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New Children’s Hospital 
Clinical Advisory Group 

Notes of Meeting held on 16th August 2006 at 4pm 
In the Committee Room – RHSC 

 
Present 
 
Morgan Jamieson Chair 
Kate Munro 
Andrew Watt 
Jane Peutrell 
Jim Beattie 
Iain Wallace 
Andrew McIntyre 
Rosslyn Crocket 
Neil Geddes 
Eleanor Stenhouse 
Fiona Mercer 

 

Alan Seabourne  
Jack Beattie  
  
  
In Attendance  
Heather Maxwell (for Item 4) 
James Wallace (for item 5) 
Jean Crookes, CHKS (for item 6) 
Marilyn Horne (for item 6) 
 
 
1. Apologies 
 

Apologies were noted on behalf of Jamie Redfern.  MJ also welcomed 
those attending the meeting in respect of various specific items and 
Alan Seabourne who has responsibility for taking forward the overall 
hospital development on the Southern General site. 
 

2. Minutes of Meeting 25th July 2006 
 

The minutes were approved without alteration although it was noted 
that Jane Peutrell should have been recorded as having been present. 

 
 
3. Matters Arising 
 
 3.1 Website 
 

FM indicated that Allyson Hirst is currently being trained in the 
use and maintenance of the web site with the intention that the 
web site be active by end August. 

Action - FM 
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 3.2 WS Atkins Report 
   

It was confirmed that the relevant material had been circulated 
albeit its relevance to forward planning in the context of 
significant service redesign and hospital reconfiguration was 
likely to be limited.   

 
 3.3 GEMS 
 

MJ confirmed that a meeting of relevant parties was due to take 
place on 17th August.   

Action – JB/MJ 
3.4 E-Health and IT 

 
MJ indicated that arrangements were in place for Kenneth 
Robertson, National Clinical Lead on IT, to attend a future 
meeting of the CAG to discuss national policies and their 
potential impact on the new hospital development.   

Action - MJ 
 

3.5 Mortuary and Viewing Facilities 
 

AW indicated that he was still awaiting a response from Allan 
Howatson regarding the most appropriate siting of viewing and 
mortuary storage facilities for the new hospital.  He had had 
confirmation from those involved in the development of 
laboratory services that current planning anticipated a single 
mortuary within the new laboratory development which would 
have the potential for separate viewing areas for adults and 
children albeit there was an openness to the development of 
separate paediatric facilities within the new children’s hospital if 
that was preferred and affordable.  In brief discussion their 
remained a view that the practicalities of arranging and 
supervising family visiting may well argue for separate facilities 
within the children’s hospital but that this required to be explored 
further with key staff including pathologists and relevant nursing 
staff.  MJ undertook to take that forward and report back to a 
future meeting. 

Action – MJ 
 

3.6 Out Patient Attendance Data 
 

Details regarding out-patient attendances for children up to 16th 
birthday outwith RHSC had been circulated and were being 
considered by the out-patient group. 
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3.7 Child Psychiatry Services 

 
MJ reported on a recent meeting with Mark Feinnman, Director 
of the East CHCP, and Stephen McLeod regarding future 
planning for child and adolescent psychiatry services.  Given the 
forthcoming development of adolescent psychiatric services on 
the Stobhill site, the development of the new children’s hospital 
and the potential availability of further space on the Southern 
General site there were a number of potential options for the 
future short and long-term provision of child and adolescent in-
patient psychiatric services which would have varying impacts 
on the extent to which child psychiatry services were co-located 
with adolescent services and with the children’s hospital.  In that 
regard it was recognised that the clinicians in child psychiatry 
viewed proximity with a children’s hospital to be essential to their 
services.  For the present, and pending on-going discussions 
with the respective clinicians, it had been agreed that the 
planning for the new children’s hospital should include the re-
provision of the in-patient child psychiatry unit currently based at 
Yorkhill. 
 

3.8 Cardiac Surgery 
 

MJ confirmed that an initial meeting was due to take place later 
in August involving the paediatric cardiac surgeons and 
management representatives from the cardiothoracic service to 
begin to explore possible options for the management of adult 
congenital heart disease. 

Action – MJ 
 

4. Adolescent Services 
 

HM reported on the previous work of the group which she chairs and 
which was already looking at the prospect of an in-patient adolescent 
unit within the existing RHSC albeit these discussions had been 
affected by the commitment to build a new hospital and the planned 
change in admission age limits in the future.  She also spoke briefly 
to papers which had been circulated to the group regarding potential 
options for service provision of adolescents, activity patterns within 
Greater Glasgow and examples of adolescent care services in 
Australia which has a strong track record in this area. 
In subsequent discussion both the complexity and importance of 
developing a clear position on the future adolescent services was 
recognised.  Particular issues which were highlighted were the 
relative merits of “an ethos of care” versus a physically separate unit; 
management of out-patients and day cases; the appropriate case mix 
for care in a separate unit (were one developed) and the consequent 
optimum size; the evolution of adolescent medicine as a discreet 
speciality and the importance of developing this work in conjunction 
with colleagues in adult medicine and surgery.  The psycho-social 



NCH Clinical Advisory Group 
16th August 2006  

Page 4 of 7 

elements of adolescent care were also emphasised along with the 
consequent potential benefits of close working relationships with, and 
possible proximity to, adolescent psychiatry services. 
It was recognised that discernment of the best future model for 
adolescent services would require considerable focused discussion 
and engagement with a range of relevant clinicians and that this 
could not realistically be achieved within the timeframes for the OBC.  
It was however perceived that the OBC could be developed without 
these matters having been resolved and that time should be taken to 
identify the best model for adolescent care.  To that end MJ 
undertook to arrange an initial further discussion involving HM along 
with IW, TJB, JP and others as appropriate to consider how this 
matter should be taken forward.  

Action – MJ 
 

5. Pharmacy 
 

JW circulated a paper giving an overview of the current and future 
requirements of pharmacy services for RHSC.  It was recognised that 
there were significant opportunities for joint working with other 
pharmacy services particularly in respect of procurement, distribution, 
medicines information and aseptic services and that the on-going 
evolution of clinical pharmacy services at ward level would likewise 
have a significant impact on future pharmacy requirements within the 
new hospital.  It was however recognised that currently some 18,000 
paediatric out-patient prescriptions were dispensed annually and a 
further 31,000 items were prepared on site for administration to 
children.  JW expressed the view that these services should most 
appropriately continue to be provided in the children’s hospital in an 
appropriately equipped and sized area almost certainly co-located in 
the out-patient department for ease of access. 
In discussion the advantages of this model were recognised although 
the inevitable pressures on floor space prompted a discussion 
regarding the extent to which elements of the out-patient dispensing 
were deliverable  through a commercial pharmacy and could, at least 
theoretically, be provided through such a model elsewhere on site.  
There was also discussion regarding the opening hours of any 
paediatric pharmacy and whether these need to be in any way 
extended. 
In order to take these matters forward AS undertook to host 
continuing discussion with JW, Kate McKean and Robert 
Calderwood. 

Action - AS 
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6. Project Update  
 

Jean Crookes (CHKS) gave a presentation based on the preliminary 
report circulated to the group detailing the work undertaken by CHKS 
on Capacity Modelling for Children’s Services 2006.  This work was 
based on peer review against in-patient practice in a number of 
specialist children’s hospitals in England and a number of large 
teaching hospitals with significant paediatric facilities.  The report 
offered a framework for modelling the required bed complement 
depending on the extent to which the most efficient patterns of bed 
utilisation and day case rates evinced in other centres could, and 
should, be emulated.  The model also chartered the potential impact 
of anticipated demographic changes, specifically in respect of 
anticipated reductions in the child population of Greater Glasgow, 
albeit it was recognised that this pattern was not uniform Scotland- 
wide and that a substantial proportion of RHSC admissions were of 
non-Glasgow patients. 
MJ thanked JC for the work undertaken thus far in which regard it 
was noted that a final report would be forthcoming by end August.  In 
subsequent discussion it was recognised that there were a number of 
issues regarding the patterns of service which were being utilised as 
peer comparators which required to be better understood if they were 
to offer a sound basis for future modelling.  The applicability of the 
data and the implications for patterns of care and service redesign 
also required considerable further detailed discussion which would 
also be informed by issues such as the development of 23 hour beds 
and the theoretical provision of “hotel” facilities on campus. 
In the first instance FM undertook to liaise with JC, sub-group chairs 
and MH in order to provide opportunity for the data to be explored in 
much greater detail.  Consideration had previously been given to the 
possibility of including this bed modelling work as part of the 
discussions at the event on 29th August however it was felt that this 
would be an inappropriate approach until the more detailed work had 
been taken forward and the potential applicability of the various 
models better understood. 

Action - FM 
 

7. Feedback from Sub-Groups 
 
 7.1 In-patients 

 
There were continued uncertainties regarding the required, and 
most appropriate, level of cubicalisation within ward areas.  In 
discussion AS indicated that it would be reasonable, for the 
purposes of the OBC, to utilise the suggested level of 50% 
although this could be subject to some refinement over time. 
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7.2 Theatres 

 
Much of the initial work had been undertaken it was recognised 
that there were still a number of issues that were dependent on 
service redesign, particularly in respect of the future utilisation of 
day surgery and 23 hour beds.   
 

7.3 Diagnostic Services 
 
Much of the work on radiology was already in place although 
there remained an issues as to whether CT services should best 
be sited in theatre or the imaging department.  In that regard it 
was noted that, aside from out of hours services, the imaging 
services were being planned on the basis of provision from 8am 
to 8pm and 9am to 5pm at weekends.  
Phlebotomy services would be provided from the labs block but 
discussions were on-going regarding the need for a very robust 
sample transfer system to ensure good turnaround times. 
 

7.4 Front Door 
 

There is still a significant measure of uncertainty regarding the 
actual impact which the provision of paediatric MIU services will 
have on attendance at centralised A&E department.  Although 
there is reasonable data on the number of cases which could 
potentially be classified as minor injuries experience elsewhere 
raises uncertainties as to how effective paediatric MIUs will 
actually be in practice.  A meeting is scheduled for 15th 
September to explore these matters further. 
In discussion it was also recommended that there will need to be 
some mechanisms by which the move towards a centralised 
service with the accompanying, and substantial, potential shift in 
activity levels, can be handled on an incremental basis, possibly 
in conjunction with interim developments in terms of the 
emergence of ACADs and the possible closure of hospital A&E 
departments. 
 

7.5 Out-Patients 
 

Overall the work is progressing well.  A particular issue which 
has emerged is the concept of the provision of an enhanced 
rehabilitation service which could significantly affect service 
design and possible in-patient bed utilisation in some specialities 
eg rheumatology, respiratory.  Discussions were still at a early 
stage and may not be developed sufficiently in time for the OBC. 
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7.6 Critical Care 

 
There are on-going discussions regarding the interaction 
between HDU and theatre recovery services with a possibility 
that these are developed in conjunction with one another.  A 
paper is also being prepared regarding the development of a 
combined neonatal and paediatric transport service which could 
be based in or adjacent to the new children’s hospital.  It was 
finally noted that there are some continuing concerns regarding 
the most appropriate level of neonatal intensive care capacity to 
provide on the site with uncertainty as to whether current 
planning presumptions adequately reflect future regional shifts in 
activity. 
 

8. Event 29th August 2006 
 

MJ circulated a suggested programme for the morning event on 29th 
August which comprised a mixture of input from the planning 
consultants, architects and individual sub-groups combined with 
opportunity for group discussion.  In discussion it was felt that this 
would create an unduly crowded programme given the time available 
and it was therefore felt that the presentations should be restricted to 
those provided by the planning consultants and architects but that 
sub-group chairs should submit two or three key issue arising from 
their sub-groups which would be circulated to attendees and could be 
taken up in the group discussion sessions.  MJ undertook to redraft 
the programme based on these comments and in further discussion 
with Peter Dunleavy. 

 
Beyond the event of 29th August it was recognised there was a need 
for a number of other opportunities for addressing major cross-cutting 
and service redesign issues.  These discussions will not necessarily 
be pertinent to the development of the OBC but will be essential in 
developing the final business case and design specifications of the 
new hospital.  Consideration will therefore require to be given, 
beyond September, to the development of a programme within which 
such discussions can be hosted. 

Action – MJ 
 

10. Proposed Dates for Future Meetings 
 

The agenda had included suggested dates for the next three monthly 
meetings of the Clinical Advisory Group however some of these 
coincided and overlapped with planning meetings of the Directorate 
Clinical Governance Committee and MJ therefore undertook to 
submit a revised listing of dates which would be circulated. 

Action - MJ 
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