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RMP4 – Introduction/Narrative 

1. Introduction 

1.1. RMP3 

NHSGGC Remobilisation Plan 3 (RMP3) covers the 12 months from April 2021 to March 
2022 and was submitted in February 2021. It was subsequently approved by the NHS Board 
in June 2021. RMP3 was developed in partnership with stakeholders across the health and 
care system in both primary and secondary care, and was informed by national policies and 
guidelines. It recognised the uncertainty of planning during an ongoing pandemic, and 
assumed we would be dealing with high levels of COVID-19 for at least the first six months 
of the planning period. As we move into the second half of the year with continued and 
significant levels of COVID-19 in our community and fluctuating pressures on all health and 
care services, our recovery is unlikely to move at the pace we anticipated.  
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1.2. RMP4 

RMP4 offers the opportunity to review planning assumptions made at the start of this year, 
and update plans in line with this. This allows us to reflect the current position six months 
into another exceptional year. RMP4 is an update plan which builds on RMP3 and focusses 
on what we can deliver in the second half of the year as the impact of the pandemic continues 
and substantial developments have happened in the health and care system. Our plan has 
been developed and informed by the National Plan – NHS Recovery Plan 2021-2026 
(Published in August 2021). 

1.3. RMP4 Format 

RMP4 has a number of key elements. This section will describe the areas where there has 
been significant change or development since RMP3 was commissioned. It will be 
accompanied by: 

• updated activity and performance templates for the second half of the year 
• the Winter Plan and checklist 
• a set of Delivery Planning Templates  

The templates will capture our progress in delivering RMP3 commitments and key 
deliverables for October to March 2022. In GGC, we have established a robust RMP3 
monitoring framework, reporting monthly to our Strategic Executive Group (SEG)/Gold 
Command. This will inform the Delivery Planning Templates. 

2. Pandemic Response 

2.1. Impact on Acute Beds  

Throughout the pandemic period, the NHSGGC response has been led by a Gold and Silver 
Command Structure, with meeting frequency being informed by the level of challenge in the 
system.  Currently, the Strategic Executive Group (SEG) meets three times per week with a 
dedicated focus on recovery at one of those meetings, and this is supported by weekly 
meetings of the HSCP and Acute Tactical Groups.  We review the national COVID-19 
modelling figures each week at our Gold Command meeting, and project the required beds 
for patients with COVID-19 in GGC. We then model up our expected non COVID-19 
emergency demand for beds and the requirement for elective beds. The modelling work has 
allowed us to flex the system in anticipation of peaks in demand. Given the current 
challenges, and looking ahead over the next few weeks, a range of mitigations are being 
used to ease the expected pressure on beds. This is constantly being reviewed. 

• Bed availability – We are reviewing the estate to bring into use any vacant ward areas, 
including those which are having capital works completed, and those usually designated 
as winter wards. There are a number of beds and wards which remain closed due to 
Infection Control guidance. 

• Bed utilisation – We are reviewing occupancy in beds across our estate, ensuring 
flexible use, and reprofiling wards and beds as necessary. 

• Elective programme – We have currently paused most elective inpatient activity, 
focussing only on cancer, and urgent cases (after assessment by Chief of Medicine). 

• Delayed discharges – This remains a major factor affecting hospital flow impacting 
across the patient pathway. HSCP colleagues will continue to focus on care packages 
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and care home places for hospital patients requiring discharge. Caring for patients in 
acute wards under AWI guidelines is challenging, with continued pressure on these beds. 

Staffing and availability of workforce is a key limiting factor in bringing additional beds into 
use. 

2.2. Community COVID-19 Pathways 

Modelling for community services has been done locally, in the absence of any national data 
comparable to that provided for bed demand. The Community COVID-19 Pathway has been 
in place since March 2020. There have been a number of changes to the pathway and 
models since then in response to changing demand and COVID-19 peaks, as well as 
changes to case definitions and national guidance. There are challenges to sustaining the 
service operationally in terms of both workforce and premises, and ensuring patients are 
managed in the most appropriate setting. The wider context continues to change in relation 
to COVID-19 prevalence, restrictions and infection control measures, and levels of 
vaccination. As the incidence of respiratory illness rises into autumn and winter, the ability 
to distinguish between COVID-19 and other respiratory illnesses will change, with the risk 
that presenting symptoms will be less predictive of COVID-19 and that a significant 
proportion of patients directed to a COVID-19 pathway would in fact be better managed in 
other settings.  This is a particular consideration for children with predicted much higher 
incidence of RSV and parainfluenza, as being evidenced nationally and internationally.  

We have agreed to maintain a COVID-19 Community pathway until March 2022, subject to 
ongoing review in line with any changes to national guidance. Our strategic objective is to 
move towards a scaled and managed de-escalation to business as usual for the management 
of COVID-19, resulting in decommissioning the COVID-19 community pathway when it is no 
longer required to provide remote triage or face to face assessment.  We will reduce capacity 
(opening times) of sites and/or reduce sites based on the evidence of reduced demand and 
in line with the service changes through to business as usual, and continue short term actions 
to scale down the pathway so that it provided for those patients where there is no better 
alternative through existing core services.  An exit strategy is being developed for each 
element of the pathway, and individual elements of the pathway may be stood down prior to 
March 2022 where appropriate alternatives are in place.   

2.3. Vaccinations 

The Vaccination Programme for Flu and the COVID-19 booster commenced in early 
September as per direction received from the FVCV Programme and the majority of the flu 
programme is expected to complete by early December.  

Last year, the COVID-19 restrictions determined that the adult flu programme adopt a mixed 
model with GPs focusing on the 18 to 64 years ‘at risk’ cohort and HSCPs establishing 32 
community vaccination centres for the population cohorts over 65 years of age.  The COVID-
19  Vaccination Programme continued with a mixed model but this time GPs focused on the 
over 70s and ‘at risk’ population with the Board establishing a GGC-wide network of 18 large 
community vaccination centres. This year’s programme will be delivered through a centrally 
managed network of 19 community vaccination centres. The exceptions being individuals 
who are unable to travel to a clinic or those within institutional care such as care homes and 
prisons. HSCP Community Teams will provide a service to those who are unable to attend 
community vaccination centres and dedicated teams will support care homes and prisons. 

Childhood and School Age Immunisation teams will provide an expanded flu programme in 
schools and the community  
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Frontline Health and Social Care staff, including contractor and their staff, pupil facing 
teaching staff and prison officers will be able to book their vaccination either at the 
Community Vaccination Centres or be vaccinated at their workplaces  

The combined Flu and COVID-19 Booster Vaccination Programme is planned to reach 
660,000 people by the week beginning 6 December. 

2.4. Testing 

The COVID-19 testing capacity established over the last year will continue to operate until 
further notice. The key components of this are 

• The community testing programme, in partnership with local authorities, offering localised 
asymptomatic testing at asymptomatic testing sites, with a focus on communities with high 
prevalence and areas of deprivation. 

• Point of Care testing for emergency admissions, using two different testing platforms 
(Roche LIAT and LumiraDX) is well established across NHS Greater Glasgow and Clyde 
sites. 

• The West of Scotland Regional Testing Hub established as part of a network of three 
large regional laboratories to increase PCR testing capabilities in Scotland with capacity 
for up to 84,000 tests per week (or 12,000 per day).  

• Lateral Flow Testing for all Health & Social care staff. 
• Routine care home testing is a fully established programme of work in NHS Greater 

Glasgow and Clyde. All care home staff are offered weekly PCR testing which are 
processed at the West of Scotland Hub and also undertake twice weekly LFT in the care 
home 

The NHSGGC Test and Protect contact tracing service will continue to operate at scale until 
further notice. From its commencement in May, this service has developed a high degree of 
expertise, working with both Local Authority Environmental Health teams and the National 
Tier 2 contact tracing service. This service continues to experience extremely high levels of 
demand as a consequence of the removal of COVID-19 travel restrictions and the 
commencing of the new school year. Whilst the success of the vaccination programme has 
reduced the level of risk, the very high transmission rates and consequent positive test 
results have required revision of contact tracing protocol to be agreed nationally.  We are 
continuing to strengthen this capability to ensure sufficient resilience for the continuing levels 
of high demand. 

3. Changes since RMP3 was submitted 

3.1. Staff Health and Wellbeing 

The Board’s Workforce Mental Health and Wellbeing Group (MHWG) continues to meet 
and deliver actions identified as the Board’s approach to psychological first aid. The Mental 
Health Check-In took place for a third time in August 2021, it has been agreed further 
rounds will take place over winter 2021/22. This time 1553 employees participated with 624 
triggering an alert with direct additional support from the new Occupational Health 
Psychology support team and Community and Acute Psychology teams. 

The MHWG has developed a full programme for Peer Support to roll out across the whole 
Board and awaits feedback from the NHS Charities Together Fund. There has been a 
refresh of the Rest and Relaxation Hubs and support to provide mobile facilities for 
community based staff. A memorial fund has been established to support local teams 
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remember colleagues. Working with Estates and Facilities and supporting the sustainability 
programme, a series of external spaces have been developed with staff across the estate 
providing space for rest and reflection. The Chaplaincy delivered listening service also 
continues to support staff. Subject to surge activity in ICU/HDU, Acute Psychology teams 
are providing hands on support to teams if required.   

The Occupational Health Long COVID Service has recently been established with the aim 
of supporting those staff affected.  The service includes assessment, advice and therapies 
where appropriate including Physiotherapy, Occupational Therapy and Psychological 
Therapies.    

The PPE Strategic Group and Operational Group continue to meet regularly to monitor PPE 
supplies including FFP3 masks. The face fit testing programme continues to be delivered 
through both quantitative and qualitative methods with changes to the qualitative method 
following HSE guidance now being implemented. 

Guidance regarding Physical Distancing across NHSGGC has recently been updated 
following changes in government Guidance. The Strategic Executive Group have agreed 
that NHSGGC will adopt the new guidance as follows: 

• Two metre physical distancing remains in place across GGC in all inpatient wards 
• Two metre physical distancing remains in place across GGC in all common areas such 

as foyers, circulation areas, canteens, and changing areas. 
• For other areas that fall within the scope of the new guidance, and identify the need to 

reduce physical distancing, a robust risk assessment must be carried out to determine 
feasibility. 

• Other supporting tools are being develop to assist services including an Addendum to the 
guidance document, a risk assessment support document and exemplar risk 
assessments. 

3.2. Elective Programme  

In recent weeks elective theatre capacity has been significantly reduced once again to 
support our hospitals in managing the demand for unscheduled care.  In the coming months 
there will continue to be challenges in delivering the elective programme due to pressures 
within staffing, the impact of winter, the continuing need for infection control measures and 
separate pathways in acute settings to support elective patient testing and requirements for 
specific specialties eg ENT, Oral Health.  Within this environment our approach to planned 
elective care over the autumn and winter period will have an emphasis on coordinated and 
flexible service delivery across NHSGGC to maximise surgical and outpatient activity.   

Elective Outpatients 

Recent outpatient activity has seen services delivering 80% of pre-COVID-19 activity.  For 
the remainder of 2021/22 we will aim to maintain this and continue to deliver 80% of pre-
COVID-19 activity.   

Where appropriate we will encourage the use of virtual patient management and flexible 
arrangements that enable clinicians to pick up additional ad hoc activity wherever possible. 

Elective Inpatients and Daycases 

We will aim to continue delivering surgical activity in our non-acute locations through the 
use of our ACH facilities and day surgery units.  On our acute sites we will support theatre 
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and surgical teams to maximise elective capacity.  This surgical activity across all 
specialties will continue to prioritise the following areas: 

• P1 emergency, trauma and cancer surgery  
• P2 cancer surgery  
• P2 benign surgery 
• Spinal and spinal trauma surgery 
• Transplant, and  
• Assisted Conception Services 

Where we have capacity that is unable to be used for the priority areas described above, 
we will focus on P3 patients and the longest waiting P4 patients.   

Actions in recent months had returned NHSGGC to delivering approximately 70% of pre-
COVID-19 activity, however the experience of recent weeks demonstrates how vulnerable 
our elective capacity is to pressures in the health system.  A realistic, but challenging 
projection, will be to reach 60% of our pre-COVID-19 activity.  

Endoscopy 

With steady increases in Endoscopy capacity within NHSGGC, supported by waiting list 
initiatives and additional capacity from the GJNH, NHSGGC has returned to delivering 
approximately 70% of pre-COVID-19 activity.   There has been a slight drop in activity in 
recent weeks driven by pressures across the wider health system and a reduction in WLI 
and GJNH capacity.  Further reduction in capacity may be experienced in early 2022 due to 
capital improvement works in Endoscopy facilities at the VACH.  However with additional 
outsourced capacity coming on stream towards the end of 2021 and a clear focus on 
maximising available capacity across all sites, NHSGGC is expecting to continue to deliver 
70% of pre-COVID-19 activity in 2021/22.  

Future Workforce 

Reducing waiting times for patients will continue to require significant investment in staffing 
across many services.  In common with all other NHS Boards, NHSGGC is experiencing 
pressures across the workforce and difficulties recruiting new staff to vacant posts.  To help 
with staffing over the medium and longer term, NHSGGC would support the development of 
national and or regional solutions that aid recruitment and retention of staff for all NHS 
Boards.  Options could include work with universities to secure training places in key areas 
such as Endoscopy Nursing, and agreements at national and regional levels on common 
rates of pay. 

3.3. Critical Care Capacity 

The COVID-19 pandemic led to an increased requirement for Level 3 support for patients 
and required rapid increases in the number of beds. At the peak GGC had 86 patients in 
Level 3 beds compared to an adult baseline capacity of 45 beds.  Despite the many 
pressures for our ICU teams, they continued to work collaboratively to deliver the highest 
quality of care to their patients, transferring patients across units where this was 
required.  The graph below shows ICU activity over the period of the pandemic. 
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NHS GGC has been allocated funding for 7 additional ICU level 3 beds.  Significant work 
has been undertaken to understand where to best place this resource.  This has included 
identifying where there were pressures on our ICU units pre-COVID-19.  We have looked at 
data items from SICSAG which could help to inform this process: 

• Night time discharges have been associated with worse outcomes for patients and should 
be avoided where possible. The average discharge at night in 2019 was 4%. This is 
consistent with previous years. For GGC, only the RAH was above the Scottish average, 
but it was not identified as an outlier by SNAP so no investigative report or clinical review 
was required. 

• Early discharge is defined as a transfer that is not in the best interest of a patient but 
necessary due to pressure on beds or staffing. The average for Scotland was less than 
1 % and all sites in GGC were under the average. 

In addition, the opening of the WoS Major Trauma Centre has led to the creation of 4 
additional Level 3 beds at the QEUH, which will in turn free bed capacity at both GRI and 
RAH equivalent to 1 bed.  The creation of the National Burns Hub brings funding for an 
additional Level 3 bed for GRI. 

The current proposal is that GGC creates the additional 7 critical care beds in the following 
areas:  

• GRI                        3 beds    

• RAH                       4 beds      

We recognise that in delivering this increase, a complex series of moves will be required and 
a detailed project plan incorporating additional capital and staff expenditure will be 
developed.   

3.4. Primary Care 

Since the submission of RMP3, there has been a steady increase in activity and demand 
within primary care across the contractor groups.   
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Primary Care colleagues have indicated that there has been an increasing number of 
appointments (telephone, video and face to face) within General Practice, with additional 
demand identified associated with mental health, financial pressures, isolation, later and/or 
more complex presentations and patients seeking support with ongoing symptoms or advice 
in relation to referral for other services. GPs have also stated that there has been an increase 
in the proportion of face-to-face assessments.  

There have been a number of changes to the COVID-19 community pathway to ensure this 
remains sustainable and focused on enabling face to face assessment for those most at risk 
of COVID-19, with practices providing assessment for children under 12 years, managing 
calls to the practice rather than diverting to 111, and supporting escalation through telephone 
hub overspill arrangements.  

During this recovery period the following areas have seen a focus: 

• There has been a focus on Chronic Disease Management and prioritisation of patients 
for review 

• PCIP implementation has continued with renewed focus on priority areas in line with the 
revised MOU issued in July 

• Practices delivered over 200,000 COVID-19 vaccinations for the over 75 year olds and 
clinically extremely vulnerable in the first part of the year; Flu immunisation for the 
autumn/winter programme has now been fully taken out of General Practice in line with 
the direction of travel for the 2018 GMS contract 

• Independent Contractors are working with updated physical distancing guidance in line 
with national recovery guidance for primary care  

• Workforce capacity across all contractors has remained constrained by COVID-19 
related absence and limitations on the ability of staff to maintain any overtime and 
additional hours over a long period of time 

• Community optometry has returned to close to pre pandemic levels of activity, with top 
up payments now phased out. A Glaucoma shared care scheme was successfully 
introduced and is continuing with additional cohorts of patients. 

For the second half of this year from September 2021 to March 2022, there will be a focus 
on: 

• The COVID-19 Community Pathway as it de-escalates and moves towards a ‘business 
as usual’ response in core services, supporting General Practice with this in line with 
national guidance and the overall strategic direction  

• Continued PCIP implementation, particularly focusing on those areas with contractual 
commitments by April 2022: Pharmacotherapy, CTAC and the Vaccination 
Transformation Programme  

• Chronic Disease Management supported by Enhanced Services templates and guidance 
for practices, with a particular focus on Diabetes.  

• Unscheduled care delivery programme including further work on ACPs, falls and frailty.  
• Continued pathway development linked to elective remobilisation and ACRT.   
• Implementation of the second phase of the Glaucoma shared care scheme in community 

optometry  
• Winter planning and escalation arrangements as set out in the attached winter plan; 

supported by improved local data to enable whole system activity and pressure to be 
captured. 
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3.5. Mental Health  

The calendar year 2021 has seen an increase in contacts with people by specialist community 
mental health teams and an increase in occupancy for acute inpatient care. Feedback from 
front line services highlights increasing acuity, possibly as an impact of COVID-19, people 
delaying seeking support, communities returning to more open styles of living or a 
combination of these types of factors.  Services have been employing a full range of recovery 
and mitigation approaches flexibly, including peripatetic support, consideration of location 
movements of staff, service and specialties to meet needs. Communication routes and 
processes for escalation have also been refreshed and these contingencies remain in place 
for the winter 2021/2022.     

The first tranche of the new Scottish Government Mental Health Recovery and Renewal Fund 
was allocated to NHGGGC in May 2021.  It totalled £7.2m and it was to be used across four 
elements: 

• Full implementation of the CAMHS specification 
• Expansion of CAMHS services up to the age of 25 
• CAMHS waiting list backlog 
• Psychological Therapies waiting list backlog 

The refresh of the Board wide extant Mental Health Strategy across planned and 
unscheduled care includes: 

• Development of the Community Rehab Team and community service redesign, 
supporting move-on and flow  

• Introduction of social care commissioning budget 
• Development of low secure forensic beds 
• Further development of Bi Polar Services and Borderline Personality Disorder 

Services and implementation of an integrated care pathway for ADHD 
• Development and integration of new professional roles within CMHTs    
• Support for consistent provision of physical health screening and access to treatment 

for individuals with chronic mental health conditions    
• Support to establish and maintain provision to deliver a nasal Esketamine service 

within NHS Greater Glasgow and Clyde    
• Development of care and support of people to include new treatments for 

Huntingdon’s Disease by increasing staffing complement   
• Expansion of the Adult Eating Disorder Service (including non-recurring refurb costs)    
• Further Older People’s Mental Health development of community-based services, 

development of crisis services and Stress and Distress Training    
• Child and Adolescent Mental Health Service substantive enhancement and extension 

of the waiting list team based on demand and capacity modelling 
• Neuro development Service  
• Rollout of the Unscheduled Care Service  
• Expansion of young person’s Eating Disorder Service 

The remobilisation programme has seen the expansion of Digital Mental Health Services, 
rollout of cCBT and Digital Implementation Team and development of Unscheduled Care 
Services including evolving and consolidating Mental Health Assessment Units. We have 
continued to improve access and pathways to Community Mental Health Teams and 
Specialist Community Services.   Improvements in Psychological Therapies have allowed us 
to extend services beyond community teams, expanding peripatetic support, and the PT role 
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in Specialist and Acute Services. We are seeing more children and young people through our 
CAMHS service and will now focus on first appointments. Access and waiting times for 
Psychological Therapies including PCMHTs have been maintained and improved. We 
continue to develop a model for Mental Health approach in Primary Care and promote Early 
Intervention and Prevention Services.    

Services will continue to be aligned and developed through the Mental Health Programme 
Board as the scale and nature of new funding is confirmed. 

3.6. Workforce  

The primary focus is a continuation to ensure we have a sustainable workforce with 
appropriate additionality to meet our winter surge capacity. In particular our focus has been 
on our nursing cohort for all areas of the Board. 

Our Winter Plan describes a range of actions which have been taken to secure additional 
staff over the winter period. This includes recruitment of newly qualified nurses, targeted 
recruitment campaigns and actions to enhance the staff bank. Scenario planning has been 
used to model and plan our response to fluctuating absence levels. Overall absence is 
predicted to be between 23% and 25% until March 2022. This is higher than the 
assumption of 20% used in RMP3.  

3.7. Digital  

NHS GGC recognises the importance of supporting the development of Scotland’s Digital 
Health & Care Strategy: How Scotland’s Health & Social Care will thrive in the Digital World. 
We have aligned our existing strategy “Digital as Usual strategy 2018-22” and associated 
work plan to the aims outlined in Scotland’s draft 2021 refresh strategy which has allowed 
us to demonstrate progress in addressing the aims and build on existing achievements to 
date.  

National Strategy – Draft Aims 2021 

 
Aim 1: Citizens have full access to, and control over, their own health & social care data 
– as well as access to the digital information, tools and services they need to help maintain 
and improve their health & wellbeing. 
 
Aim 2: Health & social care services are built on secure, safe and ethical digital 
foundations that allows staff to record, access and share relevant information across the 
health & social care system in order to improve the delivery of care, and feel confident in 
their use of digital technology to improve outcomes. 
 
Aim 3: Health and care planners, researchers and innovators have secure access to the 
data they need in order to better the efficiency of our health and care systems, develop 
new ways of working, new treatments, new drugs and new products. 

 
NHS GGC is encouraged to see that the refreshed 2021 strategy embeds the premise that 
in order to empower and enable citizens to better manage their health and care, live 
independently and gain access to services a focus on delivering a national at scale approach 
to digital engagement will be core. GGC previously supported Scottish Government to deliver 
a patient portal platform and produced a Business Case in 2018 following the development 
and live pilot of a Patient Portal system.  We have continued to canvass for the need for a 
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national approach to be developed for citizen authentication to support digital channels at 
scale – where appropriate for our patients and citizens. Further work is underway to 
introduce citizen access to more of their health and care information. In addition, we have a 
number of remote patient monitoring initiatives under way around COPD and Virtual 
dermatology and recognise the benefit in further exploiting digital channels to other 
specialties to support recovery.  

GGC has also made significant progress in utilising technology and exploiting our mature 
electronic Health & Care Record to create joined up systems and approaches across primary 
and secondary care ensuring that appropriate information is available to those staff providing 
care regardless of the setting. This facility has supported us to respond on a whole system 
basis throughout the pandemic and we will continue to evolve our electronic Health & Care 
record and provide appropriate access to others across primary care and 3rd sector. 

In addition, the implementation of Hospital Electronic Prescribing and Medicines 
Administration (HEPMA) has commenced in NHSGGC at pace and will support recovery by 
introducing paperless prescribing in the acute hospitals and enhance the electronic Health 
& Care Record. 

The Digital As Usual Strategy recognises the value of innovation linked to research and 
development and the opportunities of clinical informatics.  The eHealth Delivery Plan 
includes a significant Innovation Programme with projects in the field of imaging, machine 
learning, artificial intelligence, remote monitoring of patients and supporting new pathways 
and access initiatives. 

NHSGGC also hosts the West of Scotland Innovation Hub which supports health and social 
care innovation across the West of Scotland and aims to address key challenges to improve 
health, social care and service delivery by working with innovators, clinicians and health and 
care services.  

As we refresh our strategy in 2022, it will be done in light of the finalised Digital Health & 
Care Strategy for Scotland and we look forward to contributing and shaping the national 
delivery plan in line with the needs of our staff across Health and Care and the patients and 
citizens we serve. 

3.8. Sustainability/ Green Agenda 

NHSGGC’s Sustainability Governance Group has developed the Sustainable Development 
Implementation Plan to ensure that our corporate and operational activities are carried out 
in a compliant manner. The plan promotes sustainable development by improving processes 
and technology, where practicable. The goal is to improve NHSGGC assets, and the 
services provided for our patients, staff and visitors by promoting the values of sustainability 
and achieving national carbon reduction targets in line with the UN Sustainable Development 
Goals (SDGs) framework. 

In Scotland, the UN Sustainable Development Goals are incorporated into the National 
Performance Framework which focuses on economic, social and environmental indicators. 
The 17 goals are amalgamated to form NHS Scotland’s National Sustainability Assessment 
Tool. In GGC, we are basing our sustainability reporting and governance framework on this 
national approach.  
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Our NHS Our People Our Planet 

Governance & Policy 

- Capital Projects 

- Active Travel 

- Transport 

- Greenspace 

- Nature & Biodiversity 

- Awareness 

- Welfare 

- Ethical Issues 

- Communities 

- Sustainable Care 

- Environmental Management 

- Procurement & Supply Chain 

- Waste 

- Adaptation 

- Greenhouse Gases 
 

The Sustainability Governance Group ensures the delivery of national policy which requires 
the Board to reduce its carbon emissions by key dates, with the goal of becoming net zero 
by 2045. By 2022 the Board is duty bound to provide a target date for achieving zero direct 
emissions of greenhouse gases before 2045 and align spending plans and use of resources 
to contribute to reducing emissions and delivering emissions reduction targets. 

Sub-groups have been established to develop policy and strategy for each UN SDG area and 
report accordingly to the Sustainability Group on progress, projects, initiatives, training and 
communications.  

The Group endeavours to ensure the achievement of the following objectives, based on the 
principles set out in the SDGs: 

a) Promote compliance within NHSGGC through an effective Environmental Management 
System. 

b) Promote the strategic goals of NHSGGC in order to offer safe, reliable and high-quality 
services that are respectful of the environment. 

d) Improve the productivity and efficiency of NHSGGC through improved management 
practices based on innovation, productivity, resource efficiency and sustainability. 

e) Effectively manage the environmental risks and opportunities deriving from changes in 
legislation and operations to maximise the positive impacts of activities and minimise the 
negative impacts, avoiding short-term approaches or those that do not sufficiently take into 
account the interests of all NHSGGC stakeholders. 

f) Encourage a culture of ethical behaviour that increases transparency in order to generate 
credibility and trust within the NHSGGC stakeholders, which includes society as a whole. 

g) Contribute to the recognition of NHSGGC achievements and the improvement of its 
reputation through interactive communications with staff, patients, visitors and the 
communities we serve.
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4. Winter – Summary  

4.1. Winter 2021/22 

Preparations for the 2021/22 Winter Plan take place within a continuing context of 
uncertainty caused by the COVID-19 pandemic.  

The reach of the vaccination programme is providing protection to the population but the 
ongoing prevalence requires continuing precautionary measures and contingencies in 
addition to normal winter planning preparations. At the time of writing, admissions of 
COVID-19 positive patients have surged to levels not experienced since January and have 
disrupted routine elective admissions. 

Winter Planning normally focuses on the period from December through to March with 
specific arrangements around the Festive public holidays and surge of demand from early 
January. In early November, preparedness of our contingencies and escalation processes 
will also be required for the COP26 Conference which will see an estimated 30,000 
international visitors to Glasgow over the two week period. 

4.2. Key Risks 

The winter plan has been developed in the context of the following key risks: 

Risk Impact Description 

Continuing COVID-19 
demand on Healthcare 
Services 

Urgent and Emergency care services across primary and 
secondary care continue to manage high numbers of COVID-
19 related activity.  

Accumulative impact of 
COVID-19 stresses the 
interfaces between 
Health & Social Care 

Services at the interface of Health & Social Care, where 
interdependencies need to be at their most resilient are 
weakened, compounding disruption to delivery of care. 

Surge in Non COVID-19 
related demand 

Resurgence of other chronic respiratory and seasonal related 
conditions stretch existing capacity. 

Delays in treatment for routine conditions results in increasing 
acuity requirements. 

COP26 related demand Resources diverted to address infrastructure requirements 
related to the COP26 conference. 

Potential surge in urgent/emergency care demand related to 
visiting population. 

Planned care services 
disrupted by demand for 
Unscheduled Care 

Routine care in primary and secondary care is halted due to 
urgency of additional unscheduled care. Remobilisation 
trajectories for recovery of planned care disrupted leading to 
further extension of waiting times and unmet need. 
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COVID-19 related 
absence impacts on 
staffing levels. 

Service capacity disrupted by challenges maintaining staffing 
levels due to requirements to isolate following positive tests. 

Reduced resilience of 
workforce  

Ongoing impact of working through pandemic impacts on 
staff wellbeing leading to burnout, absence and reduced 
flexibility for extended hours/overtime.  

 
4.3. Winter Planning 
Our full Winter Plan and self-assessment checklist are part of our RMP4 submission. 

5. Finance  2021/21  

The outturn for 2021/22 remains uncertain, both in terms of costs, income and Scottish 
Government funding streams. The costs of managing COVID-19 are, very much, still part of 
that uncertainty, particularly the vaccination programme, continued testing and the impact 
on staffing and service delivery.  

This uncertainty means the forecast for 2021/22 is subject to change and amendment, 
however below is the assessment as it currently stands. 

The quarter one return forecast 2021/22 saving gap of £62.7m detailed below: 

 

21/22 Quarter one 
return:   £m 

Forecast Savings 
Requirement   

 
(142.7) 

Non-Recurring  achieved   55.0 

Recurring Savings 
achievable   25.0 

Unachieved savings associated with 
COVID-19  (62.7) 

As outlined above, the forecast remains subject to amendments based on the impact of 
COVID-19 on service delivery and the funding to support the remobilisation to the end of 
March 2022. The key messages on the indicative numbers above can be summarised as; 

The savings gap of £62.7m is a consequence of the impact of COVID-19 both in 20/21 and 
21/22 and forms part of the Board’s LMP. 

The cost of COVID-19 21/22 has been estimated at a total of £289m, these costs will be 
subject to change dependant on the impact of COVID-19 and the finalisation of the plans for 
the vaccination programmes. This is made up of calculate Acute costs (£214m) and HSCP 
costs (£75m). It has been assumed that these costs will be fully funded by SG in line with 
2020/21. This covers the following key areas which are detailed in the Quarter one return 
sent separately to Scottish Government Finance: 
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• Additional Bed Capacity/ change in use £12.6m 
• Estimated costs of £9.6m for equipment and maintenance, and continued space 

requirements for social distancing.  
• The estimated cost of the COVID-19 Vaccination programme of £30.2m 
• Flu vaccination programme of £9.6m 
• Costs associated with the Test and Trace programmes for 21/22 of £28m  
• Additional staff costs of £34.8m (Acute) and £11.9m (HSCP) 
• Community Hubs £6.1m 
• Loss of income 21/22 of £5.0m (Acute), £1.8m  (HSCP) 
• Social Care costs (payments to third parties) estimated to be £28.9m 
• Homelessness and Criminal Justice Services £5.3m 
• Children and Family Services £3.7m 
• Unachieved Savings £62.5m (Acute) and £5.1m (HSCP) 

Additional Costs associated with RMP4 are described below and it has been assumed that 
Scottish Government will fully fund these plans where funding hasn’t already been received: 

Planned Care 

RMP3 had identified a funding requirement of £35m to support the planned care 
improvement programme for 21/22. Funding has been received from the Scottish 
Government of £17.7m, together with £1.1m for diagnostics and ophthalmology funding of 
£389k. This funding has supported a number of initiatives described below: 

• Strengthening base capacity with additional medical and nursing posts £3m 
• Maximising SLA Activity at GJNH £8M 
• Increasing outpatient activity with additional sessions £1.6m 
• Increasing Endoscopy activity - with additional sessions, appointment of a consultant 

locum, additional staffing to support patient testing, staffing to support patient validation, 
supporting the CCE and cytosponge activity at a cost of £3.7m 

• Diagnostic activity including hire and reporting costs - £2.9m  

Over the next six months the following additional initiatives are being deployed to support 
additional activity which will require additional funding of £5m (discussions with Scottish 
Government already underway): 

• The hire of a mobile Endoscopy unit with dual operating rooms together with the nurse 
staffing is planned to be operational by November. The contract is for one year with the 
option to extend. The annual cost of the unit will be £3.8m,  

• Contracted with the private sector for Spinal activity for the six month period to March 22 
with the option to extend further. The cost for the six month period is expected to be 
£750k. 

• Supporting new ways of working through ‘tests of change’ together with changes in 
waiting list management across our sectors and utilising insourcing to support estimated 
to be £500k. 

Step up in ICU capacity. 

The National review of ICU capacity across Scotland identified the need for additional ICU 
beds.  NHS Greater Glasgow and Clyde are increasing our ICU bed complement by 7 ICU 
beds in line with the National recommendation.  Funding from Scottish Government has 
been received of £1.6m for 21/22 with the full year cost being £3.2m.   
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Winter planning. 

The Board’s winter plan has identified a range of initiatives including opening additional beds 
and supporting the flow within the Acute Division. The cost of the Acute Division winter plan 
is £7.5m, which will be supported by the funding allocation received from Scottish 
Government of £2.2m. However there will remain a financial gap of £5.3m which is in addition 
to the above financial challenge.  Discussions are ongoing regarding funding for the for the 
IJBs’ winter plans. 

Mental Health Services. 

Detailed below is a summary of the Mental Health Delivery Plan and Funding  

Mental Health Delivery Plan 
Allocation 

21/22 

Forecast  
Spend 
21/22 

Carry 
Forward 

22/23 

£000's £000's £000's 

Public Mental Health Response- mitigating 
inequalities in public mental health 161 161 0 

Public Mental Health Response- 
resocialisation Programmes 210 210 0 

Public Mental Health Response- Suicide 
Prevention 134 134 0 

Public Mental Health Response- Place 120 120 0 

Recovery and Renewal - CAMHS 
Unscheduled and Urgent Care 3,286 500 2,786 

Recovery and Renewal - CAMHS Eating 
Disorders Trauma/ Looked after Learning 
Disabilities and Neurodevelopmental Patient 
Cohorts 1,877 300 1,577 

Recovery and Renewal - CAMHS Waiting 
List 938 760 178 

Recovery and Renewal -  Psychological 
Therapies Waiting List 1,104 300 804 

Recovery and Renewal Eating Disorders 988 250 738 

Mother & Baby Unit & MBU Family Fund 299 299 0 

Maternal & Neonatal Psychological 
Interventions 513 513 0 

Perinatal & Infant Mental Health Services 1,026 1,026 0 

Total  10,658 4,574 6,084 
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Given the timescales and recruitment challenges, the end point of full utilisation of the 
Recovery and Renewal funding is unlikely to be achieved in this financial year. This will 
impact on the extent to which the priorities are met. It is recognised that clearing the backlog 
in some Board areas may take up to two years. The ongoing risk and sustainability of 
developments planned under the recovery and renewal fund will be subject to the non-
recurring nature of the funding coming from the Scottish Government in this first and 
subsequent tranche. 

FIP Programme 

The Board’s Financial Improvement Programme continues to progress savings and we are 
confident that we will achieve £25m on a recurring basis this year. Every effort is being made 
through the launch of cross cutting schemes to increase the savings achieved, balancing 
that with the current operational pressures which may impact.  

The cross-cutting schemes focus on service change, improved productivity, energy saving, 
workforce changes and cost containment opportunities. 

We have a governance process in place that meets weekly with the delivery board and 
monthly with the Chief Executive, this process is actively pursuing delivery and additional 
schemes through the service. 

Capital  

The Board’s updated Capital plan for 21/22 has forecast Capital resources available for 
investment of £72.8m.  

This figure chiefly comprises a general formula allocation of £37.4m from SGHSCD in 
respect of core capital expenditure; ring-fenced specific SG funding amounting to £24.9m; a 
forecast for retained Capital Receipts generated through property disposals of £1.9m, plus 
locally generated revenue funded schemes of £8.6m. 

Schemes classified as “ring-fenced” represent specific funding that is provided via a direct 
allocation. These ring-fenced schemes include: £7.5m in respect of the proposed North-East 
Glasgow Health & Social Care Centre; £4.3m for the West of Scotland Thrombectomy 
Service, and £3.7m for end of life Estates and Facilities equipment. We are in ongoing 
dialogue with SG colleagues to revise projected spend on these schemes as programmes 
move and also to confirm funding support for capital schemes currently shown as anticipated 
allocations in our SG returns. 

The Board is also in discussion with SG regarding the release of additional in year capital 
funding to support initiatives and which can be completed within the current financial year. 
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