatre capacity at Southern General and hence creation of dedicated vascular unit.  Nursing and medical funding resources move across from Victoria on a direct transfer basis.  Existing general surgical ward and theatre infrastructure costs remains in place and absorb 5 beds-worth of vascular workload from the Victoria.  Other direct costs of treatment of patients transfer from Victoria to Southern General.

	This will require accurate financial accounting within the Trust but GGHB expects it to be cost neutral.  We are aware that the Trust has aspirations to strengthen its staffing in breast surgery and general surgery but that is just one of many service development aspirations identified by the Trust.  The revenue transfers proposed in this paper do not impact on the relative priority of the aspirations.





6	COMMENTS

	Individuals or organisations wishing to comment on the proposals should send their responses to:

	Mr John C Hamilton
	Head of Board Administration
	Greater Glasgow Health Board
	Dalian House
	PO Box 15329
	350 St Vincent Street
	GLASGOW
	G3 8YZ

	Tel:  0141 201 4608
	Fax:  0141 201 4601
	
	by no later than Wednesday, 4th April,  2001.







