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EXCERPT OF SOCIAL WORK (PLANNING AND ADMINISTRATION) SUB-COMMTTTEE OF 
8 JANUARY 1997 

GREATER GLASGOW HEALTH BOARD LOCAL HEALTH STRATEGY 1996-2001 

5.  There was submitted a report (docketed) dated December 1996 by the Director of Social Work (1 ) 
outlining the background to the Greater Glasgow Health Board Local Health Strategy 1996-2001; 
(2) advising of the contents of this Strategy, and (3) detailing the proposed response of the Council 
to the Local Health Strategy. 

Decided: 

(1 ) that the terms of the report be noted; 

(2) that the Council respond to Greater Glasgow Health Board in terms of which:- 

(a) expressed the Council's interest in the Local Health Strategy; 

(b) emphasised its wish to work closely with the Health Board in relation to health 
matters, with particular emphasis on health promotion, health inequality, community 
care and specific health problems which may be identified in the relevant parts of 
North Lanarkshire; 

(c) sought the co-operation of the Health Board in producing a more local document 
relevant to those parts of North Lanarkshire within the Greater Glasgow Health 
Board area; 

(d) highlighted the corporate nature of the Council's interest covering Education, Social 
Work, Environmental Health, Housing and Leisure Services, and 

(e) indicated i ts  wish to have further discussion with Greater Glasgow Health Board 
regarding possible increased cross-boundary usage of Greater Glasgow Maternity 
and Paediatric in patient Services, and 

(3) remitted the matter to the Policy and Resources (Community Development) Sub-Committee 
for its interest. 
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PURPOSE OF REPORT 

The purpose of this report is to advise members of the publication for consultation of the Greater 
Glasgow Local Health Strategy and to suggest the Council's response to the document. 

BACKGROUND 

Health Boards are required to produce local health strategies which provide an overview of their 
intentions to secure improvements in the health of their resident population. Greater Glasgow has 
now published its local health strategy, inviting comments by 31 December 1996. The document is 
of interest to the people of North Lanarkshire since Greater Glasgow covers four North Lanarkshire 
wards with a population of 16,700 people. 

CONTENT OF THE STRATEGY 

The Health Board has provided a summary of the strategy, which is attached to this report for 
members information. 

The strategy sets out: 

a) the Board's view of its responsibilities now that the purchaser/provider split has been 
implemented in the NHS. These are: 

+ to measure health need: 
+ 
+ to promote health: 
+ 
+ 
the financial framework for Greater Glasgow Health Board. Since 1987, the allocation of 
resources to Health Boards in Scotland has been progressively adjusted to bring allocations 
into line with size of population and mortality ratio. Greater Glasgow has already lost over 
E70 million and will lose a further f7 .5  million in the coming financial year. Thereafter it  
expects a reduction of a further €14.5 million by the end of the decade, because its 
population is projected to fall slightly. 

to commission and monitor health services; 

to build alliances with other agencies; 
to lead and co-ordinate health strategies. 

b) 
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c) A description of the health of the population and health targets (page 5 of the summary 
document). Differences in health between the poorer and more affluent parts of Greater 
Glasgow are highlighted and health inequality identified as an issue; coronary heart 
disease is identified as the most common cause of premature death; drug misuse is singled 
out as a major cause of death among young people; cigarette smoking is still the single, 
largest preventable cause of ill-health and death; strokes and cancer as well as heart 
disease are major health problems; and high levels of alcohol abuse are a continuing cause 
for concern. 

d) Sets out progress made in relation to thirteen health targets (pages 8 - 12 of the summary 
document) 

e) Gives a position statement on the Board's strategies, covering Health Promotion, Primary 
Care Services, Acute and Maternity Strategy and Community Care 

4 PROPOSED RESPONSE OF NORTH LANARKSHIRE COUNCIL 

4.1 While the strategy is of general interest, it is at too general a level to assess the likely impact on 
residents of North Lanarkshire. It is therefore proposed that the Health Board's co-operation should 
be sought in producing a more local document relevant to those parts of North Lanarkshire which 
Greater Glasgow Health Board covers. 

4.2 It is also proposed that the corporate nature of the Council's interest should be highlighted, 
emphasising the relevance of the local health strategy to the Council's education, environmental 
health, housing and leisure responsibilities, as well as social work. 

4.3 In addition, i t  is proposed that the response indicate the Council's wish to have further discussions 
with Greater Glasgow Health Board regarding possible increased cross boundary use of Greater 
Glasgow maternity and paediatric services by North Lanarkshire residents, in view of the 
Lanarkshire Health Board's current proposal to centralise maternity and paediatric in-patient 
services on a single site in Wishaw. 

5 RECOMMENDATIONS 

It is recommended that the Committee: 

i)  
ii) 

notes the terms of this report; 
responds to Greater Glasgow Health Board in terms which: 

(a) 
(b) 

expresses the Council's interest in the local health strategy; 
emphasises its wish to work closely with the Health Board in relation to health 
matters, with a particular emphasis on health promotion, health inequality, 
community care, and specific health problems which may be identified in the 
relevant parts of North Lanarkshire; 
seeks the co-operation of the Health Board in producing a more local document 
relevant to those parts of North Lanarkshire which Greater Glasgow Health Board 
covers; 

(c) 
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(d) 

(e) 

highlights the corporate nature of the Council's interest as covering Education, 
Social Work, Environmental Health, Housing and Leisure Services; 
indicates its wish to have further discussions with Greater Glasgow Health Board 
regarding possible increased cross boundary usage of Greater Glasgow maternity 
and paediatric inpatient services. 

iii) remits this report, together with the summary document, to the Policy and Resources 
(Community Development) Sub Committee for its interest. 

JIM DlCKlE 
DIRECTOR OF SOCIAL WORK 
DECEMBER 1996 

* 01698 332067) For further mforma&wn thr 's reoort n l e m c t  M w n  Cusserlv. Pr-er ( S t r a t a  . .  
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I 
This is a summary of the draft Local Health Strategy 
which was issued for public consultation in August 
1996. 

Copies of the full strategy can be obtained from the 
address below. 

If you have any comments on the summary or the full 
strategy, please write by 3 1 December 1996 to 

I ,  

John C Hamilton 
Head of Administration 

Greater Glasgow Health Board 
I I 2  bigram Street 

GLASGOW 
GI IET 



Introduction 

This is a summary of Greater Glasgow Health Board's Local 
Health Strategy which sets out the strategies that will be followed 
to improve health status within Greater Glasgow over the next five 
years. 

The strategy also presents the principles and processes 
underpinning the board's strategic decision-making and describes 
the major changes planned for the health services in Greater 
Glasgow by the year 2001. These plans are based upon an 
assessment of health status and health need locally and reflect the 
direction that has been set for the health service nationally. 

Glasgow's health is characterised by enormous differences in 
health status between different parts of the board's area. 

Wide inequalities exist, and average health status is still poorer 
than the rest of Scotland, but there is now some evidence that 
improvements are taking place. The rate at which these 
improvements can be sustained, and others achieved in the hture 
will be determined to a large extent by the success of the board in 
fostering collaborative health alliances and partnerships. 

1 



Background 
The board’s area includes the new unitary authorities of City of 
Glasgow (all 70 wards), East Dunbartonshire (all 26 wards), 
Dumbarton & Clydebank (1 1 out of 22 wards), North Lanarkshire 
(4 out of 69 wards), South Lanarkshire (13 out of 74 wards) and 
East Redewshire (1 5 out of 20 wards). A major priority for the 
board is to establish programmes of joint working, at both 
strategic and operational levels, with the new authorities. 

In 1991 there were 927,700 people living in the board’s area. This 
figure is expected to fall by almost 5% by the year 2001. The 
population structure will also change with an increase in the 
number of very elderly residents (age 85+) and a reduction in all 
other age groups except 0- 14 year olds where numbers will remain 
stable. 

The Board In Context 
Since 1992, the responsibility for purchasing health care has been 
separated from the responsibility for providing it. The relationship 
between the purchasers (health boards and GP hndholders) and 
the providers (NHS Trusts, GPs, private and voluntary sectors) is 
achieved through contracts. 

In 1996/97 the health board has allocated just under €700 million 
to purchasing health care for its resident population and for the 
provision by family doctors, dentists, pharmacists and opticians of 
their primary care services. 

Primary care practitioners are independent contractors. The board 
has an important role in overseeing the services provided by these 
specialists, and ensuring that appropriate levels and quality of 
services are provided in a way that is easily accessible for the 
public. 
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Health services in Greater Glasgow are delivered from NHS 
Trusts as follows: 

Greater Glasgow Community and Mental Health Services 
NHS Trust, providing services across Greater Glasgow 
Glasgow Royal Infirmary University NHS Trust, in the east 
of the city 
Southern General Hospital NHS Trust, in the south-west of 
the city 
Stobhill NHS Trust, in the north of the city 
Victoria Infirmary NHS Trust, in the south-east of the city 
West Glasgow Hospitals University NHS Trust, in the west 
of the city 
Yorkhill NHS Trust, providing services for children across 
Greater Glasgow 
Glasgow Dental Hospital and School NHS Trust, in the city 
centre 

The board’s links with the universities in Glasgow are important 
for the delivery of high quality services. 

Each of the three universities is a partner in this process: the 
University of Glasgow with its medical faculty; Glasgow 
Caledonian University with its paramedical specialties and its new 
responsibility for nurse education; and the University of 
Strathclyde with its department of pharmaceutical sciences. 
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Within the NHS today, it is the responsibility of health boards to 
secure improvements in the health of their resident population not 
through the direct provision of health services but through a 
variety of other approaches. These include: 

measuring the population's health, health needs and use of 
health services 
implementing public health strategies to safeguard and 
improve health 
commissioning services, based on the profile of health services 
needed to address health needs 
monitoring services to ensure they are effective and of good 
quality 
ensuring implementation of a comprehensive range of health 
promotion programmes 
setting a local strategy for developing the range of primary 
care services 
developing alliances for health with a wide range of other 
local organisations, groups and communities, all of whom have 
a role to play in achieving improvements in the population's 
health 
leading and coordinating local action for health 

As well as the changes in the roles and responsibilities of health 
boards since 1992, there have been several changes to the models 
of care. 

We will continue to see more services and procedures carried out 
in primary care rather than hospital settings (thereby making them 
more widely available and accessible locally to people) and on a 
day-case or out-patient rather than an in-patient basis; an increase 
in community-based care for those people (such as people with 
disabilities or mental illness) who have in the past had to spend 
many years of their lives in long-stay hospitals; and a shift away 
from a strong emphasis on treatment towards a focus on health 
promotion. 

. .  
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Health Status 

Glasgow is often described as “the sick city”, but the overall 
picture, is of people who generally regard their own health as 
good and who are largely happy, all things considered. 

Some facts about health in Greater Glasgow are: 

In Scotland the life expectancy for men is 71.1 
years, and for women, 76.7 years. In Glasgow it is 
68.8 years for men and 74.6 years for women. Ten 
extra years of life can be expected by men living in 
the most affluent areas, compared with the least 
affluent, inner-city areas; for women, there is 
almost a seven-year difference in life expectancy. 

In 1994, 2879 people under the age of 64 died of 
coronary heart disease, the most common cause of 
premature death. 

The major causes of death are heart disease, 
cancers, stroke, respiratory diseases, accidents and 
homicide/suicide. 

Drug misuse is a major cause of death among 
young people, with 75 drugs deaths recorded in 
1995. The growing impact of HIV infection in 
causing premature death from AIDS and other 
conditions remains a concern; during 1994 and 
1995 there were 70 HIV-related deaths. 

If there were no cigarette smokers we would have 
76% fewer cases of lung cancer and 29% fewer 
cases of cardiovascular disease. 

Cigarette smoking is still the single, largest 
preventable cause of ill-health and death. The 
good news is that more and more people are 
quitting smoking, with the proportion of smokers 
falling from 36% in 1988 to 34% in 1993 for men, 
and from 39% to 35% for women. 
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There are about 3,000 new cases of stroke and 
2,000 new heart attacks each year. 

In 1994, there were 2,742 new cases of cancer 
among men and 2,875 among women. The most 
common new cancers are the lung in men, and the 
breast in women. 

High levels of alcohol use are widespread. About 
one in five adults and teenagers is drinking over 
the recommended levels. 

Large numbers of people experience mental health 
problems. Approximately 3,500 people under the 
age of 65 were admitted last year to menta! health 
institutions and 6,100 were new attenders at 
psychiatric outpatient clinics. 

Body Mass Index (BMI) which relates weight to 
height, shows that 38% of the population are over 
the recommended weight for their height, with 
10% being obese. 

Dental health is poor compared to other areas of 
Scotland. Dental treatment is the most common 
reason for children under 14 to go to hospital. 

Lack of physical activity among school children 
and young people is causing great concern. 

Of particular concern are the significant 
inequalities which exist in health, related to 
deprivation, ethnicity, disability and gender. 

There are about 2,500 single homeless people in 
the city. 
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How Health Is Created 
Health is often defined and dealt with as simply the absence of 
illness or injury, but in fact also involves the positive features of 
fitness and wellbeing. Greater Glasgow Health Board is 
concerned with the many factors which affect the health status 
of our local population, and with the interactions between these 
factors. The diagram below illustrates these relationships. 

A key step is to address the need to establish and sustain the 
conditions which will create healthy influences and enable 
healthy responses (both biological and behavioural) among the 
population. 

The following principles will underpin the board’s work over 
the coming years: 

Health care policy is one part of health policy. It is not a 
substitute for it. 
The new threats to health facing our population, 
together with our well-established health problems, are 
becoming less and less sensitive to further extensions in 
health care. 
It is the individual’s own experienced, or perceived, 
health that most strongly determines his or her well- 
being and performance. 
The ways in which individuals respond to the 
circumstances in which they find themselves act as the 
major factor directly determining their health. 
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Health Status Targets 
The 1992 national policy statement Scotland's Health: a 
Challenge ro Us All set out health status targets for Scotland 
for the year 2000. The targets were adapted for Greater 
Glasgow, and have been supplemented in recent years. 

In working to meet these targets, the board has developed 
specific strategies for each. These strategies are based on a 
programme of needs assessment, and pull together action 
across all levels of health care, with health promotion and 
health alliances. 

A summary of the board's health status targets follows. 
* ,  

Coronary Heart Disease 

Established target 

Current progress 

New target 

Established target 

Current progress 

New target 

Established targets 

30% reduction in premature mortality, by 
year 2000 (from 1990 baseline) 
indicates that, if existing trends continue, 
a 43% reduction will be attained 
45% reduction in premature mortality, by 
the year 2000 (from 1990 baseline) 

Stroke 

15% reduction in premature mortality by 
the year 2000 (from 1986 baseline) 
indicates that, if existing trends continue, 
a 12% reduction will be attained 
retain existing target 

Cancer 

a) 15% reduction in mortality from all 
cancers (males C 65 yrs) 

b) 15% reduction in mortality from lung 
cancer (males C 65 yrs) 

c) 25% reduction in mortality from breast 
cancer among 50-64 year old women 
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Current progress 

New targets 

d) 50% reduction in mortality from 
cervical cancer (women -c 65 yrs) 
(all are for year 2000, from 1986 
baseline) 

a) if current trends continue, a 19% 
reduction will be achieved 

b) if current trends continue, a 51% 
reduction will be achieved 

c) if current trends continue, a 6% 
increase will occur 

d) if current trends continue, a 30% 
reduction will be achieved 

These will be considered after fbrther 
analysis of trends and a review of the 

* effectiveness of both preventive and 
treatment interventions. 

Cigarette Smoking 

Established targets a) 30% reduction in male smokers age 

b) 20% reduction in female smokers age 

c) declining trend in younger smokers 
(all are for year 2000 from 1986 baseline) 

Current progress Baseline data from 1986 are not 
available. Current trends, using a 1989 
base, are encouraging for females 
(indicating that the target will be met) 
but the decline is relatively slight for 
males. No decline has occurred yet for 
younger smokers, althourgh rates are 
holding stable. 
a) retain 30% target for male smokers 
b) enhance target for female smokers to 

c) retain target of a declining trend in 
younger smo ken 

25-64 

25-64 

3 0% 

New targets 
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Alcohol Abuse 

Established target 

Current progress 

A reduction in the proportion drinking 
above recommended weekly limits 
On the basis of limited data, it appears 
that the proportion drinking above 
sensible limits is remaining relatively 
stable. However, the recent government 
advice (1 995) offering new limits makes 
it necessary to introduce a new baseline 
and targets. It is the health board's view 
that targets tailored to specific issues 
relevant to alcohol consumption are more 
helpful than a single target. 

" These will be discussed fimher, and are 
likely to include: 
A reduction in the proportion of those 
under 18 purchasing alcohol 
A reduction in the proportion of those 
under 18 drinking above sensible limits 
A reduction in the number of cases of 
drink-driving 

New targets 

Established targets 

Current progress 

New targets 

Driig Misuse 

Prevalence of drug injecting reduced to 
0.5% of population 
Annual deaths from drug misuse reduced 
to below 25 
There is an indication from a variety of 
sources that the prevalence of drug 
injecting is now declining. However, 
there are particular concerns around the 
continued high level of drug deaths, and 
about increases in the range and use of 
'recreational' drugs. 
The Drug Action Team strategy sets out 
local operational targets, to which the 
board is committed. 
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Established targets 

Current progress 

New targets 

' #  

Established targets 

Current progress 

New targets 

Established target 
New targets 

HIV and AIDS 

The prevalence of HTV not to exceed: 
a) 6% among men who have sex with 
men 
b) 1.5% among drug injectors 
c) 1 in 10,000 among heterosexual adults 
d) 1 in 10,000 live births 
All of these targets are currently being 
met 
Retain existing targets 

Accidents 

A reduction in the rate of accidents in the 
home, at work and on the roads. 
The most reliable local data relate to 
road accidents, for which deaths are 
decreasing (although the number of road 
accident casualties increased between 
1993-4). Deaths from accidents in the 
home are also showing a steady fall. 
Retain existins targets. 

Nutrition 

No current local targets 
The recommendations from the Diet 
Action Plan will be considered, and 
applied locally as appropriate 

Dental and Oral Health 

Established targets Fluoridation of the water supply 
An established trend towards reduced 
dental caries among children 
Strathclyde Regional Council rejected the 
proposal of the west of Scotland health 
boards for fluoridation. The current 

Current progress 
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New targets 

trend is towards an increasing amount of 
canes among children. 
The new national targets, as set out in A n  
Oral Healih Strategy for Scotland 
(1995), have been adopted locally. 

Breastfeeding 

Established target 
Current progress 

50% mothers breastfeeding at 6 weeks 
The target is being met within the more 
affluent areas of Greater Glasgow, but 
breastfeeding rates in areas of 
deprivation are much lower, at around 

* ' 12-15%. 
New target Retain existing target 

Physical A ctivity 

Established targets No current targets 
New targets Reversal of the trend towards increasing 

inactivity, and the associated trend of 
increasing Body Mass Index 

Inequalities In Health 

Established targets Establish a trend towards a reduction in 
inequalities in health 

Current progress During the 1990s there has been an 
increase in inequality on several indices 

New targets Retain existing target 
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Strategies 

In its efforts to improve health in Greater Glasgow the board 
will employ six approaches: 

1. Collaborative working through health alliances 
2. Programmes of health promotion 
3 .  Strategic management of primary care services 
4. Commissioning acute, maternity and priority senices 
5 .  Ensuring quality in the services managed and purchased by 

6 .  Strategies to meet health status targets 
the board 

The principle of interagency working will increasingly underpin 
the work of the board through existing alliances and new 
partnerships. Some of the board’s key alliances are: 

Joint Planning For Community Care 

The first Joint Community Care Plan for the Greater Glasgow, 
produced in 1995, reflects the work of a joint planning 
structure incorporating political, professional and independent 
sector representation. It includes joint strategies which have 
been agreed for the major community care groups. The local 
authorities, the board, Scottish Homes and the voluntary sector 
were participants in the plan. The agencies involved share a 
commitment to developing services jointly to achieve improved, 
more co-ordinated services. 

The Glasgow Healthy City Project 

Since 1988, Glasgow has been a member city of the World 
Health Organisation’s Healthy Cities Project. The Project’s 
partner agencies include the City of Glasgow Council, the three 
universities in Glasgow, the Local Health Council, Community 
Councils, Strathclyde Poverty Alliance, and the Glasgow 
Council for Voluntary Services, as well as the health board. 
The Project has produced the first City Health Plan, Workiiig 
Together For Glasgow’s Health, which contains an overview 
of the activities and proposals from the statutory agencies to 
advance health in the city to 2001 and beyond. 
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Greater Glasgow Drug Action Team 

The Drug Action Team (DAT) was set up to examine the 
nature and extent of the drugs problem in Glasgow. Its 
strategic plan describes drug misuse in Glasgow and identifies 
current service responses. It also sets out a series of proposals 
for fbture action with the aim of reducing both the level of drug 
misuse and the harm it is causing to health and welfare. 

Health And Fitness Forum 

The board is committed to getting Glasgow active. The Health 
and Fitness Forum has representatives from the city council’s 
parks and recreation department, education department and 
department of roads, the local universities, the department of 
sports science at the Western Infirmary, the Healthy City 
Project and the board. 

Locality Planning 

Locality planning means that local residents and professionals 
are able to inform the board’s plans, in a way which promotes 
health in their area. This process will support developments 
specific to local needs - such as differences in population 
composition (for example, by age group, employment status or 
ethnicity), differences in levels of service provision, or 
differences in physical and social environments. 
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Health Promotion 

Health promotion involves three areas of activity: 

Health education 
Prevention 

Health protection 

The board's health promotion strategy aims to enable those who 
live and those who work in Greater Glasgow to do what they 
can to promote their own health and that of other people. The 
aims are: 

2 .  

0 To identify local health needs and respond with others to 
these needs. 

To support individuals, communities and organisations 
to make informed decisions and actions for health, 
through programmes of education. 

To stimulate improvements in the accessibility, uptake 
and quality of health-related services. 

To influence and develop policy and structures for 
healthy social and physical environments. 

To work to reduce avoidable and systematic inequalities 
in health. 

To develop and disseminate innovative approaches to 
promoting health, based on research and evaluation. 

The department's work is targeted at those with greatest health 
need and is delivered through the community; primary care; 
hospitals; schools, colleges and universities; and workplaces. 
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Primary Care Services 

Primary care services are often the first contact with the health 
care system. Their accessibility and quality are therefore 
particularly important. 

The aims of the board’s strategy for maintaining and improving 
its primary care services - 224 medical practices, 190 dental 
practices, 212 community pharmacies and 128 ophthalmic 
practices - are as follows: 

0 To ensure that services are appropriate. 

To achieve improved integration of services. 

To enhance monitoring of services and take action as 
necessary to ensure services are of good quality. 

To develop health promotion within primary care 
services. 

To strengthen primary care led purchasing. 

It is important to recognise the independent status of primary 
care practitioners. They are not employed by the health board 
and they work, instead, to nationally determined terms of 
service. The board will, therefore, seek to effect change by 
promotion and support. 

The s t ra teg for primary care services will come through the 
board’s Primary Care Direction Statements and their key 
targets. 

Some of the targets included in the Direction Statements for 
family doctors and for community pharmacists are as follows: 

promote and support immunisation rates and 
screening uptake 
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promote the development of Primary Health Care 
Teams 
support primary care nurses to undertake a multi- 
disciplinary approach to the audit and research of 
their clinical work 
ensure the provision of training and professional 
support for practice nurses 
develop a counselling service for patients who have 
difficulty in obtaining a GP 
where appropriate and feasible, support 
developments for out-patient clinics to be held in a 
primary care setting 
work to improve the two way communications 
between primary care and hospitals 
develop shared care guidelines for the treatment of 
people with mental illness in the community 
encourage pharmacies to develop a Patients’ Charter 
develop community pharmacy involvement in 
community care planning 
support a specialist in palliative care pharmacy 

The Direction Statement on Ophthalmic Services is currently 
out to public consultation and a Direction Statement on Dental 
Services is being prepared. 
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Acute And Maternity Strategy 
Hospital care over the next five years will be influenced by: 

the declining population and increase in the number of 
elderly people. 
the changing volume and patterns of referrals from other 
health boards. 
day surgery and the other technical innovations which will 
alter the way in which treatment is carried out. 

In 1995 the board adopted its strategy for providing acute and 
maternity services to 2001. The model of care will mean that: 

services are provided, where possible, in local communities 
preventive services for babies and young children and 
support and advice for the elderly are locally based 
a range of outpatient services including physiotherapy, 
chiropody and a wide range of rehabilitation services are 
locally based 

Key points arising from the strategy include: 

maintain adult acute services in five Trusts 
unifL acute services for west Glasgow in a new build at 
Gartnavel General Hospital, with the subsequent closure of 
the Western Infirmary 
transfer infectious diseases to a new build at Gartnavel 
General Hospital 
transfer plastic surgery to the Glasgow Royal Infirmary 
rationalise inpatient dermatology on two sites (the Western 
Infirmary and the Southern General Hospital) 
rationalise oral and maxillofacial surgery on one site (the 
Southern General Hospital) 
provide a full range of maternity services from three sites 
(Queen Mother’s Hospital, Glasgow Royal Infirmary and the 
Sou them General Hospital) 
support the development of a new maternity unit at Glasgow 
Royal Infirmary to replace Glasgow Royal and Rutherglen 
Maternity Hospitals 
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Priority Services & Jo in t  Planning 
For  Community Care 

The Joint Community Care Plan sets out how community 
services will be developed. It aims to meet the needs of the 
most vulnerable groups of people and is based on five principal 
goals: 

to enable people to live at  home, with care and support, 
where that is their choice 

to increase care provision to meet new and unmet need 
in the community 

0 to manage a Ehift in the balance of care, away from 
institutional care towards community based care 

to improve the quality of services offered 

to ensure integration of local services involving health, 
social work, housing and independent sector projects 

The main developments for priority action are 

Services for  Elderly People 

Services for  People With Dementia 

Services for  People Needing Meiital Health Care 

Services for  People with Learning Disabilities 

Sen ,ices for  People with Physical Disabilities 

Services for  Children and Yoirrig People with Special Needs 

Services for  People with Sensory Impairments 

Senjices for People with Alcohol Related Problems, People 
with Drug Related Problems, and People with HIL7AIDS 

The three year implementation period of the plan will be 
financed by the transfer of f30  million from the board to local 
authority social work departments. 
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Ensuring A Quality Service 

The board has a responsibility to ensure that the services it 
purchases are effective, appropriate, and meet certain quality 
standards. There are three broad components to this strategy. 

Ensuring The Effectiveness Of Clinical Care 

The board will continue to take a proactive line in encouraging 
evidence-based practice. This involves close collaboration with 
clinicians, and the Area Clinical Audit Committee ensures 
support for clinicians wishing to appraise their practice in 
relation to evidence-based protocols. 

3 ,  

Consumer Involvement Strategy 

The objective is to ensure that the board is more responsive to 
consumers - not only patients but also their families, carers and 
the general public, in fact everyone who uses health services in 
Glasgow. 

The Consumer Involvement Strategy includes: 

a statement of consumer principles 

an  operational plan which is updated regularly and 
shows the board's action in involving consumers in 
planning services, developing and monitoring service 
standards, service evaluation and review, and promoting 
health 

a commitment to closer involvement with the Local 
Health Council 

a commitment to working with providers of services to 
develop their own consumer involvement 

To achieve its aims, the Strategy needs input and co-operation 
fiorn several places, including users and carers; providers, local 
government, the voluntary sector, and the Local Health 
Council. 
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The board recognises the need to do more, to ensure that 
consumer views inform the f i l l  range of decisions. During 
1996/97 the board will work with the Local Health Council to 
see how this can best be achieved. 

Monitoring Of Providers 

Looking to the future, and recognising its role as a 
commissioner of services, the board has developed a 
framework for quality assurance to look at eight core 
purchasing headings as follows: 

communications . 
access to services 
environment 
efficacy of care 
consumerism 
human resources 
integrated service provision 
health promotion 

Monitoring against these standards will continue to involve the 
Local Health Council as a partner in ensuring the quality and 
standard of service that the board expects to see maintained 
and, wherever possible, improved upon. Similarly the standards 
encompass and reflect the priorities for service monitoring 
determined by GP colleagues, who equally have a role to play 
in sharing the quality monitoring agenda. 
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The Financial Framework 

The Board’s Financial Position Oser The Past 20 Years 

The SHARE formula, developed in 1976, argued that Greater 
Glasgow Health Board was receiving an over-generous 
proportion of the budget for the NHS in Scotland. 
Implementation of this formula has meant that the board’s 
budget has been reduced by more than €70 million over the last 
10 years. 

The Years Ahead 

The board is now just 1.5% above its entitled level of hnding 
and is to reach parity by the end of 1997/98. In hture years, 
the annual allocation will be on the basis of a weighted 
capitation formula which is currently under review within the 
Scottish Office Department of Health. 

Many argue that the current formula is not sufficiently sensitive 
to the impact on health and health services of social 
deprivation. The decreasing population in Greater Glasgow 
will mean a fbrther loss of €14 million between April 1997 and 
March 2001. 

Living Within The Resources Available 

In spite of these pressures, the board 

keeps each year a service development h n d  to 
ensure that improvements in health and in the 
provision of health services can be supported 
continues to increase expenditure on health 
promotion which is now €3 million annually 
maintains its expenditure on the priority services 
care groups at the current level as set out in the Joint 
Community Care Plan 
has given a commitment in the Primary Care 
Direction Statement to new investment in this sector 
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Looking To The Future 
What might health care look like in 10 or 20 years from now? 

The processes of maintaining well-being and preventing illness are 
more suited to being carried out in communities rather than hospitals. 
In the fbture services will be configured to make it easier for people to 
access health promoting services and not to have to travel to hospital 
without Sood reason. 

Better information and transfer arrangements will mean that patient 
records can be held in electronic form and passed from the GP to 
wherever the patient decides to go. 

Many current hospital activities may be carried out more locally. A 
wide range of investigations might be done in local resource centres 
with expert interpretation available through electronic links. X-rays, 
for example, can already be taken in rural hospitals and transmitted 
over telephone lines to major centres. 

Services like physiotherapy, occupational therapy and speech therapy 
which can rehabilitate patients after a stroke or heart attack and 
enhance greatly patients’ quality of life could be spread throughout the 
board’s area so that patients would not need to travel long distances. 

The move away from hospital to primary care, where most activity will 
be focused on maintaining health rather than treating disease, will likely 
result in a network of resource centres developing in the city. The 
opportunities for patients to receive advice, counselling and basic 
treatment in these centres would be considerably greater than in the 
current system. The opportunities for screening to detect those at risk 
of developing disease would also expand. 

A wide range of health care professionals will play a greater part in the 
delivery of this new form of care. The focus will be on improving the 
health of the population as well as ensuring effective and efficient 
treatment for people who are sick. 

Given the heterogeneous nature of the board’s population, the 
development of a locality specific approach to prioritisation of services 
will be necessary. Funding these localities according to the needs of 
their population will remain a significant challenge for the board in the 
future. 
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