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Dear Fergus 
 
CONSIDERATION OF PETITION PE1225
 
Thank you for your letter of 28 January, setting out the issues the Petitions Committee raised 
following consideration of PE1225 at their meeting on 27 January. My reply addresses each 
of the points in the order set out in your letter.  
 
Instruct a Public Inquiry 
 
The Scottish Government has never ruled out a public inquiry; and the Cabinet  
Secretary for Health & Well Being has stated publicly that she fully understands why 
repeated demands for a public inquiry into the events that occurred at the Vale have been 
made. However, she is also aware that the Area Procurator Fiscal for Argyll and Clyde has 
asked Strathclyde Police and the Health and Safety Executive to conduct parallel 
investigations into the Clostridium difficile associated deaths at the Vale of Leven Hospital 
and report back to him as quickly as possible. While these investigations are ongoing, there 
would be a real risk of prejudice to any potential criminal proceedings if a Public Inquiry was 
ordered now.  
 
Strathclyde Police and the Health and Safety Executive have committed considerable 
resources to the completion of this work and both these organisations are aiming to submit 
their reports to the Area Procurator Fiscal by the end of March 2009. It will then be for the 
Area Procurator Fiscal to determine whether any further inquiries are required before he 
submits his report for consideration to Crown Counsel.  
 
The Cabinet Secretary for Health & Well Being will, in accordance with motion  
S3M-2524 passed by Parliament, return to the Parliament to make a statement as soon as 
the views of Crown Counsel are known.  
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In the meantime, the Lord Advocate has indicated that if any information comes to light 
during the course of the Area Procurator Fiscal's investigation that may have immediate 
relevance to the health and safety of the public, that this information will be shared 
with Health officials, whereupon appropriate action would be taken.   
 
Assurances on another outbreak not happening in Scotland 
 
A Health Protection Scotland (HPS) review published in July 2008, of Clostridium difficile 
Associated Disease Cases and Mortality in all Acute Hospitals in Scotland from December 
2007 – May 2008 confirmed the outbreak at the Vale of Leven was not reflective of the wider 
picture across the NHS in Scotland at that time. However, the Cabinet Secretary has asked 
all NHS Boards to be vigilant in the prevention and monitoring of all Hospital Associated 
Infections. In particular, Boards have been asked to assure themselves that any upward 
trend or outbreak is identified; and in the event of a significant incident or outbreak that they 
immediately seek appropriate support and advice from Health Protection Scotland (HPS) 
and inform the Scottish Government Health Directorate.  
 
In addition, the Scottish Government continues to ensure implementation of the national HAI 
action plan, developed following publication of the Vale of Leven report, confirming that NHS 
Boards have the necessary policies and practices in place to drive improvements in the key 
areas of governance, leadership and surveillance across Scotland. Integral to this approach 
has been the introduction by Boards of local surveillance and monitoring systems to ensure 
that any potential risks are identified and appropriately managed; and £2 million has been 
provided to Boards during 2008/09 to ensure that local surveillance systems are further 
improved for this purpose.   
  
A new HAI reporting template has also been introduced, which now requires Boards to 
publicly report hospital by hospital performance on HAI at their public NHS Board meetings. 
This will ensure greater transparency in both the reporting of infection rates and the actions 
taken by Boards in response to outbreaks or incidents.  
 
Establishment of the Care Environment Inspectorate (CEI), which the Cabinet Secretary for 
Health & Well Being launched on 9 March, will also ensure rigorous scrutiny of the 
arrangements NHS Boards have in place for meeting appropriate HAI, clinical practice and 
governance standards. The CEI will ensure that every acute hospital will receive at least one 
announced and one unannounced inspection within a three year cycle. Information regarding 
the work of the Inspectorate will be made public; and NHS Boards will be expected to make 
improvements in line with Inspectorate recommendations. 
 
Gathering of evidence  
 
As the Cabinet Secretary has said previously, while there is no absolute legal barrier to 
holding a public inquiry into the matters in question, the concern is that any future criminal 
proceedings which might arise from the Area Procurator Fiscal’s ongoing investigations may 
be prejudiced by a public inquiry being conducted in advance or concurrently. The Cabinet 
Secretary is of the view that now is not the time to take a decision on a public inquiry for the 
reasons that have been provided; and no separate evidence gathering exercise is presently 
proposed, concurrently with the ongoing investigations.  
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HAI and Death Certification  
 
The General Register Office for Scotland (GROS) is responsible for the Medical Certificate of 
Cause of Death and publishes guidance for doctors on its completion. The guidance, which 
forms an integral part of the death certificates issued to doctors for completion, sets out 
clearly that the doctor should record the immediate cause of death, any intermediate and 
underlying cause of death, and any conditions that have contributed to death but are not part 
of the main sequence leading to death. The guidance also states that the doctor should not 
list conditions present at death which did not contribute to death. 
 
Yours sincerely 
 

 
 
DR MARGARET McGUIRE 
Acting Chief Nursing Officer 
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