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Scottish Parliament

Section 23 Report

Public Audit Committee

“Accident and Emergency: Performance
update”

Wednesday 14 May 2014
[The Convener opened the meeting at 10:02]

Interests
The Convener (Hugh Henry): Good morning
and welcome to the 11th meeting in 2014 of the
Public Audit Committee. Agenda item 1 is a
declaration of interests. Bob Doris has moved on
and I thank him for his robust interventions and
work during his time on the committee. However,
we have a very effective replacement—a man I
have known for many years, even before the
creation of the Scottish Parliament—Bruce
Crawford MSP. I know that Bruce will bring
another dimension to the work of the committee. I
welcome you, Bruce, and invite you to declare any
relevant interests.
Bruce Crawford (Stirling) (SNP): I have no
relevant interests to declare and thank you for
saying such nice things about me at the beginning.
Tavish Scott (Shetland Islands) (LD): At the
beginning.

Decision on Taking Business in
Private
10:03
The Convener: Agenda item 2 is a decision on
taking business in private. Do we agree to take
items 5 and 6 in private?
Members indicated agreement.

10:03
The Convener: Agenda item 3 is on a section
23 report, “Accident and Emergency: Performance
update”. The committee will recall that we have
previously taken evidence from the Auditor
General and Audit Scotland on accident and
emergency provision, and this is an interesting
update. The Auditor General is here and is
accompanied by Catherine Young and Tricia
Meldrum. I invite the Auditor General to brief the
committee.
Caroline Gardner (Auditor General for
Scotland): Thank you, convener. The report that I
bring before the committee today provides an
update on how the national health service has
been performing against the four-hour waiting time
standard in accident and emergency since our last
report, in 2010.
A and E departments provide a really important
service for patients with serious injuries or illness
and it is important that patients are seen quickly.
The Government standard is that 98 per cent of A
and E patients should be treated and discharged
or admitted within four hours of arriving. In April
2013, it also introduced an interim target of 95 per
cent, which it expects NHS boards to achieve for
the year ending this September.
As the committee is aware from my recent
report on NHS financial management, the NHS in
Scotland is not currently meeting the four-hour
waiting time standard for A and E. Performance
against the target has deteriorated since 2010,
although it improved during 2013. There is
significant variation in performance across A and
E departments, with only 14 of the 31 departments
meeting the 95 per cent interim target in
December 2013.
It is important to say that there is no simple
explanation for why more patients are now waiting
more than four hours in A and E. A and E
departments are part of a much bigger health and
social care system and pressures across that
system can lead to patients being delayed in A
and E. For example, many A and E patients need
to be admitted to hospital and delays can be down
to a hospital bed not being available right when it
is needed. That might be because another patient
is waiting to be discharged from hospital later in
the day and so is still occupying the bed that the
new patient requires.
We know that more patients are now being
admitted to hospital from A and E and that there
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are more delays in A and E because patients are
waiting for a hospital bed to become available.
There is also some evidence to suggest that
patients attending A and E now have more serious
health problems than they have done in the past.
Across Scotland, just over a quarter of A and E
patients were admitted to hospital in 2012-13.
Staffing challenges can also affect how long
patients wait. A and E departments need the right
number and mix of staff and they need those staff
to be available when they are required. Since our
last report, the number of A and E consultants has
increased by 63 per cent, and there are now about
154 whole-time equivalent consultant posts.
However, there are still pressures around medical
staffing, including a reduction in some other
grades of staff, difficulties in filling vacancies and
lower numbers of staff being available at
weekends and in the evenings.
In response to the deterioration in waiting time
performance, the Scottish Government launched
the national unscheduled care action plan in
February 2013. One of the aims of the plan is to
reduce A and E waiting times and the Scottish
Government and NHS boards are taking steps to
address some of the causes of delays. The initial
work has focused on making improvements in
acute hospitals. The next stage is expected to look
at the wider health and social care system. It will
take time to see the impact of the actions, but
there was some improvement in A and E waiting
times during 2013.
My report makes a number of recommendations
to the Scottish Government. They are mostly
about sharing good practice on initiatives that can
help to improve A and E departments’
performance and waiting times for patients. My
colleagues and I are happy to answer questions.
The Convener: Thank you, Auditor General.
You say that there has been some improvement in
2013 but it is worrying that since you last looked at
the issue, there has been a deterioration despite
the investment and despite the commitment to
improve matters. It is clearly a matter of concern
for the public.
Targets are set for a good reason. The
politicians and officials who set the targets clearly
believe that the targets are realistic and that there
is a purpose for setting them. Therefore the fact
that the targets have not been met is of great
concern. You say that there has been some
improvement more recently but I want to raise an
issue that is relevant to me locally. Exhibit 7 of the
report gives figures for A and E department
performance against the target. In the Royal
Alexandra hospital in Paisley, performance against
the target dipped below 90 per cent in November
and December 2013. From a West of Scotland
perspective, it is even more worrying that the
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figures for the Western infirmary are consistently
below 90 per cent.
Although hospitals such as the Gilbert Bain
hospital and the Royal hospital for sick children in
Edinburgh are consistently performing well, others
are consistently performing poorly. Have you
looked at the specific reasons for those dips in
performance at the Royal Alexandra hospital in
Paisley and the Western infirmary?
Caroline Gardner: It is important to say that the
report is a performance update rather than a full
audit, as we carried out in 2010, so, to a great
extent, we have relied on the nationally available
data. We have investigated that data as far as we
can to explore what is associated with better
performance or with worse performance.
You are absolutely right to say that A and E
waiting times are important, both to all of us as
patients and as family members, in that we want
people to be seen and treated as quickly as
possible, and because there is some evidence that
longer
delays
can
compromise
clinical
effectiveness and the quality of care.
Waiting times matter and that is why the
Government has set the targets that it has set. It is
also important to keep this in proportion. As at
December, 93.5 per cent of patients across
Scotland were being seen within four hours.
Equally, there is huge variation across A and E
departments, as you have highlighted with the
examples from exhibit 7 of the report. One of the
most important things that we are trying to draw
out in the report is the need for individual A and E
departments to really understand the factors that
lead to delays in their particular departments,
whether it is availability of beds, availability of
clinical staff, or availability of alternatives at the
right time, and to use that information to put in
place solutions for their particular problems.
You will notice, for example, that big, complex,
specialist hospitals, such as Ninewells, have very
good performance. Case study 1 in the report
highlights a range of things that Ninewells has
done to achieve that. My recommendations are
really about the Government and health boards
taking a very similar, tailored approach in order to
understand what is causing the bottlenecks in
each system and to look beyond A and E for the
solutions.
The Convener: Have you identified problems
either with investment or ineffective management?
Again, forgive me for being parochial but I will stick
with NHS Greater Glasgow and Clyde. If we look
again at exhibit 7, we see that in December 2013,
Glasgow royal infirmary performance was below
90 per cent; Inverclyde was above it; the RAH in
Paisley was below it; the Royal hospital for sick
children in Edinburgh was above it, as was the
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Southern general hospital; and the Victoria
infirmary and the Western infirmary were both
below 90 per cent. What would cause that type of
cluster?
Caroline Gardner: As we say in the report, the
factors that affect A and E performance are
complex and interrelated. First, the rate of
attendance at A and E is affected by deprivation in
the local area and by the distance from where
people live to the A and E department. That is a
starting point. Interestingly, we know that total A
and E attendances have dropped very slightly
since our last report. There has been a rise in
attendance at minor injury units but A and E
attendances have gone down. However, the
number of older people attending A and E has
increased, as has the number of people who are
admitted to hospital from A and E, suggesting that
people are sicker than they previously were and
more seriously in need of attention.
As you touched on in your question, there are
real differences in how A and E departments are
managed as part of the wider system. In NHS
Tayside, they have worked very hard to ensure
that they have appropriate specialist medical staff
available, not just during the working day but
during the evenings and at weekends. As soon as
it looks likely that a patient might need to be
admitted, they start the process of identifying a
bed so that there is not a wait for one. They work
very hard at ensuring that general practitioners
can refer directly to wards rather than through A
and E and they signpost alternatives to A and E
departments. That whole approach seems to be
very effective at making the system work in NHS
Tayside and we think that there is scope for other
A and E departments to follow that sort of
approach more.
The Convener: After your recommendations,
with the increased investment, and given the fact
that areas such as Tayside can achieve the target,
did you expect that the target would be met across
Scotland?
Caroline Gardner: It is certainly the case that
since the Government’s national unscheduled care
action plan was introduced in February 2013, we
have seen an improvement—as we say in the
report. There is scope for that improvement to be
more consistent right across Scotland.
Equally, A and E departments can be an
important indicator of pressure on the system as a
whole. We know that there are financial pressures;
that the population is ageing; and that all the
pressures that we have discussed before in the
committee continue. That is why we think that
focusing on that specific indicator is not an end in
itself. However, it is an opportunity to look at how
the system as a whole works.
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Ken Macintosh (Eastwood) (Lab): Thank you
for the report, Auditor General. As well as the
statistics on missing the four-hour target, I was
slightly worried by a number of other statistics that
emerged in your report. In particular, on page 18,
in paragraphs 19 to 21, you state quite clearly that
“The number of patients who waited longer than 12 hours in
A&E departments has increased”

and that
“The median wait for A&E patients has increased”.

That means that the issue is not just about not
meeting the four-hour target; the average
experience for patients is getting worse. Very
worryingly, a huge number of patients—about
70,000 of them—are now being seen in the last 10
minutes of the four-hour period. That does not
paint a very good picture at all, does it?
10:15
Caroline Gardner: When you look at exhibit 8,
you get the clear sense of the pressure on A and
E departments building up and increasing since
our last report in 2010. That is important, because
despite all the efforts that the Government and
NHS boards are making to meet the target of 95
per cent of people being seen and either treated or
discharged within four hours, those pressures are
still there. That will not change, because we know
that the population is ageing, that older people are
more likely to attend A and E and are more likely
to need to be admitted and that more people have
complex health problems. All that is part of what is
going on, which is why we think that A and E
departments need to be seen in the context of the
whole health and social care system locally, so
that the pressures can be properly managed.
However, there is no question but that they are
real.
Ken Macintosh: Do you agree that it is not only
about the one target of four hours and that the fact
is that there is a problem across the whole area of
A and E?
Caroline Gardner: We say in the report that the
increase in the median wait is an indicator of real
pressure in A and E and across the health and
social care system. The fact that the median wait
has increased is not necessarily a bad thing in
itself, although it is obviously bad for the people
who might previously have been seen in an hour
and are now waiting for two or three hours. It
might mean that there is more appropriate triaging
and that the care that people get is more tailored
to their needs. However, it is certainly an indicator
that there is pressure in the system, and we
believe that a number of boards will find it hard to
meet the 95 per cent target by September of this
year.
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Ken Macintosh: Is that the average
experience? You talk about the median. How long
are patients waiting now compared with how long
they were waiting?
Caroline Gardner: As you highlighted, we
report in paragraph 20 that the median wait
“has increased from 99 minutes in 2008/09 to 126 minutes
in 2012/13.”

We do not know the figure for December 2013,
because it has not been reported nationally, so we
used the most up-to-date national data that is
available. I would expect there to have been a
slight improvement by December 2013, as we
have seen across the rest of the A and E
performance, but we do not know that yet.
Ken Macintosh: There is a particularly worrying
comment about the treatment given to those seen
in the last 10 minutes of the four-hour period.
Paragraph 33 of the report suggests that
“National data shows that patients who are admitted just
before the end of the four-hour period are likely to spend
longer in hospital.”

The report also states that
“11 per cent of all admissions to hospital from A&E
departments happened within the last ten minutes of the
four-hour period”.

That figure has gone up hugely.
Caroline Gardner: Catherine Young might want
to add to what I say. First, we would all recognise
that one of the inevitable side effects of setting
targets is that, for example, if a four-hour target is
set, there will be particular attention on patients
who are coming towards the end of that four-hour
waiting period.
We cannot tell from the available data whether
patients are being admitted inappropriately in the
last 10 minutes to avoid breaching the target of
four hours but, as we say in the report, we tested
that by proxy by looking at how long those patients
stayed in hospital. Our hypothesis was that, if they
were being admitted inappropriately, they would
have shorter lengths of stay, as they would be in
for a short period and discharged. In fact, we
found that the opposite was the case, as patients
admitted in the last 10 minutes were likely to have
longer lengths of stay. We therefore concluded
that it was unlikely that they were being admitted
inappropriately. However, we say that the statistic
probably highlights real pressures in relation to
patient flow through the system.
Does Catherine Young want to add to my
comments?
Catherine Young (Audit Scotland): The
decision to admit might well have been made
earlier in the four hours but, as the Auditor
General has said—and as exhibit 14 shows—a
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bed is not always identified early on in the whole
process of patient flow; in some cases and in
some departments, it does not happen until late on
in the process. That is why we have
recommended that the Scottish Government
shares good practice on discharge processes to
try to start that process earlier for A and E
patients.
Ken Macintosh: For a number of reasons, that
is very worrying. If the targets that have been set
are being modified and are still not being met, that
is worrying. If the targets are distorting care, that is
also worrying. Is it not worrying in both cases?
Caroline Gardner: We do not conclude that the
targets are distorting care. As I said in my answer
to your previous question, we tested that. We
recognise that, first of all, setting targets and
standards can be a good way of focusing the
attention of managers and clinicians on things that
matter to patients, but they tend to have a
distorting effect, because people seek to hit the
target rather than allow the way in which patients
are worked to run in a more natural flow.
What we are seeing—and what we say in the
report—is that there are indications of pressure in
the system. Only 14 of the 31 A and E
departments met the four-hour target in December
of last year, and we think that many boards will
struggle to hit the new target by September of this
year.
Ken Macintosh: You highlight the availability of
beds as being one of the reasons that might be
behind that. I believe that the statistics from
February this year show that 135,000 beds were
lost due to delayed discharge, and more than
1,500 beds have physically been lost over the past
seven years in Scottish hospitals. The number of
beds that are available in hospitals is down by
1,500 or possibly more. Which of those factors is
more important?
Caroline Gardner: We talk about the issue of
bed numbers and bed occupancy in paragraph 40.
You are right; the overall number of acute beds
has reduced since our previous report, we think by
7 per cent, from 17,374 in 2008-09 to 16,230 in
2012-13. Most of those beds are in acute surgery,
reflecting the fact that more surgery is being done
on a day-case basis whereas patients were
previously admitted at least overnight and possibly
for longer. We have reported on that to the
committee before.
It is interesting that the average occupancy rate
for acute hospital beds has increased over the
same period, particularly in acute medicine, which
is often where patients who are admitted through
A and E need to find a bed. In acute medicine, the
average occupancy rate in 2012-13 was 85 per
cent. That average can conceal some periods of
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very high occupancy, and there is some evidence,
although it is not conclusive, that above 85 per
cent, clinical safety can become more difficult.
That is why we think that the focus on bed
occupancy is so important here. If bed occupancy
is a bit lower, it makes it easier to find a bed, and
when we look at the correlation between bed
occupancy and performance, there is a clear
relationship. I ask Catherine Young whether she
wants to comment on that.
Catherine Young: In paragraph 41, we mention
that we ran a correlation between higher bed
occupancy and performance against the target,
and we draw on the range between Tayside,
where occupancy was 79 per cent—or almost 80
per cent—and Forth Valley, where it was much
higher. NHS Forth Valley has weaker performance
against the target compared with NHS Tayside.
However, the issue is also the use of those beds,
and again we highlight the good practice in
Tayside, which involves having good discharge
processes in place early in the process. It is not
just about the numbers; it is also about how the
beds are used, timing and the availability of beds.
Ken Macintosh: When we discussed your
report in December, we discussed the fact that no
health board had met the waiting time target. The
committee expressed a lot of concern that, despite
the so-called patient guarantee, patients have no
recourse whatsoever. Do patients have any
recourse in this case if the four-hour target is not
met?
Caroline Gardner: The A and E waiting time
target is not enshrined in statute in the way that
the treatment time guarantee is, so there is no
recourse other than through the normal complaints
procedures that are taken forward by each health
board individually.
Ken Macintosh: Thank you.
The Convener: Just before I bring in Willie
Coffey, I have a question that relates to what Ken
Macintosh said. In exhibit 14, you show
admissions from A and E in the last 10 minutes of
the four-hour target time. Have you looked at what
the figures would have been like had those
patients not been seen within the last 10 minutes?
How much worse would they have been?
Caroline Gardner: We have not done that
because those patients were admitted and we did
not find any evidence to suggest that people were
being admitted inappropriately.
The Convener: Did you look at all to see
whether those patients’ experience was rushed or
was less thorough than that of those who were
seen at other times in the four-hour period? In
other words, is there anything to suggest that
hospitals are suddenly rushing people through A
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and E in the last 10 minutes in order to ensure that
targets are met?
Caroline Gardner: No. Unlike in 2010, when we
interviewed patients directly and used focus
groups to explore their experience, in this update
we used just the nationally available performance
data. We are planning work on unscheduled care
more generally, and as part of that we will want to
talk to patients again.
The Convener: Such work would be useful at
some point in the future, because it would be a
concern if we found that patients were being
suddenly rushed through accident and emergency
to meet bureaucratic targets.
Willie Coffey (Kilmarnock and Irvine Valley)
(SNP): I want to consider the numbers in a bit
more detail. It is quite correct that the committee
examines performance against the target, but it is
also appropriate that we acknowledge good
performance. To meet the target in 93.5 per cent
of cases is pretty good. There are 1,600,000
presentations to A and E every year, and in 1.5
million cases the target is being met. I suggest to
committee members that that is not bad,
considering the pressures and strains on the NHS,
which the Auditor General has mentioned.
Wales is meeting its target in 87.7 per cent of
cases, so we are doing significantly better in
Scotland, although we want everyone to achieve
the target that has been set. How far short of
meeting the target are we, in terms of the actual
number of patients who present to A and E?
Caroline Gardner: You are right that it is
important to keep things in proportion.
Straightforward numbers are often easier than
percentages to get a grip on.
The most recent figures are from December
2013, at which point it was possible to see an
improvement from the low point in January 2013.
We say in the report that 8,300 patients across
Scotland waited for more than four hours and
118,000 waited for less than four hours. There
was good performance for 118,000 people, but it
is clear that performance was not as good as any
of us would have hoped that it would be for the
8,300 who had a longer wait.
The interim target that Government has set for
September is 95 per cent, so I think that we would
expect the 8,300 figure to come down slightly to
nearer to 7,500. We can give you the exact figure
separately, if that would help. Of course, the
Government’s 98 per cent standard, which is still
in existence, would require a further shift.
In our report, we focused on the variation across
Scotland. Fourteen of the 31 A and E departments
reached the target in 2012-13 and 17 did not do
so. As you can see from exhibit 7 on pages 16 and
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17, there is still significant variation between A and
E departments. The table shows the departments
that are meeting the 98 per cent target in green,
the ones that are meeting the 95 per cent target in
amber and the ones that are missing both targets
in red. It is the variation that should be the focus of
attention.
Willie Coffey: In the context of the total number
of presentations to A and E in Scotland in a given
year, which is 1.6 million, the number that we need
to achieve to reach the 95 per cent target is not
significant.
Caroline Gardner: I think that I am at the limit
of my ability to do mental arithmetic in front of the
committee, so we will give you the figures
separately, if we may do so.
I can only agree with you that 93.5 per cent is by
no means bad performance. The rate is higher
than it has historically been and it is higher than
the rate in some other parts of the United
Kingdom. However, for each of the 8,300 patients
who waited longer than four hours, performance
was not ideal in terms of their experience and,
potentially, the quality and clinical effectiveness of
their care. I think that we are all interested in
pushing performance up to the Government’s
target and on to the standard in due course. We
recognise that there are real challenges in doing
that.
Willie Coffey: I noted in the report that
discharges from hospital tend not to occur over the
weekend but that presentations to A and E tend to
go up on Mondays and Tuesdays, which surprised
me. It seems obvious to me that there is an
opportunity to make a significant improvement by
doing something fairly simple, which is to manage
the discharge process earlier in the week so that
beds become available when people are expected
to present to A and E. Is that something that you
made clear in the report? I did not see that among
your recommendations.
10:30
Caroline Gardner: It is one of our
recommendations. We focus on it in relation to
bed availability, where we look at not just days of
the week but time of day. Patients who are
discharged often leave hospital in the afternoon,
which means that if I rock up at the A and E
department at 9 o’clock in the morning and the
decision is taken to admit me, the bed may not be
available until 2 o’clock, which is more than four
hours later.
Places such as Ninewells and Perth royal
infirmary are very good at monitoring the time of
day at which patients are discharged. They are
better at discharge planning and managing the
admissions process, all of which means that the
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system comes together in a way that lets those
hospitals consistently achieve strong performance.
Other boards and A and E departments still
struggle to do that. It is simple but it is not easy.
Willie Coffey: There is an opportunity there
really to make an improvement.
My last point is about the median waiting time
for patients who present to A and E in Scotland.
The median is the most frequently occurring time;
it is not the average. I acknowledge that the
median waiting time has gone up but, according to
your report, it is two hours and six minutes, which
is well within the target time of four hours. We
have to put that into context. Would you
acknowledge that the median waiting time is still
within the target time?
Caroline Gardner: Absolutely. One purpose of
this report—and all our reports—is to be as
transparent and objective as we can about
performance data. It is very clear that the median
is two hours and six minutes—well below the four
hours. It is also true that it has crept up. Our
concern is that that is a sign of growing pressure
in the system, which we can clearly see in some of
the A and E departments.
Tavish Scott: I go back to Ken Macintosh’s
point, when he referred to paragraph 32 of the
report, which states:
“11 per cent of all admissions to hospital from A&E
departments happened within the last ten minutes of the
four-hour period”.

I think that you said that, in this particular exercise,
you did not ask patients directly why that was the
case. Can you shed any light on the underlying
reasons why that figure is as high as you found in
your report?
Caroline Gardner: Our hypothesis is that it is
boards doing what they have been asked to do,
which is to ensure that as many patients as
possible have been seen and either admitted or
discharged within four hours. As Mr Coffey said,
the median time is two hours and six minutes, so
we know that, for most patients, the process is
starting well. Many can be discharged very quickly
once they have been either treated or referred to a
more appropriate place.
For those who cannot be treated or referred, we
know that there can be delays in finding a bed,
getting a clinical assessment carried out and
identifying a specialist to carry out an assessment,
when that is needed. Our experience from earlier
work is that A and E departments will work very
hard to ensure that that is happening within four
hours. However, if the system is under pressure, it
may well be happening quite close to four hours
and there will be an entirely understandable focus
on the patients who are approaching four hours, to
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get them seen, treated and admitted as quickly as
possible.
I think that Tricia Meldrum would like to add to
that answer.
Tricia Meldrum (Audit Scotland): We talked
about Ninewells doing more to identify patients
who need a bed and to identify beds for those
patients early in the process. Exhibit 14 shows
admissions in the last 10 minutes of the four-hour
period, and Ninewells is very low down in the
table. Ninewells has put in place a number of
measures that mean that it is able to admit
patients a bit earlier.
Tavish Scott: I would just say in passing, from
personal experience and that of someone in my
family, that four hours is a really long time to be
hanging around waiting, waiting, waiting.
Presumably if the target was three hours, there
would also be a rush in the last 10 minutes. In
some ways, it does not matter what the target is.
The system is such that, once a target is set, there
will be enormous pressure on health professionals
to move people out of the waiting room and into
the system so that they can tick the box. Is that the
case?
Caroline Gardner: That is right. It is clear that
targets can be a good device for focusing any
service provider on what is being measured and
prioritised. As you say, four hours is a long time. It
is not an unreasonable target or standard to set
but, if we set it, there will be a real focus on getting
as many of the patients who are approaching four
hours as possible discharged or, in this case,
admitted before they hit the four-hour deadline.
Tavish Scott: That is fair.
On Willie Coffey’s fair point about the median
time, why do we have four hours as the target?
Why should we put up with four hours as the time
that we should expect people to wait and still be
within a notional target set by the Government of
the day or the NHS? I forget the figure that Willie
Coffey gave—let us say that it was two hours and
16 minutes—but, if the median is two hours, why
do we not get the target down to two and a half
hours?
Caroline Gardner: There are a number of
strands to the answer. One is that that is a
question for the Government, which sets the
target, rather than for us. Equally, any average
tends to conceal a wide range of performance.
The fact that the median is two hours and six
minutes does not mean that we can make the
target two and a half hours and have a chance of
hitting it. Also, the College of Emergency Medicine
has cited evidence that says that, after four hours,
there is a risk of quality and clinical effectiveness
being compromised. Therefore, as we understand
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it, there is some basis in the clinical evidence for
the four-hour target, even though it can feel like a
very long time to wait to be treated or discharged
in an A and E department on a busy Saturday
night.
Tavish Scott: Okay. Is it Audit Scotland’s desire
to do more work to understand from patients and
health professionals why 11 per cent of all
admissions are made in the last 10 minutes?
Caroline Gardner: Yes. We are carrying out a
wider piece of work on unscheduled care overall,
not just A and E. Catherine Young or Tricia
Meldrum might want to tell you a bit about our
thinking on involving patients in that.
Tricia Meldrum: As the Auditor General said,
we plan to do some work on broader unscheduled
care—not just emergency departments but overall
emergency and urgent care. We will also consider
primary care, GP out-of-hours services, NHS 24
and ambulance services. We definitely want to do
some work with patients.
Tavish Scott: I am really pleased that you are
doing that, but is the NHS doing it too? It should
not just be Audit Scotland that has to do such
work. Health board chairman, the local boards and
clinical professionals, who are paid a lot of money
at the top of those organisations, should drive at
that kind of stuff, should they not?
Caroline Gardner: Each of the 14 territorial
health boards has produced and submitted to
Government a local unscheduled care action plan,
which we reviewed as part of the work for the
report. Most of them are considering the wider
system of care and patients’ experiences, but it is
too soon for us to see the impact of that and, as
we say, variation is a big part of the issue.
Tavish Scott: It would be fair to say, as you do
in paragraph 32, that some hospitals are really
good on the measure. The Royal Aberdeen
children’s hospital is excellent on it, whereas the
Royal infirmary of Edinburgh, which seems to pop
up in nearly every report that you produce for us
on the NHS, is not good. Presumably, the focus
should be on the hospitals that are not delivering.
Caroline Gardner: That is very much the point
that we are making: 14 out of the 31 A and E
departments are hitting the target and 17 are not.
Our evidence suggests that a solution tailored to
the particular factors in each A and E department
is needed.
Tavish Scott: You mentioned in your opening
remarks that, despite an increase in the number of
consultants who are available across the NHS—
which is obviously a good thing and welcome—the
pressures have increased. Why is that? We are
taking on more professionals at consultant level,
presumably to target particular problems, but the
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figures that you have presented to us today are
worse. Why would that be?

Caroline Gardner: The team will keep me
straight about when the data will be available.

Caroline Gardner: Exhibit 21 on page 34 tries
to summarise the situation.

Catherine Young: It will be by the year ending
September 2014, so we will know by then.

You are right: there has been something like a
63 per cent increase in the number of whole-timeequivalent consultants in post, which is a good
thing because the senior decision making seems
to make a real difference. There has been a
reduction in the number of doctors in training
working in A and E partly because of changes to
the way that doctors are trained in general, which
aims to give them more of a generalist and less of
a specialist training so that they are better able to
meet the needs of an ageing population.

Ken Macintosh: In response to Tavish Scott,
you pointed out that there is a tendency for a lastminute surge of admissions near the end of the
four-hour target period, but the point of the report,
which I thought you were highlighting, is that that
surge has dramatically increased. There was a
little peak before, but the figure has gone up from
45,000 patients admitted in the last 10 minutes to
70,000 patients. That is a huge surge that cannot
simply be caused by the four-hour target, because
the target was always there. It is a huge increase
at the end of the period.

Some A and E departments clearly have
difficulties in filling vacancies. The posts can be
very pressured and there are all sorts of difficulties
in recruiting and retaining staff. However, the other
aspect is making sure that staff are there at the
right time—that staffing is not just Monday to
Friday, 9 to 5, but that specialists are available in
the evening, at weekends and at peak times.
Again, we are going to sound like cheerleaders for
Tayside, but Ninewells does that well. The hospital
ensures that it has specialist staffing till midnight
and some cover in the quiet period after midnight,
and it really matches staffing to when it knows that
patients arrive.
It is not only about the numbers; it is about how
people are used as well.
Tavish Scott: That is fair.
Finally, I want to understand the point that you
made in answer to the convener’s question about
targets. The 95 per cent target is an interim target
or something—I forget exactly how you described
it—and then there is a standard target of 98 per
cent. If we are not hitting 95 per cent, the 98 per
cent is neither here nor there, is it? That takes me
to the point that targets are irrelevant to the
experience of real patients and real people.
Caroline Gardner: The target of having 98 per
cent of people seen within four hours has been the
Government standard for a while, and it is what
the Government is aiming for. When it became
clear during 2012-13 that there were real
pressures and that performance was deteriorating,
the Government introduced the 95 per cent target,
with the aim that it would be hit by September of
this year, as an interim step on the way to 98 per
cent. As we say in the report, some A and E
departments are already hitting that and some will
struggle to do so. That is why we are focusing on
the system as a whole.
Tavish Scott: Will we know in September
whether the 95 per cent target has been hit across
the health service?

Caroline Gardner: The point that we make
throughout the report is that, in spite of great
efforts by people across the NHS and especially
those working in A and E departments, it is tough
to meet the four-hour target or standard that has
been set.
To a great extent, that is for reasons that are
outside the control of A and E departments. That
is why we think that it is important to really
understand the problems in each A and E
department and to tailor the solutions around the
availability of beds and specialists and signposting
people to alternatives. The pressure is there, even
though a great deal of effort is going into ensuring
that as many patients as possible are treated
within four hours.
Bruce Crawford: I thank the Auditor General
for her helpful report, which has helped us to begin
to have a much clearer understanding of what is
going on, although, obviously, there is much work
still to be done.
On the issues that Tavish Scott and Ken
Macintosh raised, I think that Catherine Young
began to explain to us that although people might
find a bed in the last 10 minutes of the four hours,
that is not the beginning of their journey, because
their A and E experience starts a lot earlier. Their
diagnosis and the process of finding out what is
wrong, discovering what the issue is and coming
to a conclusion is on-going throughout that four
hours, although the bed might be found at the end
of the period. Will you expand a bit on that,
please?
Catherine Young: As the Auditor General
mentioned, since our previous report on the issue,
there has been evidence that A and E
departments are seeing more serious cases. In
2012-13, 50 per cent of patients were categorised
as flow 1—as one of the exhibits shows, that is
minor injury and illness—compared to 55 per cent
in 2008-09. That indicates that more serious cases
are being seen. That is combined with the fact that
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more patients are being admitted from A and E
into hospital, which also links to the idea of
complexity of care. In looking at the breakdown by
10-minute intervals, we need to consider that more
sick patients will need more tests and more blood
work, which could be a factor in the longer wait for
some of those patients.

Bruce Crawford: It seems to me that a bit more
work needs to be done in that area to examine
what is going on. Other parts of your report reflect
that: they describe the complexity and the
interrelated nature of different data. The data is
collected differently in some places, and there are
a variety of practices.

Bruce Crawford: On those who are more sick, I
was intrigued by a comparison of exhibits 9 and 5
in the performance update report. Exhibit 9 shows
attendances at A and E and performance against
the four-hour standard, while column 2 in exhibit 5
shows the proportion of referrals from 999
services. Apart from at Ninewells, which seems to
stick out in all areas in terms of good practice,
there seems to be quite a strong correlation
between a high incidence of referrals from 999
services and departments that perform less well
on the A and E standard. I think that that is the
point that Catherine Young made.

For instance, paragraph 22 on page 20 says:

The highest figure is shown against Z, or the
Royal infirmary of Edinburgh, which, as we see
from exhibit 5, gets 28.1 per cent of its referrals
from 999 services. A is University hospital Ayr,
where 18.4 per cent of people who are referred
come from 999 services. G is Forth Valley, which
is also in the bottom quartile and gets 29 per cent
of referrals from 999 services. I could go on. There
is a whole series of examples at the bottom end of
the range—apart from Ninewells and the Western
infirmary, for some reason. There seems to be a
correlation between referrals from 999 services
and A and E departments that perform less well
against the target. What are your reflections on
that?
10:45
Catherine Young: With reference to exhibit 5,
on referral sources, we highlight in endnote 10 that
there are some inconsistencies in how A and E
departments record self-referrals. Some record
self-referrals who come in by ambulance as selfreferrals, whereas others record them as 999s.
There was actually no strong correlation between
999 calls and performance.
It is likely that, if departments recorded more
consistently, there would be a link. In our previous
A and E report, we found that patients who were
referred by GPs or through 999 calls were more
likely to stay longer. They were the more complex
cases, and dealing with them would have an
impact on performance. We found a link between
more complex cases and performance.
There are some issues around consistency and
those codes. It might look as if some hospitals
have higher figures than others, but that is
because they record 999s as self-referrals.

“it is difficult to draw clear conclusions about the relative
performance of A&E departments because the services
provided vary across the country.”

Paragraph 25 on page 21 says:
“the methodology A&E departments use to define patient
flows differs”.

Another example is at paragraph 31 on page 26:
“Our previous audit highlighted that opening hours and
levels of staffing vary across the country. Up-to-date
national information about how hospitals use these units
and how they operate is limited.”

There is a sense of that
performance update report.

throughout

the

I raise the point because it has become clear to
me that, to get a full understanding of where we
need to make the improvements that will be
required in future years, we need a much more
serious, in-depth analysis or investigation—
although I am not suggesting that the report before
us is not a serious analysis—about where we can
make improvements in a system in which
interrelationships exist. If we address one factor in
isolation, we might end up disturbing another bit of
the system and making it worse. I know that you
will do further work on that, Auditor General.
Do you think that it would be appropriate and
useful if, as Tavish Scott suggested, as well as
having the health boards themselves and the
Government consider the matter, a parliamentary
committee undertook a fuller investigation of A and
E in the context of the whole exercise? That would
allow a good examination to be carried out.
Caroline Gardner: It is certainly true that, with
the report before you, we have done an update of
a fuller report that we carried out in 2010. We
focused on the data that is available nationally
about A and E. We have used that data as fully
and rigorously as we could. Lucy Jones, who is
not at the table, has correlated every possible set
of factors to see what might be interesting patterns
and explanations for them. We have pulled out
that information as far as we can. We have also
tried to highlight where we think that there are
consistencies or where the data to draw
conclusions is simply not available.
The intention behind the work that the
Government has asked each of the 14 health
boards to do as part of their local action plans is to
address that, and we will consider that work as
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part of our next, wider piece of work on
unscheduled care as a whole. There may well be
aspects that a parliamentary committee would
wish to explore. The trick is to use the data to ask
the questions, which we have done as well as can
be done, and then to explore what the answers to
the questions are locally, and what that means
with respect to solutions.
Bruce Crawford: That was very helpful.
Your
comprehensive
report
shows
an
improvement in waiting times over the past 12
months. If performance continues to follow that
trend, do you expect the number of people who
wait more than four hours to fall in the coming
years?
Caroline Gardner: The conclusion that we have
reported is that some health boards will find it
difficult to meet the four-hour target by September
this year. Given that challenge, whether the NHS
as a whole will meet the 95 per cent target is not a
call that I would like to make, but I think that it is
very unlikely that all 31 A and E departments will
hit the four-hour target by September. We all hope
that they will do, and a lot of good work is going
on, but a number of indicators behind the fourhour figure suggest that there is real pressure in
many A and E departments.
Bruce Crawford: We have talked about bed
numbers. Am I right to say that in 2012-13 there
was an increase in bed numbers of about 183?
Caroline Gardner: I do not have the figures
available to confirm that just now. We are clear
that the reduction was an appropriate reduction
that reflected a move to day surgery, but there are
signs of pressure around acute medicine beds,
where the occupancy level across Scotland is
around 85 per cent. That is another area where a
better understanding of what is happening would
be very helpful, both nationally and, more
importantly, in each of the 14 health boards.
Bruce Crawford: Could you look at that and let
us know?
Caroline Gardner: Sure.
Mary Scanlon (Highlands and Islands) (Con):
I will ask a general question that arises from
paragraph 3. Paragraph 3 refers to your
“Emergency departments” report of August 2010,
which included the Scottish Ambulance Service
and NHS 24. You made some clear
recommendations that set out
“a clearer strategic direction for emergency care services”.

However, you now say:
“Since then ... performance against the standard
deteriorated”.
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Were your recommendations, guidance and
strategic direction taken on board, and did the
performance against the standard deteriorate as a
result, or were your recommendations ignored?
Caroline Gardner: Some of them were
accepted and implemented, and some of them
were accepted and implemented a little bit later. I
ask Catherine Young to highlight what happened.
Catherine Young: In part 2 of the report, we
comment on progress on the recommendations
that we made in our 2010 report. Overall, through
the work of the national unscheduled care action
plan, a lot of recommendations are now being
progressed.
As the Auditor General mentioned, the issue is
quite complex. We have highlighted again in the
latest report some of the quick-win solutions, and
we are seeing some evidence of implementation
of the longer-term, strategic recommendations in
the new unscheduled care action plan.
Recommendations on staffing, benchmarking
information, use of assessment units and so on
are now being progressed and there is a lot more
evidence of outcomes.
Mary Scanlon: I presume that if all the
recommendations had been adhered to, we would
have seen not a deterioration but greater
progress.
In your comments at the beginning of the
meeting, Auditor General, you said that more over65s were presenting to A and E. We know that we
have an ageing population, and you have
mentioned a couple of times that over-65s have
more complex needs.
My question is really a supplementary to those
from Ken Macintosh and Tavish Scott. More than
18 per cent of people at Hairmyres and the Royal
infirmary of Edinburgh are being seen in the last
10 minutes of the four-hour period. Almost 20 per
cent are being seen in the last 10 minutes, and if
that happens they are more likely to be admitted to
hospital, and to stay longer.
From the evidence that you have given today,
can we conclude that patients with less complex
needs are being seen quicker because the target,
rather than clinical need, is being prioritised? Are
the targets distorting what is happening? It seems
that there is almost sufficient evidence in what you
have said today to suggest that that is the case.
Caroline Gardner: We did not find evidence of
that, and we tested for it specifically in relation to
the patients who were admitted in the last 10
minutes of the four-hour period. We started with
the assumption that, if those patients were being
admitted to avoid breaching the four-hour limit,
they would probably be discharged more quickly
than other patients. In fact, we found that they
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were staying in hospital for longer than other
patients.
Clearly, accident and emergency departments
need to manage the flow of patients who arrive at
their front door to ensure that the most seriously ill
and injured patients get priority and receive the
range of assessment and treatment that they
need. We found no evidence that that is not
happening. What we found was an example in
Tayside of the reception process for a new patient
being very clear about whether someone has a
relatively minor condition, which might mean that
they could be treated and discharged without too
much complexity of care, or whether they have a
condition that is likely to need more complex
assessment and, potentially, admission. That
made a real difference to overall performance and
also to the quality of care that those groups of
patients got. The hospital described that as
“streaming”.
From the data, we cannot tell whether that is
happening consistently across Scotland. However,
we did not find evidence of gaming the target; we
found evidence only of the fact that the target
inevitably has an impact on where the attention of
the managers and clinicians tends to focus as the
four-hour limit nears.
Mary Scanlon: There is no doubt that Tayside
is a model of best practice. However, to be fair,
that best practice is not replicated in the 30 other
A and E units.
I turn to exhibit 5, which Bruce Crawford talked
about. I have a difficulty with the figures. This time
round, you examined accident and emergency
figures in A and E units. However, I believe that,
the last time that you considered this issue—
before I was on the committee—you included the
figures for NHS 24, the Ambulance Service and so
on. The fact that we are now looking at only one
part of quite a large model causes me some
difficulty. I think that, in your own words, the
accident and emergency service needs to be seen
as an overall part of the health and social care
system.
Exhibit 5 was more than interesting to me. For
example, it shows that 82.5 per cent of patients at
the Belford hospital in Fort William are selfreferred and that no patients are referred from 999
services or GPs. When I dug slightly deeper into
that, I discovered that 19 of the 31 units had zero
referrals from GPs. Are people just bypassing
GPs? Perhaps I am reading too much into this, but
I have to say that I was shocked by the figures.
I was delighted to see that there were extremely
few referrals from minor injuries units. That tells
me that they are doing an excellent job and are
freeing up resources in A and E. However, NHS
24 was responsible for 0.7 per cent of referrals to
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the Southern General hospital but 8.6 per cent of
the referrals to St John’s hospital at Howden.
Bruce Crawford has mentioned the figures for the
999 services, so I will not go into them. However,
the disparity between different areas of the country
makes it look almost as if different healthcare
models are being used. As I said, the Belford
hospital has a figure of 82.5 per cent for selfreferrals, but the Royal infirmary in Edinburgh has
a figure of 46 per cent.
We are getting only one part of the picture here,
but if there is any further drilling down to be done,
it would seem to be needed in this area.
11:00
Caroline Gardner: I will highlight two points,
and Catherine Young might want to expand on
them.
First, as you say, the model of care varies a lot
across Scotland. Partly, that is entirely to be
expected, as conditions in the islands and remote
parts of the Highlands are different from those in
the major cities in the central belt, and what good
care looks like is likely to vary as well.
In part 3 of the report, we comment that there is
still room for guidance from the Government about
different models of care and the way that they
work. The relationship between minor injury units,
assessment units, admissions units and so on is
still variable across Scotland, and that will have an
effect that cannot be understood through the
national data.
Secondly, as Catherine Young said in response
to Mr Crawford’s question, the data in exhibit 5 is
recorded inconsistently, especially in relation to
999 arrivals. It is hard to envisage any accident
and emergency department not having at least
some 999 referrals. We understand that, for some
hospitals, if the patient or family dials for the
ambulance themselves, that is called self-referral,
and if the ambulance is called by a GP, that is a
GP referral rather than a 999 referral. There are
some inconsistencies in the data that need to be
better understood.
Mary Scanlon: As an MSP for the Highlands
and Islands, I am always quick to look at the data
for the islands and remote areas. I used the
example of the Belford hospital in Fort William,
which is close to our highest mountain and has a
very busy accident and emergency department.
What I should have said was that Hairmyres and
the Southern general are at 80 per cent and 79.8
per cent self-referrals, respectively. I also want to
point out the difference between Scotland’s two
biggest cities. Edinburgh has 46 per cent selfreferrals, and Glasgow has 80 per cent. We
cannot take into account any rural or remote
factors with those figures. My question is really
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this: are all parts of accident and emergency
working well together?
I am very impressed with the fantastic figures for
the minor injury units; they have made 0.2 per cent
of the referrals to A and E and are obviously
dealing with what needs to be done. Do we need
more minor injury units? Are there more problems
in accident and emergency departments in areas
in which there are fewer minor injury units? I do
not know. We need more information about the
figures. Are we making best use of the Ambulance
Service and paramedics, who do a fabulous job
and prevent many people from going to accident
and emergency?
I am frustrated today, convener, because we are
looking at one part of the service, but there are
different patterns in how everything works together
throughout Scotland. The shocking figure for me is
that 19 accident and emergency departments out
of 31 had no referrals from a GP. Will the
additional work that you mentioned to Bruce
Crawford drill down into those figures? Is there no
recommendation for best practice nationally that
would improve the figures in the longer term?
Caroline Gardner: Mary Scanlon is absolutely
right. The solution to ensuring that everybody who
needs to go to accident and emergency is treated
quickly and effectively is not about accident and
emergency departments; it is about the whole
system. The data help us to pose questions and to
answer some, but not all, of them. We will take
that a bit further in our work; the Government is
trying to do that through its unscheduled care
action plan.
Earlier, Mary Scanlon asked about the
recommendations in the 2010 report. One of the
important ones that has not been responded to
fully is about providing guidance on the most
effective models of care. Exhibit 4 shows that the
distribution of activity between accident and
emergency departments and minor injury units, for
example, varies a great deal across Scotland, and
not in ways that can easily be explained by
geography, deprivation or anything else. The
question is not just about minor injury units; it is
also about admissions units, assessment units
and the links with GPs, the Ambulance Service,
and NHS 24. Getting those models right in each
part of Scotland will go a long way towards
relieving the pressure that we know exists.
Mary Scanlon: Finally, there also seems to be
an issue about culture. I was shocked to see that
in Glasgow, self referrals are at 80 per cent, and
0.7 per cent come through NHS 24. However, at
St John’s hospital at Howden, referrals from NHS
24 are at 8.6 per cent. Is there a culture of people
just turning up at hospitals? Is NHS 24 being
underused in some areas, compared with others?
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Catherine Young: We did not look specifically
at NHS 24, although in the 2010 report we looked
at referrals from NHS 24 and found that they were
mostly appropriate because the patients were
quite sick and ended up being admitted to
hospital.
I would like to pick up on the point that was
made about GP referrals and GP referrals for
admission.
Our
report
highlights
huge
inconsistencies in those two codes. GP referral for
admission is a new code to the datamart over the
past 18 months or so, but that is why we made a
recommendation about the Scottish Government
sharing good practice on that process and on the
way in which patients are referred to A and E. For
example, some patients bypass the A and E
department and go directly to a ward or to an
especially acute receiving unit, and some go via A
and E.
In order to understand the impact that the
current models have on performance, ISD
Scotland is having discussions with boards about
completing those codes correctly. We know that
NHS Lothian records high GP referrals for
admission. The split between GP referrals for
admission and GP referrals was not quite right,
and we discovered in our fact check with Lothian
NHS Board that there needs to be a better split
between those two codes. There is on-going work
with boards on the new code for GP referrals for
admission, and we expect to see that coming
through the datamart over the next few months.
Bruce Crawford: Mary Scanlon raised a point
about the Southern general, which emphasised
the complexity of the issue and the dependence
on other services that are available in the city.
Because the Royal hospital for sick children exists
in Glasgow, more NHS 24 referrals for children
may be made there than to other hospitals. That
emphasises the complexity and interrelationships
even more.
Caroline Gardner: That is exactly right. There
is a need to understand the whole system and to
ensure that we know which models of care work
well. It is partly about what services are available
and partly about how well the health boards
signpost people towards them, so that they know
that they exist and know what is appropriate. It is
also partly about developing those services further
so that, as Catherine Young said, if it is more
appropriate for GPs to refer patients directly to a
ward, rather than their going through A and E,
there is a route for them to do that. It can all make
a difference.
Colin Keir (Edinburgh Western) (SNP): Thank
you for your report. I found it interesting, given
comments from sources including Jason Long,
who is the chair of the College of Emergency
Medicine and who has been quite supportive, and
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Ian Ritchie, who is the president of the Royal
College of Surgeons, who was pleased to see the
on-going work that is being done. It seems that we
are moving in the right direction, after coming
through a period when we were particularly
affected by norovirus and stuff like that, to judge
by your report and by what others are saying.
A report on beds was produced in March by
ISD, in relation to the quarter ending December
2013. It states:
“The number of available staffed beds in acute
specialties was recorded as 16,223 in the quarter ending
December 2013. This is an increase of 1.1% from 16,041
beds in December 2012.”

I do not think that you have taken that into
consideration in your report, have you?
Caroline Gardner: What we quote in paragraph
40 is the shift between our baseline from our last
report in 2008-09 and the latest available figures
when we were preparing the report, which were for
2012-13. The figures are consistent with yours.
We have 16,230 as the number of beds for March
2013. It sounds as though your figures have gone
down slightly from that, from 16,230 to 16,223, but
they are very close.
Colin Keir: The publication date for the report
was 25 March.
Caroline Gardner: Your figure was 16,223. Is
that right?
Colin Keir: That is what the figure was in the
quarter ending December 2013.
Caroline Gardner: That is seven beds lower
than the figure that we have for March 2013, but it
is very close.
Colin Keir: The figure represents an increase of
1.1 per cent. I know that the Royal infirmary of
Edinburgh has opened a new ward, so there are
obviously pressures there as a result of the
building having been built too small; half the
problems come from that itself. I am thinking about
what the professionals are saying outside, and
about where we have come from, and it seems
that we are heading in the right direction. I
associate myself with Bruce Crawford’s comments
about an in-depth look at things by the Health and
Sport Committee being appropriate as we head
forward.
Caroline Gardner: In terms of the overall
direction of travel, we have been very clear in the
report and in all our comments about it that
performance had deteriorated slightly since our
previous report in 2010, but improved during 2013.
We think that that is a result of the Scottish
Government’s national unscheduled care action
plan and the action that is being taken. We are not
raising a specific concern about bed numbers—
the data do not support that—but the bed
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occupancy rates in acute medicine are at a level
that is starting to cause clinicians concern. There
is a shared agreement that going a step further to
understand fully the interplay among the different
factors—at national level and, more important,
locally—is the key to helping A and E departments
to manage the pressures that they face, which are
real and include demographic change, overall
financial pressures and all the other pressures
with which we are familiar.
Colin Keir: Okay. Thank you.
James Dornan (Glasgow Cathcart) (SNP): A
couple of my questions have been asked. I would
like to return to the issue of patients being
admitted in the last 10 minutes of the four-hour
period. Is there evidence to show that, as
Catherine Young said, the decisions to admit
those people are not being left to the last 10
minutes? Mary Scanlon suggested that the most
complex cases are being left to the end. However,
is it possible that the more complex cases are
being looked at earlier, as you suggested in your
response, but that because of the complexities of
those people’s situations, it is taking that length of
time to find appropriate beds for them?
Caroline Gardner: The short answer is yes. It is
no surprise that there is a peak of activity just
before
the
four-hour
deadline—that
is,
understandably, what targets produce. We are all
human, and the staff will do their best to hit the
target. We found no evidence that that was being
done inappropriately. However, through case
studies such as the Tayside study, we have found
evidence that if the planning is started as early as
possible within the four hours, that peak can be
smoothed down.
As Catherine Young said, at Ninewells hospital,
only about 4 per cent of admissions from A and E
occur in the last 10 minutes. We think that that is
because the staff are identifying very early which
patients are likely to be admitted, and are able to
start the process of finding beds for them. They
are not taking three hours to decide that the
patient needs to be admitted and then rushing for
the last hour to find a bed; it is happening right
through the four hours, which is better for
everyone involved.
James Dornan: I think that there is a general
consensus that other hospitals should follow that
best practice. Thank you.
The Convener: I have a final question for the
Auditor General. You and others have mentioned
the number of people who are presenting at
accident and emergency units. In the wider
context, a lot of excellent work is being done as
staff cope with that level of demand. Did you
examine whether people are going to accident and
emergency departments predominantly through
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self-referral, rather than using GP out-of-hours
services?
Caroline Gardner: We explored that as far as
was possible through the data. As I said, this is an
update, rather than a full audit such as we did in
2010 and will do again next year. As Catherine
Young said, there is evidence that the people who
attend A and E departments are getting sicker, if I
can put it in crude terms. They are in the higherflow categories, and fewer people with minor
illnesses or injuries are attending. We also know
that more older people are attending. They tend to
be sicker and have more complex needs and so
are more likely to be admitted. Both those
developments are adding to the pressure.
Overall, attendances at A and E departments,
as opposed to minor injuries units, have fallen
slightly, and attendances at minor injuries units
have gone up markedly since our previous report.
That suggests that there is a move in the right
direction. However, you can see from various
exhibits throughout the report that the situation is
not consistent throughout the country.
The Convener: Do you have statistics that
show the demand on GP out-of-hours services
and what the trend has been?
Caroline Gardner: We have not used them in
the report. Catherine Young may know what
information is available.
Catherine Young: We looked at that issue in
the previous A and E report. In fact, we carried out
a survey in which we asked patients why they
chose to attend an A and E department. Overall,
we found that they felt that that had been the most
appropriate place to attend. It is quite difficult to
get behind the reasons for attendance.
11:15
If there was a big increase in attendance in a
particular A and E department, we would expect
the board to try to get behind the reasons for that,
as part of its local unscheduled care action plan.
We talked about signposting people away from A
and E to more appropriate services; boards should
be looking at, for example, capacity in GP in-hours
and out-of-hours services in order to ensure that
there is somewhere for patients to go.
The Convener: Thank you.
Willie Coffey: For the benefit of the committee,
I have been trying to work out what the shortfall is
between the current rate of 93.5 per cent and the
95 per cent target: it is just over 24,000. I hope
and expect that it is not beyond us to meet the 95
per cent target, given the discussions that we have
had.
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The Convener: We look forward to the next
report. I thank everyone for their contributions to
the discussion.
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We also said:

Section 22 Report
“The 2012/13 audit of North Glasgow
College: Governance and financial
stewardship”
11:16
The Convener: We move on to item 4. The
Auditor General for Scotland will brief the
committee on a section 22 report. She is
accompanied by Mark MacPherson, who is a
senior manager at Audit Scotland, Martin Walker,
who is assistant director at Audit Scotland, and
Chris Brown, who is a partner in Scott-Moncrieff.
Caroline Gardner: Thank you. This is a
different sort of report from the one that the
committee has just been discussing. It was
produced under section 22 of the Public Finance
and Accountability (Scotland) Act 2000, and is on
the annual accounts of North Glasgow College for
2012-13.
It might be useful to give the committee a bit of
background. On 1 November 2013, North
Glasgow College merged with John Wheatley
College and Stow College to form the new
Glasgow Kelvin College. In the merger period,
which covered the financial years 2011-12 and
2012-13, there was a reduction of about 27 in the
number of staff who were employed by the three
colleges, including a reduction of six in the number
of senior staff. The principal and vice-principal of
North Glasgow College accepted voluntary
severance as part of the merger process.
The committee will be aware that the early
departure of public sector staff, particularly senior
staff, has been a matter of on-going public interest
over the past few years. In May 2013 I produced a
joint report with the Accounts Commission,
“Managing early departures from the Scottish
public sector”, the aim of which was to help public
bodies to improve their management and reporting
of early severance schemes and to set out clear
good-practice principles.
Although the early departures report was
published slightly before some of the severance
arrangements that are described in the section 22
report were put in place, the principles have
applied for much longer. In the case of the college
sector, the Scottish Further and Higher Education
Funding Council’s guidance on severance
arrangements for senior staff has applied since
January 2000.
In the early departures report, we said:
“Early retirements and voluntary redundancies, for
example, can be a useful way of avoiding the delays and
costs of compulsory redundancies and quickly reducing
staff numbers and costs.”
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“significant amounts of public funds are also being spent
on these departure schemes and, with a continuing need to
reduce public spending, they are likely to remain an
important management tool. Organisations therefore need
to ensure that they follow the principles of good practice in
how they:


design early departure schemes



ensure they provide value for money



report publicly on the costs and savings.”

The auditor’s opinion on North Glasgow
College’s accounts for 2012 was not qualified, but
the auditor highlighted that the college did not
provide sufficient evidence that the severance
arrangements for the two senior members of
staff—the principal and vice-principal—had been
subjected to the appropriate approval process,
and that the college did not provide evidence that
the costs had been assessed as providing value
for money.
In my report I highlighted that it is vital that
senior managers and board members be fully
aware of the costs and benefits when they make
such decisions. Before they approve an early
departure, the people who are charged with
governance must ensure that the arrangements
represent good use of public money, and a clear
audit trail must be retained. In this case, the
college did not retain the evidence that was
necessary to provide assurance to the auditor that
those factors had been fully considered.
I also highlight two other issues in my report.
The first is that the college did not include in its
initial calculations all the costs relating to
severance payments for all staff who were
affected in the merger. The additional costs were
identified during the audit, and they contributed to
the college reporting a higher-than-anticipated
deficit of £574,000 for the year.
The second issue is that the principal and viceprincipal were granted a period of garden leave.
The funding council’s guidance notes that
“There are few occasions where payment of salary in lieu of
notice represents value for money”,

and that senior staff should normally be expected
to work their notice period unless there are good
reasons for them to do otherwise. As with the
severance payments, there was a lack of evidence
of the basis for the decision to grant garden leave.
I understand that the board of the new Glasgow
Kelvin College is undertaking a full review of the
audit reports to see what further action may be
needed. More widely, it is worth noting that a small
number of other colleges have made similar errors
in their calculations, and a small number of others
have provided payments in lieu of notice.
However, the combination of the issues at North
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Glasgow College contributed to my decision to
prepare my report. As in previous years, I plan to
publish an overview report on colleges, and I will
publish a report covering the financial years 201213 and 2013-14 in due course. In the meantime,
we will do our best to answer any questions that
the committee may have.
The Convener: Thank you for that. My rough
calculation is that £1.3 million was spent on
severance payments, of which just under 20 per
cent, or about £243,000, related to the principal
and the vice-principal. That is a huge sum of
money.
Caroline Gardner: I think that those figures are
not quite accurate, convener. If I can correct them
for the record—
The Convener: The report states that £243,000
related to payments to the principal and viceprincipal out of a total of £1.3 million.
Caroline Gardner: Some £243,000 of the
higher-than-anticipated deficit of £574,000 related
to the principal and vice-principal. I think that the
total costs relating to their voluntary severances
were £480,000. You are correct that £1.29 million
was the total cost of voluntary severances for the
college.
The Convener: So, more than 30 per cent of
the cost of severance payments related to the
principal and vice-principal.
Caroline Gardner: That is correct. It is worth
saying that our concern in this case is not about
the cost of the voluntary severances of those
individuals.
The Convener: No?
Caroline Gardner: The posts are, by their
nature, highly paid and tend to attract higher costs.
The Convener: I understand that, but it is still a
significant sum of money from college budgets,
which have been exceptionally hard pressed in
recent years. Courses have been cut, there are
reduced student numbers and staff have been
struggling to cope. Do we know how many people
left the college with severance payments?
Caroline Gardner: We have a figure of 27
people, which I think relates to all three of the
colleges in the merger.
The Convener: Do you have a
specifically for North Glasgow College?

figure

Caroline Gardner: We would need to come
back to you on that, unless Martin Walker has the
figures to hand.
Martin Walker (Audit Scotland): No—I think
that it would, for accuracy, be better for us to come
back to you. We know that there were some
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variations in the numbers. What we have from the
accounts is the number of severances and the
number of people in positions, because some
people left and some people came into posts.
The Convener: Okay. These are huge costs,
which are associated with a process that many in
the college sector thought was pointless.
However, we have it, and we are moving on. The
colleges are moving on and many are coping well.
What is worrying is paragraph 15, which is part of
your conclusions. It states:
“there was a lack of transparency around the process of
agreeing the severance arrangements. The college did not
retain the evidence needed to provide assurance that the
arrangements were subject to the appropriate scrutiny and
approval. As a result it is unclear whether those charged
with governance ... considered that the associated costs
would provide value for money.”

We are talking about a huge sum of money—
almost £1.3 million. People are charged with that
responsibility, but you are saying that it is not
evident that they considered whether there would
be value for money and that they did not retain the
evidence. A serious charge is being made.
Are any of the people who were associated with
those decisions still in positions of responsibility in
the new college?
Caroline Gardner: Our understanding at
present is that they are not. They have moved on
through the merger process and the formation of
the new Glasgow Kelvin College. We understand
that the board of the new college is reviewing my
report and the report from the auditors and
considering any action that may be required.
Mary Scanlon: The report is more serious than
many other reports that come before the
committee. It states that the SFC guidance was
ignored; the board of management was not
consulted; there is a lack of “clear and
comprehensive
documentation”
and
accountability; and no details are provided in any
minutes.
Who is accountable? Will further investigation
take place, despite the fact—as I understand it
from your answer to the convener’s question—that
those who made the decision are no longer
employed by the colleges? Will what has
happened be brushed under the carpet and
ignored? What further action will be taken?
I am pretty new to the matter. Was anything that
was done illegal? I hesitate to use the word
“fraudulent”. What concerns are you raising with
the committee today? I hope that we will never
again see a report like this one. How can the
Public Audit Committee be sure that the £1.3
million will be accounted for, and that those who
took the action will be held to account, whether
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that is through the courts or through any other
process?
Caroline Gardner: I have laid the report before
the committee today because I share that concern.
We have reported in a number of cases that
voluntary severance arrangements can be an
important—and indeed
necessary—way of
managing a merger process and reducing costs.
There is nothing wrong with them per se, but the
fact that they can result in payments being made
to individuals, either directly or into their pension
funds, means that the way in which such decisions
are made is an important factor.
In this case, as I said in response to the
convener’s question, there is no indication that the
amounts that were incurred in relation to any of
the severance payments, including those made to
the principal and vice-principal, were calculated
wrongly, or that they were illegal or fraudulent in
any way. That is not why the report is here today.
The report is here because I believe that, where
public money is involved, it is very important that
there is a fair, open and transparent process to
ensure that decisions are made properly and
represent value for money, and that they are
properly scrutinised and challenged by those who
have governance responsibilities.
Chris Brown can talk you through his experience
of auditing the expenditure and the process that
the new college is undertaking to investigate.
Mary Scanlon: It is not a fair, open and
transparent process. The fact that there is a lack
of evidence surely does not mean that it is
acceptable.
Caroline Gardner: I can only agree with you,
Mrs Scanlon—that is why the report is here. It
would be easy for any audited body to respond by
saying, “It’s absolutely fine but we’ve got no
evidence.” For us, the evidence is a central part of
being able to demonstrate that good governance
has been applied and that the decision was fair
and properly taken.
Mary Scanlon: As you do not have any
evidence, would you recommend further
investigation, perhaps by the police?
Caroline Gardner: Chris Brown will talk you
through the audit work that has been done. He is a
partner with Scott-Moncrieff, which carries out the
annual audits of the college, and he is very close
to the issues. I will then pick up any outstanding
questions.
11:30
Chris Brown (Scott-Moncrieff): As the Auditor
General said, we have no evidence of fraud or any
illegality—in fact, the college has evidence that the
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remuneration committee took legal advice before it
made the decisions on severance. What we
cannot see is the openness and transparency that
Mary Scanlon is talking about.
One of the key aspects of our audit is the
consideration of governance arrangements in our
colleges. We are aware that the public and MSPs
expect high standards in the governance of public
bodies, so we examine those arrangements quite
carefully. In this area, the funding council’s
guidance on severance arrangements is quite
clear about the processes that colleges should go
through when they are evaluating voluntary
severance or any kind of severance arrangement,
particularly for senior staff.
The process should be open and transparent,
there should be a clear rationale behind decisions
that are taken and a business case should be
developed. That business case should consider
various options—this was not the only option that
the college could have taken—and those options
should be evaluated so that a conclusion can be
reached. That process should be documented and
the documentation should be retained so that, at a
later point, people can scrutinise it and challenge
the rationale for the decision.
The problem that we have here is that we do not
know the rationale for the decision because it was
not properly documented. There is, therefore, a
lack of accountability and openness, and there is a
lack of an ability for you to scrutinise and
challenge the decision. That is the key issue that
we are raising. It is not that we found any evidence
of fraud, illegality or even poor value for money.
The arrangement might well have provided good
value for money, but that is not clear and it is not
clear that the college went through the right
process in making the decision.
Mary Scanlon: I appreciate that, but surely it
cannot be acceptable in modern Scotland that
£1.3 million of public funds can be disbursed to
two or three individuals without there being an
audit trail. In order to ensure that fingers are not
pointed at anyone on the grounds of illegality of
otherwise, what should be done to get that
evidence? Under the previous Auditor General,
there was a case that involved the National Library
of Scotland, which led to a police investigation and
detainment.
The fact that we have no information cannot be
acceptable to people such as you. I cannot speak
for my colleagues, but it is not acceptable to me.
Where do we go from here? We cannot say,
“There’s no evidence, so we’ll just move on.” What
further action can you recommend, beyond what
you have put in front of us today?
Caroline Gardner: My main power and
responsibility is to report to the Parliament. There
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is a question for the committee about what further
action you might wish to take to hold people to
account for this failure of governance. The other
route that we are pursuing is to stay close to the
action that the new college is taking to investigate
what happened during the merger process so that
we can assess whether the action that it takes, if
any, is appropriate and adequate. We will stay
close to that through the audit process and
through the audit of the new college. However, it is
important to stress that my powers are those of
reporting.
Mary Scanlon: Will the investigation by the new
college give us the answers that we are looking for
today? Will you come back to us with another
paper to say that you now have the evidence and
are satisfied that the accounts can be cleared?
Caroline Gardner: All that I can say at this
stage is that the fact that the new college board
and the principal are taking seriously my report
and that of Scott-Moncrieff, as the auditor, is a
positive step. It is too soon for me to make any
assessment of how effective that investigation will
be. However, certainly, we will follow up any
issues. Martin Walker might want to add to that.
Martin Walker: On Monday, the new board of
Glasgow Kelvin took the report from the principal
on this issue. The first point to make concerns
transparency, because the principal was keen to
ensure that the board was aware of the report and
the issues. My understanding is that the board of
the new college agreed that the issue should be
remitted to the new college’s audit committee and
that it would be for it to determine what the next
steps should be in terms of further investigation
work.
From my discussions with the new principal, I
believe that he and the new board are keen to
ensure that robust governance arrangements are
in place for the new college. I am not sure about
the extent to which there will be a backward
investigation at the same time as efforts are made
to ensure that things are right in the future. As the
Auditor General said, we will keep a close eye on
that, through the appointed auditor.
The Convener: I seek clarification on the issue
of remedy. Mr Brown said that he has not seen
any evidence of fraud or illegality, so it is unlikely
that that route could be pursued. This is not about
a warning; it is about giving information to the
boards of the new colleges—and, indeed, any
other public agency—about what is expected of
them. They are not there simply to rubber-stamp
the wishes of the principals or anyone else in
senior management; they have a legal and moral
duty to look after the interests of their
organisations. Is there a civil remedy if it is found
that someone has acted without due diligence?
They may not have acted illegally, but they may
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have failed to live up to the standards that are
expected of them. Is there a civil remedy whereby
the money can be recovered, not from the
recipients, who have entered into a legal
arrangement, but from those who made the
decision to disburse the funds in the first place?
Caroline Gardner: I am not aware of a civil
remedy existing in relation to such decisions
unless it can be shown that the circumstances
were such that there is some liability. However,
that is very unusual in audit terms. We will stay in
close contact with the Scottish funding council on
the new guidance that applies to colleges and,
when we see the results of the college’s own
investigation, we will think through the issues that
that throws up about personal culpability. Liability
is a difficult question in such cases.
The Convener: It would be worrying if you
found that, although the boards of public bodies
are technically acting within the law, they are
acting in a cavalier way that outrages the general
public—by
making
decisions
about
the
extravagant use of public resources—but,
because nothing illegal has been done, there is no
civil remedy and they can, basically, do as they
wish without any worry. It would be a concern if
there was no comeback on those who use public
resources foolishly.
Caroline Gardner: I make it clear that I am
talking hypothetically, not about the specific case.
The closest parallel that I am aware of is when an
individual has been found wanting through a
disciplinary process and a penalty has been
imposed that impacts on access to their pension
rights in the future. We have seen that in a number
of public services in the most egregious cases. In
general, however, it is difficult to demonstrate such
personal liability. Instead, the route of redress is
through the audit report and the committees then
holding to account the individuals for the action
that they took or failed to take.
The Convener: We will see what happens, but
it looks as though there may be no way of holding
the people to account because they have moved
on and the deed has been done.
Tavish Scott: I have some questions for Chris
Brown. I am trying to establish a couple of facts.
Mr Brown, you mentioned the remuneration
committee. Did it make the decision on the
severance of the people?
Chris Brown: That is the key issue. We cannot
see sufficient evidence that it made the decision.
Tavish Scott: There is no paperwork.
Chris Brown: There is no paperwork. There is
a brief minute—about a page and a half—of a
remuneration committee meeting that was held on
3 June. It appears from the minute that most of
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that meeting was taken up with a discussion about
the new principal’s salary. There is evidence that
there was some discussion of the severance of the
outgoing principal and vice-principal, but there is
no evidence that the full details of the packages
that were to be provided to those individuals were
discussed or made available to the committee at
that point.
Tavish Scott: Did that minute go to the board
for approval?
Chris Brown: No. One of the other big issues
that we have raised is that that minute does not
appear to have gone to the board.
Tavish Scott: How many people were on the
remuneration committee? Can we name them? I
presume that that is a matter of record.
Chris Brown: Yes. We could find out their
names.
Tavish Scott: But as far as you are aware, they
were the people who took the decision. The only
documentation we have is that, however many
people were on that committee, they took the
decision in relation to the severance packages of
those two individuals.
Chris Brown: As I said, our point is that we do
not have the evidence that they made the
decision. We cannot see evidence that the costs
that were incurred by the college were presented
to the remuneration committee, that it approved
that expenditure and that that was then presented
to the board.
Tavish Scott: They could not give you any
written evidence. Do you think that it was an oral
discussion?
Chris Brown: It may well have been an oral
discussion.
Tavish Scott: I do not mean to be aggressive
about this, but presumably you interviewed them
so you must have asked them directly, “What did
you do? How did you come to this conclusion?”
Chris Brown: The college finished on 31
October, in effect, and the new college started on
1 November. Some board members of the
outgoing college continued into the new college
but key individuals finished on 31 October. For
example, the chair of the remuneration committee,
who is the chair of the board of the old college,
finished on 31 October, which was midway
through our audit.
I spoke to the chair of the board, who was keen
to talk to me and give me as much evidence as he
had about the rationale for the decision. However,
he could not give me evidence that the decision
had been presented to the remuneration
committee. He could not provide evidence that the
whole board had seen that evidence, discussed it
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and approved it. By that time it was too late,
because the board members had left.
Tavish Scott: When you say that he could not
give you any evidence, could he say whether a
decision had been made face to face or over the
telephone?
Chris Brown: Yes, he confirmed that. In fact,
he has confirmed that in writing to other members
of the remuneration committee. We understand
that there was some communication between
members of the remuneration committee
regarding the evidence arrangements.
Tavish Scott: So it was telephone calls or faceto-face discussions rather than anything in writing.
There is no email trail or anything like that.
Chris Brown: There are some letters. We have
not seen the letters from the remuneration
committee to the chairman of the board, but we
have seen a letter from the chairman of the board
to remuneration committee members confirming to
them that the proper process was followed. The
chair of the board is very clear that the proper
process was followed. It is just that all we have is
his word for it.
Tavish Scott: That is fair enough. I apologise
for pursuing that process point.
The convener correctly asked about the fact that
two individuals have gone who are presumably
party to a legal agreement about what they have
received. However, that legal agreement must be
between them as individuals and the previous
board. Some lawyer—I do not use “some lawyer”
in a pejorative sense, so I will say a lawyer—must
have drawn that up on their behalf, under
instruction. An accountant must have signed an
electronic cheque, as it were. There must be
something behind all that. Is it the case that all that
you found was that a lawyer was orally told to draft
up a letter to go to said individuals, saying, “We
will pay you X” and, on that basis, an accountant
was told to sign a cheque? I am probably
simplifying this enormously.
Caroline Gardner: I am sure that you will
understand that the basis of any audit has to be
the financial statements, the audit trail, the
minutes or the business case that has been drawn
up. In this case, as Chris Brown said, the former
chair of the board told us that due process was
followed. We have not seen evidence to support
that assertion, which is why we are bringing the
report to the committee today. I need to stress
again that we do not have any indication that the
costs incurred in this were improper, but we are
unable to satisfy ourselves that the decisions were
properly taken and that they represent value for
money for the public purse.
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Tavish Scott: I appreciate that you are experts,
and we are the committee and therefore, by
definition, not experts, but the crux of this for us,
when we come to analyse what happened, is that
the person who was the previous chair of the
board, who seems to be sure that the proper
processes were followed, could not provide you
with any evidence as to how that process was
followed.
Caroline Gardner: More generally, those
charged with governance—the board—have a
specific responsibility to carry out.
The Convener: Mr Brown, you said that there
was no evidence. Do we know who decided to
make those payments?
Chris Brown: We understand, from speaking to
the chair of the board, that the remuneration
committee took the decision. The point that we are
making, though, is that we do not have the
evidence of a minute of the remuneration
committee and its supporting papers to support
that assertion.
11:45
The Convener: If a college, or its remuneration
committee, decides to make a payment and there
is no evidence that it was authorised to do so,
does that leave it liable for any payment that is
made? On whose authority was the payment
made if there is no evidence to justify the making
of that payment?
Caroline Gardner: That is one of the matters
that we hope the new college’s investigation will
explore. As Mr Scott suggested, we would expect
any payment to be properly supported by proper
authorisation. The chair of the board has told the
auditor that the decision was properly taken. We
expect the new college board to investigate
thoroughly what happened and who is
responsible, whether they are a member of staff or
of the board of the new college, or whether they
left in October last year, as Chris Brown
described.
Bruce Crawford: At the very least, we can say
that there has been a serious breakdown in
governance. The general public will expect us to
ensure that we follow the public pound, get value
for money and unearth as much as we can. I
accept that an investigation is going on in the
college. When do we expect that investigation to
be completed? The result might drive the
committee’s decision on what action we want to
take next. Our decision will depend on how indepth the investigation is and what information it
provides.
Martin Walker: We need to check with the
college on the remit and timescales for
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considering the issues. As I said, the new board
considered the report on Monday and decided to
refer the matter to its audit committee. The
important thing is the next stage, which is
understanding what action that committee plans to
take in any investigation and in considering
governance arrangements for the new college to
ensure that such a thing does not happen again.
When we know the planned timescales and remit,
we will be in a much better position to consider
how robust the action will be and what it might find
in due course.
Bruce Crawford: It might be appropriate for
Audit Scotland to complete that exercise, but
might it also be appropriate for this committee to
write to the new college to ask what the expected
timescale is and when the recommendations that
flow from the investigation are expected to be in
the public domain so that we can decide what to
do on the matter at that stage? People will expect
us to take the issue to the nth degree.
The Convener: We can consider that under
agenda item 6.
Ken Macintosh: To clarify, will the money for
the pay-offs be taken out of the additional funds
that have been provided for merging Scotland’s
colleges?
Caroline Gardner: It certainly will not be funded
directly in that way. Our understanding is that the
impact of the total costs of the voluntary
severances will be met by the college. A small
grant was available to colleges for some parts of
voluntary severance funding. The higher than
expected deficit will then fall to be met from the
new college’s funds. We have not seen the full
impact of that yet. We will need to move into the
new financial year to see the way in which that
works. However, as the convener suggested, the
cost is being met from the college’s overall budget,
which obviously is primarily intended for providing
education to lifelong learners. As I said, we have
no evidence to suggest that the money was not
appropriately calculated. Our concern is that we
do not have evidence to suggest that it was, or
that it was properly decided.
Ken Macintosh: Is there a threshold above
which any such payments are referred to ministers
or the Scottish funding council?
Caroline Gardner: I do not think that there is.
My colleagues are telling me that there is not.
Ken Macintosh: Would such arrangements
contain a compromise agreement or gagging
clause of any kind?
Caroline Gardner: As we have reported to the
committee before, most voluntary severance
arrangements are supported by a settlement
agreement. Such agreements should not include a
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gagging or confidentiality clause, other than on the
individual’s circumstances, and they certainly
should not be used to withhold the cost to the
public purse that the arrangements involved.

James Dornan: You said that you did not see
anything to suggest that the proper processes
were put in place. The report talks about

Chris Brown might know more about the
circumstances in the case that we are discussing.
In such cases, it is common for a settlement
agreement to be in place.

I take it that that was the remuneration committee.

Chris Brown: There were compromise
agreements with the senior staff who left, but we
have no evidence that the agreements were
unduly restrictive in the sense of containing
gagging clauses.

James Dornan: Does nothing suggest that the
committee saw or discussed that advice?

Ken Macintosh: Am I right in thinking that all
compromise agreements must be referred to
ministers?
Caroline Gardner: That is right in relation to the
NHS, but I do not know whether that is correct
more widely and I do not want to mislead the
committee by suggesting that. Can Martin Walker
help?
Martin Walker: In connection with, and not
purely on the back of, the publication of our report
last year entitled “Managing early departures from
the Scottish public sector”, the committee has
been in correspondence with the Scottish
Government on settlement or compromise
agreements—whatever people wish to call them.
A process was under way to consult on the new
arrangements, which I believe are taking effect
from this financial year.
The expectation is that the Scottish Government
will be consulted on cases in which settlement
agreements are put in place. I understand that the
objective of that is to ensure much more
transparency. When the committee asked how
many agreements had been made and where they
were happening, the Government did not hold a
central note on all the agreements. One aim of the
new arrangements is to resolve that situation so
that there is more visibility.
Ken Macintosh: You are right about the new
regime, but am I right in saying that it has not yet
been implemented?
Martin Walker: The intention was to get it in
place for the current financial year, but we will
need to check the detail. There was some
consultation about that, so we will need to get
back to the committee on that.
Chris Brown: Since colleges became part of
the public sector on 1 April, they have been
subject to the guidance in the Scottish public
finance manual—that is the guidance that Martin
Walker said is being updated. However, at the
time that we are discussing—November last
year—colleges were not part of the public sector,
so the SPFM guidance did not apply to them.

“evidence of legal advice received by the committee”.

Chris Brown: Yes—that legal advice was
provided to the remuneration committee’s chair.

Chris Brown: There is something to suggest
that. The remuneration committee’s chair told me
that the committee saw the advice.
James Dornan: Is that not in the minutes?
Chris Brown: We did not see evidence of that
in the minutes or in any remuneration committee
papers that we were given.
James Dornan: That is surprising. I was on a
remuneration committee and everything went to
the board for a final decision after we made our
suggestions.
You referred to a letter from the board’s chair
that was in response to a letter that you did not
see from the remuneration committee. Did the
chair’s letter contain much detail or was it a oneliner?
Chris Brown: The letter had a fair bit of detail.
James Dornan: Did it suggest that there had
been a process and discussions at the committee?
Chris Brown: Yes. It set out the process that
the remuneration committee’s chair—the same
person as the chair of the board—believed had
taken place. He was assuring remuneration
committee members about the process that he
had described to us as having taken place.
The letter is detailed—it contains a number of
bullet points about the process. However, the fact
that a letter had to be sent to the remuneration
committee to describe to it the process that it had
followed supported our view that the process was
not as transparent and open as it should have
been in the first place.
James Dornan: So you do not see that letter as
a response to bullet points or whatever in a letter
from the remuneration committee; you think that
the chair was laying out what had been done.
Chris Brown: I think so but, because I have not
seen the original letter, I cannot say that for
certain. I do not want to speculate on what the
board and the Public Audit Committee will want to
investigate, but I imagine that they would want to
look at that.
James Dornan: You said earlier on, Auditor
General, that the payoff itself was not unusual.
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Correct me if I am wrong about the language that
you used. Is that fair?
Caroline Gardner: We have reported on
several occasions in the past that voluntary
severance payments can be a necessary way of
reshaping public services. Obviously, a situation in
which three colleges are being merged into one
and there are three principals and three vice
principals is the sort of situation in which we might
expect voluntary severance to be the right
approach to getting a new management team in
place. However, it is important to have proper
governance and transparency because of the
sensitivity of payments being made to individuals,
or from which they benefit.
James Dornan: So, alongside the lack of
transparency, the only issue that you have is the
one about garden leave, which you thought was
pretty unusual. Is that right?
Caroline Gardner: Yes. The governance
concern is the main one. As the convener said,
£1.3 million in total—about £480,000 related to
two individuals—were costs to the college budget
and it is important that the college can
demonstrate that that was decided on properly.
We also mention some errors that the college
made in the initial calculations for all of the
voluntary severances that it agreed and then the
garden leave or payment in lieu of notice for the
two individuals.
James Dornan: Do we have any evidence that
shows how the college worked out the figures in
the first place and got them wrong or is that
something else that is missing?
Caroline Gardner: As Chris Brown said, there
is no business case that says what costs would be
incurred, what benefits the college thought that it
would get and why it thought that the decision was
value for money. We would expect such a
business case as an absolute basic in any
voluntary severance decision.
The Convener: Mr Brown, did you say that the
chair of the board was also the chair of the
remuneration committee?
Chris Brown: Yes, that is right.
The Convener: Perhaps we need to consider
whether there should be some kind of split in
responsibilities. We can do that later.
Colin Keir: I have a basic question, as
someone who is not a qualified accountant. I
notice that the report says:
“The auditor gave an unqualified opinion on the college’s
accounts.”

Several members, particularly Mr Dornan, asked
about process and chairmanship. Could you give a
qualified opinion on those matters or is it just that,
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although you have been able to identify the
money, the process for handling it is
controversial?
Chris Brown: It is. The accounts fairly reflect all
the costs of the severance arrangements and the
payments themselves are not, on the face of it,
irregular because they are the normal kind of
payment that we might expect in a voluntary
severance scheme. They are a voluntary
severance payment, which is a contractual
payment, in addition to an enhancement of
pension, which is not necessarily contractual, and
costs relating to garden leave, which was a
period—six months—in which the individuals were
not working for the college but were getting paid.
All those costs are normal costs that we might
expect in a VS situation and other colleges have
made similar arrangements in such situations.
However, they have been clear and ensured that
they documented the rationale for the decisions
that they took to demonstrate that the costs were
value for money. The problem that we have with
North Glasgow College is purely a value-formoney and governance process issue.
Colin Keir: I was just unclear about at what
point the unusual compared with the usual ends
up producing a qualified set of accounts, as the
report says that the accounts are unqualified.
Chris Brown: If the costs had not been
reflected in the accounts at all, for example, that
would have been an issue for qualification.
The Convener: Auditor General, do you have
any indication by college how many senior staff
were on gardening leave and for how long prior to
the mergers and creation of the new colleges?
12:00
Caroline Gardner: Not at the moment. The
team is currently reviewing the accounts and audit
reports for all of the outgoing colleges. In some
cases, we are going back and asking further
questions of the auditors because an issue is not
clear in the accounts or because we would like to
know more about the circumstances. If a particular
issue arises at a college, I will report on it
separately. Otherwise, I would expect to sweep
the matter up as part of my next report on the
college sector, as part of our update on the
progress of reform.
The Convener: It would be interesting to see
that information, because I am aware of concerns
being raised at, for example, James Watt College
in Inverclyde—that is the one that I can think of off
the top of my head; there could be others—about
senior management being on extended garden
leave. It would be interesting to see the extent of
that and find out whether colleges were using
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substantial amounts of public money to ease their
way through the change process. Any information
that you could get on that would be helpful.
Ken Macintosh: I will check one final point. I
have just found a letter that the committee got in
November 2013 from the SFC about guidance. It
says:
“We expect colleges’ internal auditors to consider any
risks presented by processes … and”

advise
“SFC if … these do not conform to our guidance.”

The SFC expects colleges to notify it of any overall
severance costs and
“to provide information on numbers of staff leaving and
associated costs before making any payment towards such
costs.”

Was the SFC asked? Was it told about the
payments? The letter says, by the way:
“We have received no such advice.”

That was in November 2013, so it might be too
close to the case.
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Caroline Gardner: I think that there is a timing
issue, anyway. As Chris Brown said, the colleges
were finishing on 31 October. You also said that
the SFC was to be notified, rather than that it was
to approve the payments, so there is a question
about the process that was required. Our starting
point is that the funding council’s guidance dating
back to 2000 was absolutely clear about what
good governance looks like in such instances and
the process at North Glasgow College did not
follow that guidance by some way.
The Convener: I thank you, Auditor General,
and your colleagues for your evidence.
Before we move on to the next item, I note for
the record that apologies have been received from
Colin Beattie and that David Torrance has
attended as his substitute. I apologise for not
putting that on the record earlier on.
12:02
Meeting continued in private until 12:33.
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