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

 
Clinical Advisory Group 

 
Notes of Meeting held on 21st March 2007 

at 4pm in the Conference Room QMH 
 

Present: Rory Farrelly 
 Andrew Watt 
 Jim Beattie 

Jack Beattie 
Mairi Macleod 
Kate Munro 
Andrew McIntyre 
Jane Peutrell 
Iain Wallace 
Jamie Redfern 
Morgan Jamieson (Chair) 
 

  
1. Apologies 

 
Apologies were noted from Rosslyn Crocket, Alan Seabourne, Neil Geddes 
 

2. Minutes of the Previous Meeting 
 
The minutes of the meeting of 24th January 2007 were approved without alteration 
 

3. Matters Arising 
 
3.1 Minor Injuries Units and Accident and Emergency 
 

JB indicated that there had been no further meetings or progress regarding minor 
injuries units.  It was also noted that there will still an intention to conduct an 
audit of A&E attendances in the near future.  It was likely this would take the 
form of a prospective review of routinely gathered A&E data rather than a 
formal survey although final details were still awaited. 
 

3.2 West of Scotland Regional Planning 
 

MJ confirmed that he and MM had met with Sharon Adamson, the incoming 
chair of the West of Scotland Child Health Planning Group.  Through MJ and/or 
MM the NCH project team would be represented at future meetings of the West 
of Scotland Group and Sharon Adamson and Charles Clark (Child Health 
Commissioner for Lanarkshire) would reciprocally represent the West of 
Scotland Planning Group on the NCH Steering Group.   
At the most recent WoS planning group it had been agreed to arrange an event, 
probably in early summer, to look at the regional dimension of service redesign 



 

and its potential impact on the new children’s hospital.  Members of the WoS 
Planning Group, the NCH Project Team and the Directorate would take forward 
planning of this event.  In parallel it was noted that invitations had been 
extended to clinical directors of paediatric services in the WoS to participate in 
the service design workstreams being taken forward by the directorate. 

Action - MJ 
4. Service Design 

 
4.1 Directorate Service Design Priorities 
 

The principal strands of work currently being progressed within the Directorate 
involved theatres (including day surgery, same day admissions, pre-operative 
assessment and 23 hour beds), in-patients and “front door services” (including 
emergency receiving arrangements, accident and emergency and hospital at 
night). It was recognised that there need to be close connections between the 
NCH project team and these service design activities and as a first step it was 
agreed that the project plans for the service design activities would be provided 
to the  Clinical Advisory Group.  Beyond that the output of the service design 
exercises would require to be available by the end of 2007 in order to timeously 
inform the planning process. 
Training and support of the service design exercises was on-going 

 
4.2 Other Potential Service Redesign Issues 
 

The above service design activities were shaped by existing Directorate 
priorities and it was recognised that this work may not cover all the areas which 
require to be considered in the planning for the NCH.  To that end RF and MJ 
had met to review the overlap between the requirements of the directorate and 
the NCH planning project and had generated a brief paper outlining potential 
additional areas of work. 
 
Adolescent Services – it was noted that a group was already in place to review 
the provision of adolescent care within the NCH.  Current work was being 
undertaken to confirm patient activity levels by speciality following which there 
would be engagement with individual specialities regarding their clinical 
perspective on the potential role of a dedicated adolescent area.  Draft minutes 
of the adolescent group were circulated for information. 
 
Out-patients – it was recognised that out-patients was a key area which is not 
covered by existing service design activity.  Work is however being taken 
forward by Lynn Robertson to look at the use of facilities and pattern of return 
attendance and it was agreed that in the first instance this work should be 
progressed and the output reviewed by the Clinical Advisory Group.  JR 
undertook to provide the CAG with the terms of reference for this work which 
would also be addressing the implications of ensuring that incoming targets for 
out-patient and diagnostic work were achieved. 

Action - JR 
In parallel work was being undertaken on behalf of RF to identify the current 
utilisation and efficiency of out-reach general paediatric clinics conducted in 
CDCs and elsewhere across Glasgow.  RF undertook to contact the Project 
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Team when the output of that work was available.  Thereafter there would be a 
requirement to host further discussions involving the Directorate, the Project 
Team and representatives from community child health and CHCPs regarding 
the future role and configuration of out-reach clinics and the consequent impact 
on hospital based out-patient services 

Action – RF/MJ 
In the course of the above discussion it was recognised that there were some 
outstanding issues regarding the provision of neonatology follow-up clinics 
(both from the QMH and SGH), the general medical clinic undertaken by Dr 
Peter Macdonald at the SGH and neurosurgery out-patients none of which had 
currently been factored into the out-patient requirements for the new children’s 
hospital.  There are specific issues around the most appropriate location for 
follow up neonatal clinics and MJ/MM undertook to arrange to meet with 
Jonathan Coutts and Lesley McIlrath to discuss these issues further.  It was also 
agreed that further details should be sought regarding the patterns and activity 
levels associated with paediatric neurosurgical out-patient activity and Dr 
Macdonald’s general paediatric clinic pending further discussions as to how 
these should be handled in the future and any potential impact on out-patient 
space. 

Action – MJ/MM 
 
Dental Services – this work would be taken forward in the workstreams of the 
theatre re-design group. 
 
Rehabilitation – it was noted that a proposal had been developed earlier (paper 
circulated with 24th October 2006 agenda) regarding the development of a 
rehabilitation facility within the new hospital involving the alignment of 
elements of current out-patient and in-patient activity with relevant therapy 
services and facilities.  Overall the model, which was informed by comparable 
developments in Melbourne, did not envisage a substantial increase in facilities 
but rather a reconfiguration of the services with a particular focus on the 
rehabilitation pathways of the patients from various clinical disciplines.  In 
discussion, while the clear need for proper rehabilitation pathways and services 
was recognised, there was considerable uncertainty as to the requirement for, 
and benefits of, dedicated and potentially ring-fenced rehabilitation facilities.  In 
order to reflect on this issue further it was agreed that some of the clinicians 
involved in developing the previous proposals (potentially Janet Gardner-
Medwin, Michael Morton and Lesley Smith) would be invited to participate in a 
future CAG meeting. 

Action - MJ 
Bed Allocation by Speciality – This issue would be progressed within the in-
patient service design workstream. 
 
Adult Congenital Heart Surgery – Further to discussions at a previous CAG it 
was noted that the concept of undertaking adult congenital heart surgery on the 
SG site had previously been raised.  MJ confirmed that he had received no 
feedback from the cardiac surgeons involved who had undertaken to initially 
explore the concept further with anaesthetic colleagues.  A further request for 
feedback had recently been circulated.   
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PICU Issues – It was noted that there were still on-going discussion regarding 
both the future pathways and service configuration for neonatal cardiac patients 
(particularly prior to surgery) and Extra Corporeal Life Support.  Currently these 
activities were shared between NICU and PICU.  Were any clinical consensus to 
be reached that either or both of these activities should be concentrated in PICU 
this would obviously have to be reflected in the future configuration of the IC 
units. 
 

5. Bed Model 
 
Consideration was given to a number of outstanding issues which may impact on the 
ultimate bed model for the NCH. 
 
5.1 Population Prediction  

 
MJ spoke to a paper, drawn from data from the Government Actuary 
Department, detailing by 5 year age band the varying impact of different 
predicted fertility rates on population and on bed utilisation when this was also 
broken down into narrower age bands.  Figures were on an “all Scotland” basis 
but indicated that, in the period up to 2015-2020 the difference in the fall in the 
0-15 population of Scotland were the birth rate to remain constant at the levels 
of the last 2-3 years was relatively modest. (fall of 9.2% as against the 
previously predicted 9.8%).  Of greater significance was the fact that within the 
0-15 population across all Glasgow hospitals just over 50% of the total bed days 
related to the 0-4 age bands which was the age band that showed least 
percentage change in either the “principal” or the “constant fertility” prediction 
models.  As a consequence the impact of predicted population change was likely 
to be lower than that predicted by the CHKS model which had looked at the 0-
15 population as a whole.  For the present this data was noted by the CAG and 
recognised to be a factor that was required to be taken into active consideration 
as the bed model was subject to further in depth scrutiny post – OBC. 
 

5.2 Deprivation Impact 
 

MJ indicated that he and MM were anticipating being in contact with ISD to 
gain a further insight into the impact of deprivation in terms of length of stay 
and achievement of “best practice” day case rates.  Once available this data will 
also be fed into the on-going review of the bed model. 

Action – MJ/MM 
5.3 “Departure Lounge” 
 

Previous discussions had noted the potential benefit of providing an 
appropriately equipped and furnished area in the hospital which could 
accommodate patients/families scheduled for discharge but still awaiting 
completion of necessary procedures.  This concept was seen to have the 
potential to significantly impact on current pressures within existing in-patient 
areas, particularly during the morning.  It was noted and agreed that this work 
would be further progressed as part of the “short-stay” work being undertaken 
by the theatre re-design group. 
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(Note : While the above is an accurate minute of discussion  it has subsequently 
been clarified that this work is being undertaken by the Surgical Short-stay 
Group) 

Action - JP 
5.4 “Hotel Accommodation” 
 

The agreed survey of bed utilisation by patients who could be potentially 
handled in an adjacent “hotel” facility was on-going and due for early 
completion.  RF undertook to explore the current status of the survey and revert 
to the group with the results. 

Action - RF 
5.5 Emergency Department Bed Numbers 
 

It was noted that the current bed model and schedule of accommodation 
anticipated 20 beds in emergency department.  There was still on-going 
discussion regarding the most appropriate patient population, and therefore bed 
utilisation, for this facility albeit it was currently recognised that 20 was 
probably a reasonable bed allocation.  The current SoA which placed this 
facility on the same floor as A&E was seen to support the most efficient use of 
this bed pool.   
 

5.6 Infant Ward 
 

Partly as a result of the reconfiguration associated with the creation of a 
combined neonatal medical and surgical unit the suggestion had been raised 
about operating an “infant ward”.  It was noted that discussions within the in-
patient group had indicated little support for this model.  Accordingly, although 
the concept of cohorting younger patients within the overall surgical in-patient 
facility was seen as entirely appropriate, there was no strong view in support of 
the concept of an infant ward nor any clarity regarding the benefits of parallel 
suggestions regarding integration with the Special Care Baby Unit. 
 

5.7 Cardiology/PICU 
 

Further to discussions at the previous CAG it was noted that the proposal to 
locate cardiology/cardiac surgical in-patient beds alongside PICU (either all in-
patient beds or the HDU element thereof) was not proving physically practical 
in the current Public Sector Comparator Design.  This however did not proclude 
the concept being validly incorporated into a future design model.  It was agreed 
that the concept should continue to be part of future planning given the potential 
benefits in terms of synergistic services, patient flows and the provision of a 
clinical space adjacent to PICU which would offer the prospect of future 
flexibility.  It was noted that colleagues in cardiology and cardiac surgery were 
aware, and supportive, of these proposals. 
 

5.8 High Dependency Care Audit 
 

MJ indicated that he had been in contact with National Services Division and 
had reached agreement that the data currently being provided by Yorkhill to the 
HDC National Audit would also be made available to the Project Team in order 
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to provide a more in depth insight into the extent to which high dependency care 
was provided within in-patient ward settings.  There was general recognition 
that despite the provision of dedicated centralised HDU facilities within the 
hospital current patterns of patient activity would require a substantial amount of 
high dependency care to be delivered at ward level and this may require to be 
reflected in some aspects of the design specifications of the in-patient areas. 
AMc indicated that Maureen Taylor and John Sinclair also have comparable 
data and MJ/MM undertook to arrange to access this. 

Action MJ/MM 
 

6. Impact of Age Limit Change 
 

The group gave further consideration to the extent to which the impact of the proposed 
change in age limits to 16th birthday had been incorporated in current planning, with 
particular reference to theatre activity and out-patients.  With regard to theatres it was 
noted that current predictions indicated a 10% increase in theatre procedures albeit this 
would, to some extent, be offset by potential demographic changes.  For the present it 
was accepted that the OBC should be based on 7 theatres plus an endoscopy suite and 
dental accommodation and MM undertook to ensure that this was, in practice, reflected 
in SoA.  It remained the view of the group that this theatre provision offered little or no 
slack and would require high levels of utilisation including extended days.  In that 
regard there was some concern that the activity levels for 13-15 year olds currently 
treated outwith RHSC did not include endoscopy work and MJ/MM undertook to obtain 
this data and ensure that it was incorporated into the on-going work regarding theatre 
design. 

Action - MM/MJ 
 

In terms of out-patients it was noted that the 13-15 non-RHSC population had been 
included in the original planning of the out-patient group.  Numbers of the 13-15 non-
RHSC patients were circulated with the papers and the high impact of the age shift on 
particular specialities, including orthopaedics, was noted with the recognition that this 
would have to be specifically reflected within the configuration of the OP department. 

 
7. Office Accommodation 

 
For reasons of time it was agreed to defer this item for substantive discussion at the next 
meeting.   
 

8. Project Update 
 
MM indicated that there was nothing further to add regarding existing proposals for the 
timescale for OBC and engagement with the market.   
 

9. AOCB 
 
9.1 Radiology 

 
AW expressed some concern about the purposes of a meeting due to take place 
Friday 23rd March regarding the configuration of radiology facilities.  There was 
particular concern that pressures from the adult sector in respect of staffing and 
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diagnostic imaging facilities may argue for arrangements and configurations that 
eroded the provision of dedicated paediatric facilities.  The group noted AWs  
concerns albeit it was recognised that there were a number of members of RHSC 
staff and the NCH project team participating in the intended meeting who would 
be in a position to ensure that the requirements of the paediatric services were 
properly represented. 
 

10. Date and Time of Next Meeting 
 
It was agreed that the next meeting of the Clinical Advisory Group take place at 3pm 
on Wednesday 2nd May. (Subsequent to the meeting the venue for the next CAG is 
confirmed as the QMH Conference Room). 
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