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Acute Services Strategy & Implementation Planning Directorate 
New Children’s Hospital Project 

 
Clinical Advisory Group 

 
Notes of Meeting held on 12th June 2007 
at 3pm in the Committee Room - RHSC 

 
Present: Jim Beattie 
 Jane Peutrell 
 Mairi Macleod 
 Iain Wallace 
 Kate Munro 
 Alan Seabourne (for item 5) 
 Stuart O’Toole (for A Fyfe) 
 Jamie Redfern 
 Andrew McIntyre 
 Jonathan Coutts 
 Neil Geddes 
 Morgan Jamieson (Chair) 
  
In Attendance Janet Gardner-Medwin 
 Lesley Smith 
 Michael Morton 
 Robert McWilliam 
 Gillian McDade 
  
 All in attendance for item 4 
 
1. Apologies and Welcome 

 
Apologies were noted on behalf of  Rosslyn Crocket, Rory Farrelly, Jim Beattie, 
Andrew Watt and Alasdair Fyfe (Stuart O’Toole deputising) 
 
MJ welcomed Stuart O’Toole to the meeting in place of Alasdair Fyfe who would be 
now joining the group as a representative from surgery.  NG noted that the request for 
better representation on CAG had come from the paediatric general surgeons but that 
there would be merit in the representative role incorporating the wider community of 
surgical specialities.  It was agreed that MJ would discuss this concept with Alasdair 
Fyfe and also suggest that there be some discussion between AF and NG regarding 
collaborative representation of surgical specialities albeit an understanding that NG was 
involved in the Group in respect of his role in the NHS GGC Paediatric Sub-
Committee. 



 

  
2. Minutes of Meeting of 2nd May 2007 

 
The minutes were accepted as an accurate record with a correction of the spelling of 
“pyloric” in item 10. 
 

3. Matters Arising 
 
3.1 A&E Audit in MIUs 
 

MJ reported that it was now unlikely that a prospective audit would be 
conducted albeit it was believed that sufficient data to better understand likely 
attendance patterns at MIUs could be accessed from existing patient 
information.  The issue of agreeing the appropriate clinical case mix for MIUs, 
including paediatric patients, was due to be progressed in the near future albeit 
JB indicated that some work on this was already being taken forward 
proactively by A&E colleagues at RHSC. 
 

3.2 West of Scotland Regional Planning 
 

MJ indicated that the planned event to discuss regional issues in respect of the 
new children’s hospital would now be held on Friday 14th September in the 
Glasgow Concert Hall.  Fuller details will be forwarded in due course. 

 
3.3 Deprivation Impact 
 

MJ confirmed that he and MM had a meeting with ISD in early July and would 
feedback relevant information to the next CAG. 

Action – MM/MJ 
 
3.4 Hotel Survey 
 

Further to circulation of the survey results there remained some areas of 
uncertainty regarding the average number of parents/patients who would utilise 
a patient “hotel”.  MJ undertook to explore this matter further with Rory 
Farrelly. 

Action – MJ 
 

Note :  During discussions in regard to item 4 observation was made that there 
maybe a significant cohort of patients in ward 7A who might access such a 
facility beyond which the availability of a hotel facility was seen as a very 
useful adjunct in respect of future developments in regard to rehabilitation 
services.   
 

3.5 HDU Data 
 

The interim data from the national HDC audit was still awaited and would be 
circulated when available.  Data gathered in respect of the development of the 
HDU at RHSC had been forwarded to group members albeit it was noted that 
this primarily focused on the need for dedicated HDU beds in conjunction with 
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the PICU.  In discussion it was noted that, in practice, a substantial volume of 
high dependency care would be delivered at ward level supported by “outreach” 
from the central PICU/HDU.  Modern building regulations meant that bed 
spaces would probably be sufficient for most patterns of high dependency care 
at ward level albeit a number of issues relating to models of care required 
further discussions. 
 

3.6 Neonatal/PICU Transport 
 

MJ confirmed that a further meeting to discuss this issue was due to take place 
on 13th June 2007.   
 

4. Rehabilitation 
 
Janet Gardner-Medwin and colleagues (see “attendance list”) gave a joint presentation 
regarding their concept of a “therapy hub” within the new hospital which would provide 
physically integrated co-location of a range of therapy and rehabilitation services and 
would allow the synergies between these services to be maximised, facilities to be used 
effectively and patient care pathways to be properly co-ordinated.  A paper describing 
the concept was tabled. 
In the course of the presentation and subsequent discussion the following key points 
were raised :- 
 

• In terms of the hospital services this did not represent a source of new or 
additional work but a consolidation and co-ordination of services already 
provided targeted at in-patients, out-patients and day cases across the age 
spectrum. 

 
• The provision of such a centre did however have the capacity to act as a 

community resource with wider access to facilities such as a hydro-therapy pool. 
 

• Emphasis was placed in the importance of joint working across the various 
therapy services and of the development of strong links with the relevant 
associated community services in order to simplify and streamline patient 
journeys. 

 
• Significant importance was attached to any such therapy centre offering a 

physical environment that, as far as practicable, reminded people of normality 
and emphasised the “return to health”. 

 
• The co-location of the therapy services and the proper location of any such 

therapy centre within the overall configuration of the hospital were seen to be as 
supportive of, and vital for,  co-ordinated patterns of care as the other key co-
locations within the hospital such as theatres, PICU etc.  Parallel proposals 
under current consideration in the form of a patient hotel and an adolescent ward 
were both seen as developments with which a therapy centre would have 
significant synergies.  In that regard it was currently noted that at any one time 
there are likely to be a number of in-patients whose primary reason for a 
hospital stay relates to the provision of therapy services but who could very 
reasonably receive that pattern of care while based in a patient hotel. 
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• The potential for integrating a therapy centre with the facilities for patient 

education was noted. 
 

• The creation of a therapy centre and integrated patterns of care may result in in-
patients being “off-ward” for longer parts of the day such that any such centre 
should have appropriate facilities where  patients/families can wait between 
therapy sessions. 

 
• In addition to providing direct clinical care services it would seem that such a 

centre would have significant interaction with services for family support which 
could potentially be integrated. 

 
• Overall the proposals seem to represent no material uplift in space requirements 

compared with the accommodation already identified in the Schedule of 
Accommodation for each of the individual therapy services.  In addition, 
although the questions of in-patient rehabilitation facilities had previously been 
raised, the present concept was entirely focused on ambulatory care services. 

 
• Overall the concept was noted to have wide spread support within the clinical 

community. 
 
MJ thanked the attendees for their presentation and acknowledged the need to continue 
to actively explore this concept in the post-OBC planning process.  In that regard MJ 
undertook to meet with Rory Farrelly in order to identify how this thinking can be best 
taken forward in the wider service redesign work being taken forward by the 
Directorate. 

Action - MJ 
 
It was also recognised that there is a need for a more accurate understanding of the 
patient numbers and activity levels within the therapy services and MJ/MM undertook 
to explore this matter further. 

Action – MJ/MM 
 

5. Office Accommodation 
 
AS indicated that the issue of providing office accommodation for medical staff and 
others across the SG site was still under active consideration and he anticipated being in 
a position to bring back more detailed proposals in the near future, possibly in time for 
the next meeting.  It was however made clear that the issue of affordability was a 
significant consideration given the substantial number of staff who require to be 
accommodated. In particular the very high costs in creating office accommodation 
embedded in clinical areas was emphasised.  For the present planning was focusing on 
the creation of an office block which would have direct linkage to both the adult and 
children’s hospitals and may even be linked to academic facilities on the SG site 
although such facilities were also still the subject of active debate.  It was anticipated 
that any such building would include accommodation for secretarial staff whose pattern 
of work required proximity to consultant offices. 

Action - AS   
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In discussion, while the cost issues were recognised, concern was expressed that office 
accommodation remote from clinical areas would have an impact on efficient working 
given the extent to which administrative tasks were often embedded in patterns of 
clinical activity.  It was also recognised there was a need to develop a fresh overview as 
to the model of office accommodation which was adopted.   
 
JR undertook to establish a short-life working group to develop thinking around the use 
of, and access to office accommodation by clinical staff with the intention to report 
back by October.  It was agreed that MM would be involved in this process and contact 
would also be made with the YMSA. 

Action – JR 
 

6. Infant Ward 
 
Subsequent to discussion at the last CAG further meetings had been held with relevant 
parties to clarify the most appropriate surgical bed complement within the neonatal 
intensive care unit and the models of care for other neonatal and infant surgical patients 
including the synergies that existed with other infant patient groups.  Clear agreement 
had been reached that the most appropriate number of beds to incorporate in the 
neonatal unit to be built within the refurbished maternity building was 12 with the 
consequent transfer of 4 beds back into the overall bed complement within the 
children’s hospital.  There was also a strong interest in creating an “infant ward” but it 
was recognised that while such a ward would certainly incorporate general surgical 
patients there remained the need for further discussion as to the extent to which it would 
also include patients from other surgical specialities (eg ENT, orthopaedics) or from 
gastroenterology or other medical specialities.  It was also recognised that there were 
legitimate arguments arising from the clinical synergies and staffing models that would 
be associated with such an infant ward, as to whether such an area would best be 
situated in conjunction with the critical care areas or the general ward areas.  These 
issues were seen as part of the wider matters relating to the overall configuration of in-
patient accommodation and should therefore be taken forward within the in-patient 
redesign work. 
 

7. Service Redesign 
 
7.1 Departure Lounge 
 

MJ reported that the “departure lounge” concept currently being discussed by 
the Surgical Short-Stay Group largely related to patient pathways through day 
surgery and, as such, would not address the potential wider needs of the hospital 
for a non-ward based area where patients and families could wait pending 
completion of discharge arrangements or other activities.  MJ undertook to work 
with MM to identify how this particular concept could be further progressed. 

Action – MM/MJ 
 

7.2 Speciality Specific Proposals 
 

In addition to the broad cross-cutting service redesign activities which were 
currently underway it was noted that there may be need to ensure a good 
understanding of the extent to which individual specialities anticipate practice or 
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activity to change over the next 5 years or so.  In that regard it was noted that 
workforce planning is already underway in respect of individual specialities into 
which the question of anticipated clinical changes could be linked.  MJ 
undertook to explore this matter further with IW and JR. 

Action – MJ 
 

7.3 Adolescent Services 
 

MJ confirmed that, as part of the on-going exploration of the concept of an 
adolescent ward, a series of meetings were being held with different speciality 
groupings within the hospital to reflect on their patterns of adolescent activity 
(including that activity that will transfer into the hospital with a change of age 
limits) and the extent to which elements of the clinical case mix could be cared 
for in an adolescent area. 
 

8. Project Update 
 
8.1 Bed Model 
 

MM circulated a spreadsheet detailing the bed model which would be included 
in the Outline Business Case.  This incorporated an overall total of 240 beds 
comprising 193 in-patient (12 of which will be provided in the NICU) and 47 
ambulatory care beds.  It was noted that some minor corrections were required 
in the spreadsheet and it was also suggested that, pending further work within 
the in-patient redesign group, an alternative term be found for the “generic” bed 
pool.  The Clinical Advisory Group  noted and accepted the proposed model 
albeit with a continued recognition of the challenge of achieving the necessary 
service redesign and move to ambulatory care inherent in the model and also 
with the understanding that continuing work  will be undertaken to test some of 
the underpinning assumptions including, in particular, the projected population 
change such that were any of the initial assumptions revisited then appropriate 
adjustments would be made in the final bed configuration.  MM undertook to 
amend the bed model spreadsheet and to recirculate for information. 

Action – MM 
 

8.2 Schedule of Accommodation 
 
MM confirmed that work on approving the 1:200 schedules for the five 
exemplar departments was progressing with the recent production of revised 
versions for circulation.   
 

8.3 Outline Business Case 
 

There was a measure of uncertainty as to when the Outline Business Case would 
be presented to the Health Board although it was currently anticipated that such 
a submission would be made in the next month or two.  In that regard it was also 
noted that a submission in respect of outline planning permission for the whole 
site had been made to the City Council.  In the absence of any known major 
objections to the proposals it was anticipated that a final response from the 
Council would be available by September.   
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MM also indicated that she was preparing a comprehensive spreadsheet of 
activity data which would be made available to the CAG and the Service 
Redesign Groups to ensure that all the activity in regard to service redesign and 
planning was working from a common agreed data pool. 

 
8.4 Joint Meeting with Edinburgh 
 

MJ provided brief feedback on the joint meeting of the Project Steering Group 
with the Project Board for the Reprovision at the Edinburgh RHSC which had 
been held on the 21st May.  The meeting had emphasised the synergies between 
the two projects and there would be continued exploration of areas of potential 
joint working and information sharing. 

 
9. CAMH Services 

 
Due to constraints of time this issue was deferred for a future meeting. 
 

10. Date of Next Meetings 
 
It was agreed that, in view of the significant number of topics that were still under 
active debate, the CAG should continue to meet on a 6 weekly basis for the remainder 
of 2007.  Given the fairly prolonged nature of the meetings it was also determined to 
bring the start time forward to 3pm on the understanding that, with sufficient advanced 
notice, members should be able to adjust clinical commitments to facilitate attendance.  
MJ undertook to circulate dates and venues for CAG meetings for the remainder of the 
year. 

Action - MJ 
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