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PUBLIC AUDIT COMMITTEE 
 

AGENDA 
 

4th Meeting, 2015 (Session 4) 
 

Wednesday 25 February 2015 
 
The Committee will meet at 10.00 am in the Sir Alexander Fleming Room (CR3). 
 
1. Decision on taking business in private: The Committee will decide whether 

to take items 6 and 7 in private. 
 
2. Decision on taking business in private: The Committee will decide whether 

its consideration of a draft report on "the 2013/14 audit of NHS Highland: 
Financial management" should be taken in private at future meetings. 

 
3. Section 23 report - The Scottish Government's purchase of Glasgow 

Prestwick Airport: The Committee will take evidence on the Auditor General 
for Scotland report entitled "The Scottish Government's purchase of Glasgow 
Prestwick Airport" from— 

 
Caroline Gardner, Auditor General for Scotland; 
 
Brian Howarth, Assistant Director, Graeme Greenhill, Senior Manager, 
and Ursula Lodge, Audit Manager, Audit Scotland. 
 

4. Section 23 report - Accident and Emergency - performance update: The 
Committee will consider a response from the Scottish Government to its report 
entitled "Accident and Emergency - performance update". 

 
5. Section 23 report - NHS in Scotland 2013/14: The Committee will consider a 

written submission from the Scottish Government on the Auditor General for 
Scotland report entitled "NHS in Scotland 2013/14". 

 
6. Section 23 report - The Scottish Government's purchase of Glasgow 

Prestwick Airport: The Committee will consider its approach to the Auditor 
General for Scotland report entitled "The Scottish Government's purchase of 
Glasgow Prestwick Airport" and take evidence from — 

 
Caroline Gardner, Auditor General for Scotland; 
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Brian Howarth, Assistant Director, Graeme Greenhill, Senior Manager, 
and Ursula Lodge, Audit Manager, Audit Scotland. 
 

7. Work programme: The Committee will consider its approach to its future work 
programme. 

 
 

Jane Williams 
Clerk to the Public Audit Committee 

Room T3.60 
The Scottish Parliament 

Edinburgh 
Tel: 0131 348 5390 

Email: jane.williams@scottish.parliament.uk 
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The papers for this meeting are as follows— 
 
Agenda Item 3  

Auditor General for Scotland briefing paper 
 

PA/S4/15/4/1 

Auditor General for Scotland report 
 

PA/S4/15/4/2 

Agenda Item 4  

Scottish Government response 
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Agenda Item 5  

Written submission from the Scottish Government 
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Agenda Item 7  

PRIVATE PAPER 
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http://www.audit-scotland.gov.uk/docs/central/2015/nr_150224_prestwick_airport.pdf
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SCOTTISH PARLIAMENT PUBLIC AUDIT COMMITTEE 

 

WEDNESDAY 25 FEBRUARY 2015 

 

REPORT BY THE AUDITOR GENERAL FOR SCOTLAND  

 

THE SCOTTISH GOVERNMENT’S PURCHASE OF GLASGOW PRESTWICK 

AIRPORT 

 
The report by the Auditor General on the Scottish Government’s purchase of 
Glasgow Prestwick Airport was published on 24 February 2015. 
 
It assesses if the Scottish Government’s approach to the purchase of Glasgow 
Prestwick Airport was reasonable, considers the future plans for the airport's 
development and the governance arrangements that have been put in place. 

Key messages from the report are: 

1. Infratil decided to sell Glasgow Prestwick Airport in March 2012 due to its 

declining performance and a change in business strategy. A number of potential 

investors showed interest in the airport, but none submitted a bid acceptable to 

Infratil and the last potential buyer withdrew interest in September 2013. 

2. The Scottish Government bought Glasgow Prestwick Airport for a nominal price 

of £1 in November 2013 to protect jobs and safeguard what it considered to be a 

strategic infrastructure asset. The Scottish Government’s purchase process was 

reasonable, given the tight timescale of six weeks. The Scottish Government 

identified the risks associated with the ongoing commercial viability of the airport 

before it decided to buy it. However, due to time constraints it did not model 

them or include their impact in the financial forecasts for the airport.  

3. The purchase business plan shows a positive financial return for the Scottish 

Government's investment, although its predictions for future passenger growth 

are optimistic. Our financial modelling shows that less optimistic future 

passenger growth would not have influenced the Scottish Government’s 

decision to buy the airport as it could still have reasonably expected a positive 

return on its loan funding. However, the eventual return achieved will depend on 

future developments which could affect a number of assumptions.  

4. The latest available business plan for the airport (May 2014) estimates a total 

loan funding requirement for Glasgow Prestwick Airport of £39.6 million up to the 

financial year 2021/22. As at January 2015, the Scottish Government has 

provided the airport with a total of £9 million loan funding, and has committed to 

provide further £16.2 million to the end of March 2016, if required. The total 

amount of loan funding is still uncertain due to a number of new potential 

development opportunities for the airport that the Scottish Government is 

currently exploring. 

5. Good governance arrangements are in place to monitor the airport’s ongoing 

business and financial performance. These include clear risk management,  

effective reporting on the airport's performance and arrangements for ongoing 

scrutiny of the airport’s operations. 

PA/S4/15/4/1
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Public Audit Committee 

4th Meeting, 2015 (Session 4), Wednesday 25 February 2015 

Report on Accident and Emergency: performance update – Scottish 

Government response 

Background 
  
1. On 15 December 2014, the Committee published its report entitled Report on 

Accident and Emergency – performance update. The inquiry followed the AGS 
Section 23 report (published in May 2014) entitled Accident and Emergency – 
performance update. 

  
2. Attached in Appendix A is the Scottish Government’s response to the 

recommendations in the Committee’s report for the consideration. A list of the 
Committee’s report recommendations along with the relevant paragraph number 
is attached in the Appendix B. 
 

Scottish Government response 
 
3. The Scottish Government comments that in response to recommendations on 

definitions of self-referral and 999 emergency referrals (paragraphs 48 and 49), it 
would wish to respond further to the Committee on this issue within 3 months. 
 

4. In relation to the Committee’s recommendation on the NHS and Scottish 
Government’s review on skills and staffing levels in A&E (due for completion in 
September 2014), the Scottish Government confirms that this work needs to take 
account of levels of preparedness across NHS Scotland in terms of responding to 
known service pressures. The Scottish Government has therefore committed to 
provide a further update to the Committee.  

 
Scottish Government progress report 
 
5. The Scottish Public Finance Manual provides for the Committee to seek progress 

reports from the SG on the implementation of specific recommendations included 
in one or more of its reports once or twice during each parliamentary session. 
The Committee usually agrees which of its report recommendations to seek a 
progress update on when it considers the SG’s response to the report. The 
Committee is due to receive the next Scottish Government progress report in 
May 2015.  

 
6. Scottish Government progress reports have proved a useful mechanism for the 

Committee to monitor the longer term implementation and progress of key 
Committee report recommendations.  

 
Conclusion 
 
7. The Committee is invited to consider and agree whether to:  

 subject to paragraphs 3 and 4 above, note the response;  
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 request further oral or written evidence from the Scottish Government, 
on any issues raised;  

 highlight any issues or comments to the Health and Sport Committee;  

 seek a progress update on any report recommendations in the next 
Scottish Government progress report in May 2015.  

 
Jane Williams  

Clerk to the Public Audit Committee 
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Appendix A 
 
RESPONSE FROM THE SCOTTISH GOVERNMENT TO THE PUBLIC AUDIT 
COMMITTEE, DATED 20 FEBRUARY 2015 

PUBLIC AUDIT COMMITTEE: 7TH REPORT, 2014 (SESSION 4): REPORT ON 
ACCIDENT AND EMERGENCY – PERFORMANCE UPDATE 

Thank you for your email of 12 December with an advanced copy of the Public Audit 
Committee's Report on Accident and Emergency – performance update, which was 
published on Monday 15 December 2014.  I apologise for the delay in responding.   

I invite the Committee to note the updates below, in relation to the points raised in 
the report.  

Review of the 95% interim target (Executive Summary – para 3/21/28) 

In September 2014, following clinical advice, Scottish Government decided that it 
would be right to retain the 98% standard, with an interim target of 95% remaining in 
place to allow performance improvement measures to bed in.   

In December 2014, three Boards achieved 98% or above - NHS Tayside (98.8%), 
NHS Orkney (98.8%) and NHS Shetland (98.1%).  A further three Boards achieved 
95% or above - NHS Dumfries & Galloway (97.2%), NHS Western Isles (97.0%) and 
NHS Highland (96.9%). 

Funding (Executive Summary – para 4/34/35/36) 

The Scottish Government originally planned to spend £27 million on the National 
Unscheduled Care Action Plan (NUCAP) over three years, and has in fact invested 
over £38 million over the first two years (2013/14 and 2014/15) to support 
improvements in unscheduled care, increase capacity during winter months and help 
stop patients being admitted to or delayed in hospital unnecessarily.   Health Boards 
have reported local investment of some £40 million over the first two years. 

Best practice has been shared in the national unscheduled care actions plan 
guidance submitted to Health Boards and partners in 2013/14 and in 2014/15, 
through the redirection guidance, and through national learning events.  Progress 
against the LUCAPs is monitored by officials on a regular basis with quarterly reports 
submitted to Scottish Government by each Board.     

Moving into 2015/16, and as recommended by the AGS, we intend to share good 
practice on effective models of A&E services with all NHS Boards through a new 
collaborative programme.  This programme will support Boards to achieve 
sustainable A&E performance.  It includes dedicated national and local site teams 
who will work with front line staff to build capacity and capability in improvement 
methodologies. The aim is sustainable performance improvement and improved 
patient safety by improving patient flow through the unscheduled care pathway.   

The programme covers six essential actions: 
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 Each major site will have a management team made up of a hospital manager 
and a senior doctor and senior nurse with the autonomy to manage all patient 
workload – elective and emergency. This is to ensure that each patient is 
seen by the right person at the right time in the right environment. This team 
will be expected to manage the internal and external clinical relationships and 
work with the new Integrated Joint Boards to improve patient care links. 

 Each hospital will develop a balanced elective and emergency patient 
capacity management plan. This will be used to manage patient flow 365 days 
of the year. 

 Patient rather than bed management – empowering and enabling specialty 
teams to get the right balance between patients arriving and being discharged 
each day, including weekends. 

 Improving patient flow between emergency departments and acute 
medical/surgical units and downstream specialty wards. 

 Focus on primary and secondary care seven day services that maintain 
people in their own home and promote early appropriate discharge. 

 Realign existing services to safely maintain patients in their own home. 
 
The dedicated support teams will help embed this best practice and will be in place 
very shortly. This resource will include four national improvement managers who will 
be supported at board level by clinical leads, programme managers, improvement 
managers and analysts. 

Self-referral patients attending A&E (Executive Summary – para 5/48/49/61/63) 

Please see attached letter at Annex A, which was sent to the Committee in 
November addressing elements of para 5.  

We are discussing the definitions of self-referral and 999 emergency referrals with 
ISD. Our investigations have made it clear that there are inconsistencies in systems 
and data recording which require further work. I would appreciate the opportunity to 
brief the Committee further on this issue within 3 months. 

The evaluation of GP assessment areas is part of a joint project with the Royal 
College of Physicians of Edinburgh to examine acute medical care in Scotland. The 
focus of the project has been on data collection and twenty six of the twenty nine 
Acute Medical Units in Scotland have now been reviewed. The field research to date 
shows variation in how units are organised and staffed and more analytical and best 
practice modelling work is now underway. In addition, Scottish Government and the 
Royal College of Physicians of Edinburgh are developing design principles and 
practices, and are scheduled to report in October 2015.   
 
Studies demonstrate that certain patients who elect to attend A&E as a self-referral 
could have been seen in a primary care setting.  This is why we circulated the 
redirection guidance for implementation last year, and produced the Know Who to 
Turn To guidance and why we are intending to further develop media and marketing 
strategies to influence patient practice. 
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The redirection guidance was circulated to all Board early in 2014 for 
implementation.  The guidance has now been revised as planned, based on 
feedback, and is in the final stage of key stakeholder consultation.  As soon as that is 
complete, I will circulate it again, in my name. 
 
Support to NHS Boards (Para 20, 90, 91) 

Scottish Government is providing a range of support to Boards not currently 
achieving 95%, including dedicated support, for example to the Royal Alexandra 
Hospital in NHS GG&C, through additional funding and through the new 
collaborative approach described above.   

The Scottish Government is also currently supporting NHS boards by providing a 
common reporting template to support the way in which they analyse and 
understand emergency patient flow on a weekly basis. This is being piloted by three 
boards at present and will be rolled out as part of a national programme in spring. 

The workload planning tool is not designed to determine mortality rates, but does 
take into account case workload and mix.  Mortality rates are monitored on a hospital 
basis, through Hospital Standard Mortality Ratios.  

Capacity in the Health Service (Para 62, 105, 106, 107, 111, 119, 120) 

All UK Health Ministers have now endorsed a phased approach to implementing the 
Shape of Training review’s recommendations.  Some aspects, for example the 
revision of training curricula and credentialing of skills, require a UK consensus 
approach, and Ministers have therefore approved the continuation of the UK 
Steering Group to oversee those aspects of development work.  Scotland has 
established its own Implementation group and, consistent with the agreed way 
forward, this will meet soon to agree its immediate and longer-term priorities.  More 
detail can be found in the statement recently issued by the UK Steering Group -
  http://www.shapeoftraining.co.uk/1739.asp. 

As the title implies, the Shape of Training is principally about training future doctors 
to better meet the needs of patients, and this will encompass redesigning training 
programmes that equip doctors with more general and emergency safe skills and 
knowledge which will facilitate and make more sustainable the delivery of 
unscheduled care services.  The credentialing of specific additional skills and 
experience, which will be determined by the needs of local service providers, will 
also provide increased value and flexibility to health services.  These examples, and 
others, will help postgraduate trainee doctors become more confident and resilient in 
working within and between care services, while also enabling more flexible career 
options for doctors seeking a better work/life balance.   

The Scottish Government has recently worked with NHS Education for Scotland to 
deliver an international recruitment exercise for trainee doctors in acute and 
emergency medicine and three trainee doctors were recruited as a result. The 
Scottish Government is also working with NHSScotland Boards to develop a generic 
advertising campaign in order to recruit additional doctors.  

http://www.shapeoftraining.co.uk/1739.asp


  PA/S4/15/4/3 

6 
 

A two year Scottish Training Fellowship, to boost the sustainability of the Scottish 
workforce, is currently under consideration and this will require further discussion 
with NHS Boards and the Royal Colleges to scope out viability.  

The Scottish Government is also in discussion with NHS Boards and the Royal 
Colleges on improving recruitment and are considering the linked need for extended 
roles within a range of professions, including nursing, paramedics and AHPs. We will 
provide an update on the outcome of these discussions in the summer. 

We continue to work with NHSScotland Boards to develop a more co-ordinated 
approach to publicising available medical posts, and have increased our activity in 
ensuring recruitment agencies can promote Scotland as a place to come and 
work.  Our specific work in partnership with the Royal Colleges and Boards relates to 
the development of time-limited Overseas Training Fellowships, which Colleges 
would help promote through their own networks, and has resulted in around 30 posts 
being identified across a range of medical specialities.  At this time, steps are being 
taken by Boards Medical Staffing teams to recruit to these through the Medical 
Careers website and, subject to identifying suitably qualified candidates; we would 
expect individuals to be in post by this summer. 

The Cabinet Secretary for Health, Wellbeing and Sport has also recently announced 
the GP Out of Hours Review - access to urgent primary medical services outwith 
normal GP surgery hours is a fundamental part of unscheduled care in Scotland. 

The review will consider how best to deliver these services in light of the challenges 
of Scotland’s ageing population, and as health and social care services are 
integrated.  It also builds on the Scottish Government’s 2020 Vision for the NHS, and 
the work underway with stakeholders to determine the short and long plans for 
Scotland’s NHS. It will address issues such as recruitment and retention of GPs, 
staff availability, especially during peak holiday times, consistency of service and the 
public’s expectations of the service.  

In terms of the review of skills and staffing levels in A&E and benchmarking 
information we would regard it as sensible to ensure that any service developments 
involving staffing levels or skill mix reflect appropriately on recent reports and 
developments involving the provision of NHS services across Scotland.  This needs 
to take account of levels of preparedness across NHS Scotland in terms of 
responding to known service pressures, particularly in the context of winter planning.  
We will be discussing this further in due course and would be happy to provide a 
further update to the Committee as soon as an appropriate way forward is clear.   

In Scotland, Officials are maintaining dialogue with the BMA Scottish Consultant 
Committee on how we can move towards the delivery of our agenda of person-
centred health provision.  However, we will not be entering into negotiations with the 
BMA about consultants’ contracts until there is greater clarity about what will be 
needed to deliver on sustainability and seven day services.  At that point we will look 
to achieve a fairer balance of remuneration at weekends and weekdays along with 
other reforms to medical contracts. 

The collaborative approach will provide Boards with the tools, best practices and 
support to ensure the availability of capacity, at the right time in the day, on a site by  
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site basis.  This will be supported locally by centrally funded support teams, including 
a clinical lead, programme manager, service improvement manager and an analyst 
to ensure that the appropriate measures are put in place, based on sound evidence 
that will allow flow through the hospital.  

Seven Day Services (Para 83, 84) 

We are taking forward a programme of work on sustainable seven day services to 
realise our ambition to consistently deliver high quality care, whenever patients need 
it. The NHS already provides round the clock care, but we need to do more to 
remove variation in the way care is delivered, particularly at the weekend. There is 
broad consensus that delivery of appropriate seven day services will improve patient 
care and clinical outcomes. 

A taskforce (including NHS Scotland, BMA, RCN and Scottish Health Council) are 
identifying the key steps that need to be taken to provide a sustainable seven day 
service. As the programme develops the workforce implications will be considered 
carefully in partnership with NHS Employers and staff-side colleagues.  

Given the complexity and the potential scope of this work, a phased approach is 
being taken. In the first phase the focus is on clinical areas such as acute surgery, 
major trauma, neonates and maternity, critical care and Diagnostics and 
Investigations. An Interim report is being finalised and will be published shortly. 

Prior to 16 October 2014 the SG was participating in formal negotiations between the 
4 UK Health Departments and the BMA to deliver a UK wide contract for Junior 
Doctors which would facilitate the provision of high quality care. These negotiations 
are currently stalled and the SG is working in partnership with the other UK Health 
Departments and employers to determine next steps. 

Work undertaken through the Collaborative programme will also address the variable 
uptake of protocols that allow A&E staff to admit patients to hospital, one of the six 
essentials, outlined earlier. The overall goal being to provide clinical teams more 
autonomy on a site by site basis and empowering them to get the right balance 
between patients arriving and being discharged each day, including weekends. 

Support in the Community (Para131) 

The collaborative is designed to be a whole system approach that recognises the 
need to improve unscheduled care performance in hospitals whilst creating the links 
between the local community improvement support teams and the emerging 
Integrated Joint Board staff. 

I recognise that I have provided information on a range of subjects and to that end I 
have sought to keep my response within reasonable bounds.  However, I would be 
very pleased to provide supplementary information, orally or in writing, if that would 
be of assistance to the Committee.  

Yours sincerely 

Paul Gray 



  PA/S4/15/4/3 

8 
 

ANNEX A 

  

WRITTEN SUBMISSION FROM THE SCOTTISH GOVERNMENT TO THE PUBLIC 
AUDIT COMMITTEE, DATED 7 NOVEMBER 2014 

AUDITOR GENERAL FOR SCOTLAND (AGS) REPORT “ACCIDENT AND 
EMERGENCY – PERFORMANCE UPDATE” 

Thank you for your letter of 13 October about A&E data quality and reviewing the 
range of data collected on A&E.  

The A&E data mart introduced by ISD in 2007 is a national data set used as a 
source to produce official statistics – although not all data fields are included in 
official statistics publications.  Source of referral is one of those fields not included 
within official statistics and is not subject to the same level of data quality and 
scrutiny. Further analysis which compares ‘source of referral’ with ‘mode of arrival’ 
shows that some A&Es are having difficulty interpreting the definitions for source of 
referral. I have asked ISD to carry out additional work with NHS Boards to ensure the 
definitions of ‘self-referral’ and ‘999 emergency services referral’ within this data field 
can be interpreted consistently. 

On the broader question of reviewing the range of data collected on A&E, ISD are 
currently facilitating a third review of the A&E data set with representatives from the 
Scottish Government, NHS Boards, and the College of Emergency Medicine. I have 
asked ISD to ensure that the review is carried out in light of the Audit Scotland report 
on A&E and that planned improvements in data quality of each field within the data 
mart are also considered to ensure the data is collected consistently. 

I hope you have found this note helpful.  If you have any further queries please do 
not hesitate to contact me. 

Yours sincerely  

Paul Gray  
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Appendix B 
 

RECOMMENDATIONS IN THE PUBLIC AUDIT COMMITTEE 7TH REPORT, 2014 
(SESSION 4): REPORT ON ACCIDENT AND EMERGENCY – PERFORMANCE 
UPDATE 
 
Executive Summary 
 
(Paragraph 3) In its report the Committee has sought further information from the 
Scottish Government on its review of the 95% interim target as well as what support 
it is providing those boards which did not meet this target. We note that the Scottish 
Government retained the 98% standard but in the meantime introduced a 95% 
interim target. We have therefore requested confirmation of whether the 98% target 
remains appropriate and achievable, given the Scottish Government’s comments 
that some patients may need to wait in A&E longer than four hours. 
 
(Paragraph 4) The Committee welcomes the additional funding (£27 million over 
three years) provided by the Scottish Government to support the National 
Unscheduled Care Action Plan (NUCAP) but has sought clarification from the 
Scottish Government as to how NHS Boards are expected to release a further £23 
million over three years to reinvest in this plan. We have also asked Audit Scotland 
to provide an update on progress made and outcomes achieved by NUCAP. 
 
(Paragraph 5) We have sought updates from the Scottish Government in a number 
of areas where it is undertaking work including guidance on redirecting patients; 
evaluation of GP assessment areas, and implementation of the UK Greenaway 
review proposals for postgraduate medical training. In addition we have sought 
clarification from the Scottish Government on how it proposes to better understand 
the reasons why self-referral patients attend A&E, case mix and mortality rates and 
how it is supporting hospitals to move away from the standard practice of week day 
working in some parts of the hospital service.  
 
Main Report 

(Paragraph 18) The Committee acknowledges the considerable improvements that 
were achieved with A&E waiting times between the introduction of the target in 2004 
and 2010 (see paragraph 11). 
 
(Paragraph 19) The Committee, however, also notes that despite improvement in 
NHS boards’ performance during 2013, overall performance against the 98% 
standard deteriorated from 97.2% in December 2009 to 93.5% in December 2013. It 
is also disappointing that the NHS in Scotland performance for the year to 
September 2014 (the timescale for achieving the 95% interim target) was 93.4%. 
 
(Paragraph 20) We acknowledge that 9 of 14 NHS boards met the 95% interim 
target but request further information from the Scottish Government on how it is 
supporting the remaining 5 NHS boards to meet this target. 
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(Paragraph 21) The Committee notes that the Scottish Government will review the 
95% interim target after September 2014 and we request further information from the 
Scottish Government on the outcome of that review. 
 
(Paragraph 26) The Committee concurs with the AGS that the performance of A&E 
departments can be an important indicator of pressure on the system as a whole. 
  
(Paragraph 27) The Committee noted that in order for the NHS to meet the 95% 
interim target in 2012/13, of those who arrived at A&E that year, it would have 
required to admit or discharge a further 22,852 patients within four hours. The 
Committee is therefore concerned that without a step change in activity and service 
redesign by NHS boards, the 98% standard may not be met by the NHS for some 
time to come. 
 
(Paragraph 28) Given its observation that there is a clinical need for 5% flexibility for 
those patients who need to stay in A&E longer we would ask the Scottish 
Government to confirm whether the 98% standard remains appropriate and 
achievable (and if so, by when). We would also request an update from the Scottish 
Government on the performance of NHS boards against the 98% standard. 
 
(Paragraph 34) The Committee welcomes the additional Scottish Government 
funding provided to support NUCAP. However given the challenging pressures 
facing the NHS, we request further information from the Scottish Government on 
how it expects NHS boards to release £23 million over three years to be reinvested 
in unscheduled care.  
 
(Paragraph 35) The Committee also requests further information as to when, 
following evaluation of the LUCAPs for 2014/15, it will share with NHS boards good 
practice on the effective models of A&E services (as recommended by the AGS).  
 
(Paragraph 36) The Committee also seeks clarification on how the Scottish 
Government proposes to monitor the sustainability of improvements delivered 
through LUCAPs. 
 
(Paragraph 37) The Committee notes the AGS’s comments that it was too early to 
comment on the impact of this action plan as significant changes to services will take 
time to deliver. 
 
(Paragraph 38) The Committee therefore invites the AGS to provide an update when 
Audit Scotland next reports on unscheduled care on: 

 the progress made and the outcomes delivered by NUCAP and the additional 
Scottish Government funding (£27 million over three years),  

 the progress made by NHS boards in delivering local initiatives on 
unscheduled care and achieving the Scottish Government's success 
measures, and 

 the extent to which LUCAPs propose action in relation to other services such 
as GP services. 
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(Paragraph 47) The Committee considers it important that NHS boards understand 
the impact different sources of referrals have on A&E attendances. This demand 
data can then inform NHS boards’ decision-taking on reducing inappropriate 
attendances at A&E. It will also provide a starting point for trying to understand why 
patients make the choices they do about where to seek treatment. 
 
(Paragraph 48) The Committee therefore seeks an update from the Scottish 
Government on the outcome of the work by ISD on the definitions of self-referral and 
999 emergency services referral and how it proposes to support NHS boards to 
collect accurate and robust data on all the sources of referrals to A&E departments. 
 
(Paragraph 49) The Committee also requests clarification of what action, if any, the 
Scottish Government proposes to take to better understand the reasons why self-
referral patients make the choice to attend A&E departments. 
 
(Paragraph 60) A key part of addressing the pressures on A&E services has to be 
reducing the number of people who inappropriately attend A&E departments but who 
could be treated in or redirected to other parts of the health service if these services 
were available at the time. In that regard, the Committee acknowledges the good 
practice that goes on in some NHS hospitals to tackle this issue. 
 
(Paragraph 61) We welcome the revised guidance to all NHS boards on redirecting 
patients (arising from NHS Tayside's experience). However, we request further 
information from the Scottish Government on what action it is taking to further 
encourage NHS boards to review the redirection guidance and implement this policy 
where appropriate. 
 
(Paragraph 62) We also seek information from the Scottish Government on what 
NHS Boards are doing to ensure that sufficient capacity exists in other parts of the 
health service to support those patients who could be redirected away from A&E. 
 
(Paragraph 63) The Committee also requests an update from the Scottish 
Government on when its evaluation of GP assessment areas will be completed as 
well as a summary of the outcome of that evaluation. 
 
(Paragraph 82) The Committee agrees with witnesses that a key part of improving 
patient flow in A&E is ensuring the early input from experienced medical staff. The 
evidence from NHS Tayside is that this approach ensures that the right type of care 
is provided quickly and it also prevents inappropriate admissions and discharges. 
 
(Paragraph 83) The Committee, however, notes witness comments regarding the 
standard practice of weekday working in some parts of the hospital service. We seek 
further information from the Scottish Government on how it is supporting NHS 
boards to address this challenge and to move towards a pattern of working which 
better supports more effective patient treatment and better patient flow. 
 
(Paragraph 84) Given the variable uptake across the NHS of protocols which allow 
senior A&E staff to admit patients to hospital, we also recommend that the Scottish  
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Government monitor the implementation of capacity management plans and 
speciality flows by NHS boards to determine whether uptake improves. 
 
(Paragraph 90) The Committee agrees with the Scottish Government that patient 
safety in A&E departments is important 7 days a week. We therefore request further 
information from the Scottish Government on what action it is taking to understand 
A&E case mix and mortality rates. In particular we would welcome information from 
the Scottish Government on: 

 the extent to which the medical workload tool will contribute to a better 
understanding of case mix and mortality rates in A&E and in hospitals more 
generally; and 

 what support it is providing NHS boards to improve the consistency in the 
methodologies they use to measure patient flow. 

 
(Paragraph 91) The Committee would also welcome further clarification of how the 
Scottish Government will ensure that the data collected through the workload tool is 
collected on a consistent basis to enable comparisons across NHS hospitals. 
 
(Paragraph 105) The Committee notes that a decision has yet to be taken on how 
the Greenaway review outcomes are to be implemented. The Committee would 
therefore request an update from the Scottish Government on how it proposes to 
implement the Greenaway review recommendations once that decision has been 
reached. In particular it would seek clarification of how its proposals for 
implementation will improve the recruitment and retention of postgraduate medical 
trainees in A&E. 
 
(Paragraph 106) The Committee notes that work by the NHS and Scottish 
Government on skills and staffing levels in A&E was due for completion in 
September 2014. We therefore request an update on the outcome of this review, and 
confirmation of the timescale when benchmarking information and guidance on 
staffing and skills sets for A&E departments will be made available to boards. 
 
(Paragraph 107) We would also welcome further information on the work being 
undertaken with boards and the Royal Colleges to improve recruitment as well as the 
work on extended roles, including when the outcome of these considerations is 
expected. 
 
(Paragraph 111) The Committee requests information from the Scottish Government 
on the extent to which it considers the national contract adequately recognises the 
changing working conditions of consultants, particularly those working in A&E and 
supports service redesign by enabling innovative working practices to be adequately 
rewarded.  
 

(Paragraph 119) The Committee notes from the AGS report that research suggests 
that occupancy rates higher than 85% can carry risks. For example, hospitals could 
experience bed shortages at these times and this can have an effect on the quality 
and safety of patient care. The Committee requests further work is undertaken by the 
Scottish Government on the availability of beds and occupancy rates. 
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(Paragraph 120) Whilst we welcome the provision, through the NUCAP, of additional 
bed capacity during winter 2013/14, we request an update from the Scottish 
Government on what support it is providing to NHS boards to manage bed 
occupancy throughout the year. 
 
(Paragraph 130) The Committee recognises that delays in discharging patients not 
only affects the patients concerned but also impacts on the whole system including 
increasing the time patients may wait in A&E for a bed. 
 
(Paragraph 131) It is therefore important that those patients, who may require further 
support in the community in order to be discharged, are identified early and 
appropriate support made available. This relies on health and social care services 
working effectively together. The Committee would therefore seek further information 
from the Scottish Government on the relationship between the initiatives and 
priorities set out in LUCAPs by NHS Boards and the priorities agreed by Integrated 
Authorities. 
 
(Paragraph 132) The Committee also reiterates its comments at paragraph 83 
regarding action to deliver extended and 7 day hospital services, where appropriate. 
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WRITTEN SUBMISSION FROM THE SCOTTISH GOVERNMENT TO THE PUBLIC AUDIT 
COMMITTEE, DATED 16 FEBRUARY 2015 
 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) SECTION 23 REPORT: 
NHS IN SCOTLAND 2013/14 
 
Thank you for your letter dated 19 January 2015.  You requested further information about: 
performance targets and outcomes; home care places; and further detail on financial 
information.  I have set out below a response to each of these using the headings provided 
in your letter for ease of reference. 
 
Performance Targets And Outcomes 
 
A summary of the most recent statistics for health service performance 
 
We discussed in some detail the Accident and Emergency (A&E) statistics.  Comparisons 
across the UK are best made using the major A&E departments.  The latest official statistics 
in the UK for December 2014 show 4 hour A&E performance for major A&E departments at 
88.6% in Scotland, 85.3% in England, 77.2% in Wales and 73.5% in Northern Ireland.  
 
Statistics for Australia relating to 2013/14 show performance against a 4 hour target of 
81.4%.  In New Zealand, statistics are based on a 6 hour target for A&E and performance 
stood at 92.7% in quarter 1 2014/15.  
 
The Waiting Times Alliance in Canada recently produced a report on waiting times in 
Canada, Time to Close the Gap.  The report singles out performance in Scotland as the 
benchmark to which Canada should aspire. 
 
Further detail on the published data for NHSScotland, England, Wales, Northern Ireland, 
Australia and New Zealand; and the report from Canada, is provided at Annex A (attached). 
 
Confirmation of the terminology used from April 2015 to describe NHS performance (such as 
HEAT Standards compared with LDP standards etc) including a definition of each and a 
summary of the measures each refers to 
 
For simplicity, we have decided that as from April 2015 we will use the term LDP Standards 
to replace HEAT targets and HEAT standards.   
 
The LDP Standards will be used to describe NHS performance and are particularly relevant 
to timely access, healthcare associated infection and financial performance.  The standards 
describe the levels of performance expected. 
 
The former HEAT targets on delayed discharge and emergency bed day rates for those 
aged 75+ will be covered in the new Integration Indicators, which are described in further 
detail below.  Progress against carbon reduction will be reported in line with the Public 
Sector Sustainability Reporting requirements and the newly announced commitment to 
mandatory reporting under Part 4 of the Climate Change (Scotland) Act.  The Scottish 
Ambulance Service Local Delivery Plan retains the Cat A response time standard. 
 
We will continue to show the latest performance against LDP Standards through the 
Scotland Performs website.  Integration Authorities will publish an annual performance report 

http://www.audit-scotland.gov.uk/docs/health/2014/nr_141030_nhs_finances.pdf
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demonstrating progress in terms of the new Integration Indicators.  We will also continue to 
monitor performance via the range of audit reports that apply to health and social care 
performance.  
 
A list of LDP Standards is provided at Annex B. 
 
Clarification of the outcome measures that will be used to assess the performance of Health 
and Social Care Integrated Authorities  
 
The national outcomes for health and wellbeing  are set out within the legislative framework 
for integration.  The core suite of indicators to underpin these outcomes is currently being 
finalised.  These indicators will measure progress across health and social care under 
integration.  
 
The indicators focus on measures that are particularly relevant to the quality of care 
experienced by people with multimorbidities, many of whom are older people.  The indicators 
reflect the whole pathway of care, in communities, care homes and hospitals, to allow a 
better understanding of whether integration is successfully delivering a shift in the balance of 
care into communities and away from institutional settings. 
 
Example indicators include: the percentage of adults receiving care or support who rate it as 
excellent or good; the rate of emergency admissions for adults and of readmission to 
hospital within 28 days; delayed discharge; and the percentage of adults with intensive 
needs who are receiving care at home.  
 
Under integration, Health Boards and Local Authorities delegate functions and budgets to 
their Integration Authority (either an Integration Joint Board or a Lead Agency).  Where an 
NHS function is delegated to the Integration Authority, the LDP Standards that relate to that 
function are also delegated.  There will therefore be some overlap between LDP Standards 
and indicators for integration.  As noted above, Integration Authorities will publish an annual 
performance report demonstrating progress. 
 
Home Care Places 
 
An explanation of the main reasons for the reduction in homecare and the total number of 
people receiving home care 
 
NHS in Scotland 2013/14 highlights an 11% decrease in people receiving home care 
between 2008 and 2013 as reported in Social Care Statistics 20131.  The latest edition of 
this publication shows a 10% decrease over the period 2009 and 2014 with a slight increase 
in home care clients in 2014 to 61,740 clients (all ages). 
 
While the number of home care clients has been decreasing, the number of home care 
hours provided each year has been increasing.   631,100 care hours were provided in 2013 
compared to 678,900 in 2014 which is an increase of 7.6% in a single year. 
 
There are a number of factors that may help to explain the reduction in people receiving 
home care as reflected in these statistics. 
 
The increase in the average number of hours of home care provided reflects the focus of 
Scottish Government policy on intensive support, including for frail older people at home, as 

                                            
1
 http://www.scotland.gov.uk/Publications/2013/11/8713/ 

http://www.scotland.gov.uk/Publications/2013/11/8713/
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well as the continuing shift in the balance of care from institutional settings towards providing 
more community based care at home.  The increase in hours is therefore in line with what 
we would expect, where those clients with highest level of need receive greater packages of 
care, and remain in their own homes.  
 
The Social Care Statistics publication also tells us that at the end of March there were just 
under 112,000 people in Scotland who have operational Telecare and Community Alarm 
Systems.  This indicates that people are using other means to self-manage conditions rather 
than adopting formal home care packages.  
 
An additional factor is that the number of people opting for direct payments increased from 
3,680 in 2009-10 to 6,010 in 2013-14; a rise of 63%.  This means that a growing number of 
families are seeking support directly from local organisations which will not be reflected in 
the headline statistics for home care. 
 
The guidance on National Standard Eligibility and Waiting Times For Personal & Nursing 
Care For Older People was published in September 2009 and is available on the Scottish 
Government website2. 
 
All 32 Local Authorities have confirmed that their local arrangements for access to social 
care and timescales are now consistent with this guidance.  
 
Financial Information 
 
Confirmation of the real terms changes to the annual health budget since 2009-10 
 
The real terms changes (expressed at 2014-15 price levels) to the annual health budget 
since 2009-10 are as follows: 
 

 

2009-
10 

2010-
11 

2011-
12 

2012-
13 

2013-
14 

2014-
15 2015-16 

Real Terms £m £m £m £m £m £m £m 

Resource  
11,408.

9 
11,299.

4 
11,396.

6 
11,468.

8 
11,559.

6 
11,606.

4 
11,820.

5 
Capital  649.5 621.7 516.1 471.6 408.9 254.0 199.7 
PFI/PPP and 
NPD/Hub 204.5 180.2 42.3 10.4 32.7 122.0 374.8 

Total 
12,262.

8 
12,101.

3 
11,955.

0 
11,950.

7 
12,001.

2 
11,982.

4 
12,395.

0 
 
The resource budget has increased by 3.6% over inflation since 2009-10.  From 2010-11, 
the Scottish Government has committed to passing on in full the resource consequentials 
arising from Westminster and this is reflected in the real terms uplifts seen in each year since 
then (4.6% real term increase since 2010-11). 
 
In terms of funding for capital investment, the core capital budget has decreased by 69% 
since 2009-10, and funding through PFI/PPP and NPD/Hub has increased by 83% over the 
same period.  The capital investment budgets have been profiled to match projects and 
associated funding requirements – most specifically the spend profile of the New South 

                                            
2 http://www.scotland.gov.uk/Topics/Health/Support-Social-Care/Support/Older-People/Free-
Personal-Nursing-Care/Guidance 
 

http://www.scotland.gov.uk/Topics/Health/Support-Social-Care/Support/Older-People/Free-Personal-Nursing-Care/Guidance
http://www.scotland.gov.uk/Topics/Health/Support-Social-Care/Support/Older-People/Free-Personal-Nursing-Care/Guidance
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Glasgow Hospital.  NPD/Hub is being used as an alternative to traditional capital investment, 
and various health projects, such as the NHS Dumfries and Galloway Acute Services 
Redevelopment and NHS Lothian Royal Hospital for Sick Children are using this form of 
investment. 
 
The total real terms increase of the health budget between 2009-10 and 2015-16 is 1.1%. 
 
Summary of the ten year capital plan for NHSScotland 
 
Our ten year capital plan recognises that future investment must support and facilitate the 
delivery of the NHSScotland Quality Strategy and 2020 Vision.  To achieve this the plan 
seeks to set out a balance of investment which maintains and improves standards in our 
acute estate and, at the same time, has a concerted push to investment in community based 
facilities and technology to support care as close as possible to home. 
 
In preparing this plan, existing plans have been used as a starting point.  These include 
Local Delivery Plans, Property and Asset Management Strategies and further information 
received from NHS Boards.  In addition, consideration has been given to broader strategic 
issues facing NHSScotland over the next 10 years with particular emphasis on shifting the 
balance of care, replacement of medical equipment and investment in technology. 
 
Key elements of the plan include tackling backlog maintenance through formula allocations 
to NHS Boards and through replacements, redevelopments and disposals of existing 
facilities.  In addition, data extracted from the newly implemented capital planning system 
has been used to forecast investment needs required in the future to maintain the condition 
of NHSScotland’s major assets. 
The existing portfolio of major health infrastructure projects, including the £842m New South 
Glasgow Hospitals project, the £256m replacement for the Dumfries and Galloway Royal 
Infirmary and the £228m new Royal Hospital for Sick Children in Edinburgh, forms a 
significant element of the context for capital planning. 
 
The plan includes £400m of health infrastructure projects announced in 2014 as part of the 
extension of NPD/hub pipeline, including new acute care facilities in Aberdeen (£120m), East 
Lothian Community Hospital (£65m), the completion of the redevelopment of the Royal 
Edinburgh Campus (£146m) and additional investment in community health infrastructure 
across Scotland. 
 
The plan includes investment in equipment replacement, including the existing radiotherapy 
and Positron Emission Tomography (PET) replacement programmes as well as proposals 
for more general equipment replacement programme and a programme of upgrades to NHS 
Boards’ IT infrastructure. 
  
We update the plan each year to reflect Board LDPs, and so will send it to the Public Audit 
Committee in April.  
 
Breakdown of the proportion of high and significant backlog maintenance relating to surplus 
buildings compared with buildings in use 
 
The total backlog maintenance for 2014 currently equates to £797m.  Within this, the total 
value of high and significant backlog maintenance was £373m. 
 
The £373m of high and significant backlog maintenance is split as follows: 
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Buildings planned to be replaced or disposed of: £ 66m (18% of the total) 
Buildings to be retained/redeveloped: £307m (82% of the total) 
 
These figures are not yet published but are expected to be published this month as part of 
the Annual State of NHSScotland Assets and Facilities Report for 2014. 
 
I hope this response provides the level of information the Committee requested.  However, I 
would be pleased to provide supplementary information if required.  I would also be pleased 
to provide further information in relation to outcome measures for Health and Social Care 
Integration once finalised. 
 
Yours sincerely 
 
 

Paul Gray 
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Annex A 
 
Summary of the most recent statistics for health service performance 
 
The following website addresses provide links to the relevant information for Scotland, 
England, Wales, Northern Ireland, New Zealand, Australia; and the report from Canada 
respectively: 
 
http://www.isdscotland.org/Health-Topics/Emergency-Care/Publications/data-
tables.asp?id=1330#1330 
 
http://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-
activity/weekly-ae-sitreps-2014-15/ 
 
http://www.infoandstats.wales.nhs.uk/page.cfm?orgid=869&pid=62956 
 
http://www.dhsspsni.gov.uk/index/statistics/downloadable-data.htm 
 
http://www.health.govt.nz/system/files/documents/pages/q1-2014-15-health-targets_0.xlsx 
 
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129549117 
 
http://www.waittimealliance.ca/wp-content/uploads/2014/06/FINAL-EN-WTA-Report-Card.pdf 
 
 
  

http://www.isdscotland.org/Health-Topics/Emergency-Care/Publications/data-tables.asp?id=1330#1330
http://www.isdscotland.org/Health-Topics/Emergency-Care/Publications/data-tables.asp?id=1330#1330
http://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/weekly-ae-sitreps-2014-15/
http://www.england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/weekly-ae-sitreps-2014-15/
http://www.infoandstats.wales.nhs.uk/page.cfm?orgid=869&pid=62956
http://www.dhsspsni.gov.uk/index/statistics/downloadable-data.htm
http://www.health.govt.nz/system/files/documents/pages/q1-2014-15-health-targets_0.xlsx
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129549117
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Annex B 
 
Local Delivery Plan (LDP) Standards 
 
 People diagnosed and treated in 1st stage of breast, colorectal and lung cancer 

(25% increase) 
 

The LDP Standard is for NHSScotland to achieve a 25% increase in the percentage 
of breast, colorectal and lung cancer cases that were diagnosed at stage 1 in 
2010/2011 (this refers to the two calendar years combined from January 2010 to 
December 2011).  This is to be achieved by 2014/2015 (January 2014 through to 
December 2015). 

 
 31 days from decision to treat (95%) 

 
 62 days from urgent referral with suspicion of cancer (95%) 
 

Proportion of patients beginning cancer treatment within 31 days of decision being 
taken to treat, and  62 days of urgent referral with suspicion of cancer. 

 
 People newly diagnosed with dementia will have a minimum of 1 year’s post-diagnostic 

support  
 

Percentage of people newly diagnosed who receive a minimum of one year of post-
diagnostic support (as defined by the commitment) and who have a person-centred 
plan in place at the end of that support period. National and Board level performance 
to demonstrate progress against the Standard are currently being considered. 

 
 12 weeks Treatment Time Guarantee (TTG 100%)  
 

Proportion of inpatient and day cases that were seen within the 12 week Treatment 
Time Guarantee.  This is a legal requirement as outlined in the Patient Rights 
Scotland Act (2011). As such all patients (i.e. 100%) must be seen within the required 
12 weeks. 

 
 18 weeks Referral to Treatment (RTT 90%) 
 

90 per cent of patients seen and treated as inpatient or day case within 18 weeks 
from initial referral. 

 
 12 weeks for first outpatient appointment (95% with stretch 100%) 
 

The guidance states that during 2015/16 Boards need to improve the 12 weeks 
outpatient performance to achieve a minimum 95% standard with a stretch aim to 
100%.  It is also essential that waits of over 16 weeks are eradicated.   To deliver this 
it is essential that Boards below 95% at end December 2014 make significant 
improvements in 2015/16 with each individual Board delivering 95% or over during the 
year.  For those Boards already delivering 95% they must sustain and improve 
performance during 2015/16. These means that if a Board is currently delivering 98% 
then this needs to be maintained and improved on during the year.  
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 At least 80% of pregnant women in each Scottish Index of Multiple Deprivation (SIMD) 

quintile will have booked for antenatal care by the 12th week of gestation 
 

The Standard is for at least 80% of pregnant women in each SIMD quintile to have 
booked for antenatal care by the 12th week of gestation.  The denominator is all 
women who give birth in Scottish Hospitals.   For Board level SIMD quintiles, the 
datazones in each Board are to be divided into five groups according to SIMD 2012 
rank. 

 
 Eligible patients commence IVF treatment within 12 months (90%) 
 

90% of eligible patients screened for IVF treatment within 12 months of the decision to 
treat made by one of the four IVF Centres. This is based on adjusted completed waits. 

 
 18 weeks referral to treatment for specialist Child and Adolescent Mental Health Services 

(CAMHS) (90%) 
 

90% of patients referred for CAMHS are to start treatment within 18 weeks of referral. 
This is based on adjusted completed waits. 

 
 18 weeks referral to treatment for Psychological Therapies (90%) 
 

90% of patients referred for Psychological Therapies are to start treatment within 18 
weeks of referral. This is based on adjusted completed waits. 

 
 Clostridium difficile infections per 1000 occupied bed days (0.32) 
 

The Standard is for a maximum rate of 0.32 cases of Clostridium difficile infections in 
patients aged 15 and over per 1,000 total occupied bed days 
 

 
 SAB infections per 1000 acute occupied bed days (0.24)  
 

The Standard is for a maximum rate of 0.24 cases of staphylococcus aureus 
bacteriamia (including MRSA) per 1,000 acute occupied bed days.  The Scottish 
Government expect that NHS Boards will improve SAB infection rates during 2015/16 
- close monitoring of SAB will continue.  Research is underway to develop a new SAB 
standard for inclusion in LDP next year. 

 
 Clients will wait no longer than 3 weeks from referral received to appropriate drug or 

alcohol treatment that supports their recovery (90%) 
 

 90% of clients referred for drug or alcohol treatment are to be treated within 3 weeks 
from date referral received. 

 
 Sustain and embed alcohol brief interventions in 3 priority settings (primary care, A&E, 

antenatal) and broaden delivery in wider settings 
 

The performance measure is the number of alcohol brief interventions delivered 
during 2015-16.  National and Board level performance to demonstrate sustained and 
embedded delivery are currently being considered 
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 Sustain and embed successful smoking quits, at 12 weeks post quit, in the 40% SIMD 

areas 
 
Number of successful quits, for people residing in the 40 per cent most-deprived 
datazones (60% for island health boards) in the NHS Board (i.e. two most-deprived 
local quintiles (three most deprived local quintiles for island health boards)).   The 
number  of 12 week quits to be delivered over year ending March 2016 is under 
consideration 

 
 48 hour access or advance booking to an appropriate member of the GP team (90%) 
 

Measures used for standard include the proportion of patients who get 48-hour 
access to an appropriate healthcare professional and the proportion of patients who 
can book book an appointment with a GP three or more working days in advance. 

 
 Sickness absence (4%) 
 

NHSScotland Workforce Statistics: Sickness Absence Rate (from Scottish Workforce 
Information Standard System, SWISS).  Sickness absence is defined as normal sick 
leave, unpaid sick leave, industrial injury, accident involving a third party and injury 
resulting from a crime of violence. 

 
 4 hours from arrival to admission, discharge or transfer for A&E treatment  (95% with 

stretch 98%) 
 

The A&E 4 hour standard follows clinical advice to sustain at least 95% of A&E 
patients being treated within four hours, as a step towards achieving 98%. 

 
 Operate within agreed revenue resource limit; capital resource limit; and meet cash 

requirement 
 

This measure addresses financial performance, specifically in terms of maintaining 
within UK and Scottish Government funding parameters.    
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WRITTEN SUBMISSION FROM THE PUBLIC AUDIT COMMITTEE TO THE SCOTTISH 
GOVERNMENT, DATED 19 JANUARY 2015 
 
AUDITOR GENERAL FOR SCOTLAND (AGS) SECTION 23 REPORT:  “NHS IN 
SCOTLAND 2013/14” 
  
Thank you for giving evidence to the Public Audit Committee on the above report on 14 
January 2015. The Official Report of the meeting is available on the Committee’s webpage 
at: http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx 
 
At that meeting you agreed to write to the Committee on a number of issues raised in 
discussion. The Committee would therefore welcome the following: 
 

 A summary of the most recent statistics for health service performance comparing 
Scotland with elsewhere in the UK and internationally (such as those statistics cited 
by Alan Hunter at the Committee meeting); 

 An explanation of the main reasons for the reduction in home care  (11 per cent) and 
the total number of people receiving home care (exhibit 13 of the AGS report) 
including the extent to which changes to the qualifying threshold at which home care 
support is provided has contributed to these reductions; 

 Confirmation of the real terms changes to the annual health budget since 2009/10; 
 A summary of the ten year capital plan for the NHS referred to by John Matheson (col 

17) during the Committee meeting; 
 A breakdown of the proportion of high and significant backlog maintenance that 

relates to surplus buildings compared with buildings in use (col 24). 
 
At the Committee meeting there was discussion of the outcomes against which the 
performance of the NHS is measured. In particular the following were referred to by you- 
HEAT Targets, Local Development plan (LDP) standards, as well as priorities, targets and 
standards. In its 5th report on NHS Financial Performance 2012/13 and Management of 
Patients on NHS waiting list – audit update the former Cabinet Secretary agreed with the 
Committee that the terminology used in relation to NHS performance can be difficult to 
understand. To that end the Cabinet Secretary committed to improve the terminology used 
and copies of the LDP guidance and Strategic Commissioning guidance were provided to 
the Committee. The Committee would therefore welcome the following information: 
 

 Confirmation of the terminology used from April 2015 to describe NHS performance 
(such as HEAT Standards compared with LDP standards etc), including a definition 
of each and a summary of the measures each refers to; 

 Clarification of the outcome measures that will be used to assess the performance 
Health and Social care integrated authorities as well as information on how these 
outcomes relate to the NHS performance measures (set out in the bullet point 
above); 
 

Our normal practice is to publish relevant evidence that is sent to us on our website and we 
may also include it in the hard copy of any committee report. Therefore, if you wish your 
evidence to be treated as confidential, or for your evidence to be published 
anonymously, please contact the Clerk to the Committee, before you submit your 
evidence. Further information on the publication of written submissions is contained in the 
policy on the treatment of written evidence by committees which is available at: 
http://www.scottish.parliament.uk/help/31037.aspx Please take time to read this policy.  
 

http://www.audit-scotland.gov.uk/docs/health/2014/nr_141030_nhs_finances.pdf
http://www.audit-scotland.gov.uk/docs/health/2014/nr_141030_nhs_finances.pdf
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/29862.aspx
http://www.scottish.parliament.uk/help/31037.aspx
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I would be grateful for a response to this letter by Monday 16 February 2014.  Should you 
have any queries, please contact the clerk to the committee on 0131 348 5390 or 
pa.committee@scottish.parliament.uk . 
 
Yours sincerely 
 
 
Paul Martin MSP 
Convener 

 

mailto:pa.committee@scottish.parliament.uk

	Agenda.pdf
	Briefing note Prestwick Airport
	Scottish Government response A&E – PERFORMANCE UPDATE
	NHS Scotland Written submission from the Scottish Government



