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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

14th Meeting, 2019 (Session 5) 
 

Tuesday 21 May 2019 
 
The Committee will meet at 10.00 am in the James Clerk Maxwell Room (CR4). 
 
1. Subordinate legislation: The Committee will consider the following negative 

instrument— 
 

The National Health Service (Free Prescriptions and Charges for Drugs 
and Appliances) (Scotland) Amendment Regulations 2019 (SSI 2019/145). 
 

2. Pre-Budget Scrutiny 2020-21: The Committee will take evidence as part of its 
Pre-Budget Scrutiny from— 

 
Judith Proctor, Chief Officer, and Moira Pringle, Chief Finance Officer, 
Edinburgh Integration Joint Board; 
 
Val de Souza, Chief Officer, and Marie Moy, Chief Financial Officer, South 
Lanarkshire Integration Joint Board; 
 
Eddie Fraser, Chief Officer, and Craig McArthur, Chief Financial Officer, 
East Ayrshire Integration Joint Board. 
 

3. Pre-Budget Scrutiny 2020-21 (in private): The Committee will consider the 
evidence heard earlier in the meeting. 

 
4. Annual report 2018-19 (in private): The Committee will consider a draft 

annual report for the parliamentary year from 12 May 2018 to 11 May 2019. 
 
5. Health Hazards in the Healthcare Environment (in private): The Committee 

will consider the Scottish Government response. 
 
6. Primary Care Inquiry (in private): The Committee will be updated on the 

progress of the Primary Care Inquiry "What does Primary Care look like for the 
next generation?". 
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Health and Sport Committee 
 

14th Meeting, 2019 (Session 5) 
 

Tuesday 21 May 2019 
 

Negative Subordinate Legislation 
 

Note by the clerk 
 

Overview of instruments 

1. There is one negative instrument for consideration at today’s meeting: 

• The National Health Service (Free Prescriptions and Charges for Drugs 
and Appliances) (Scotland) Amendment Regulations 2019 (SSI 2019/145) 

Background 

2. These Regulations amend the National Health Service (Free Prescriptions and 
Charges for Drugs and Appliances) (Scotland) Regulations 2011 (S.S.I. 
2011/55) (“the 2011 Regulations”). The 2011 Regulations provide that where a 
pharmacist provides pharmaceutical services to a patient who presents an 
English prescription form, that pharmacist must make and recover from the 
patient the charges specified in the National Health Service (Charges for Drugs 
and Appliances) Regulations 2015 (S.I. 2015/570) (“the 2015 Regulations”) as 
in force at a specified date, unless certain exemptions apply. 

3. Regulation 2 amends the 2011 Regulations so that the charge to be made and 
recovered reflects the rate specified by the 2015 Regulations as in force at 1st 
April 2019. The 2015 Regulations were amended by the National Health 
Service (Charges for Drugs and Appliances) (Amendment) Regulations 2019 
(S.I. 2019/287) to make the following charges applicable from 1st April 2019:  

- £9.00 per item, or £18.00 per pair, in relation to the supply of elastic hosiery; 
- £9.00 in relation to the supply of any other appliance; and 
- £9.00 in relation to the supply of each quantity of a drug. 

4. Regulation 3 revokes the National Health Service (Free Prescriptions and 
Charges for Drugs and Appliances) (Scotland) Amendment Regulations 2018 
(S.S.I. 2018/151). 

The Draft Policy Note for the instrument is attached at Annex A. 

5. An electronic copy of the instrument is available at:   

http://www.legislation.gov.uk/ssi/2019/145/note/made  

6. There has been no motion to annul this instrument. 
7. The Delegated Powers Powers and Law Reform Committee considered the 

instrument at its meeting on 7 May 2019. The Committee determined that it did 
not need to draw attention of the Parliament to this instrument on any grounds 
within its remit.   

http://www.legislation.gov.uk/ssi/2019/145/note/made
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Annex A 

POLICY NOTE 
 

THE NATIONAL HEALTH SERVICE (FREE PRESCRIPTIONS AND CHARGES 
FOR DRUGS AND APPLIANCES) (SCOTLAND) AMENDMENT REGULATIONS 
2019 (SSI 2019/145)  

The above instrument was made in exercise of the powers conferred on Scottish 
Ministers by sections 69(1) and 105(7) of the National Health Service (Scotland) Act 
1978.  The instrument is subject to  negative procedure. 

 
This instrument amends the National Health Service (Free Prescriptions and 
Charges for Drugs and Appliances) (Scotland) Regulations 2011 (“the 2011 
Regulations”) in respect of prescription charges applied to English prescription 
forms if presented for dispensing in Scotland. 
 

 
Policy Objectives  
 
The Scottish Government abolished prescription charges in Scotland on 1 April 2011.  
Practice since then has been to charge the rate applied in England where a patient 
presents an English prescription form for dispensing in Scotland (unless the patient 
falls within one of the exemptions found in the 2011 Regulations, including if they are 
ordinarily resident in Scotland and hold an Entitlement Card issued by a Health Board, 
in which case no charge will be made). 
 
The National Health Service (Charges for Drugs and Appliances) (Amendment) 
Regulations 2019, which govern prescription charges in England, have been amended 
to increase the per item prescription charge in England by 20p from 1 April 2019, 
raising the charge to £9.00 for a single item, and for elastic hosiery to £9.00 for a single 
item and £18 per pair. These Regulations therefore make amendments to the 2011 
Regulations, to increase the amount to be charged in Scotland in respect of an English 
prescription.  This is in alignment with the increased charges in England. 
 
The existing exemption criteria remain unchanged, ensuring current reciprocal 
arrangements can continue whereby exempt patients presenting Scottish prescription 
forms in England can collect their medication free of charge and vice versa. 
 
Financial Effects  
 
The Cabinet Secretary for Health and Sport confirms that no BRIA is necessary as 
the instrument has no financial effects on the Scottish Government, local 
government or on business. 
 
Scottish Government 
Chief Medical Officer Directorate 
Pharmacy and Medicines Division 
April 2019 



HEALTH AND SPORT COMMITTEE 

PRE-BUDGET SCRUTINY 2020-21 

SUBMISSION FROM EDINBURGH INTEGRATION JOINT BOARD 

Introduction 

This submission sets out information about the Edinburgh Integration Joint Board (EIJB) and 

specifically focusses on the budget setting process for 2019/20.  The Chief Officer and Chief 

Finance Officer for the EIJB will attend the Committee session. 

Leadership and Cross-cutting Budget Issues 

The statutory partners in Edinburgh; the EIJB, NHS Lothian and City of Edinburgh Council 

have developed good joint working across the budget setting process and will be building on 

this over future years.  This leadership is vital if we are collectively going to realise the 

opportunities that the integration of health presents and enable more ambitious approaches 

to sustaining good quality services and outcomes for people and communities. 

The IJB has a key leadership role and over the course of this year’s budget setting process 

IJB members have been fully engaged in budget discussions through a series of budget 

development sessions and formal IJB meetings.  At an officer level, a finance leadership 

group across partners has been established and there is a recognition of the issues being 

collectively owned by the whole system and there being a need for shared solutions, learning 

and adaptation.  There have been regular meetings of the partners over the course of the 

current budget setting process and these have been positive and helpful as we develop 

further our savings plans and work toward a balanced position in year. 

Going in to 2019/20 the HSCP senior management and the IJB have agreed that attention 

must be focused across 3 linked approaches to do so;  

• Grip and Control – ensuring robust management and scrutiny on the day to day
operations of the organisation, driving efficiency, managing spend, being consistent
and fair and maximising effectiveness;

• Service Redesign – delivering current services more efficiently, utilising alternative
methods or approaches, delivering in fewer locations and streamlining; and

• Transformation – taking very different approaches to how we work- developing the 3
Conversation approach, implementing a ‘Home First’ model, utilising digital and
technological solutions where safe and effective, maximising people’s own
independence, networks and assets to maintain and develop independence and
wellbeing, prevention and early intervention to reduce crisis and new models and
approaches to health and care practice

Our savings programme for 2019/20 identifies savings across each of these areas and 

recognises that we must see this as medium to long term approach to our future sustainability. 

Health and Sport Committee
14th Meeting, 2019 (Session 5)
Tuesday 21 May 2019
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Capacity for Transformation 

The IJB has also recognised that it must invest in its transformation and has allocated budget 

toward an ambitious change programme; demonstrating the awareness that change at the 

level we need to deliver it takes time and that there is no single solution or activity that will 

deliver a sustainable future.  Given the pressures this demonstrates clear leadership and a 

desire to continue to improve performance. 

 

Budget Setting Challenges 

 

The Edinburgh IJB operated in an increasingly challenging financial and governance context 

and there are a broad range of challenges facing it in setting its budget each year.  Some 

reflections on these challenges are set out below: 

 

Availability of Funding 

The most significant challenge relates to the funding available to IJBs to undertake their role 

and the level of savings and efficiencies needed, year on year in order to balance budgets.  

While some level of protection in relation to the handling of IJB budgets has been provided 

by the Scottish Government each year since the inception of integration, this has not, meant 

that IJBs receive all the funding they require to deliver the services delegated to them at 

current cost.   

 

The Edinburgh IJB has a total budget of c£650m across its settlements from NHS Lothian 

and City of Edinburgh Council to deliver the service delegated to it.  The Board has been 

operational since 2016 and in each of these years, savings have had to be found with targets 

totalling: 

 

2016/17 - £21m 

2018/19 - £22m 

 

To date, the Edinburgh IJB has not fully achieved its savings targets, with year-end balance 

only being achieved through engagement with partner organisations – effectively NHSL and 

CEC have met the gap as required.  While this is the statutory duty of our funding partners, 

this is neither a desirable nor sustainable position. It is also the case that there is pressure 

on both NHSL and CEC to make savings and, given the pressures across all partners’ 

budgets, there has can no assumption nor expectation that the IJB’s settlement can be 

increased and the savings target for the EIJB for this financial year, 2019/20 is £24m. 

 

Savings & Efficiencies 

The IJB and Health and Social Care Partnership (HSCP) must align their strategic planning 

and commissioning expectations and requirements to the available budget and this requires 

savings and efficiencies to be identified.   

 

The IJB and HSCP are ambitious to deliver high quality, sustainable health and care services 

to the people in Edinburgh and that we work to improve health and wellbeing and reduce the 
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health inequalities prevalent in our city.  Achieving this, against the backdrop of the financial 

pressures we face is very difficult challenging and requires the leadership of the IJB and our 

partners to deliver.  The IJB has sought to ensure that its savings programmes are aligned 

to its transformation ambition and that we minimise as far as possible: 

• Any negative impact on people’s experience of health and care; 

• Any negative impact on our current performance improvement or the pace of this; and 

• Negative impact on our workforce. 

 

Expectations  

There is a growing expectation of delivery within IJBs in Scotland and additional requirements 

placed on organisations.  This adds additional pressure on budgets especially where those 

requirements are not fully funded.  Public expectation is raised and IJBs must balance 

currently committed funding toward new initiatives, placing greater strain on current budgets 

and services and impacting performance.  Examples which have a current or expected impact 

include requirements under the Carers’ Act, Safer Staffing legislation and Scottish Living 

Wage.  While such new legislation is welcome in its support to people, its implementation, 

where not fully funded, requires IJBs to prioritise its funding placing budgets under further 

pressure and adding to savings targets.  In addition, demographic changes and growth in 

population alongside an increase in population need for services places further demands on 

available budgets.  

 

1 Year Focus 

Budget setting is an annual process which is necessarily demanding of officers’ and 

organisation’s time – this is particularly the case in the context of health and social care 

integration with budget setting taking place across 3 organisations in parallel to reach an 

agreement on a final budget.  It’s well understood that NHS Board and Councils have different 

processes for this and that this impacts the IJB process.  Edinburgh IJB and its partners have 

developed a budget setting protocol and this has guided discussions in this year and will be 

evaluated and adapted or improved for the following.  However, while a protocol is helpful, 

the one year focus of budget setting effectively means that it’s a continual process which can 

detract from the business of delivering both transformation plans and savings.  A medium 

term financial strategy is being developed for the EIJB and it would welcome consideration 

being given nationally to all partners being enabled to set budgets over a longer time frame. 

Reporting Against Outcomes 

 

The EIJB reports against several requirements and is developing further its own performance 

framework and processes for reporting the outcomes of its decision making and strategic 

commissioning.  We are developing a business planning and commissioning cycle that will 

support this and ensure that in setting Directions to our partners we are able to monitor and 

report on their impact. 

 

A review of the EIJB’s governance was undertaken in 2018 and the board agreed to 

implement its findings.  This will include a new Performance and Delivery Committee being 
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set up and senior managers and colleagues are developing a revised performance framework 

in support of this. 

 

Other aspects of reporting on objectives include: 

• Ministerial Strategic Group reporting on the 6 key outcomes measures; 

• Annual Performance Report 

• Data Driven improvement in relation to our position with Delayed Discharges, waits for 
assessment, waits for care and length of stay 

• Specific reporting in relation to Scottish Government requirements e.g in Primary Care, 
Drug and Alcohol and Mental Health 
 

Increasingly we will learn from good practice in this area and benchmark to create a better 
link between strategic decision making and commissioning and the outcomes for people in 
Edinburgh. 

 

Operation of the Set Aside Budget 

 

This is a complex area of activity and one that requires all partners’ willingness to think and 

act differently in the use of funding streams and budgets which have been in silos for many 

years.  In Edinburgh, both the IJB and partnership officers from across the statutory services 

have undertaken a lot of work to discuss how to most effectively share the information on the 

set aside and its impact in Edinburgh and we are using that information to begin to plan and 

commission new approaches in support of the IJB’s ambitions to deliver more care and 

support to people in their homes, communities or in a homely setting.  Regular management 

information is provided and discussed between partners. 

 

Whilst we’d recognise that we haven’t completely resolved this complex area of planning, we 

do have good examples where we have planned and delivered services differently with 

funding from acute services being used to deliver more community based or community 

facing, services.  Examples include: 

• Services for people transferred from the Acute Mental Health Royal Edinburgh 
Hospital to deliver support to people in their own tenancy in the community; 

• Closure of the Corstorphine Hospital and support to men and women with learning 
disabilities in the community in their own homes; 

• Plans for the closure of the Liberton Hospital and for resources there to deliver 
community models of support, re-enablement and early intervention under a Home 
First model. 
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HEALTH AND SPORT COMMITTEE 

PRE-BUDGET SCRUTINY 2020-21 

SUBMISSION FROM SOUTH LANARKSHIRE IJB 

Budget Setting Challenges 
In real terms, revenue funding has reduced since 2010 for Councils and increased since 
2018 for Health Boards.  Notwithstanding additional Scottish Government funding for 
legislative changes and policy priorities, the recurring costs of health and social care 
services have exceeded the funding available.  Cost control and savings have had to be 
identified by both partners to address funding gaps as a result of pay and inflationary cost 
pressures, demographic growth and demand.  A significant proportion of the cost increases 
are negotiated nationally and are outwith the partner’s direct control.  After ten years of 
implementing savings and cost avoidance measures, it is increasingly challenging to 
identify further savings. 
 

The delegated funds for South Lanarkshire IJB (IJB) come from South Lanarkshire Council 
(SLC) and NHS Lanarkshire (NHSL).  The amount of funds that partners have is dependent 
on grant settlements.  Both partners face challenges balancing their respective budgets due 
to budget pressures exceeding the provisional level of funding available.  NHSL also 
received £9.2m (0.8%) less than its NRAC share and £0.9m less than its share of specific 
funding for Health Visitors.  NHSL is also one of the lowest general medical services funded 
Boards in Scotland per head of population.  Despite this, each partner’s contribution to the 
IJB has facilitated the achievement of balanced financial performance each year since 
2016.  All new funding and inflation uplifts have been passed to the IJB each year by NHSL.  
SLC have invested additional funding to meet demographic growth and also passed on 
Scottish Government funding for social care priorities.  Both partners have minimised the 
level of savings required to achieve financial balance over recent years. 
 

There are a range of financial uncertainties for the partners and the IJB.  
▪ Increases in pay, prescribing and care costs are expected to exceed any inflation uplift 

on recurring funding.  The financial implications of the ongoing commitment to the 
Scottish Living Wage also need to be assessed. 

▪ The financial impact of the recent implementation of free personal care to all under 
65s who require it, regardless of condition, is still to be confirmed.  This represents a 
significant change to how personal care is funded and could see an increase in 
demand for personal care services across Scotland. 

▪ The future financial and operational consequences of the Health and Care (Staffing) 
(Scotland) Bill are still to be assessed.  It is intended that this legislation will apply to 
all NHS clinical staff groups and also care service providers registered and inspected 
by the Care Inspectorate. 

 

The population, and its needs, is changing and demand is increasing.  A&E attendances 
and admissions have increased year on year.  Funding for core services is not keeping 
pace with increasing demand and increasing costs.  Inflation uplifts have not been included 
in the local government settlement over recent years.  Inflationary uplifts are not allocated 
to the non-recurring allocations to health boards.  New funding over recent years has been 
offset by new costs associated with new policy intentions and legislative changes.  The 
ability of partners to maintain the financial commitment to the integration agenda in the face 
of other competing priorities is a potential risk.   
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The three-year funding settlement for local government from the 2020/2021 budget 
onwards will facilitate more certainty in medium term strategic planning however additional 
recurring investment, in addition to political support for transformational change, is required 
to further develop safe alternative services which key stakeholders can all rely on.  Social 
care services are a key investment priority.  Reducing hospital / institutional beds, 
prioritising services and the use of technology in place of face to face care are significant 
transformational change programmes which focus on prevention, early intervention, self-
care and re-ablement. 
 
Reporting Against Outcomes 
The performance monitoring framework is embedded across the partnership and includes 
the Ministerial Steering Group priorities and the agreed suite of 23 performance measures. 
 

Based on the most recent information available, A&E attendances have increased by 
2.82% and emergency admissions have increased by 0.74%.  This is in line with 
surrounding areas in the West of Scotland.  Despite the increases in admissions, the 
number of unscheduled bed days has decreased by 1.28%.  Delayed discharge bed days 
have reduced by 8,042 (20%) over the last two years mainly due to the transfer from a 
‘hospital based’ to a ‘locality-ownership’ approach for both home care patients and patients 
with more complex needs.  There are more opportunities to adopt integrated approaches, 
with health staff providing early rehabilitation and discharge support alongside home care 
staff providing care pending the optimum re-ablement and independence of service users.  
There has also been improvement work undertaken in relation to community care 
assessments. This has led to a more streamlined pathway to residential and nursing care 
home placements where appropriate.  As these improvements become embedded, the 
percentage of people who spend the last six months of their life in a community setting has 
increased and the percentage of people who spend the last six months of life in a large 
hospital has decreased.  The percentage of people over 75 living independently in their own 
home has also increased. 
 

It is difficult to allocate financial resources expended on outcomes in a meaningful way.  
The interventions can contribute to a range of activities and it may not be possible to isolate 
the impact of investment.  One of the key tools which South Lanarkshire has applied to 
inform the allocation of funding is contribution analysis, such that the contribution of the 
many factors which go to the attainment of the health and well being outcomes can be 
assessed.  The focus of service design is to reduce inequalities, build community capacity 
and resilience and decrease demand for services in other parts of the system. 
 
Operation of the Set-Aside Budget for Unscheduled Care Services 
Both hospital and community services must operate together to maximise the efficacy of 
unscheduled care services and a whole system approach is adopted by the partners.  
‘Achieving Excellence’, the strategy for health service delivery in Lanarkshire, recognises 
the role of all partners to maximise health and well-being.  A Lanarkshire Unscheduled Care 
Improvement Board is in place, jointly chaired by the IJB Chief Officer and the Director of 
Acute Services, with representation from all key stakeholders. Key strategic projects include 
“front door” assessment, discharge to assess, re-ablement and re-direction.  Performance 
and improvement actions are progressed to further improve the unscheduled care targets. 
 

Notwithstanding this work, there are challenges in trying to move further funding from the 
acute sector into the community sector. 
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The management of ‘set-aside’ budgets is complex however NHSL have been committed to 
establishing an appropriate mechanism for its operation. 

• The IJB and the Chief Officer are accountable for the overall use of the total resource 
associated with the unscheduled care pathway across Lanarkshire.   

• Operational responsibility of the services within the set-aside arrangements rests with 
the NHSL Director of Acute Services and on a day to day basis, the set-aside services 
are managed as an integral part of the hospital system.  

• The range of health services outwith the set-aside budget includes cancer care, 
diagnostics, all surgery, all outpatient attendances, cardiology, renal, neurology, 
dermatology and infectious diseases.  These services are provided from the same 
facilities as the in scope services included in the set-aside arrangements and are 
governed by the same safe systems of working, using the same IT systems and, at 
times, drawing on the same staff.  The flow through the hospital therefore needs to 
ensure that the services within the set-aside arrangements and those that are not 
included are all aligned to best effect.   

• Due to the complexity of allocating costs, there is a substantial time lag with ISD data to 
agree the notional set-aside budget which means the strategic review of changes in 
resource use is 2 years in arrears.  This does not prevent service changes as these are 
modelled on a case by case basis based on local data.  Local development work with 
ISD is underway to assess if more basic but more timely information linked to the 
financial ledgers could be more useful for monitoring purposes. 

 

The population profile is ageing and demand for health and social care services is 
increasing.  If the population continued to use acute beds in the same way as in 2016, the 
forecast increase in the older population would mean an additional 500 beds across 
Lanarkshire, an increase of nearly 30%, would be needed by 2025.  Although the IJB can 
already demonstrate success in reducing length of stay and keeping people out of hospital, 
admissions in the first 3 years have continued to rise.  Future improvements in the 
percentage of care provided in the community may only be sufficient to stand still and 
prevent the need for more acute beds.  In this scenario, shifting the balance prevents an 
increase in acute costs rather than a release.  Enhancements to the standard of care, such 
as current space standards, rest requirements in rotas, safe staffing and infection control 
requirements also drive up the costs of residual services.  
 

The ISD dataset and methodologies are used to monitor changes in the IJB’s use of the set 
aside services. Due to the time lag, 2017/18 data is not expected until July 2019.  The only 
fully complete costed data set is 2016/17 and this indicated a rise in set-aside costs since 
the 2015/16 baseline used to establish the opening set aside budget for the IJB. 
 

Cost pressures across acute services, for both the set-aside and non-set-aside services, 
have been managed by the health partner since 2016 but given the extent of these 
pressures this may not be sustainable.  As highlighted to the Health and Sport Committee 
on 26 March 2019, the cost of prescribing across acute services (so far in non-set aside 
services) is a significant pressure which is expected to increase by approximately 16.6% in 
2019/20.   Over the past 5 years, the cost of acute drugs has grown by around 60%. This 
puts a strain on the amount of resource available for other aspects of health care.   
 

Where a new service model has been agreed, such as the closure of one ward in a 
community hospital, the new service model was specified and the financial implications 
across the whole system determined.  The available budget was then transferred out of the 
set aside and redirected to support the new services across health and social care and 
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further develop the integrated care pathway.  A further benefit of the service redesign was 
that part of the original budget was also released back to acute services to help manage 
cost pressures across the set-aside service areas. 
 

Making transformational change at the same time as managing existing services and 
funding pressures is challenging.  Up-front investment is required to ensure sufficient health 
and social care community services can be established and sustained. 
 
Leadership 
The underpinning legislation means that governance and operational arrangements have to 
be adapted to meet the requirements across three organisations.  The complexity of the 
governance arrangements and decision-making responsibilities becomes more apparent 
when transformational change is taking effect.  The landscape is further complicated in 
respect of strategic and operational responsibilities across national planning, regional 
planning, NHS board planning, integration joint board planning and local authority planning.   
 

The IJB can however point to a number of significant successes in being able to lead and 
effect change across this landscape. Examples include the modernisation of care facilities; 
re-providing care previously provided in hospital beds in Udston and Lockhart Hospitals to 
alternative community settings, often the patient’s own home; re-organised hospital 
discharge arrangements to effect a 20% reduction in delayed discharge bed days over the 
last 2 years; provision of 24/7 integrated community support teams and the re-modelled 
provision of palliative care services. 
 

Positive and supportive relationships at the senior level between the three organisations 
have contributed significantly to being able to effect the changes described above.  SLC did 
not apply the flexibility to reduce the partner contribution to the IJB.  NHSL funded the 
additional expenditure incurred across the set-aside services and the IJB approved the 
retention by Acute Services of part of the funding released from service redesign. 
 

It is difficult for funding to lose its identity when the financial settlements from the Scottish 
Government continue to be allocated to each partner.  Notwithstanding the financial 
pressures being managed by each partner, a financial plan to achieve a balanced budget 
has been agreed and implemented each year following a process of consultation. 
 

The imminent development of longer term financial planning will improve certainty however 
the challenges associated with insufficient funding will remain unless demographic growth, 
pay and inflationary cost pressures and legislative changes are adequately funded. 
 
Cross-cutting budget issues 
The expectations of the public are an important consideration.  Disinvestment strategies 
could involve making difficult decisions in respect of realistic medicine, end-of-life care, 
reducing services, changing services and stopping services.  Investment in technology is 
key to delivering new services cost-effectively.  It is challenging to protect budgets 
supporting preventative and early intervention work within the current financial climate.  The 
significant contribution which the third and independent sector make is a key pillar of the 
SLIJB Strategic Plan.  There continue to be ongoing workforce challenges including an 
ageing workforce and maintaining staffing levels.  The uncertainties around the impact of 
Brexit on the economy, supply chains and the labour markets create a risk to financial 
planning assumptions. 
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HEALTH AND SPORT COMMITTEE 

PRE-BUDGET SCRUTINY 2020-21 

SUBMISSION FROM EAST AYRSHIRE HEALTH AND SOCIAL CARE PARTNERSHIP 

Introduction 

This paper is presented as a written submission to the Health and Sport Committee in advance 

of its 2020/21 pre-budget scrutiny session on 21 May 2019. This submission focusses on the 

budget approval process for resources delegated by East Ayrshire Council and NHS Ayrshire & 

Arran to the East Ayrshire Integration Joint Board (IJB).  

Budget approval process 2019/20 

East Ayrshire IJB formally approved its 2019/20 delegated budget on 26 March 2019. This 

followed approval of delegated resources to the IJB by East Ayrshire Council on 28 February 

2019 and NHS Ayrshire & Arran on 25 March 2019. The budgets delegated by both parties is 

consistent with directives included in the Scottish Government Budget 12 December 2018 for 

2019/20: 

Two elements of additional funding for social care services: 
 

• £120m transferred from the Health portfolio to the Local Authorities for investment in 
integration, including delivery of the Living Wage and uprating free personal care, and 
school counselling services; and 

• £40m has been included directly in the Local Government settlement to support the 
continued implementation of the Carers (Scotland) Act 2016 and extending free personal 
care to under 65s, as set out in the Programme for Government. 

 

• To support the mental health strategy. In order to maximise the contribution from this direct 
investment, this funding is provided on the basis that it is in addition to a real terms increase 
in existing 2018/19 spending levels by NHS Boards and Integration Authorities. This means 
that funding for 2019/20 must be at least 1.8% greater than the recurrent budgeted 
allocations in 2018/19 plus £14 million. 
 

The Scottish Government letters outline expectation in terms of minimum resources for IJBs for 
2019/20. This is not the approach traditionally adopted under the Integration Scheme.  
 
East Ayrshire Council delegated budget 2019/20 
 
In total, a revenue budget £88.123m was delegated to East Ayrshire IJB for 2019/20. This 
included £3.752m additional delegated resources for 2019/20 which represents the IJBs share of 

In relation to the Scottish Government directive, there are two elements which impact on the IJB 

funding allocation for health services: 

• In 2019/20, NHS payments to Integration Authorities for delegated health functions must 

deliver a real terms uplift in baseline funding, before provision of funding for pay awards, 

over 2018/19 cash levels. This equates to a required uplift of 2.6%. 
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the £160m additional Scottish Government funding. The Scottish Budget Stage 1 debate gave 
approval to reduce the Council’s contribution to the adult social care budget within the IJB by 
2.2%. The impact of such an adjustment would have seen the Council’s contribution to the IJB 
reduce by £0.401m whilst remaining compliant with the funding conditions around the initial 
£160m additional funding. In order to retain flexibility for future years whilst recognising the 
pressures on health and social care and the need to continue to fund initiatives to reduce demand, 
the Council approved that £0.401m be allocated to the IJB for 2019/20 on a non-recurring basis 
at this stage. 
 
Work has been undertaken to identify spending commitments against the £3.752m additional 

delegated resources for 2019/20. Commitments include baseline pressures carried-forward from 

2018/19 and full year impact of cost of care. In addition there are a number of earmarked 

commitments which require to be funded, as well as national and local cost pressures. Taking 

account of all pressures and mitigating actions, a budget gap of £1.430m has been identified. 

Cash releasing efficiency savings proposals will be submitted to the IJB on 8 May 2019 

recommending formal approval to ensure financial balance can be achieved for 2019/20. In 

addition to cash releasing efficiency savings £1.430m, it is proposed that additional demand 

estimated at £2.500m will be absorbed over the course of 2019/20. This will be achieved through 

a combination of demand management and the transformational change programme. This 

strategy represents a significant financial risk for the IJB in 2019/20. 

NHS Ayrshire & Arran delegated budget 2019/20 
 
The historic position for NHS Ayrshire & Arran has been to adopt the approach to developing the 

delegated budget as outlined in the Integration Scheme. This “bottom up” approach was initially 

adopted by the Health Board for 2019/20 with specific cost pressures identified, offset by a 3% 

cash releasing efficiency savings target. In adopting this methodology, additional cost pressures 

totalling £2.626m have been identified by NHS Ayrshire & Arran offset by a cash releasing 

efficiency target of £1.426m. If we apply this £1.200m net uplift to the adjusted managed services 

baseline resource £62.748m this equates to an uplift of 1.9% compared to the 2.6% Scottish 

Government expectation.  

From an IJB perspective, there is a fundamental point which was communicated to NHS Ayrshire 

& Arran in that the “bottom-up” approach was not correct for 2019/20. Health and Social Care 

Partnerships should be allocated a 2.6% uplift and it is for the IJB to assess which pressures to 

fund in line with priorities. Whilst the principles of funding made available by the Parties is set out 

in the Integration Scheme, utilisation of the total funding delegated by the Parties to the IJB is a 

matter for the IJB itself to determine in line with its priorities. Similarly the detail of any savings or 

resource redistribution are matters for the IJB to determine.  

The Funding Proposal 2019/20 letter received from NHS Ayrshire & Arran on 18 March 2019 

outlined 2.6% uplift on the 2018/19 baseline (adjusted for excluded items) which equates to 

£1.631m. 

Funding commitments totalling £2.846m against the £1.631m uplift were identified by NHS 

Ayrshire & Arran through its traditional Pay and Supplies Group process. This included a sum of 

£0.333m allocated to offset the East Ayrshire share of the pan-Ayrshire Intermediate Care and 
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Rehabilitation model additional cost in 2019/20. The Health Board took the view that this is a 

payment to the IJB however the original business case outlined that this would be funded from 

consequential savings £4.052m from closing 68 unfunded beds in acute services. The IJB has 

therefore taken the view that this should funded from unscheduled care bed savings in acute 

services and would not therefore approve savings in other areas within the delegated budget to 

fund this investment (this is consistent with the approach taken by both North and South Ayrshire 

IJBs). The £1.215m identified funding gap therefore reduces to £0.882m.   

Budget setting challenges 

The preceding paragraphs outline budget setting process for 2019/20 and the challenges 

associated with the position directed by the Scottish Government being inconsistent with the 

funding approach set out in the Integration Scheme. 

The 2019/20 budget was formally approved by East Ayrshire Integration Joint Board on 26 March 

2019, following approval of delegated resources to the IJB by East Ayrshire Council on 28 

February 2019 and NHS Ayrshire & Arran on 25 March 2019. In terms of alignment of strategic 

planning and budgeting, delegated budget timescales have been extremely challenging and three 

year budget settlements would be extremely beneficial.  

The Scottish Government directive for prescribed uplifts for 2019/20 whilst challenging, provided 

much greater clarity around delegated budgets. The approach adopted in previous years followed 

the principles set out in the Integration Scheme and was challenging in terms of decision taking, 

transparency, communication and formal approval of delegated budgets. 

Reporting against outcomes 

East Ayrshire Partnership has taken the suite of twenty national indicators linked to the health 

and wellbeing outcomes and have used these to structure our performance reports since 2015/16 

together with relevant local measures. This also includes outcomes for children and young people 

and for justice. Each section has included the data for the indicators with trend where possible 

and status with an assessment of progress to deliver these linked to action taken to make a 

difference to outcomes (benchmarking internal improvement trends, the national picture, quartile 

position and the ‘family group’ of Improvement Service / COSLA partnerships). 

The Partnership is able to demonstrate and evidence how the integration delivery principles are 

embedded throughout the Annual Performance Report (APR). A system of cross-referring these 

to Service Improvement Plans for each delegated service area, to the associated quality 

assurance and improvement dashboards and to corporate themes. Since they were developed, 

the Partnership has also incorporated the six MSG measures and the sub-set of more detailed 

measures. In terms of localities, the Partnership has described these and included more detail on 

community profiles, local priorities, activity and how to engage. The APR has also included a 

specific section on Lead Partnership, in our case Primary Care and Out of Hours Community 

Response and specifically the Primary Care Improvement Plan.  

Streamlining through on-line reporting of aspect of performance and consistency of format while 

maintaining local flexibility could assist in sharing and spreading positive practice. Further 
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developments in integrated data would greatly assist, e.g. early experimental linked data from 

social care survey with ISD administrative data. The Health and Care Experience Survey is an 

important source of data but the biennial frequency is an issue and it is difficult to resource local 

comparable data.    

Operation of the set aside budget 

Set aside and in particular unscheduled care is a key consideration as part of the pan-Ayrshire 
pilot in developing Directions for 2019/20 which is being undertaken in partnership with the 
Scottish Government. This includes agreement of the acute specialities identified as part of the 
set aside as this is not specifically detailed in the Integration Scheme. It is apparent that not all 
unscheduled care activity is currently included within set aside resources.  
 
Progress has been made in respect of set aside budget arrangements, with arrangements 
established for community hospitals. The pan-Ayrshire review of the Integration Schemes in 2017 
and report to the three IJBs identified the requirement to further develop lead partnership 
arrangements to support planning for acute hospital set aside budgets. Set aside budgets are 
attributed to the three Ayrshire IJBs on the basis of the national resource allocation (NRAC) 
formula. A draft of the set aside calculation for 2018/19 highlights that East Ayrshire uses 
£23.430m against the NRAC “fair share” of £24.996m of acute set aside resource. This is a 
difference of £1.566m that in future should be available to the IJB for investment. 
 
Leadership 

The IJB Chief Officer is a member of both East Ayrshire Council and NHS Ayrshire & Arran 

corporate management teams and is involved in budget discussions / consideration of issues 

through attendance at meetings and also through 1:1 discussions with partner bodies’ CEOs. Well 

established arrangements through the Ayrshire Finance Leads group and IJB Chief Finance 

Officers’ group. The three Ayrshire Chief Finance Officers were involved in the NHS Ayrshire & 

Arran Pay and Supplies Group discussions in advance of final confirmation of the 2019/20 

resource allocation. The IJB Development Day in February each year is essentially a finance 

focussed session for IJB members with a presentation on budget pressures and potential 

mitigating actions for the forthcoming year in advance of formal approval of delegated budgets. It 

is our view that Leadership is a strength in terms of the budget approval process from an IJB 

perspective. 

Other cross-cutting budget issues 

As with set aside, lead partnership budgets are attributed to the three Ayrshire IJBs on the basis 

of the NRAC formula. Each IJB is delegated their NRAC “fair share” of all services including 

inpatient Mental Health and Primary Care budgets. Through Directions, the IJB commissions the 

Health Board to deliver these services and the Health Board through its scheme of delegation 

designates lead Health and Social Care Partnerships for specified services. The Strategic 

Planning, Commissioning and Delivery of Health and Social Care Services report to the IJB on 

13 June 2018 outlines the next steps in respect of fair share commissioning within the Ayrshire & 

Arran Health and Care system.  
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Jeane Freeman MSP 
Cabinet Secretary for Health 
and Sport 

Via email only 

Health and Sport Committee 
T3.60 

The Scottish Parliament 
Edinburgh 
EH99 1SP 

Tel: 0131 348 5210 
Calls via RNID Typetalk: 18001 0131 348 5224 

Email: healthandsport@parliament.scot 

2 May 2019 

Dear Cabinet Secretary 

Health Hazards in the Healthcare Environment Inquiry 

The Health and Sport Committee’s inquiry into Health Hazards in the Healthcare 
Environment has highlighted a range of themes and issues which we wish to draw to 
your attention. This letter sets out these issues, which we would be grateful for your 
consideration and response.  

As you will be aware in February the Committee launched its inquiry following 
concerns regarding a range of incidents and infections at the Queen Elizabeth 
University Hospital (QEUH).  

Our short inquiry is looking at the issues arising from the QEUH in the wider context. 
We have been seeking to identify the scale of any health problems acquired from the 
healthcare environment in Scotland whilst also considering the wider implications for 
health facilities across Scotland.  

To date, the Committee’s evidence gathering has included receipt of  27 written 
submissions and an oral evidence session held on 19 March with representatives 
from the Health and Safety Executive (HSE), Healthcare Improvement Scotland 
(HIS), Health Facilities Scotland (HFS) and Health Protection Scotland (HPS). We 
issued further correspondence to these organisations on the 22 March and a 
response was received on 29 March.  

Prevalence 

One issue we have explored is the scale of health problems acquired from the 
healthcare environment. 

Health and Sport Committee
14th Meeting, 2019 (Session 5)
Tuesday 21 May 2019
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The evidence we received from HPS suggested that levels are low, with 48 
healthcare associated incidents and/or outbreaks having possible links to the 
healthcare environment in the period 1 April 2016- 31 January 2019. HPS detailed 
this accounted for just 10.5% of the total infection incidents and outbreaks reported 
to them during the same period.  

HPS also highlighted the complexity faced in determining the built environment as 
the sole contributing factor for incidents due to challenges in assessing whether an 
incident originated from its design, maintenance or use. 

We recognise the existence of these issues as factors in monitoring accurately the 
scale of health problems acquired from the healthcare environment. However, as we 
detail in this letter we have concerns regarding how comprehensive the current 
surveillance and monitoring approach is in identifying incidents and producing 
accurate data on their prevalence across NHS Scotland.  

Are you confident the data provided by HPS is capturing all healthcare associated 
incidents linked to the healthcare environment?  

Monitoring and Surveillance 

We believe it is important to ensure appropriate monitoring and surveillance systems 
are in place not only to identify where the healthcare environment has resulted in 
incidents or outbreaks but where it may cause potential issues. 

The Committee is concerned that problems may only come to light once patients are 
infected. We have been unable to glean whether – aside from legionella testing – 
any proactive testing of systems such as ventilation and water takes place. We 
heard evidence about the point prevalence survey but as this only takes place every 
5 years, we are concerned there is nothing else in the meantime. 

Can the Cabinet Secretary clarify whether proactive testing of such systems should 
take place (as well as legionella testing)? 

Surveillance to prevent outbreaks 

We have been keen to understand whether surveillance systems can be used to 
prevent outbreaks/infections from occurring in the first place. To what extent do you 
believe there is scope to consider a more pro-active, routine, forward-looking 
surveillance element in the approaches currently adopted? 

HPS (in response to question 61 in our follow up correspondence to HPS) detail that 
infection surveillance intelligence is used to measure success of infection prevention 
and control and identify areas for improvement. HPS highlight that currently across 
NHS Scotland methods used for carrying out surveillance of laboratory samples vary 
depending on the IT systems available at board level. HPS suggest that 
development of electronic surveillance systems at a national level may improve 
intelligence.  

1 Question 6: Can surveillance systems be used to prevent outbreaks/infections from occurring in the 
first place? (Col 11) 
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Do you agree that prioritisation should be given to development of such a system? If 
so, what steps are the Scottish Government taking to deliver a national system? How 
will it be funded and by when will the Scottish Government be looking to achieve 
delivery? What changes do you expect a national system to deliver?  

Governance of estates and maintenance 

The current approach to the governance of NHS estates and maintenance seems to 
place a high level of dependence on NHS boards own internal mechanisms to 
highlight possible issues. While there is an expectation on NHS boards to comply 
with relevant guidance and memoranda, there does not appear to be any external 
body providing systematic monitoring of NHS boards compliance and performance 
against some of these standards/expectations. The system relies on the presumption 
that NHS boards are complying with the guidance. In the oral evidence, Jim Miller 
from HFS said: 

My organisation presumes that there is compliance with the guidance. Health Facilities 
Scotland asks for compliance in two areas against the guidance: national cleaning 
standards and the decontamination of medical instruments. Other areas refer back to 
the boards’ internal management structures and how they use the guidance to best 
manage their estates. 

We are concerned that where systems within an NHS board are not operating 
effectively, there is limited opportunity for problems to be identified by an external 
organisation and steps taken to improve an NHS board’s performance. 

Is this a concern shared by the Scottish Government and if so what steps do you 
believe should be taken to improve the current approach?  

The letter we received from HSE, HIS, HFS and HPS following their oral evidence 
session provides several examples of the emphasis being placed on the 
accountability of the NHS board to deliver appropriate monitoring and surveillance. 
There appears to be a limited role for HIS, HFS and HPS.  

Examples from the letter include the following:  

• HPS (in response to question 42), detailed that its literature review of risk 
associated with healthcare ventilation concluded that—  

“Improper design and poor maintenance of the ventilation systems have 
repeatedly been identified as contributing factors for outbreak”.  

HPS state that following these findings one of the recommendations made regarding 
ventilation in healthcare settings was— 

“Current guidance should be followed (i.e. HAI-Scribe and the Scottish Health 
Technical Memorandums)”  

2 Question 4: Phillip Couser referenced that HPS had conducted literature research on the issues and 
incidents internationally on healthcare associated infections that had been attributed to the built 
environment. It would be helpful to have further information on the findings from that literature review. 
(Col 18) 
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• HFS (in response to question 93) explain that boards can monitor and manage 
compliance in relation to Estates issues areas using SCART (Statutory 
Compliance Audit and Risk Tool). HFS, however state they do not monitor 
Boards usage or assessment performance on SCART. Boards utilise the 
information obtained from SCART to inform their Property and Asset 
Management Strategy submission, which HFS use to inform NHS Scotland 
Asset and Facilities report.  
 

• HFS (in response to question 104) referred to the Healthcare Associated 
Infection System for Controlling Risk in the Built Environment (HAI-SCRIBE). 
HFS stated it does not monitor Boards usage or assessment performance on 
HAI-SCRIBE or other risk assessment. HFS manage the NHSS design 
assessment process (NDAP) which requires boards to make a written statement 
or evidence that HAI-SCRIBE is undertaken as appropriate to the 
scale/complexity of the project.  

Our concern is the onus is placed on NHS boards to ensure compliance with this 
guidance. There does not appear to be an external assessment made of whether 
this is being achieved. Also, when the guidance is not being adhered to by NHS 
boards there does not appear to be a route for this to be addressed to ensure 
compliance is achieved. This is also borne out in the evidence received by the 
Committee from senior infection control personnel within the NHS who state that 
they have raised concerns on numerous occasions but they were not listened to or 
they were not acted upon. Some felt their only option was to whistleblow. Are these 
concerns you also share? Do you consider there should be a greater role to assess 
and ensure NHS boards are performing and delivering against relevant guidance 
and standards? Do you think there should be another route by which staff can 
escalate concerns outwith the NHS board? 
 

Do you believe consideration should be given to greater monitoring by external 
bodies of NHS boards usage of HAI-SCRIBE, SCART and other risk assessment 
processes or do you believe the current process enables issues to be identified and 
where required improved?  

During our evidence gathering we considered there to be a lack of transparency and 
clarity regarding the roles and responsibilities of HSE, HIS, HFS and HPS. We had 
to request further written information from these organisations to determine who was 
responsible for specific aspects with regards to health hazards in the healthcare 
environment.  Do you believe roles and responsibilities of these organisations could 
be made clearer? Do you think consideration should be given to one external 

3 Question 9: Jim Miller said the organisation “presumes that there is compliance with the guidance” 
and aside from cleaning standards and decontamination of medical instruments, compliance with 
other areas refers back to the boards’ internal management structures (Col 17). Do you know what 
the NHS boards do to ensure compliance with the rest? What gives confidence that best practice is 
being implemented across the country 
4 Question 10: Jim Miller referred to the Healthcare Associated Infection System for Controlling Risk in 
the Built Environment (HAI- SCRIBE) (Col 13). Is there currently any monitoring by Health Facilities 
Scotland of a board’s usage of HAI-SCRIBE and an assessment of their performance against this 
tool? 
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organisation having responsibility for monitoring the adequacy of NHS board internal 
controls? 

Relationships between clinical staff and estates staff 

The inspection report from HIS on the QEUH highlighted that it was made aware of 
some challenges in the working relationships between senior staff in the infection 
prevention and control team and the estates department. The Committee also 
received written evidence about the concerns of clinical staff not being acted upon. 
Are the challenges in the working relationships at QEUH unique or are they found in 
other board areas?  

As HIS does not routinely consider the work of estates departments during its 
inspections what tools and intelligence do you use to assess whether other estate 
departments across NHS Scotland are operating effectively? If there are concerns 
with working relationships between departments within an NHS board what steps 
would you expect an NHS board to take to address these?  

When do you consider it appropriate for you to be made aware of concerns and take 
an active role in ensuring they are addressed? 

Plant rooms  

One of our written submissions stated that plant rooms at one hospital were infested 
with pigeons and cockroaches because ‘no-one seems to have been designated 
responsible for cleaning and/or monitoring these areas.’  

Our inquiry has highlighted that plant rooms are not subject to regular routine 
inspection. HIS inspections focus on the cleaning specification in clinical areas. HIS 
told us that if concerns were raised about a plant room their inspection team would 
have the ability to access the area, however they would be likely to refer it to others 
with appropriate expertise.  

The Committee finds it hard to understand why areas such as plant rooms would not 
be subject to more rigorous cleaning and monitoring. While HIS assured the 
Committee it would look at plant rooms in response to intelligence about any issues, 
we believe that due to the hidden nature of such areas, it is unlikely such concerns 
would ever come to light. As such, it is clear plant rooms must become routine areas 
for inspection given the issues raised about their cleanliness.  We are also 
concerned about the suggestion that it can be unclear who within a hospital has 
responsibility for their maintenance. We consider clarity of responsibility for and 
inspection of these areas should be addressed as a matter of priority. Do you agree 
with this view and how quickly could plant rooms become part of regular routine 
inspections?    

If HIS is the most appropriate organisation to take on responsibility for inspection of 
these areas how can it be ensured they have the appropriate expertise to conduct 
these types of inspection?  
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Maintenance 

The HEI report on the QUEH details a list of around 300 maintenance jobs for a 
hospital that is less than four years old. HIS told the Committee “Any such backlog 
could pose a risk to patient care”.  

In its most recent overview report on the NHS in Scotland Audit Scotland detailed 
that the backlog of maintenance for the whole NHS estate in 2017/18 was costed at 
£889m.  

What assurances can you provide that NHS boards are giving the maintenance 
backlog the priority and funding it requires? 

Serious Adverse Events 

An issue explored in our inquiry The Governance of the NHS in Scotland – ensuring 
the delivery of the best healthcare for Scotland was the investigation of serious 
adverse events (SAEs). An adverse event can be defined as an event that could 
have caused, or did result in, harm to people or groups of people. 

We stated in our Governance Report there was a need for greater consistency on 
how SAEs are dealt with. The arrangements for recording SAEs present a key tool 
for managing risk. We called for centralised reporting of SAEs. We stated that it was 
important to be able to identify in a timely manner similar SAEs which have occurred 
across boards, and to avoid the build-up of systematic issues which affect the 
provision of safe and appropriate care.  

Have recent events at the QEUH been recorded as SAEs? What changes have been 
made to reporting monitoring and oversight of SAEs since we made our 
recommendations in our Governance report in July 2018 and what improvements 
have these changes made to the operation of the current system? 

Specialist expertise 

Another recurring theme has been whether the correct expertise is available and is 
being utilised to assist in the prevention and identification of health hazards in the 
healthcare environment.   

NHS Fife raised concern that a restructuring of microbiology training (whereby 
trainees now undertake joint training in microbiology and another speciality) had 
resulted in significantly less training in infection control. NHS Fife were concerned 
this could result in individuals being less keen to take on infection control 
responsibilities as a consultant. What steps can the Scottish Government take to 
ensure infection control is an attractive and appealing role for prospective and new 
NHS staff?  

NHS Fife also highlighted concerns with its current vacancy for a consultant 
microbiologist. How widespread are staffing shortages in infection control teams and 
microbiology across NHS boards? 

The management of water and ventilation systems can require authorising engineers 
with highly specialist technical skills. We learnt this expertise was currently being 
bought in by NHS boards and HFS on a case by case basis.     
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HFS suggested NHS boards were calling for a team of authorising engineers to be 
employed hosted by HFS and available to be utilised by individual NHS boards. 
Ensuring there is appropriate access to this expertise is important. Do you believe 
employing a team of authorising engineers at a national level will improve access to 
this expertise for individual NHS boards, reduce risk and be more cost effective? 

Building design  

One issue discussed during our evidence gathering has been how infection risk is 
considered in the design and commissioning of new health facilities. 

HFS explained it had no formal compliance or assurance role in building design and 
commissioning but operated in an advisory capacity.   

One of the anonymous submissions we received stated that current systems and 
processes for managing environmental hazards were inadequate.  Infection control 
personnel were either side-lined during design and planning of health facilities or 
advice was circumvented due to ignorance, time and resource implications. 

The inclusion of infection control staff in the selection of equipment was also raised 
as an issue. For example, taps, sinks, drains and ventilation systems were cited by 
two submissions as being of particular importance for minimising infection (ref A2 
and A3). In relation to ventilation systems specifically, submission A2 wrote: 
 

Inadequate ventilation systems have been installed in new build 
hospitals; these are not fit for purpose for the specialist patient groups 
they are intended for, e.g. bone marrow transplant and haematology 
wards. 
 
And: 
 
Likewise, the adoption of positive pressure ventilation rooms (PPVL) 
room design throughout a number of Scottish hospitals is inadequate to 
protect isolated immunosuppressed and/or vulnerable patients against 
airborne contamination from both inside the unit and outside the 
hospital, e.g. other patients; building and renovation.  

 
Submission A2 also states: 
 

There is plenty of evidence and guidance for appropriate installation, 
maintenance, decontamination and monitoring of all of these [plumbing, 
ventilation and cleaning], so there is concern that recent new builds 
appear to have defaulted on vital systems. 

 

We find these accounts deeply concerning. Will the Scottish Government undertake 
a review of recently built facilities to assess their compliance with the appropriate 
installation, maintenance, decontamination and monitoring of vital systems? 

Will the Scottish Government also undertake a review to ensure all high risk clinical 
areas, in both new and existing facilities, have the appropriate equipment for 
minimising infection? 
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Infection prevention must be a priority in the design and commissioning of new 
health facilities and equipment choices. However, the BMA highlights that where 
infection control staff are involved in the design of a building, they may not have 
enough time or experience to optimally deliver this input. This is supported to some 
extent by submissions which highlight staffing shortages in infection control and 
microbiology, as well as a lack of training for more general staff. The BMA suggests 
creating a national expert service to provide infection control oversight of new 
building projects. They also suggest that there should be greater standardisation of 
new facilities which comply with infection control standards to avoid repeated 
interpretations of guidance and variation. What further steps can be taken to ensure 
infection risk prevention is given the appropriate prominence and value required?  

Does the Scottish Government see merit in the suggestions for a national expert 
group in infection control and less variation in building design? Is there also merit in 
strengthening the role of HFS to ensure infection control is not side-lined during the 
design and commissioning of buildings?  

Cleaning 

Some of the submissions we received highlighted the importance of adequate 
cleaning in controlling pathogens in the hospital environment. However, we heard 
concerns about the adequacy of cleaning in Scottish hospitals and the resources 
available to it.  

For example one submission we received listed several concerns: 

-visual inspections of rooms i.e. if the room looks visually clean then cleaning is not 
carried out 

-daily cleaning is only carried out in ‘high risk areas’ but the author contends that 
daily cleaning should be conducted for all frequently touched surfaces such as 
bedside tables 

-the use of microfibre mops do not remove dirt but just re-disperse it elsewhere 

-environmental sampling suggest that domestic staff have not been trained properly 
in the use of mops/wipes and the use of cleaning fluids and disinfectants. 

This submission also contended that failing to maintain the domestic workforce 
increases the risk of HAI: 

“While management of water and air require urgent attention, cleaning remains the 
‘Cinderella’ of infection control.” 

We note the HIS report on the QUEH found the hospital had a 14.5% absence and 
10% vacancy in domestic staff.  

Cleaning is integral to infection control and prevention. Do you consider cleaning the 
‘Cinderella’ of infection control? What assurances can you provide that domestic 
services in Scottish hospitals are adequately resourced? 

HIS told us that its recent work had highlighted that sometimes there was a lack of 
clarity regarding where accountability and responsibility lay for conducting certain 
maintenance and cleaning tasks. HIS gave the example of the recent increase in 
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single rooms in new hospitals resulting in more sinks and toilets. HIS explained when 
these were not being used it was important to ensure someone was responsible for 
the flushing regime. How is it ensured that NHS boards are keeping their operating 
procedures up to date for new hospitals? Should this be reviewed centrally and what 
focus is given to this area in Ministerial annual reviews of NHS boards? 

We explored in follow-up correspondence with HFS and HIS (question 165) concerns 
around a discrepancy in reports of cleaning compliance from HFS and HIS. Whilst 
Facilities Monitoring Reports from HFS show a high level of compliance with the 
cleaning specifications across all hospitals, the reports from HIS which cover the 
same hospitals and time period show a much lower level of compliance. HIS 
explained that the information referred to relates to different types of monitoring 
activity by HFS and HIS. However, do you agree that such a difference in 
assessments undermines confidence in the reporting system? 

Whistleblowing 

The Committee received submissions which raised a number of concerns about the 
NHS estate and its role in infection control. Some of those submitting to us wished to 
remain anonymous, indicating they were not comfortable speaking out.  

This reflects the concerns we first raised in our Governance Inquiry Report in July 
2018. Our report emphasised the need for a culture of openness and transparency 
with mechanisms in place for staff to raise concerns in an environment where the 
support and guidance offered to NHS staff is both valued and trusted.  

One of the submissions to our current inquiry stated that Microbiologists in Glasgow 
highlighted problems and concerns with the building in 2014 and later in 2015. 
However, in 2017 they raised their concerns via whistleblowing as they felt they had 
no alternative. This demonstrates that there are instances where NHS staff are not 
being listened too.  

We noted in our Governance Report the forthcoming post of Independent National 
Whistleblowing Officer had the potential to make a valuable contribution to achieving 
a cultural change in how the NHS in Scotland treats whistleblowing. This post is still 
to be created.  Please provide an update on when it is expected to be operational 
and what changes you expect this post to deliver for whistleblowers.  

HIS highlighted that they host the whistleblowing helpline, however, as noted in our 
NHS Governance report this is primarily an advice line for staff and not an 
investigative line. We still believe that the introduction of a reporting line for NHS 
whistleblowers would further enhance the external support services available to NHS 
staff. This recommendation was previously rejected by the Scottish Government. 
Given the ongoing concerns that current mechanism and procedures are proving 
insufficient to support whistleblowers.  We again recommend its implementation.  

5 The Committee has also received concerns around a discrepancy in reports of cleaning compliance 
from HFS and HIS. The correspondence states that the Facilities Monitoring Reports from HFS show 
a high level of compliance (90%+) with the cleaning specification across all hospitals, while the 
reports from HIS which cover the same hospitals and time period show a much lower level of 
compliance. Can you please comment on this and if appropriate explain this apparent discrepancy? 
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Other healthcare environments 

Our inquiry remit is explicit in its reference to health hazards in the ‘healthcare 
environment’ not just the hospital environment. We also suggest recent events in 
hospitals regarding healthcare hazards should lead the Scottish Government to 
consider the current practice and assessment of performance in dealing with health 
hazards in all healthcare environments (including care homes).  We would welcome 
your views on any reasons why there should be differentiation between sites.  

Independent Review of Queen Elizabeth University Hospital  

We agree with the sentiments expressed in your Ministerial Statement to the Scottish 
Parliament on 26 February regarding the importance of ensuring the right clinical 
experts were appointed to Chair the Independent review of the Queen Elizabeth 
University Hospital.  

You confirmed in a letter to the Committee on 5 March that Dr Brian Montgomery 
and Dr Andrew Fraser had been appointed as Chairs to the review group. 

Your letter details the wealth of experience both will bring to the role, we also note 
both are former NHS Scotland employees with Dr Montgomery also having worked 
in recent years with NHSScotland. How will you address and ensure concerns that 
these close ties to the NHS in Scotland cannot raise any questions about the 
independence of the review and its potential findings?  

Also given neither Chair has direct clinical expertise in the field of infection control or 
microbiology what expectations do you have that this expertise will become an 
integral part of their review? 

In addition, in a PQ you stated that the independent chair will soon be appointed on 
the basis of their proven expertise in construction design and knowledge of the 
health care system. As far as we are aware, neither chair has expertise in 
construction design. Can you explain why a candidate with suitable experience in 
construction was not appointed? How will the review access such expertise? 

We recognise it is important to ensure a review of this nature is given the appropriate 
time to gather evidence and formulate its findings. However, given the importance of 
the issues they are investigating and the potential changes the review findings could 
bring to current practice, what timescales do you consider would be appropriate for 
such a review to be concluded?  

Given this review will consider building design, commissioning and construction what 
actions are you planning to implement to ensure ongoing proposals for new hospitals 
or facilities in Scotland can be informed and incorporate the reviews findings?  

What interim steps are expected to be taken by the Scottish Government in advance 
of the review making its recommendations or are all potential changes in policy 
approach predicated on what the review concludes?  
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It would be helpful to receive a response to this letter by Tuesday 14 May to inform 
our consideration of next steps for our inquiry.  

Yours sincerely 

 

 

Lewis Macdonald 

Convener, Health and Sport Committee  
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Annex A 

Scottish Parliament’s Health and Sport Committee’s letter addressed to the Cabinet Secretary for Health and Sport, 2 May 
2019 

Summary of questions and responses: 

Qu Page Question Response 

Prevalence 

1 2 Are you confident the 
[prevalence] data provided by 
HPS is capturing all 
healthcare associated 
(infection) incidents linked to 
the healthcare environment? 

The purpose of the comprehensive practical guidance set out in Health Protection 
Scotland’s (HPS) National Infection Prevention and Control Manual (NIPCM) is to 
ensure that the assessment, reporting and escalation of infection outbreaks and 
incidents is robust. The NIPCM is available here: http://www.nipcm.hps.scot.nhs.uk/ 

Chapter 3 of the NIPCM is designed to support early recognition of potential infection 
incidents and to guide Infection Prevention and Control Teams (IPCTs) in the 
incident management process within care settings. This guidance clearly sets out 
definitions around what is classified as a Healthcare Infection Incident, Outbreak and 
Data Exceedance. 

The manual clearly sets out the robust process following detection/recognition of an 
incident, including the use of the Healthcare Infection Incident Assessment Tool 
(HIIAT) to undertake an initial assessment, and based on this, IPCTs/Health 
Protection Teams (HPTs) may choose to convene a Problem Assessment Group 
(PAG) to further assess and determine if an Incident Management Team (IMT) is 
required. Further information is available in Chapter 3 of the NIPCM. 

In addition to this, HPS have already undertaken consistency training with IPCTs 
across all NHS Scotland boards, in order to improve objectivity in terms of incident 
risk assessment and escalation based on the NIPCM. HPS are constantly reviewing 
how they can improve systems and processes with regard to compliance with the 
NIPCM.  
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Qu Page Question  Response  

Monitoring and surveillance  

2 2 Can the Cabinet Secretary 
clarify whether proactive 
testing of such systems 
[ventilation and water] should 
take place (as well as 
legionella testing)? 

Currently, as part of the commissioning and handover of healthcare facilities, water 
and ventilation systems undergo testing for the presence of microorganisms.  Tests 
are undertaken to establish the Total Viable Count (TVC), which gives a quantitative 
estimate of the concentration of microorganisms. The count represents the number of 
colony forming units, rather than testing for specific microorganisms.  Health 
Technical Guidance exists to support boards decide on a course of action based on 
these results. 
 
In addition to testing for legionella, HPS have produced draft guidance for 
Pseudomonas aeruginosa routine water sampling in augmented care areas for NHS 
Scotland, available here: https://hpspubsrepo.blob.core.windows.net/hps-
website/nss/1989/documents/3_psuedomonas-water-testing-v1.0.pdf. The guidance 
applies to certain high risk areas, including Bone Marrow Transplant Units, Haemato-
Oncology and Neonatal Units, Critical and intensive care units, and any other care 
areas where patients are severely immunosuppressed and where patients have 
extensive breaches in their dermal integrity.   
 
There must be a consistent approach to diagnostic testing and the Scottish 
Government will seek assurance that boards are following this draft guidance. It is 
however important to note that the risk of infection with Pseudomonas aeruginosa 
can never be eliminated given that certain gram negative bacteria are water borne 
but not all are pathogenic. 
 
The final draft guidance for Pseudomonas aeruginosa is expected at the end of July 
2019.  Additionally, there is a leaflet for clinical staff on this, which is currently out for 
consultation and also due for publication at the end of July.  
 
Expert opinion should be sought when assessing whether additional specific testing 
should be considered for other organisms, however any assessment must be risk-
based. In addition, it is important to emphasise that testing can give false negatives 
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Qu Page Question  Response  

and false reassurance and only provides a point-in-time snapshot. It more important 
to ensure infection prevention and control practices are robust in order to prevent 
potential spread of infection. Ongoing planned preventative maintenance is essential 
to ensure that these systems are functioning appropriately. Guidance on planned 
preventative maintenance for ventilation and water systems are set out at Scottish 
Health Technical Memorandum (SHTM) 03-01 and SHTM 04-01, respectively.  
 
Scottish Health Technical Memorandum (SHTM) 03-01  
 
www.hfs.scot.nhs.uk/publications/1475762746-SHTM 03-01 V2 Part A.pdf 
 
Scottish Health Technical Memorandum (SHTM) 04-01 
 
www.hfs.scot.nhs.uk/publications/1475662392-SHTM 04-01 V2. Part B.pdf 

Surveillance to prevent outbreaks 

3 2 To what extent do you 
believe there is scope to 
consider a more pro-active, 
routine, forward-looking 
surveillance element in the 
approaches currently 
adopted? 

Scotland already has a robust mandatory HCAI surveillance programme. This 
includes mandatory surveillance of C. difficile, Staphylococcus aureus and E.coli 
bloodstream infections, as well as some surgical site infections.  
 
Scotland’s well-established national infection surveillance system reports 
performance against Local Delivery Plan standards on a quarterly basis.  
 
In addition to this, in terms of mandatory surveillance, local Infection Prevention and 
Control Teams (IPCTs) undertake active surveillance of specific alert organisms and 
conditions based on risk. HPS’s NIPCM sets out a nationally agreed list of mandatory 
organisms and conditions within Appendix 13 – NHSScotland Alert 
organism/Condition list, available here: 
www.nipcm.hps.scot.nhs.uk/media/1365/2017-06-19-appendix-13.pdf. 
 
NHS board IPCTs and Health Protection Teams (if out with the healthcare 
environment) must be notified of the presence of these alert organisms. In most 
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Qu Page Question  Response  

instances, two linked cases would trigger investigation, however where the infection 
is classed as exceptional, then one case would be a trigger.  
 
As part of outbreak investigations, boards also undertake active case finding to look 
for further possible cases retrospectively and prospectively. 
 
Health Protection Scotland (HPS) also populates the National Services Scotland 
(NSS) Antimicrobial Resistance and Healthcare Associated Infection (ARHAI) 
Discovery dashboard, which enables NHS boards to interrogate their data and 
highlight areas for improvement.  This type of data visualisation informs strategic 
planning, provides intelligence around where to target interventions and supports the 
development of quality improvement initiatives.  
 
As above, in addition to surveillance, it is vital that infection prevention and control 
practices are robust and that ongoing planned preventative maintenance is 
undertaken, in order to minimise the risk of alert organisms entering the healthcare 
environment. 
 
In addition to infection surveillance, proactive acute admission screening, is 
mandatory in Scotland for MRSA and CPE (carbapenemase-producing 
Enterobacteriaceae). This is set out in HPS’ ‘Protocol for CRA MRSA Screening 
National Rollout in Scotland’, available here: https://www.hps.scot.nhs.uk/web-
resources-container/protocol-for-cra-mrsa-screening-national-rollout-in-scotland/.  
Admission screening by clinical risk assessment allows for the early identification of 
patients who may be colonised or are at high risk of being colonised, and allows 
them to be pre-emptively managed with the appropriate infection prevention and 
control measures whilst swab results are awaited. 
 

4 3 Do you agree that 
prioritisation should be given 
to development of such a 

As stated above, Scotland already has a robust mandatory HCAI surveillance 
programme. This includes mandatory national surveillance of C. difficile, 
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Qu Page Question  Response  

[electronic surveillance] 
system? If so, what steps are 
the Scottish Government 
taking to deliver a national 
system? How will it be funded 
and by when will the Scottish 
Government be looking to 
achieve delivery? What 
changes do you expect a 
national system to deliver? 

Staphylococcus aureus and E.coli bloodstream infections, as well as some surgical 
site infections. 
 
In addition to this, at a local level, boards have computer-based systems which 
enable them to identify and manage alert organism/condition surveillance.  
Information is provided to HPS through an extensive surveillance network, which 
includes NHS boards, hospitals and laboratories.  HPS also capture lab results via 
the Electronic Communication of Surveillance in Scotland (ECOSS) tool that is used 
to monitor organisms, infections and microbial intoxications that are of clinical or 
public health importance. The data from ECOSS is constantly reviewed by HPS staff 
and any discrepancies immediately communicated to boards. Also, as part of the 
Public Health Microbiology Strategy for Scotland, enhancements in ECOSS 
functionality will have the ability to capture all microbiology data in Scotland.  This will 
provide a national overview of alerts as well as possible emerging infection threats.  
This national intelligence will support the production of appropriate guidance based 
on best available evidence.  
 
Nevertheless, we recognise that further improvements can be made. That is why an 
HCAI workshop for all NHS Scotland boards, chaired by the Chief Nursing Officer, 
has been scheduled to take place next month. This workshop will provide a forum to 
reflect on lessons learned from recent incidents and outbreaks. Surveillance will be a 
key theme, in particular the key challenges and opportunities going forward. 
 
In addition to this, officials are making contact with boards to understand their needs, 
including what is currently working well and what could be improved upon; for 
example, how we can better link systems nationally, across health and social care. 
 

Governance of estates and maintenance  

5 3 …where systems within an 
NHS board are not operating 
effectively, there is limited 

NHS boards are subject to unannounced external review from the Health and Safety 
Executive. We would also expect this issue to be considered by the Independent 
Review and we will consider any recommendation they make in this area. 
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opportunity for problems to 
be identified by an external 
organisation and steps taken 
to improve an NHS board’s 
performance.  Is this a 
concern shared by the 
Scottish Government and if 
so what steps do you believe 
should be taken to improve 
the current approach? 

6 4 Are these concerns [that 
there is no external 
assessment of whether NHS 
boards are compliant with 
guidance on infection control] 
that you also share? Do you 
consider there should be a 
greater role to assess and 
ensure NHS boards are 
performing and delivering 
against relevant guidance 
and standards?  

In terms of external assessment of whether NHS boards are compliant with guidance 
on infection control, the Healthcare Environment Inspectorate (HEI), established in 
April 2009, undertakes at least one announced and one unannounced inspection to 
all acute hospitals across NHS Scotland every three years.  Since starting 
inspections in September 2009, a total of 297 safety and cleanliness inspections 
have been undertaken in hospitals by HEI, covering more than 90% of the acute and 
community hospital beds in NHS Scotland. 
 
Healthcare Improvement Scotland (HIS) produced HAI standards in 2015, which 
cover the following areas: 
 
• leadership 
• education 
• communication 
• HAI surveillance 
• antimicrobial stewardship 
• infection prevention and control policies, procedures and guidance 
• insertion and maintenance of invasive devices 
• decontamination, and 
• acquisition of equipment 
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Qu Page Question  Response  

As part of their inspections, HEI will use the HAI standards as a basis for the 
inspection, identifying certain areas to focus on. The decisions around which 
standards are used is based on local and national intelligence e.g. quarterly 
surveillance reports or outbreaks/incidents. 
 
However, in light of the recent outbreaks, active consideration is currently being 
given to broader compliance and governance structures. 
 

7 4 Do you think there should be 
another route by which staff 
can escalate concerns 
outwith the NHS board? 

Staff in our NHS can raise concerns with our bespoke whistleblowing alert and 
advice line, run by Protect, the whistleblowing charity. With the consent of the 
member of staff, the concerns can be passed to the relevant health board or scrutiny 
body for investigation.  
 
Staff can also raise concerns directly, where appropriate, with Healthcare 
Improvement Scotland or Audit Scotland.  
 
Another route for raising concerns would still mean that the concerns would need to 
be passed back to the relevant health board or scrutiny body for investigation – 
unless the new route could provide the clinical or financial expertise to investigate 
concerns directly. 
 

8 4 Do you believe consideration 
should be given to greater 
monitoring by external bodies 
of NHS boards usage of HAI-
SCRIBE, SCART and other 
risk assessment processes or 
do you believe the current 
process enables issues to be 
identified and where required 
improved? 

NHS boards should have appropriate control processes in place for these issues to 
be addressed, however, as detailed above, active consideration is currently being 
given to broader compliance and governance structures. 
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9 4-5 …a lack of transparency and 
clarity regarding the roles and 
responsibilities of HSE, HIS, 
HFS and HPS. Do you 
believe roles and 
responsibilities of these 
organisations could be made 
clearer? Do you think 
consideration should be given 
to one external organisation 
having responsibility for 
monitoring the adequacy of 
NHS board internal controls? 

HFS, HPS, HIS and HSE have already provided detailed information to the 
Committee on the roles and responsibilities of each organisation. The Scottish 
Government believes the roles and responsibilities of each of these organisations are 
clear. Rather than duplicating information already provided by HFS, HPS, HIS and 
HSE, some additional information has been provided below which might be of 
interest to the Committee.  
 
NHS Healthcare Improvement Scotland (HIS) has published the HIS and Scottish 
Government Operating Framework, available here: 
http://www.healthcareimprovementscotland.org/previous_resources/policy_and_strat
egy/sg_his_operating_framework.aspx  
 
This clearly sets out the framework within which HIS and the Scottish Government 
will work together and defines the key roles and responsibilities which underpin the 
relationship between HIS and the Scottish Government. 
 
Monitoring the adequacy of NHS board internal controls is one of the functions of 
internal and external audit in accordance with the relevant legislative provisions set 
out in the Public Finance and Accountability (Scotland) Act 2000. The role of internal 
and external audit in respect of controls is outlined in the NHSScotland Corporate 
Governance blueprint, and is set out at 5.5, 5.6 and 5.7 of the document, available 
here: https://www.sehd.scot.nhs.uk/dl/DL(2019)02.pdf.  
 
Domain 6 of HIS’s Quality of Care Approach self-evaluation tool (available here: 
http://www.healthcareimprovementscotland.org/our_work/governance_and_assuranc
e/idoc.ashx?docid=fd09414a-80b3-432e-97e9-380e6ac6dc96&version=-1) which 
aims to bring consistency to Healthcare Improvement Scotland’s external quality 
assurance work and to support service providers to evaluate their own care delivery, 
is focussed on policies, planning and governance. 
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The function of HPS is health protection (one of the 3 domains of public health). The 
focus of HPS is broad protection of health, with healthcare associated infections and 
antimicrobial resistance being 2 of its priority topics. At present, HPS and HFS work 
closely together in terms of IPC and the built environment.  
 
Nevertheless, the division of responsibilities between HIS, HPS, HFS and the HSE is 
important so that the boundaries between their statutory roles and expertise are 
respected and each is deployed appropriately. However, we recognise that there 
may be scope for these organisations to consider current systems for the sharing of 
information and intelligence in order to determine whether improved arrangements 
could be put in place. Going forward, we see considerable benefit in local and 
national stakeholders working collaboratively in terms of national expertise (across 
the UK), production of evidence-based guidance, and provision of a ‘safe space’ for 
IPC Teams to raise any concerns they have regarding IPC and the built environment. 
Consideration is currently being given as to how further collaboration between 
relevant organisations can be facilitated.  
 

Relationships between clinical staff and estates staff 

10 5 Are the challenges in the 
working relationships at 
QEUH unique or are they 
found in other board areas? 
What tools and intelligence 
do you use to assess whether 
other estate departments 
across NHS Scotland are 
operating effectively? If there 
are concerns with working 
relationships between 
departments within an NHS 
board what steps would you 

All boards and their hospitals are different and will have a unique set of challenges. It 
would be unhelpful to make sweeping statements about boards across NHS Scotland 
without accounting for the nuances in individual hospitals and consulting teams 
locally. 
 
However, NHS Directors of Estates meet on a monthly basis as part of the Strategic 
Facilities Group, where common issues are discussed and intelligence shared.  
 
When the Scottish Government is alerted to a problem we will address it 
immediately. We recognise that openness and transparency is fundamental in 
promoting a culture of learning and continuous improvement in health and social care 
settings. 
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expect an NHS board to take 
to address these? When do 
you consider it appropriate for 
you to be made aware of 
concerns and take an active 
role in ensuring they are 
addressed? 
 

As referenced above, it is likely that these matters will need to be considered as part 
of the Independent Review. 
 

Plant rooms 

11 5 …it can be unclear who 
within a hospital has 
responsibility for [plant 
rooms’] maintenance. We 
consider clarity of 
responsibility for and 
inspection of these areas 
should be addressed as a 
matter of priority. Do you 
agree with this view? 
 

The Director of Estates will have overall responsibility for maintenance of the entire 
NHS estate, including plant rooms. There is a clear line of communication between 
the Director of Estates and Chief Executive of the NHS board to ensure any 
information in relation to this can be shared openly and promptly. 
 

12 5 …how quickly could plant 
rooms become part of regular 
routine inspections? If HIS is 
the most appropriate 
organisation to take on 
responsibility for inspection of 
these areas how can it be 
ensured they have the 
appropriate expertise to 
conduct these types of 
inspection? 

Depending on the recommendations or findings from the Independent Review, we 
will discuss the necessary changes to inspection processes with stakeholders, and 
whether any other organisation(s) will require powers to undertake plant room 
inspections. 
 
In the meantime, I have instructed officials to conduct a review of the inspection 
process to ensure it continues to be fit for purpose. As part of that review, the 
expertise required for future inspections will also be considered. HIS will also take 
account of the findings of the external review and ensure they are incorporated 
where required. 
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As it currently stands, HIS inspections are focused on clinical areas and the patient 
journey. HIS are of the view that it is important that boards seek assurance through 
their governance structures that appropriate monitoring and compliance 
arrangements are in place in relation to these areas.  Furthermore, HIS suggest that 
there is potential for any monitoring of these areas to overlap with the role of other 
bodies (e.g. environmental health in relation to pest control).   
  

Maintenance  

13 6 What assurances can you 
provide that NHS boards are 
giving the maintenance 
backlog the priority and 
funding it requires? 

All NHS boards focus on known high and significant backlog maintenance areas and 
are actively prioritising and progressing these. In addition, all boards monitor property 
statutory compliance requirements, which are also managed and addressed as part 
of an agreed maintenance programme. 
 

Serious Adverse Events 

14 6 Have recent events at the 
QEUH been recorded as 
SAEs? What changes have 
been made to reporting 
monitoring and oversight of 
SAEs since we made our 
recommendations in our 
Governance report in July 
2018 and what improvements 
have these changes made to 
the operation of the current 
system? 

Officials contacted QEUH to ask whether the recent events had been recorded as 
SAEs and their response is set out in italics below: 
 
There are a number of different review processes applicable to the NHS when 
following events that had an unexpected impact on the patient care or experience.  
 
The reporting arrangement for significant clinical incidents within Infection Prevention 
and Control in NHS Greater Glasgow and Clyde are as follows: 
 

• All Red and Amber incidents are reported to HPS within 24 hours using the 

mandatory HIIORT template, which is updated following each IMT meeting and 

submitted to Health Protection Scotland (HPS).  

• All Green incidents are reported weekly to HPS. 

• All outbreaks and incidents scoring amber or red are reported to Directors every 

Wednesday. 
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• All significant outbreaks/incidents are reported to the relevant Infection Prevention 

and Control Committees.  The IMT chair prepares either a hot debrief or full 

outbreak report (HPS templates), which is also submitted to the committees at the 

conclusion of the incident/outbreak. This contains actions taken and what went 

well or could have been done better. 

• All significant outbreaks/incidents are discussed by the sector/directorate leads at 

the Acute Clinical Governance meeting. 

• The Healthcare Associated Infection Reporting Template (HAIRT) is presented at 

the Board Clinical Governance Group. 

• All incidents and outbreaks that are assessed as red or amber are reported 

verbally by the Board Medial Director at the NHS Board Meeting. Details of these 

incidents and outbreaks are also reported in the HAIRT. This report is published 

before the meeting of the Board on the NHSGGC website. In addition a report of 

the business of the Board meeting is published following each meeting. 

• The standing agenda for each IMT includes agreement on the actions to be taken 

to communicate with patients, staff and the public, which extends to consideration 

of the impact of any Duty of Candour obligations. 

When such serious events have a dedicated review arrangement, such as infection 
control, it may not be necessary to invoke any further review process. However 
where we believe there may be significant potential learning that can improve the 
care of patients it is normal for the Board’s Significant Clinical Incident Policy to be 
activated. The normal process would be that events are recorded in the incident 
recording database and are investigated within the standards defined by the policy 
framework. There is liaison between infection control and clinical risk teams, with the 
senior officers of the Board, to confirm and implement any additional review via the 
Significant Clinical Incident Policy. All serious incidents are monitored through the 
Boards governance arrangements.       
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The Duty of Candour legislation is actively considered for all Significant Clinical 
Incidents. It is noted that the reference to Duty of Candour is often used as a proxy 
for questions of openness and involvement at the time of adverse events. We can 
assure you that the Board engages with patients and families in a transparent way 
and are involved in the investigative process which will seek to answer all of the 
questions posed. The Board has operated  the principle of being open in its policy 
framework for many years that which means that we meet the requirements of the 
Duty of Candour in many instances where the events do not meet the defined legal 
conditions the Act sets out. In the case of Infection Prevention and Control our 
responsibilities with regards to our Duty of Candour is considered at every Incident 
Management Team meeting and is a standing agenda item. 
 
An assessment of NHSGG&C’s first annual report on organisational duty of candour 
to Scottish Ministers will provide opportunities for further dialogue on implementation 
of the statutory duty in the first year providing a means to identify any further 
implementation and improvement support that may be required. 
 
You also ask what changes have been made to reporting monitoring and oversight of 
SAEs since the Committee’s Governance report in July 2018 and what improvements 
these changes have made to the operation of the current system. 
 
HIS has recently shared their draft Adverse Events Management - NHS Board Self 
Evaluation report with my officials and are currently undertaking further follow up with 
all NHS boards to, where applicable, further understand, assess and prioritise the 
listed areas of improvement.  They plan to collate this information and incorporate it 
into the final version of this report by the end of May. 
  
Once this exercise is completed HIS will work with Scottish Government and others 
to take forward the broader openness and learning agenda in Scotland.  A proactive 
approach which aims for consistency throughout Scotland will form an important part 
of this wider work.  This will include not only a review of the adverse events 
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framework per se, but also consideration of how that framework fits with other 
processes and systems and, most importantly, how the learning from all of these is 
captured, shared effectively and contributes to improving services, experiences and 
outcomes for patients, families and staff. 
 
 
 

Specialist expertise 

15 6 What steps can the Scottish 
Government take to ensure 
infection control is an 
attractive and appealing role 
for prospective and new NHS 
staff? 

NHS Education for Scotland (NES) has already developed a Scottish Infection 
Prevention and Control Education Pathway (SIPCEP). This is a staged pathway of 
infection prevention and control (IPC) education and aims to enable staff and 
students to continuously improve their knowledge and skills around IPC. 
 
In addition to this, Scottish Government officials are currently working with colleagues 
within NES around workforce planning and development for IPC and health 
protection staff more broadly.  This will ensure we have a competent and capable 
workforce.  Review of current IPC job roles and responsibilities is also underway to 
ensure we attract the right people for these hugely important roles.  
 
Fundamentally, it is vital that in order to make infection prevention and control and 
attracting and appealing role, we must ensure that they are listened to and their 
expert opinion is valued within their organisation and that if they have concerns they 
are able to voice these accordingly. 
 
Furthermore, it is important to note that a number of different staff groups have 
collective responsibility for keeping hospitals clean.  The Scottish government has 
worked to increase awareness of the breadth of jobs in NHS Scotland. We have also 
sought to improve their appeal, through work on youth employment, and the 
development of a new national careers website. 
 

HS/S5/19/14/6

Page 16 of 25



Qu Page Question  Response  

In addition to the work outlined above, we continue to work closely with NES, NHS 
Health Boards, and Skills Development Scotland to improve information and access 
to the opportunities available across NHSScotland. NHS boards offer a range of 
employability programmes including Foundation Apprenticeships, Modern 
Apprenticeships, and Graduate Apprenticeships.  In October 2018, the Scottish 
Government invested £400,000 in a £1.4 million “Get Into Healthcare” Programme, 
that will provide opportunities for up to 400 young people to take part in 6-week 
employability programmes in health and social care. 
 

16 6 How widespread are staffing 
shortages in infection control 
teams and microbiology 
across NHS boards? 

Data published by ISD Scotland is not available at a team level. Figures for relevant 
staff groups are given below, though the roles carried out by these staff will 
encompass various functions. 
 
The staff in post figure for Medical Microbiology and Virology consultants in NHS 
Scotland is 62.1 WTE as at Dec-18. The vacancy rate for consultants in this specialty 
is 4.6%, or 3 WTE vacancies (Dec-18). This is lower than the average consultant 
vacancy rate of 7.2% (Dec-18). The consultant workforce in this specialty has 
increased by 14.4% under this Government (Sept-06 to Dec-18). 
 
Infection Control Nurses are Clinical Nurse Specialists. ISD Scotland data on CNS 
categories is incomplete because of data quality concerns in a number of NHS 
boards. ISD Scotland is working with these NHS boards on their concerns. As well as 
working with boards on data quality, ISD Scotland is also reviewing the CNS 
definition, role and specialty categories and has confirmed that it intends to 
recommence the publication of CNS data in December 2019.    
 
Across NHS Scotland, within the category of Healthcare Scientists, the Biomedical 
Sciences staff in post figure is 3119.4 WTE (Dec-18), a 19.7% increase since Sept-
07; and the Sterile Services staff in post figure is 738 WTE (Dec-18), a 39.4% 
increase since Sept-07. Vacancy data is not available from ISD for these staff 
groups. 
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It is the responsibility of boards to determine appropriate numbers for each staffing 
group in their board, based on local priorities. 
 

17 7 Do you believe employing a 
team of authorising engineers 
[to manage water and 
ventilation systems] at a 
national level will improve 
access to this expertise for 
individual NHS boards, 
reduce risk and be more cost 
effective? 
 
 
 

Yes and this is the policy which HFS implement. 

Building design  

18 7 Will the Scottish Government 
undertake a review of 
recently built facilities to 
assess their compliance with 
the appropriate installation, 
maintenance, 
decontamination and 
monitoring of vital systems? 

HFS work with boards that have recently completed major capital projects to ensure 
compliance with relevant guidance. 

19 7 Will the Scottish Government 
also undertake a review to 
ensure all high risk clinical 
areas, in both new and 
existing facilities, have the 

NHS boards are responsible for ensuring that they have the appropriate equipment 
for minimising infection, as they are best placed to determine what equipment is 
required. 
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appropriate equipment for 
minimising infection? 

20 8 The BMA suggests creating a 
national expert service to 
provide infection control 
oversight of new building 
projects… Does the Scottish 
Government see merit in the 
suggestions for a national 
expert group in infection 
control and less variation in 
building design? Is there also 
merit in strengthening the role 
of HFS to ensure infection 
control is not side-lined 
during the design and 
commissioning of buildings? 
 

Work is currently underway nationally in this respect to consider options going 
forward. We see considerable benefit in local and national stakeholders working 
collaboratively in terms of national expertise (across the UK), production of evidence-
based guidance and provision of a ‘safe space’ for IPC Teams to discuss any 
concerns they have regarding the built environment. 
 
It is likely that these issues will also be considered by the Independent Review. 
 
 

Cleaning  

21 8 Do you consider cleaning the 
‘Cinderella’ of infection 
control? What assurances 
can you provide that 
domestic services in Scottish 
hospitals are adequately 
resourced? 

The Scottish Government expects boards to have the correct staff in place to meet 
the needs of the service and ensure high quality patient care. This includes ensuring 
that hospitals have qualified staff to meet the high standards of cleanliness that are 
required within hospitals.   
 
We have increased total spend on hospital cleaning by just under £20 million, with 
the cost per square metre rising annually over the past 5 financial years. Thorough 
systems are in place to ensure patient safety right across Scotland and all NHS 
boards are responsible for monitoring and assessing their facilities to ensure 
compliance with NHS Scotland’s National Cleaning Specifications and Monitoring 
Framework, available here: www.hfs.scot.nhs.uk/publications/1517574811-
NCSS%20vr%205.0.pdf and http://www.hfs.scot.nhs.uk/publications/1479909082-
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2016-07-
12%20National%20Facilities%20Monitoring%20Framework%20Manual%20V1.0%20
Published%20Final%20Version.pdf. 
 

22 9 How is it ensured that NHS 
boards are keeping their 
operating procedures up to 
date for new hospitals? 
Should this be reviewed 
centrally and what focus is 
given to this area in 
Ministerial annual reviews of 
NHS boards? 
 

As detailed in previous responses, HPS’s National Infection Prevention and Control 
Manual (NIPCM) contains information on Standard Infection Control Precautions 
(SICPs), Transmission Based Precautions (TBPs), and Healthcare Infection 
incidents, outbreaks and data exceedance. The NIPCM is mandatory for NHS 
Scotland and considered best practice in all other care settings. The NIPCM is clear 
that it should be adopted for all infection prevention and control practices and 
procedures. 
 
Updated in 2016, Health Facilities Scotland’s National Cleaning Service Specification 
(NCSS) was developed in collaboration with stakeholders, including HPS, and 
reflects the guidance contained within the NIPCM; including during outbreaks and 
incidents. The NCSS includes methods and frequency for cleaning including HCAI 
related risk assessments to define specific work schedules in response to varying 
clinical need such as outbreaks.  Standard operating procedures for cleaning are 
also included in the NCSS such as correct methods for cleaning hard floors, sanitary 
wear such as sinks, baths and showers.  In terms of flushing of unused outlets, this is 
outlined in ‘Guidance for neonatal units (levels 1,2 &3), adult and paediatric intensive 
care units (ICUs) in Scotland to minimise the risk of Pseudomonas aeruginosa 
infection from water’ issued by HPS and update in August 2018.  An addendum to 
this, published in September 2018 and still in draft is ‘Pseudomonas aeruginosa 
routine water sampling in augmented care areas for NHSScotland’, available here: 
https://www.hps.scot.nhs.uk/web-resources-container/guidance-for-neonatal-units-
nnus-levels-1-2-3-adult-and-paediatric-intensive-care-units-icus-in-scotland-to-
minimise-the-risk-of-pseudomonas-aeruginosa-infection-from-water/ 
 
This outlines the procedure for routine water testing in augmented care areas 
(outlined in the document above) only due to the vulnerability and therefore 
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increased risk of infection to people cared for within these areas. The HSE document 
L8 outlines the legal duty of employers to protect those with whom they are 
responsible in terms of legionella.  This includes the appointment of a named 
organisational competent person known as the ‘responsible person’  This person is 
responsible for ensuring that the risk of legionella is minimised.  This includes firstly 
ensuring that water systems are designed and constructed to ensure that it is safe 
and without risk to health and where existing systems are in operation, identifying 
and assessing possible sources of risk including water temperature, cleanliness and 
chlorination of water tanks and the presence of ‘deadlegs’ like low use or unused 
outlets where water stagnates and legionella can proliferate.  Records must be kept 
in order to demonstrate compliance with L8.  Control measures for low or unused 
outlets would include regular flushing of the outlet or removal.  Records of this must 
be kept (http://www.hse.gov.uk/pubns/books/l8.htm). 
 

23 9 discrepancy in reports of 
cleaning compliance…relates 
to…different types of 
monitoring activity by HFS 
and HIS. However, do you 
agree that such a difference 
in assessments undermines 
confidence in the reporting 
system? 

National Cleaning Specifications and Monitoring Framework was developed by HFS 
and other stakeholders, HFS do not have any responsibility for monitoring in terms of 
environmental cleanliness. Monitoring is the responsibility of local boards via the 
NHS Scotland National Facilities Monitoring Framework.  Results of these audits 
should be used to develop local improvement plans. There is no requirement for 
boards to report nationally, however, for assurance purposes, the outputs of these 
improvements should be reported through local board governance structures.  
 
HFS will update national guidance as they become aware of changes that are 
required. 
 

Whistleblowing 

24 9 forthcoming post of 
Independent National 
Whistleblowing Officer…This 
post is still to be created.  
Please provide an update on 

The Scottish Ministers introduced legislation to the Scottish Parliament on 30 April 
2019 to allow the Scottish Public Services Ombudsman (SPSO) to take on the new 
role and functions of the Independent National Whistleblowing Officer for 
NHSScotland (INWO). We anticipate this role will become operational in summer 
2020.  
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when it is expected to be 
operational and what 
changes you expect this post 
to deliver for whistleblowers. 
 

 
It is our intention that the SPSO in her role as INWO role will provide: 
 

• an impartial, independent review of the internal handling of whistleblowing cases 
where there has been a complaint by the individual concerned (or where the 
health board or provider has asked for the case to be reviewed); 

 

• a review that will consider the procedure followed, the decision making and the 
outcome, how the individual has been treated as a result of raising a 
whistleblowing concern, and the culture of the organisation in relation to 
whistleblowing; and 

 

• a national leadership role providing support and guidance to Health Boards, 
primary care and independent providers under arrangements with NHSScotland. 

 
This new role and functions will provide more reassurance and closure for 
whistleblowers than under the current arrangements. The overarching policy intention 
is to bring whistleblowing cases to a clear, fair and final conclusion in a reasonable 
timeframe, so that potentially vulnerable staff and patients are protected. 
 
The INWO role would also support and improve the response of health boards and 
the relevant providers when handling concerns by providing a benchmark, through 
setting standards for handling whistleblowing complaints that the SPSO intends to 
set for this new function. 

25 9 We still believe that the 
introduction of a reporting line 
for NHS whistleblowers would 
further enhance the external 
support services available to 
NHS staff. This 
recommendation was 

The Health Secretary has agreed to give this further consideration. 
 
In line with the recommendation from the Freedom to Speak Up Review, we do have 
an external whistleblowing alert and advice line service, where staff can get advice 
from legally trained advisers. Staff can also report concerns to the alert line, which 
can then be passed back to the employer or relevant scrutiny body for investigation. 
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previously rejected by the 
Scottish Government…We 
again recommend its 
implementation. 

External investigation and review will also be carried out at the third and final stage of 
the whistleblowing process, in line with our proposals to establish the role and 
functions of the INWO. 
 

Other healthcare environments 

26 
 

 [SG should…} consider the 
current practice and 
assessment of performance 
in dealing with health hazards 
in all healthcare 
environments (including care 
homes).  We would welcome 
your views on any reasons 
why there should be 
differentiation between sites. 

Scotland’s evidence-based National Infection Prevention and Control Manual 
(NIPCM) is mandatory for NHS Scotland and considered best practice in all other 
care settings. The NIPCM is clear that it should be adopted for all infection 
prevention and control practices and procedures. 
 
Nevertheless, infection prevention and control (IPC) measures must be appropriate 
and proportional, recognising the different levels of risk associated with different care 
settings. In large part, this will be dependent on the vulnerability of patients. For 
example, immunocompromised individuals are likely to be at a much greater risk of 
infection than individuals who are not immunocompromised. Similarly, individuals 
with invasive devices, such as intravenous catheters, would also be deemed at a 
higher risk of infection.  
 
It is therefore important to consider and appropriately apply the principles of infection 
prevention  locally, in a particular care setting, depending on the level of associated 
risk. 
 

Independent Review of QEUH  

27 10 [Chairs] both are former NHS 
Scotland employees…. How 
will you address and ensure 
concerns that these close ties 
to the NHS in Scotland 
cannot raise any questions 
about the independence of 

I appointed clinicians to lead this review, so that the clinical voice is heard with regard 
to clinicians’ work environment so that they can continue to deliver safe, effective and 
person-centred care to their patients. The two clinicians who have accepted this role 
both have a primary care background and are external to NHS Greater Glasgow and 
Clyde. It is up to the independent chairs to develop the Review’s structure, consult on 
its remit, bring in expert advice and seek submissions of evidence. The IR will 
operate independently of the Scottish Government and of NHS Scotland. 
 

HS/S5/19/14/6

Page 23 of 25



Qu Page Question  Response  

the review and its potential 
findings? 

28 10 Also given neither Chair has 
direct clinical expertise in the 
field of infection control or 
microbiology what 
expectations do you have 
that this expertise will 
become an integral part of 
their review? 

The Review team is seeking top level expert advice in these fields from professional 
networks, professional associations and Royal Colleges across the UK. I have every 
confidence that this expertise will be incorporated as an integral part of the Review.   

29 10 …in a PQ you stated that the 
independent chair will soon 
be appointed on the basis of 
their proven expertise in 
construction design and 
knowledge of the health care 
system. As far as we are 
aware, neither chair has 
expertise in construction 
design. Can you explain why 
a candidate with suitable 
experience in construction 
was not appointed? How will 
the review access such 
expertise? 

I appointed clinicians to lead the Review for the reasons set out above. To bring on 
board the necessary expertise in construction, the two co-chairs have approached 
Professor Billy Hare, Professor of Construction Management and Deputy Director of 
the BEAM Research Centre at Glasgow Caledonian University. Professor Hare will 
be the review's main adviser, sourcing additional specialist advice where appropriate 
on specific construction matters. 
 

30 10 …given the importance of the 
issues they are investigating 
and the potential changes the 
review findings could bring to 
current practice, what 
timescales do you consider 

The IR team is committed to deliver a high-quality review within a timeframe that is 
meaningful for the patients, families and friends affected.  I met with the co-chairs of 
the IR on Friday 10 May and will update Parliament on the Review’s plans shortly. 
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would be appropriate for such 
a review to be concluded? 

31 10 Given this review will 
consider building design, 
commissioning and 
construction what actions are 
you planning to implement to 
ensure ongoing proposals for 
new hospitals or facilities in 
Scotland can be informed 
and incorporate the reviews 
findings?  

Once the Independent Review concludes and the report is published, any 
recommendations will be carefully considered and a response and detailed action 
plan drafted. 
 
However, updates will also be provided throughout the course of the review. In this 
way, officials will be made aware of any significant findings to ensure any actions are 
identified promptly and progressed. 
 

32 10 What interim steps are 
expected to be taken by the 
Scottish Government in 
advance of the review making 
its recommendations or are 
all potential changes in policy 
approach predicated on what 
the review concludes? 
 

As outlined above, as the Independent Review progresses, updates will be provided 
to me and to stakeholders, and where significant findings emerge these will be 
reported on promptly. These regular updates will help officials in the Scottish 
Government to identify any actions required in response to the IR’s findings, both on 
an interim basis and at the IR’s conclusion.  
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