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Witness Statement of Robert Calderwood: Object ID: A51285650 
 

Scottish Hospitals Inquiry 

Glasgow 4 Part 3 

Witness Statement of 

Robert Calderwood 

 

 

1. My name is Robert Calderwood. I was Chief Executive of NHS Greater 

Glasgow and Clyde (NHS GGC) from 2009 to 2017. I have been asked to 

provide this statement to the Scottish Hospitals Inquiry. I joined the Health 

Service in August 1971 and retired 45 and a half years later from my role as 

chief executive of NHS Greater Glasgow and Clyde. Throughout my working 

life I’ve been in health service administration, as it was, health service general 

management, as it became in the late 80s. I’ve held positions, as it transpires, 

only within what transpired to be Greater Glasgow and Clyde. It was originally 

Argyll and Clyde Health Board and Greater Glasgow Health Board. I worked 

for the two Health Boards after I came off what was called, “The Regional 

Training Scheme” back in 1974. 

 
2. Professionally, through the training programme, you studied for your higher 

national diploma in business studies, then your professional qualification, 

which in those days was through the Institute of Healthcare Management, 

which was a UK professional body. You did a diploma in healthcare 

management. Then I personally went on and did a certificate in health 

economics at Aberdeen University as a distance learning course, and the rest 

of the time has really been just in my career. The individual roles and 

responsibilities which I held are set out in my CV which is appended to this 

statement (Appendix C). 
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3. I worked for Greater Glasgow and Clyde Health Board as Chief Operating 

Officer from 2005 onwards up until I became Chief Executive in 2009. As Chief 

Operating Officer I was responsible to the Board and the executive for the 

management of the acute hospital services within Greater Glasgow, and it was 

in 2005 only, Greater Glasgow. We didn’t merge with the former Argyll and 

Clyde Health Board until April 2006. 

 

4. So, my responsibility was to oversee the day-to-day running of all of the 

hospitals, as I say, reporting through to the Executive Board. Back in 2005, 

that would have been a budget of about 1.1, 1.2 billion, and it would have 

something like 19,000 staff across about a dozen locations at that time. The 

other operational aspects of the Board were split into other directorates, 

mainly what was called Community Health Partnerships at that time. These 

were geographical entities linked to the boundaries of local authorities. So, 

within Greater Glasgow Health Board, at that time, there were four at that time. 

 
5. There was a small part of West Dunbartonshire, which eventually became the 

whole of West Dunbartonshire after we took over Clyde, East Renfrewshire, 

East Dunbartonshire, Glasgow City. Eventually, it became six when we took 

over Renfrewshire and Inverclyde. 

 
6. In my role as Chief Operating Officer, I reported to the chief executive and 

through the chief executive to the Health Board Committees. The 

management structure changed on a couple of occasions between taking on 

the job in October 2005 to leaving it in March 2009. But basically, there were 

about seven operational directors, so, for example, the director of Surgical 

Services, that was all the Surgical Services within the Greater Glasgow 

hospitals. They reported through a director and that director reported to me, 

and then they had their management team below them. On top of that, there 

would be the Facilities and Estates director who reported in relation to all the 

Facilities and Estates issues. 
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7. In 2009 I moved on to become Chief Executive. The Chief Executive is 

charged with discharging all of the responsibilities that the Scottish 

Government place on Health Boards, and those tasks are delivered through a 

scheme of delegation through a series of, again, operational chief officers and 

directors. There are certain responsibilities of the Board which are discharged 

directly by a named individual, particularly the director of public health, where 

the Board’s responsibilities in relation to public health came from the 

government through the Board to the director of public health, the director of 

public health then through local authorities. But with the exception of these 

specified responsibilities, everything that came to the Board was discharged 

through the chief executive through a scheme of delegation. At that time, in 

April 2009, there were 18 direct reports in the structure that I inherited. 

 
8. I have been shown Bundle 43, Volume 2, Document 23, Page 327 which 

demonstrates the governance structure of the Acute Services Committee in 

2010. For example, with respect of the Performance Review Group everything 

would be directed to it which would then be reported to the Board. Ninety-five 

per cent plus of the business would be discussed through the Performance 

Review Group before it would go to the Health Board. Just to explain that the 

Board met publicly as Greater Glasgow Health Board, Greater Glasgow and 

Clyde Health Board at that point. However, all its subcommittees met in 

private, and that was how the Board had set about to do its business, so that 

they could be, the Board members, the non-executives in particular, briefed in 

detail about all the issues that were ongoing. So, the Performance Review 

Group was the major sub-committee of the Board. 

 
9. The minutes of these Committees would be shared. The agenda of the 

minutes would be shared and, again, in relation to the scheme of delegation, 

the Board delegated certain functions to subcommittees. In other words, if the 

subcommittee took a decision that was within the scheme of delegation, the 

full Board couldn’t challenge that. 
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10. The rules at the time were that once a Board decision had been taken, it could 

not be revisited for six months, as part of the rules and regulations of 

establishing Health Boards. So, the Performance Review Group had a scheme 

of delegation which the full Board signed off on. Within that, they would have 

specific responsibilities to take decisions, but in many instances, they would 

make a recommendation to the full Board on issues that were not within the 

scheme of delegation. Then the Board would take the decision. So, the Board 

either noted the decision that the committee had taken, or the Board received 

a report from the committee asking it to approve a course of action. I really 

couldn’t say which decisions were taken by the Committees and which were 

made by the board, going back to 2009, I have no detailed recollection of what 

the scheme of delegation would be. But it would be recorded by the Board 

secretary at that time to guide the chair of the Performance Review Group. 

 
11. For example, all the clinical changes in the city that require to be consulted 

on, that would be the full Board that would have to take that decision after the 

end of the prescribed consultation process. The day-to-day performance, in 

the sense of the acute division or an individual operational part of the Board 

was overspending, then the Performance Review Group would probably 

agree the remedial action to be taken to stay within the approved budget or 

the approved outcomes of the Board, and they would report that to the Board. 

 
12. So, the full Board wouldn’t, I’m being overly simplistic, but the full Board 

wouldn’t debate the ins and outs of the money. But if we wanted to change a 

clinical service, then there was a prescribed approach set out by the 

government, and then that changed as the government changed, as to what 

was involved in that. Therefore, that would be undertaken, the Board would see 

the recommendation, the Board would approve it or not, and then the Board 

would make a recommendation to the cabinet secretary. 

 
13. In terms of a final say, that would come back to the Board as an approval to 

go ahead, or in many cases a rejection and a determination to retain the status 

quo. 
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14. I have been asked about procurement for the new hospital and which 

committees had input into these decisions and what the Board’s involvement 

would have been. The procurement took two forms. There were two major 

phases in the procurement. The first phase was after the Acute Services 

Strategy was approved. This has been the only Acute Services Strategy in the 

United Kingdom that actually resulted in a parliamentary vote. Everything else 

was just done day to day, but such was the political impact of Glasgow’s 

changes, it actually ended up in a political vote in the parliament. 

 
15. So, after it was approved in its final format, because it evolved over a five-year 

period, we were then invited to proceed to implement the Acute Services 

Strategy. Now, the Acute Services Strategy had, in its detail, in essence, about 

four phases of procurement. The Acute Services Strategy, rationalised acute 

hospitals in Glasgow to two major receiving units, but politically we had to 

provide a way of maintaining the majority of clinical services locally. The Board 

came up, along with the clinical staff, with a strategy, which was very prevalent 

in Europe and America at the time, of ambulatory care. 

 
16. So, in essence, what an acute hospital does, about 85 per cent of it is done in 

the same day. We used to, at public meetings, call it a hospital that you come 

to without your pyjamas because you’re going home. So, we agreed with the 

government that in relation to the three major hospitals we were closing, 

namely Stobhill, the Victoria Infirmary and the Western Infirmary, we would 

create three ambulatory care units, two of which, Stobhill and the Victoria, 

were to be built adjacent to the existing. In the context of Stobhill, within the 

grounds of the existing hospital, and in relation to Victoria, adjacent to the 

Victoria Infirmary. 
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17. That was the first phase of the acute strategy, to build those two replacement 

facilities to demonstrate to the public that, at the end of it, we were not taking 

services away before we were creating locally accessible services. So, the 

two ambulatory care hospitals were the first phase of the implementation, and 

that was a 220 million, roughly, private finance initiative procurement. That 

started back in, I think, about 2005. It may have been late 2004. 

 
18. Now, the PFI initiative, at that time, under the Labour government was a 

prescribed procurement strategy in the UK. So, after we had completed phase 

one, i.e., we had signed the contracts to build the two Ambulatory Care 

Hospitals, we proceeded to the procurement of phase two and at that time, it 

was going to be private finance because that was the Labour party’s 

procurement strategy for the public sector. 

 
19. However, we had an election in 2007 and the SNP came to power, and we were 

immediately advised by the new Cabinet Secretary for Health and Social Care 

that she disagreed violently with our Acute Services Strategy and indeed had 

voted against it in Parliament, but they as a party were opposed to PFI and 

that we had to proceed with looking at a Business Case that would be 

supported by treasury capital funding. 

 
20. Now, in financial terms, that made the procurement strategy easier in the short 

term because PFI has a huge premium on private sector money, particularly 

the kind of 5-10 per cent of it that’s equity. Plus, it has lifetime maintenance in 

it, which if you take the 40 years Business Case, you get your money back in 

40 years because of all the maintenance work that will be done. 

 
21. Capital treasury funded is cheaper on day one but it has no continual 

guarantee of backlog maintenance funding throughout the life of the building. 

So, over a forty year period, you have to assume whether or not, and this is in 

the Business Case, whether or not there will be capital investment under 

maintenance. 
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22. So, at that point, the Board had a team in place through the procurement of 

the Ambulatory Care Hospitals, which was led by Ernst & Young (EY), 

Shepherd and Wedderburn, the Scottish Government Capital Planning Unit, 

and an organisation called Partnerships UK. Partnerships UK (P UK) were the 

treasury’s public finance unit and they advised public bodies on major 

infrastructure procurement under PFI. 

 
23. The Scottish Government Health Department had a contract that allowed 

them so many hours a year from P UK. The chief executive of P UK, James 

Stewart, joined the Board’s procurement team and they advised the Board on 

that, so what was undertaken was a market analysis. Ernst & Young went out 

to the market, spoke to all the major construction companies about their 

interest in such a construction project and the terms and conditions under which 

they would be prepared to bid. Bid costs for something the size of the Queen 

Elizabeth and Royal Hospital were millions of pounds, and in order to get a 

minimum of three contractors, we were obviously trying to make sure that what 

we took to the market was (a) marketable, (b) that we had enough information 

in place that would allow them to consider investing the time and effort to bid. 

 
24. At the end of this process, the government and all the advisors, including our 

own Project team, came back and said that the most attractive way that we 

could get competition was going to the marketplace in this way, and that we 

should go and look at using NEC3 contract terms. Now, these were national 

contractual terms, but they were slightly different because they were designed 

to create better competition, to create a sort of incentive to the construction 

company, during the design, that any innovation in the design, they would 

benefit from. So that was the basis we then went to the marketplace. So as far 

as the Board was concerned, they would receive a paper outlining what we 

were going to do and why. 
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25. Now, whether that would have been the Performance Review Group or the full 

Board, I can’t remember. I suspect, given the nature of it, it probably would have 

been the full Board, but it was also something that would have been in the 

scheme of delegation because it was a contractual proposal. 

 
26. I have been asked how the Board and the committees manage the operation 

of the water and ventilation systems of the hospital, and how the reporting 

structures worked and who would be responsible for decision making for these 

systems. The Board, as a body corporate, would not have had a significant 

role in relation to the detailed design considerations of any aspect of the 

hospital. Their involvement would be around approving the original scheme, 

i.e., what clinical services were transferring, what was the scale of the 

departments that we were going to fill. There was much debate then and 

throughout the period on the “Bed model”. 

 
27. The Board commissioned external healthcare planners to look at bed 

modelling for clinical services. The Scottish Government Health Department 

also had planning assumptions about bed modelling, and they were all 

factored in to arrive at the number of beds we ultimately sought to have in the 

building. To clarify, the Board, going all the way back to 2006, considered bed 

modelling which looks at, in essence, three things: your demand model, which 

is driven by your population statistics. Greater Glasgow, in the late 2000s, you 

know, 8, 9, 10 was declining as a population in the forward projections. Lothian 

is, I think, still expected to exceed Greater Glasgow by the mid-2030s. So, 

population number was driven by statistics that you were given. The demand 

was driven by your current demand plus the projection of the ageing of your 

population. So, there was a formulaic approach to the demand side. 

 
28. You then had the efficiency model, which was what were your targets, what 

was your length of stay, what was your average occupancy turnover, and what 

was best in class. That set you an efficiency gain target and in Glasgow, in 

some specialties, that was quite high. We were maybe having six- or seven-

day length of stay in orthopaedics, when the Scottish average was five and a 

half. So, you had to look into why was there a difference. Sometimes that was 
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driven by complexity because Glasgow handles the more complex cases for 

the west of Scotland. Some of it was just driven by clinical practice and the 

need to modernise, how quickly you can move to same day care because same 

day care was quite low in Glasgow compared to the UK. Compared to Europe 

and America, it was off scale behind, so all of that drove a fact that we were 

closing, for argument sake, I can’t remember the numbers exactly, say, 1400 

beds but, we were only going to be opening about 1150, because it’s not just 

about the beds that were in the Queen Elizabeth, it was the beds that we were 

opening in the Royal Infirmary and the beds that we were opening in Gartnavel. 

 

29. The bed model covered the totality of the institutions, that created a trail 

where, in medicine, we were going from 250 to 220, with 200 of them at the 

Queen Elizabeth and 20 at the Royal. So, you had an audit trail of where 

efficiency gain was coming from, and so the Board would see all of that and 

approve the aims of that and then saying, “Yes, it’s reasonable to aim to go 

from where we are to there by the time we open the new hospital.” 

 
30. After that, the detailed design, including the technical design, was delegated 

to the Project team and to the working groups. I mean, in its heyday in 2008/’9, 

there were something like 90 working groups advising every aspect of the final 

schedule requirements and then, thereafter, they were going over all of the 

detailed things that were being proposed by the contractors to sign them off 

before that was then embedded in the final design. 

 
31. I have been asked once the hospital opened in 2015, what was the Board’s 

involvement and Committee involvement in the operation of the water system 

and the ventilation systems at that point and where responsibilities sat? If we 

take the water, then the water would go through the scheme of delegation that 

existed for discharge of the Board’s responsibilities for Legionella and other 

water management, and so that would be through the operational director and 

through the estate and then principal responsibility aligns through the Estate’s 

director. 
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32. I was unable to download the documents you recently sent me, (Bundle 15), 

but which you showed me today, Wednesday 9th April 2025. In answer to your 

question, about my understanding of the duties placed on the Board and on 

the chief executive as duty holder under L8, which is the legionella scheme, 

and SHTM 04-01 Part B, (Bundle 15, Document 3, Page 188, and Bundle 

15, Document 5, Page 381). 

 
33. Firstly, I have never seen that document. In answer to your question, about 

being able to provide more information on what my understanding was in terms 

of the duties that were placed on the Board and me as chief executive in relation 

to legionella? Not specifically, no. I mean, the Board received guidance and/or 

mandatory instruction in relation to various aspects of the estate, and when they 

were received, they were passed to the appropriate duty holders to enact. 

Some required either six-monthly or annually reports to be submitted externally 

and internally within the organisation. Those duties, as I say, were delegated, 

and they would be varied across the board. If the estate was in the Community 

Healthcare Partnerships, it would be through the chief officer of the partnership. 

If it was the acute centre, it would be through the chief operating officer. But, as 

I say, the principal responsible holder was the Director of Estates. 

 
34. I don’t recall the specifics of what was 6 month and annual testing, I spent 45 

years starting from the bottom working up, so, at one point in my career, I was 

responsible for doing it, when I was a hospital secretary, back in the 1990’s 

and that was a hundred years before I became chief executive. 

 
35. Regarding the SHTM guidance, 04-01 Part B, which is a Scottish Health 

technical memorandum, (Bundle 15, Document 5, Page 381), in relation to 

water safety for healthcare premises and the operational management, which 

you showed me today, I have never seen this document before. I do not believe 

that I was under any requirement under this document but would expect it 

would be delegated through the various executive lines of responsibility. I do 

not know where that delegation would be set out. 
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36. However, you have to differentiate between maintenance and mandatory 

checks. In other words, in June 2015, the day-to-day responsibility for the 

maintenance of the water systems sat with the director of estates, discharged 

by him through his hospital directorate. The design of the water system and 

its approval sat with the Project team throughout the dialogue of the design, 

and then in that Project team, Capita, who were appointed by the Board as 

our assurance arm, it was their responsibility to confirm that the design, which 

had been approved, was what was actually constructed. 

 
37. If we look at a building, the water pipes are all behind the wall, so by the time 

we walk in and see the plastered wall, we have no idea what’s behind it. So, 

basically, Capita’s job was to go on site and look at the plumbing and say, “That’s 

fine.” This would be the validation process. 

 
38. You have shown me, today, Bundle 13, Volume 3, Page 1075, referring to 

SHTM 03-01 in respect of ventilation and design and validation, referring me 

to paragraph 8.64, where it states that: 

 
“A full report detailing the findings of commissioning validation should be 

produced and should be lodged with the user department, Infection Control 

and Estate Facilities.” 

 

39. I have no recollection of any such report being produced or distributed to any 

of the project groups. In respect of the Queen Elizabeth University Hospital 

campus, that responsibility would sit between the Project team and the 

Estates and Facilities directorate in relation to the commissioning. It is they 

whom I would have expected to have been aware of this or to have had the 

responsibility that such a report was produced. 

 
40. At the time, 2015, the project director was David Louden, and he was also the 

Estates and Facilities director designate. As one role came to an end, as a 

senior executive of the Board, he was moving on to another role and he was 

supported with a team. 
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41. There was a number of acting appointments at that time, so the deputy director 

of Estates was acting up for the other elements of the Estates. But, in relation 

to Queen Elizabeth in itself, David Louden, as the project director and the 

Estates and facilities director designate, therefore it was his role to ensure 

that the team carried out their functions and he reported that up, and, in this 

particular instance, he would essentially be reporting it to himself. I mean, he’d 

be telling the Estates director what to do, anyway, when he takes over the 

hospital in a few weeks. 

 
42. Albeit the Children’s Hospital would also sit with David Louden in the sense of 

the project, the reality of it is, you’ve got the operational director, so you’ve got 

Kevin Hill, who’s director of Children’s and Women Services. He’s in an 

important role in relation to the children’s hospital, and you had Anne Harkness 

as director of the Queen Elizabeth, obviously taking on an important 

responsibility for the Queen Elizabeth when it’s handed over, and both of those 

two directors reported to the chief operating officer within the structure. 

 
43. In terms of the user groups and Infection Control, and Estates and Facilities, 

I don’t think I’ve managed to get it across to you, but there was not a significant 

amount of reporting up to the Board. There is a disconnect between the Board 

and the project, and only exceptional reports went up. 

 
44. The ventilation system, again, is exactly the same process from June 2015, 

maintaining it, cleaning the filters, cleaning the ducting, dealing with kind of 

breakdowns, etc. That was maintenance. The design of that was all done, 

again, through the project, and that was influenced at many stages by different 

decisions that were taken, and they were taken by the various people involved 

in the project. So, one of the early decisions taken which impacted on the 

design of the ventilation system was the decision to make it a sealed building. 

Now, that decision was taken I think in about 2008 or ’9, and that immediately 

created an environment in which you then would go down a different road for 

your ventilation scheme design. 
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45. I have been asked if the decision to make the hospital a sealed building was 

related to its proximity to Sheildhall. Officially, I don’t know what the reasons 

recorded were. Unofficially, there were a number of people, particularly in 

Infection Control, who hated that we were building on the Southern General 

and went out of their way to make the proximity of the Scottish Water Complex 

an issue. To understand, the Scottish Water Complex is not a sewage works, 

it’s a pumping station. It is only in use as a holding point if the main pipes 

crossing Glasgow are closed for any reason, like a breakage or maintenance, 

in which case the Shieldhall complex houses the sewage. Scottish Water had 

given us assurances about the work that they were undertaking to improve 

this environmentally. However, yes, privately, there was a strong sense that 

you couldn’t have open windows next to it. 

 

46. In 2001 when the site appraisal for a new hospital was being carried out there 

was a public engagement process in reviewing site options and in respect of 

the Southern General Hospital site, the proximity of sewage works was raised 

by members of the public. Many people wanted us to choose another site. 

Once the site appraisals were completed, the site was chosen and then 

approved by Scottish Government. In the later stages of the development 

(2009) there were two issues that had to be addressed with Scottish Water 

when the contract was being awarded. One, was we sought to buy land from 

Scottish Water to enlarge campus, which we did to allow us to  create a main 

access road, to create fast link through Braehead. The Project Team bought 

the land for this from Scottish Water as part of the site preparation, and during 

discussions we checked with Scottish Water that Sheildhall was no longer 

going to be sewage works was going to be a pumping site. Secondly, we 

were aware that when used a pumping station odour was emitted when 

hosing down and spraying the tanks, this is an issue which mainly impacts 

the north side. These discussions with Scottish Water were not formal, it was 

more ‘right what you are doing?’ as in what are you doing to mitigate, and 

from that these informal assurances arose between Scottish Government 

and Scottish Water. There was very public process for choosing site. I have 

been asked what official and unofficial reasons there were for the decision to 
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choose to make the hospital a sealed building. Beyond what I have already 

told the Inquiry I do not know what this means. 

 
47. I am aware that you have discussed Shieldhall with Scottish Water, but as I 

understand, since about 2010 or so, it was a part of a redesigned sewage 

system from the south side of Glasgow, and there’s a pipe running from 

Clydebank to Dalmuir, and Dalmuir is the big treatment centre. Shieldhall, 

which was a wastewater treatment facility because it used to, if you recall-- 

well, you wouldn’t recall because of your young age, but the ships used to 

take all the waste from the Clydeside down off Arran and dump it. There were 

three-- there were two ships, I think, Glasgow City Council owned, etc. So, it 

changed, as I understood it. We were in contact with Scottish Water at different 

times and that was my understanding. If it’s not that, if it never changed or if it’s 

changed back, I have no idea. 

 
48. I don’t know where you could now get those Scottish Water assurances, but, 

the point I was making was that when the sewage is stored in the open tanks, 

they’re then jet washed clean when the pipes reopen again and, at that point, 

there’s a lot of odour in the air and, well, fortunately, the prevailing wind is 

north, so it tends to be in Jordanhill that most people complain about it. But it 

obviously had an odour in the air and I had, through the Project team, 

approached them about what they were going to do about it going forward. 

There was talk, as I recall, of them sealing the tanks. The tanks are open and 

they were talking about putting, what I would call the equivalent of a swimming 

pool cover, over them, which they believed would minimise the emission of 

odour. 

49. I’m not aware that they ever did that, I had no further communication with them, 

period. What I’m saying is that through the Project team, representations were 

made, and that was my understanding of feedback. 

  

Page 16

A53987958



15 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

50. Continuing with ventilation, the next decision was obviously in respect of the 

environment, the internal environment in the context of heat gain, etc. Again, 

the Estates department had an issue because we were operating, at that point, 

the two Ambulatory Care Hospitals which had just been built and opened in 

2008/’9. They were some of the first sort of mainly steel and glass 

constructions with big open atriums, big modern buildings, and we were 

experiencing a lot of heat gain and, therefore, it was decided that the internal 

environment we wanted, needed to sit within a certain temperature range. This 

then drives the ventilation design again. So, you basically get a number of 

decisions taken for operational reasons based on experience and/or evidence 

that is then fed into the Design team. The Design team was obviously 

employed by the contractor, but we had our own Project team with, on paper, 

matching skills. Maybe some of the evidence has suggested that some of 

them didn’t have, but at the time Wallace Whittle, the boards consulting 

mechanical and electrical engineers, would comment to us on the 

acceptability of the ventilation solution being put forward by Brookfield, or 

Multiplex as they are now. These decisions would not be made by the Board 

but rather by the Project team. I have been asked if these decisions would be 

reported to the Board? No, they would not directly be reported to the Board. 

 
51. The Project team did have authority to make decisions on temperature ranges. 

Referring you to Bundle 16, Document 5, Page 482, which says “draft”, you 

asked me “Why would this not have been followed, where it states that the 

maximum temperature was 28 and not 26 degrees?” 

 
52. I’m coming at this from a different angle. As I explained the last time, the internal 

temperature being allowed to rise to 28 degrees would make for a very 

unpleasant environment for both the patients and the members of staff. By 

bringing it down to 26 – i.e. bringing it down by putting in more plant to make 

sure that the internal temperature can’t rise – you create a better environment 

for the patient and that’s what the project teams took from their meetings with 

the clinical teams, that we would make the building better. It would have been 

cheaper for us to let it go to 28. 
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53. I suspect very few patients would have survived the experience. 

 
 

54. We keep having this debate between guidance, which is, “Don’t let the building 

be more than 28,” but what is wrong with it being less? There’s not, you haven’t 

breached anything. 

 

55. You asked me to clarify if the clinical team were involved in this decision. The 

Operational Team, yes, the Chief Operating Officer and their staff, yes. But I 

can’t comment on the clinical team. I confirm I had no level of involvement and 

only became aware of this when I started reading all this documentation for 

the purpose of coming to talk to you. 

 
56. I have been asked would committees receive reports on decisions which were 

being made by the Project Team? Groups of staff, clinicians, Project team and 

the acute services would receive updates on the go. The programme board, 

which was chaired by the chief operating officer, would, I suspect, be aware 

of all of these things, but these reports on decisions wouldn’t come to me. I 

was aware of a number of these things from conversations, but they were 

never for decisions. They were reported to me as, “This is what we are doing, 

and they comply with all of the appropriate regulations. It wasn’t a report that 

said, “Will the Board approve this?” 

 
57. In response to your follow up question, “Did you ask, or were you told that these 

actions also met applicable recommendations, guidance and good practice? 

Or were you only interested in meeting regulations?” I was interested with the 

project being compliant and being the best-quality environment for the clinical 

services that we were seeking to provide. 

 
58. To answer your question about following good practice and guidance to ensure 

the best environment for the patient? Well, that would be up to the people 

looking at the individual issues and coming to a conclusion. 

 

59. Regarding your question, about being “more focused on meeting regulations, 

but does the good practice guidance not also come into play?” 

 

Page 18

A53987958



17 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

60. My answer is, I don’t know. I wasn’t part of the teams that had any such debate. 

 
61. As Chief Executive and wanting the hospital, at that point, to be following good 

practice as well as being compliant with all the relevant regulations, I wasn’t 

aware that it didn’t nor wasn’t. So, I can’t comment on your question whether 

in hindsight I think that it should have met all the guidance, good practice. 

 

62. In respect of Employer’s Requirements you previously asked about, which I 

am not too familiar with, or “getting reports about the proposal not complying 

with the guidance, which was inserted into the Employer’s Requirements”, or 

about “my understanding that Employer’s Requirements were obligatory and 

yet what was being proposed wasn’t in compliance with the Employer’s 

Requirements that were agreed”, I have no knowledge of that. Nothing 

regarding this was ever explained to me, not even by legal team when signing 

the contract.  I was not aware of there being a distinction in the Employers 

Requirements regarding compulsory and recommended compliance with 

guidance. The Project team would have been aware of this. I do not recall 

having discussions about guidance and the Employer’s Requirements 

regarding ventilation. 

 
 
63. The Employer’s Requirements were created by the Project Team through 

engagement with a clinical network of working groups and appointed technical 

advisers. I had no involvement at all. The issues of whether or not there was 

compliance with the Employer’s Requirements did not come up in the groups 

I attended. The only process I was ever aware of was the design of the wards 

and the mock up units set up in Govern; Multiplex mocked up the wards so  

the nurses could see what they would look like. 

 
 
64. I don’t know if changes were made to the ventilation strategy, as opposed to 

the ventilation strategy being influenced by decisions we took; “we” being the 

Project team and the Board. For example, if you decide it’s a sealed building, 

if you decide that the temperature control you want has to be within this 

parameter and you give that to the engineers, they then drive a solution based 

on the architect’s desire to build a particular building. That then comes to our 
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Project team and our technical individuals review it and conclude that that 

would satisfactorily meet (a) the regulations, and (b) the preferences that we 

have specified in our design. 

 

65. In terms of delegations to the Project team, you asked me “were they only 

required to deliver a hospital compliant with all the appropriate regulations, as 

opposed to recommendations, guidance and good practice, if so, why and was 

it set out in the relevant scheme of delegation?” 

 
66. I don’t know there was ever an instruction to the Project team to only do 

something. I mean, the expectation was that we were seeking to build and 

develop the best hospital possible and that they would be expected to 

consider all of the guidance – obviously the statutory recommendations – and 

incorporate where appropriate. 

 
67. I mean, the answer to the question is that it comes down to what we’re talking 

about, right? So, reducing the temperature of the building from 28 degrees to 

26 degrees is a very good thing, right? So not complying with what you call as 

“guidance” is actually a very good thing, so you’ve created a better 

environment, right? There will be other examples where they have looked at 

guidance and decided not to follow it, the reasons for which I don’t know 

because I don’t know what those examples would be. 

 
68. In my view, the decision with the maximum temperature variant was a very 

good decision, yes. And, no, I’ve no idea of who’s compiled national guidance 

to keep the temperature at 28. 

 

69. In terms of the scheme of delegation to the Project team, they had the decision- 

making power in terms of whether to comply with good practice, 

recommendations, guidance. It sat with the senior directors who were involved 

in the project and each director would have their own areas of autonomy and 

responsibility, and collectively through the chief operating officer and initially 

the project director, when it was Helen Byrne, who was a board director. There 

was significant delegation. In terms of who was who, Alan Seabourne was the 
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project manager. Helen Byrne was the project director. So, when Helen left, 

Alan became the project director. David Louden didn’t come on the scene until 

2013. 

 

70. There were no formal mechanisms for reporting decisions by the Project team 

to the Board. There was no formal report. The chairman of the Board at the 

time appointed one of the non-executive directors, Ken Winters, to sit on the 

Project team. Ken was a former managing director of Balfour Beatty in 

Scotland, so he was technically competent, he would informally update Board 

members just on high-level issues. What went to the Board was progress 

reports and financial reports in the sense that the project was within budget, 

on time, etc. 

 
71. I have been asked whether I think that there should have been more formalised 

reporting on these decisions that were being made by the Project team? I don’t 

believe the Board, as a Body Corporate, had any technical expertise to allow 

them to add any value to the debate. I mean, the Board members’ backgrounds 

and experiences, my own background and experience, had no competence in 

these areas, so I don’t genuinely believe, if it was reported, I would be able to 

say, “Hang on, that’s not right.” 

 

72. The Board didn’t receive a report about the project team proposal to depart 

from national and UK guidance and standards. 

 
73. It would be very difficult to comment on that departure because I’m obviously 

not aware of the range of areas where it’s believed there was “non-

compliance” and what the reasons would be for each of those decisions. I 

can’t think of any of them. In my experience, it has not been customary practice 

for Health Boards, themselves, to be involved in major capital procurement 

and delivery projects. They tend to be delegated to executive teams and 

executive teams make exception reports, as well as routine progress reports, 

to the Board. 
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74. Without specific examples of the guidance that you think that they deviated 

from, and without access to the minutes of the meetings of the Project team 

and all of the clinical people who were present who would have explained the 

reasons why they wanted what they wanted, I can’t comment on what you’re 

asking. 

 

75. As I have said before, I think the maximum temperature variant was a positive 

thing. Regarding the decision about the departure from guidance in respect of 

the chilled beams, well, that was made by the team and they documented, as 

I understand it, the reasons for that. It wasn’t reported to the Board and it 

wasn’t mentioned to me until much later, when it was mentioned not in a way 

as it being or not being an “acceptable” outcome? 

 
76. As I understand it, a number of hospital projects since we built this one, have 

got less than six air changes. In fact, I think you might struggle to find a hospital 

in Scotland that’s got six air changes. 

 
77. I believe the reason there’s such a focus on the ventilation is because of the 

nature of specialist units that are housed in the Queen Elizabeth, but we 

discussed this in the last meeting. When the hospital was designed, when the 

decisions on the ventilation were taken, you originally asked me this in the 

next question, the only area that was going to house immunosuppressed 

patients for which there was specific design guidance, was the Schiehallion 

Ward in the children’s hospital. There were to be no immunosuppressed 

patients in the adult hospital. So, from my perspective, with the benefit of 

hindsight, the children’s hospital had an issue. The adult hospital, as originally 

procured and built, had to be in relation to the clinical specialties that were to 

be over there. Bone marrow transplant, cancer patients, adults, were not going 

to be in the hospital and therefore the whole debate about them only started 

in 2013. And you then have this debate about, “Was the built environment 

suitable for them? Yes, or no?” At my time, the answer was no, right? The 

current situation today is, you know, the Board must’ve agreed a series of 

mitigation workarounds that came up within an acceptable environment. 
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78. So, the constant going back to, “When it was built it was wrong”. You know, 

the whole issue about whether it was right or wrong starts after we’d made the 

decision in 2013 to include adult bone marrow transplant. Schiehallion, in my 

humble opinion, is an entirely different debate. 

 

79. I didn’t know anything was going wrong with Schiehallion, I only found out it 

was wrong since I got involved in this process. I was not aware of this in 2015. 

 
80. I have been asked whether I was aware that the ventilation systems in the 

hospitals were never validated? This is not something I was aware of. My 

understanding of what should happen is that in the handover of the building 

from the contractor to the Board, there’s a whole series of validation steps to be 

taken, a simple one being you have to get a certificate of occupation from the 

council. You have to get the water verified by various agencies, and again it 

varies by department: for example, your renal dialysis unit has to have very 

specialist water certification. Your MRI and CT scanners need to be signed off 

by engineers that they are technically installed correctly and there’s no 

radiation risk to the patients and/or the staff. So, by department, there’s a 

series of steps that you need to take, so the expectation is that when the 

project director presented to the Board that we were ready to take the building 

from the contractor, these approvals, these certifications were in place. 

 
81. I was not aware of the requirement for an LAP occupational risk assessment 

and validation of the ventilation system. 

 
82. In our previous conversation about Water Systems Policy, albeit I was 

recorded as the duty holder that was the extent of my personal involvement. 

The Board delegated those responsibilities through the two executives to 

various senior executives. I never saw any schemes of delegation in relation 

to water. 

 

83. You can get certain certification or validation in place and certain things that 

you’ve got recorded as still ongoing, but as long as they’re captured in the 

schedule it is ok. There are fundamental steps that need to take place, so I 
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would expect there to be-- I know you don’t use paper these days and even 

then, we didn’t use paper, but in my day, I would’ve expected in old-fashioned 

terms for there to be a big log book, and in it would be all the various paper 

copies of these certifications, so electronically I would expect the same thing 

for this. Secondly, the contractor was obliged under the terms of the contract 

to hand over a whole series of information to the project team so that they 

were available for the ongoing operation of the hospital. The responsibility to 

have the ventilation validated would have sat with the Project team, through 

the project director 

 
84. So, again, in terms of the ventilation validation the responsibility to have a 

ventilation validator sat with the Project team through the project director. 

There wasn’t a written scheme of delegation for any, you know, specific 

project. You know, so, the Queen Elizabeth campus didn’t have a unique 

scheme of delegation. The individual directors had their own scheme of 

delegation within the authority that they were given. As far as I was concerned, 

the project director at that time would be responsible for ensuring all the actions 

required to take the building over from Multiplex and then subsequently to 

occupy it, that all of those steps should be taken and complied with. 

 
85. There was no specific written scheme of delegation in relation to the Queen 

Elizabeth. 

 
86. The project director would know what the decision-making responsibilities 

were that sat with them, those that sat with the Board, from their own individual 

job description and the parameters that are asserted within that, which is, in 

essence, part of the scheme of delegation. If your job description says what 

you can and can’t do and then the rest of it is over the many years of custom 

and practice. 

 
87. There had never been a specific scheme of delegation for any major capital 

procurement in my time and the Queen Elizabeth was not the first major 

capital build as part of the Acute Services Strategy. There was a new cancer 

centre at Gartnavel in 2009. There was the New Victoria Hospital and the New 
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Stobhill Hospital. Those three-- two-- well, it was three buildings, were all part 

of the Acute Services Strategy and they in themselves cost well over 350 

million. 

 

88. The Board took all of the strategy decisions, all of the policy decisions and all 

of the financial decisions. Then the delivery sat with the delivery teams. 

 
89. If you were to request job descriptions, for example, for the project director 

and the Project team, I’m not sure you would be able to see a description of 

what their role was and where their authority sat in terms of which decisions they 

could make and so on. I wouldn’t think it would be articulated in that specific 

way. 

 

90. I think in relation to the Queen Elizabeth site, the way that we operated was 

focusing on the delivery of the new hospital, what was in it, you know, how many 

rooms, how many beds, how many theatres; that was all delegated down to 

the Acute Services Division to deliver. They were then resourced with the 

Project team and the project director to make all of that happen. The Board 

then received progress reports. 

 

91. To distinguish between the decisions that went to the Board and those that the 

Project team were able to make themselves, basically, the only decisions that 

would go to the Board would be the clinical content of the building, in other 

words, what we publicly consulted on. So from, as I said at our last meeting, 

from 2000 to 2006, the Board had conducted a series of clinical reviews, which, 

when aggregated together, became what was called our Acute Services 

Delivery Strategy. That evolved through looking at cancer services, 

laboratories, maternity services, adult services, children’s services, all of 

which were influenced by a number of external factors. I mentioned the last 

time, in our previous meeting, the Cabinet Secretary and the children’s 

hospital, because the children’s hospital was not originally in the scheme, 

right? 
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92. So, all of that evolved. The Board was the total driving force behind all that, 

conducting all the public meetings, dealing with all of the parliamentary 

processes and all of the Scottish Government guidance and regulation. When 

you get to 2007 and that is all signed off, the project then moved to the delivery 

stage. At that stage, the Board role was to get the approval for the 

procurement, to get the funds for the procurement, and once the procurement 

was approved and once the funds were achieved, that was all then handed 

over to the delivery of the project. So, at that point, both I and the Board’s day-

to-day involvement became minimal. so, there wasn’t a scheme of delegation 

specifically for the project. 

 
93. I have been asked about the Board and sub committees’ involvement in 

ensuring patient safety, managing and reducing risks to patient safety. 

 

94. The Board received a monthly report both at the full board meeting and at the 

principal subcommittee, which by then would be the Quality Performance 

committee, from the medical director and the nursing director to cover all 

aspects of infection control. The Board was also obliged to submit regular 

returns to Health Improvement Scotland, then Health Protection Scotland, in 

a prescribed format set out by the Health Directorate. Those reports would go 

straight to the Board. They were seen by the Clinical Governance Committee 

at their meetings and, dove down into by the non-executives and their interests 

in that, but they would be publicly presented to the Board every month. They 

were from the medical team and could not be audited by or commented on by 

anybody else. They would go straight to the Board. They were not papers that 

would come to me for approval to go to the Board. I attended the Quality 

Performance Committee and was a regular attendee. I didn’t have a role on 

the committee as I was a Board member. I was always there as the chief 

executive, but most papers going to committees went in the name of the 

authors, whether it was the chief operating officer, or the appropriate corporate 

directors. A few papers would go in my name, and then I would speak to them, 

but if the paper was not in my name, then I would ask questions along with 

the other board members, and I would participate in the decision-making 

process. 
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95. The papers went from the professional officers to the Board. Depending on 

what the report was saying, I might have to get involved in remediation if there 

was a major incident but 99 times out of 100, it would be a report to the Board, 

and the remediation would be ongoing at the local operational level, be it the 

ward in the Royal Infirmary or be it the department in the Queen Elizabeth. 

 

96. In the context of discharging executive responsibilities, ultimately infection 

control responsibilities went through the medical director to the Board. But 

because nurses were involved, infection control nurses, the Board’s director 

of nursing had an ability to comment on whether the views of the nurses were 

being properly taken account of in the reports to the Board. This is because 

the structure of infection control evolved over the period during the 

construction of the hospital and then evolved again because once you closed 

the old hospitals, you were creating new departments, new staff, new 

responsibilities for the new hospital. The Royal Infirmary went under change 

as well at that time because it took services from Stobhill and it took staff from 

the old Western Infirmary. All of these things were going on in the background, 

so it evolved, but by the time the hospital was operational, the established 

format was all infection control reports were prepared by the medical director 

and taken to the Board. 

 
97. I have been asked whether the expectation would be that the medical director 

would have a more specialist knowledge, than those on the Board who were 

not medical professionals, in respect of the content of the reports provided to 

the Board? The Board medical director has their own clinical background. In 

Glasgow, in my time, the medical director was Brian Cowan, who was a 

consultant anaesthetist with intensive care responsibilities, then Jennifer 

Armstrong who was a public health doctor. So, their background and their 

experience was only relevant to their applications to be medical director. 

Clearly, in advising the Board, they were much stronger within areas of their 

own professional background, but the medical director would arrange for the 

medical expertise to be or the nursing expertise to be available to the Board 

to answer any detailed questions. 
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98. I have been asked about the process for authorisation of improvement works 

to remedy deficiencies in the water and ventilation systems, how these 

decisions have been made and who would have been involved in these 

decisions. On a day-to-day basis, if you wanted to improve the water supply 

to a ward at Glasgow Royal Infirmary, the Hospital Management team would 

deal with that, and it would be included in their budget. If it wasn’t affordable 

within their budget, they would make an application to the Board for what we 

call a backlog maintenance allocation. That would go through the Board’s 

Capital Planning team, who had backlog maintenance funds. 

 
99. The Board would see the approved annual spend plan, so in other words if 

you made an application to, and I’m picking the Royal simply because the 

Queen Elizabeth is slightly different, but at the Royal, if you were ripping out 

the plumbing in an old Nightingale ward to replace it, that would be a major 

backlog maintenance scheme, so you would make a capital application. The 

Board would approve it. It’d be in the Board’s capital plan, so the money would 

go to the hospital director and the Estates director to do that job, and the Board 

would get a report on the capital plan to say, “The job’s been done. It’s 20,000 

overspent,” or “It’s 10,000 under spent.” 

 
100. At the Queen Elizabeth, in the period up to June 2015, any changes that we 

wanted to make would be debated in the context of whether they were a client- 

instructed change, and that was the issue in relation to the Adult bone marrow 

transplant, or it was captured through the Project team, which would involve 

drawing the attention of Multiplex, that a certain area had not been completed 

properly and they needed to go back in and fix it at their expense. After June 

’15, you had a two-year maintenance defects liability period. So, the issue 

would then be debated: is this a defect? In which case we can go back to 

Multiplex and oblige them to fix it. There was about £9 million in that defects’ 

liability fund. Or again, was it a client-instructed change, or was it the routine 

six-monthly Legionella inspection which we are obliged to do, which is routine 

maintenance. You’ve got to put the issue you’re looking at into these boxes. 

With a new building, there’s an iteration between jointly working on it, to 
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ultimately, it’s only the Board’s responsibility. 

 
101. You asked me if I ever told David Louden that one of the reasons the Estates’ 

budget was inadequate was that it was thought Multiplex would maintain the 

hospital for two years. I have never heard of such a statement. 

 
102. As far as I am aware, there was no assumption that Multiplex would have a 

maintenance role at the hospital. 

 
103. You asked about my views on the Estates budget or if staff struggled with 

resources and if, initially, after handover, there wasn’t enough people to do 

various roles and keep the maintenance of the hospital, at that initial stage, 

ongoing? I haven’t heard that said. I mean, the way the Board sets a budget 

is that the Board receives an annual allocation from the Scottish Government. 

It’s then allocated over the various operational entities of the Board. Some of 

the funds come ring fenced from the government. In other words, they can 

only be spent in certain activities, the Board then takes a decision as to what 

each entity gets, so the Board actually takes that initial decision. So, the Acute 

Services Division might get-- back at that time, they might get something like 

1.5 billion, so the Board approves the 1.5 billion. 

 
104. I have been advised by the Inquiry that the Inquiry has heard evidence of 

overworked and overstretched teams working excessive hours. I have also 

been told by the Inquiry that it has heard of attempts to get more budget and 

of people coming to me and my response being that no more cash was 

available. I have been asked whether I have any recollection of such 

discussions?  I do not.  Once the budget is allocated the Board does not hold 

any additional resource. For a budget variation to come to the Board or me, 

the Director of Estates would need to examine how other Estates budgets had 

been set across the Board Estates. This process would require paperwork to 

evidence this.  It would need a paper to the COO explaining why they could 

not find money etc.  
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105. In respect of the 2015/2016 period which I have specifically been asked about, 

the QEUH at that time did not have a definitive budget as this was constantly 

evolving. Secondly, all equipment was new and was free to estates and for the 

first year could be charged for breakage back to Multiplex and capital scheme 

which was awash with money.  

 
106. The chief operating officer then allocates the 1.5 billion over the six or seven 

clinical directorates, or in 2015/16, the hospital complexes. So, they would 

decide what went to the Royal Infirmary, what went to Queen Elizabeth, what 

went to Gartnavel. That would be dealt out of that 1.5. The Estates director 

would get his allocations based on what comes out of the acute debate, what 

comes out of the community health debate, then the director of Estates would 

allocate that as to how much money he was giving to the Royal Infirmary 

maintenance team, how much money he was giving to Gartnavel, how much 

money he was giving to the New Victoria or Stobhill or the Queen Elizabeth 

maintenance teams. That’s just how the budget would be set, so if there was 

an argument or a debate between the Operational team of the Queen 

Elizabeth and the Estates director about the adequacy of their funding, that 

would be the level it would be at. 

 
107. Time would dictate the end point for jointly working on the project. Client- 

instructed change would be a Board only responsibility from, more or less, day 

one. So, if you say, as we did, “We want to put a different type of patient into 

the room, therefore, we want to modify the rooms,” that’s a client-instructed 

change. There is no issue with Multiplex in terms of the room not being suitable 

at day one because it would be suitable for the original patient group. 

 
108. I have been asked about concerns raised by infections prevention control staff 

during my tenure at NHS GGC. I understand that whistle blows were made 

after I had left in 2017.The Board had a whistle blowing policy with a 

designated non- executive director and a designated team that worked with 

that non-executive director. So, in a normal working situation, I would never 

hear about a whistleblowing complaint until it had reached the non-executive 
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director. The non-executive director then, via the chairman, would come to me, 

if it involved me, to say, “We’ve had this complaint from Member Staff A. We’ve 

looked into it. There’s an issue and we think Manager C isn’t doing everything 

they can to resolve it.” Then that, depending on what it is, goes down various 

routes – HR, individuals, personal development, or spending money. 

However, the executive line was eliminated from whistleblowing because that 

was the whole point, to not allow us to cap it by just saying, “Thank you, 

management know”. 

 
109. The Board would not always hear about concerns before they reached the 

whistleblowing stage. I do not recall any discussions at Board level regarding 

concerns being raised by infection prevention control staff in respect of the 

risk posed by the ventilation system or water system. I can’t fully answer this 

question however as I got involved as Chief Executive in some discussions 

about ventilation after the operational handover. To the extent that any of those 

discussions were in a Board meeting, I can’t recall. My sense is they would 

only be reported to the Board through the monthly infection control report if 

the professionals have deemed that appropriate. The major ventilation issue 

that I was aware of was the adult bone marrow transplant unit which was an 

operational issue. The Infection Control team then raised queries, and 

ongoing questions, about operational issues, and the Board made the 

decision to move the service. 

 
110. I have been asked if it was common for concerns raised outwith the 

whistleblowing process to be discussed at Board level. I would say, not unless 

it was linked to a particular operational issue that impacted on the Board’s 

decision to do something. 

 
111. I have been asked about what formal and informal meetings took place outwith 

the official NHS GGC structure, which would include the Board and various 

committees and groups. I would say I was involved in hundreds of such 

meetings. There were formal management group meetings, so I had a 

quarterly performance review meeting with each of the operational directors, 

you would meet them with their management team quarterly, and that was a 
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prescribed agenda. The chief officer of the CHP would take me and the other 

executive directors of the Board who came as part of my team through a series 

of presentations on their performance, their challenges, and next steps. There 

was a similar performance meeting between me and the chief operating officer 

in relation to acute services. I met the six local authority chief executives bi- 

monthly, which were not minuted meetings, but they were regular planned 

meetings. The Scottish Health Department had a monthly meeting with chief 

executives. They had more frequent informal meetings where you were 

summoned, but you had a formal monthly meeting in Edinburgh with the 

director general, chief executive and his team. 

 
112. Then you would be involved in numerous other formal committees. So, for my 

sins, I was chair of the Scottish Health Service Terms Conditions of Service 

Group, and through that, as a member of the National Staff Council in London. 

I then chaired a number of national working groups which meant that for a 

period of time, you had a series of scheduled meetings and then occasionally 

informal visits. So, my week would be fairly full of meetings both internal within 

the organisation and external, and then on top of that, there would be the 

normal kind of approach where one of the directors would chap on the door 

and come in and say, you know, “Can I get your opinion on this,” or “We have 

a problem.” 

 
113. With the procurement there was a specified process that it had to go through. 

At each stage, they would go through those meetings and then I would be 

either invited to sign off on the decisions they’d taken or they would go to the 

Board. So, for example, the business case to build the hospital went through 

the Board, the decision to appoint Multiplex as the contractor went through the 

Board, but before it went through the Board, it went through a three-stage 

validation process which was prescribed by the government, in the Capital 

Procurement Manual. The clinical strategy as it evolved went through 

numerous phases, I mean, I think we had maybe five or six attempts at the 

clinical services strategy over the period 2001 to 2006. They had a formal 

structure within the Project team and within the acute division, and then they 
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had a reporting structure, which was, initially to the Performance Review 

Group, and then the Board. 

 
114. I had no involvement in the scoring system used for selecting the preferred 

bidder. I was part of the team that received the report and the presentation from 

the Project team, writing up the three bidders. I was aware there was a scoring 

system because I met the three contractors in the months before they 

submitted tenders, at a kind of high director level, because they wanted 

reassurance that the Board was actually going to buy something. They were 

spending sums of money and, at that point, the scoring matrix was presented 

to them so that they understood how their bid would be scored and evaluated. 

The key thing I remember from those discussions was the question about why 

price wasn’t going to be the overriding final decision. So, I think the scoring, 

from memory, it was 35 to 40 per cent, was the allocation against price and it 

was explained that all of these other factors had to be taken into account. 

 

115. I have no idea about the scoring allocated to compliance. I believe it was the 

project team and technical advisers who designed the scoring system. 

 

116. So, I would be involved in various stages, the Project team would brief me that 

they wanted to pick Multiplex and they would set out why they have arrived at 

that decision, and I would say, “That’s fine, take that to the Board, and explain 

it to them the way you’ve explained it to me” and then the Board received it 

and they approved it. However, in those particular instances, the Board’s role 

isn’t necessarily always to accept the recommendation and it was not to pick 

another one. In the case of procurement the Board could say, “No, you have 

not made the case to appoint Multiplex.” The Board could not have said, 

“However, we want to appoint X”. They pass it back to the Project team if they 

want to reject it who then have to make another proposal. 

 

117. In relation to the water at the hospital, I wasn’t involved in anything to do with 

it and I wasn’t aware of the Water Safety Group; these were meetings I wasn’t 

involved in. 
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118. You have shown me the Water System Safety Policy, Bundle 27, Volume 2, 

Document 5, Page 20. I have never seen this document before. You 

mentioned page3 where is says;  

 
“The chief executive… has ultimate responsibility / accountability for the water 

system safety…” 

 
then it goes on to list the responsibilities for the chief executive. 

 

119. As I’ve explained before about the chief executive as duty holder, I 

acknowledge that is in the document. It was not a task that I performed on a 

day-to-day basis. 

 
120. I only first became aware of the responsibility for the duty holder, in the way 

that you’re presenting it, in this Inquiry. I’ve never been aware that the duties 

were as onerous as you’re suggesting. 

 
121. I was involved in the decision to relocate the adult BMT unit from the Beatson 

to the new hospital and then involved when it was relocated back to the 

Beatson. In terms of my ongoing involvement with meetings and patient safety 

concerns this was not something I was generally involved in. On a day-to-day 

basis, the everyday operations of the hospital in respect of the patients, would 

be dealt with by the Operational team in the first instance, the clinical director, 

the clinical head of nursing, and the Hospital Director team. Issues not 

resolved there or of significant importance would also be reported up and 

would involve the infection control or the Clinical team and then reported to 

the Board, particularly if they had to be reported to Health Protection Scotland. 

The monthly report to Health Protection Scotland had to be seen by the Board 

members because if you have to make an external report, say something is 

out with the parameters, then you had a whole series of diagrams and charts 

that went to the Board that were designed by the medical director, in this 

instance mainly Brian Cowan, to show trend analysis. 
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122. Major untoward issues went to the Board, the most obvious example I can 

think of at the moment was when I was Chief Operating Officer, we had two 

major clinical issues. We had breast cancer services in Clyde which were 

found to be questionable, i.e. the surgeons in Inverclyde Royal were operating 

a protocol that was out with the Board’s and the government’s approved 

standard. So, that resulted in the chief executive at the time establishing an 

incident team and we had to investigate about 250 patients to see whether 

they’d come to any harm. So, those issues were seen by the Board and reports 

went to the Board to show how we were rectifying it. Likewise with the infection 

outbreak at the Vale of Leven in 2007/2008, that was reported to the Board 

because it resulted in a major incident that had to be rectified. 

 
123. The Board would get follow-up reports. If you reported to the Board an issue 

and you set out what the course of action was you were planning to take and 

the Board approved that, you would be obliged to report back to the Board on 

a regular basis how you were progressing to the resolution. 

 
124. I have been asked what level of scrutiny the Board had if they weren’t satisfied 

with the progress being made in resolving issues? The Board had a high level 

of scrutiny, if the Board took the view that the chief executive was not taking 

appropriate action to resolve an issue with proper actions and was being kind 

of laissez faire about it, the Board could then replace the chief executive. 

Theoretically, the Board could replace anybody, but you have to then go 

through a process. So, if you were the director of surgical services and the 

Board felt that you were not taking the issue seriously, then the Board, through 

the chairman, would ask me to deal with you and I would involve the director 

of HR and it would then be a learning issue for you or a training development 

issue or a resources issue and if, at the end of the day, you were just 

incompetent, then we would invite you to move on. 

 

125. It is my view that throughout my tenure at NHS GGC the Board gave sufficient 

scrutiny to the issues that were brought to its attention. 
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126. I have been directed to the witness statement of Dr Redding at page 122, 

where she states: 

 
“The SMT and Clinical Governance Committee take decisions on what 

information is discussed at meetings of the full Board” , 

 
127. I have been asked if this is correct. I would say it is, in part, correct. The Senior 

Management team would discuss the Board agenda. The Clinical Governance 

Committee, which, as I’ve explained, is independent of the likes of me, would 

discuss its agenda and what it wanted to report to the Board. However, there 

was a whole series of prescribed reports that had to go to the Board, that 

couldn’t not go to the Board. So, the statement’s factually correct, that the 

SMT and the clinical governance committee agree their agendas on what goes 

to the Board, but there are prescribed reports that have to go to the Board. 

For example, the monthly infection control report has to go to the Board. It 

cannot not go to the Board, and it has to contain a suite of information that the 

Board is obliged to publish. What Dr Redding is talking about here, I suspect, 

is a whole series of gut instincts of infection control doctors that were not 

necessarily shared by others not going to the Board. But I am saying that now, 

looking back; I was not aware of that at the time. 

 
128. I personally was not involved in the Clinical Governance Committee. Formally 

I would just be seeing these issues when they were discussed at the Board. 

Informally, the medical director might tell me something that she was working 

on or might seek my view on something, but that was not formally part of the 

executive responsibility. 

 
129. I have been referred to the Audit Scotland reports from 2016/2017 where it’s 

noted here that there has been a change in the governance structure within 

NHS GGC and there has been the establishment of new committees and a 

requirement of the chair to update to the Board on discussions and decisions 

made at the retrospective committee. This is correct. This was as a result of 

the Scottish Government. On 1 April 2016, Health and Social Care 

Partnerships were formally established with legal status and schemes of 
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delegation, which transferred responsibility from the host bodies – namely the 

Health Board and the local authority – to the Health and Social Care 

Committee. The Health and Social Care Committee therefore, under their 

scheme of delegation and under the prescribed rules set out by the 

government, got to take decisions. So, the Health Board no longer took 

decisions for community mental health services. The Health and Social Care 

Partnership did. There were six of these committees, every board member 

was in one but only four in any one. So, the only way that the Board, 

collectively, could get to know what was being discussed in all of these was 

for the chair to give a verbal report to the Board about what had happened. 

The chair of the individual Health Care Partnership was either a local authority 

councillor or a board member and they rotated, which was prescribed in the 

regulations. So, if the Health Board’s nominee was vice chair this year, they 

would rotate to chair next year. So, the vice chair, or chair, who was the Board 

member, would give a verbal report to the Board about what had happened. 

This was a prescribed change which changed the whole dynamic of the Board. 

In essence, 45 per cent of the Board’s responsibility was taken away. 

 
130. This change left the Board technically accountable for everything. For 

example, if you overspent as the Chief Officer of Greater Glasgow Health and 

Social Care Partnership, I still got held responsible if the Board didn’t break 

even. It was a very difficult time. It was a time of great change where the 

regulations that the government had put into place were not, in my opinion, 

fully formed and had to be worked through over subsequent years. So, that 

changed. The board chairman changed in November 2015, and the new 

chairman had views about governance. In fact, he had very strong views about 

governance. That was John Brown. He regarded governance as his forte. So, 

he sat down with the board secretary to restructure the Board committees to 

reflect what he thought he wanted to do. So, the main change that the auditors, 

I think, were referring to was a structural change imposed by the government 

in April 2016 and any other subtle internal changes were really just nuances of 

the Board evolving, hence the Quality and Performance Committee, which 

looked board-wide, was disbanded and the Acute Services Committee was 
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established. 

 
131. I have been asked whether, in my view, these changes strengthened and 

enhanced the governance of the Health Board? This is something I would 

rather not comment on and was one of the factors leading up to my decision 

to move on. 

 
132. I was a member of the Acute Services Strategy Board. In 2000, the Health 

Board undertook what was then the third Acute Services Strategy Review for 

the clinical services within Glasgow. At that time, the legal structure of the 

health service in Scotland had the Health Board as a commissioner of 

services, the awarding of contracts, and your NHS trusts as the providers. So, 

the Board could consult on clinical services and decide on its own not to award 

you a contract. In reality, what the Health Board did was they set up an Acute 

Services Strategy Board, which had the Board chief executive and the two 

trust chief executives, of which I was one, on it, and that then brought the 

ability to create structures with all of the clinical involvement. The aim being to 

come up with a new strategy for clinical services in Glasgow and, hopefully, 

access to the capital funds to build new buildings because Glasgow had fallen 

well behind in the context of modern healthcare facilities. That was the Board 

that came up with the clinical strategy to have two major acute receiving sites 

supported by three ambulatory care units. The concept of ambulatory care 

units was lifted, in large part, from what was happening abroad, but had also 

started in the English health service. 

 
133. The clinical strategy then went to public consultation and that consultation 

went on through 2001 and resulted in the Board, under much criticism from the 

public and from some clinicians, to take a decision in, I think it was October 

2001, that the clinical services strategy should have been adopted. That then 

went to the government, to the Health Secretary, and then it went through a 

parliamentary process, which resulted in a vote, which then came back to the 

Board approved. 
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134. The strategy then evolved because there were sub-strands of that. So, we had 

a laboratory services strategy, in which Dr Redding alludes to and has 

disagreement with, which looked at how to modernise laboratory services and 

that arrived at a laboratory services strategy. So, that underpinned the Acute 

Services Strategy. We then had a maternity services strategy. So, all of this was 

going on through 2002/3, that resulted in the fact that the risk to maternal health 

of giving birth in a standalone maternity unit was too great to continue, but that 

created a major outcry in Glasgow because the Queen Mother’s was in the 

grounds of York Hill which was deemed not to be an adult hospital. 

 

135. So, the Board took a decision in 2004 to close the Queen Mother’s and to move 

maternity services to the Royal Infirmary and to Southern General as it was 

then. That resulted in another parliamentary debate, and Malcolm Chisholm, 

who was the Health Secretary at the time, then concluded that the only way 

he could get it through was to promise to move the children’s hospital to the 

new hospital, which was not part of the Board’s clinical service strategy. So, 

he agreed to provide £110 million to build a new children’s hospital alongside 

what was going to be a PFI new adult hospital to create what they called the 

“gold standard” of adult paediatric intensive care facilities and maternal 

services on the one site. 

 

136. In answer to your question, “How was the scope of the new hospital defined? 

Was there ever a recognition that it was built to comply with not only statutory 

regulations but also their applicable regulations, guidance and good practice?” 

and your reference to “gold standard”. The reference to gold standard here is 

clinical adjacencies. It’s having highly compromised paediatric patients next 

to a fully functioning maternity hospital fully connected to an adult ITU. That 

was what was called, clinically, the gold standard, right? But that wasn’t 

reference to the physical environment; that was the adjacencies. 

 

137. In answer to your question “At that time, was there the assumption that the 

hospital would be built to good practice guidelines? Do you recall anything like 

that?”, my answer is no 
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138. At the same time, we had a cancer services strategy. It was driven more by a 

medical rebellion than by a board desire to modernise cancer services, but 

the doctors decided to leave Glasgow for jobs elsewhere in the UK, which 

meant the service almost collapsed. So, of course, we had to put a recovery 

team in to understand what was going on, and it was driven like all clinical 

services reviews. The world was changing and we were getting left behind. 

 
139. One of the big drivers for the Acute Services Strategy was, in the early 90s, 

when I was in more senior roles, the way the health service was provided was 

that the GP would send you to the hospital to see a surgeon or a physician. 

They would see you, put you through a few tests and offer an opinion as to what 

was wrong with you, and in the smaller hospitals, they would then undertake 

the procedure to help you improve. Specialisms were growing and surgeons 

were no longer surgeons. They either saw themselves as a vascular surgeon 

or a breast surgeon, colorectal surgeon. So, if you were a colorectal surgeon, 

you’d have no interest in seeing the women with breast issues. 

 
140. They wanted to evolve into clinical teams where the GP acted as a stronger 

gatekeeper so if they knew your issue was with breasts, they would send you 

to the breast service. So, that meant you had to bring clinical teams together 

and they couldn’t operate a small standalone unit. So, that was one of the big 

drivers. In the early 2000s, cancer went the same way. The oncologists no 

longer wanted to see every cancer patient. They wanted to be specialists in 

certain tumour types. So, that drove a need for a cancer strategy, so, all of these 

things flowed out of the Acute Services Strategy Board and then the Board 

evolved from the strategy side in 2005, into the procurement side. My role 

evolved in the sense that I was asked to take on the development role, 

the project director in the context of the director responsible over the trust and 

the Board for procurement on behalf of my colleagues. Trusts were done away 

with in April 2004 and Glasgow took until October 2005 to put a new structure 

in place, which was a single-system structure. 
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141. I have been asked about the Acute Services Strategy Board and its 

involvement in the new hospital in terms of procurement and funding. This 

whole process was managed by the Project team under Helen Byrne, who was 

director of acute services implementation, which was a new post we created 

in 2006, and she reported to the Board chief executive. It was her job to lead 

the team. 

 
142. The Acute Services Strategy Board was now morphing into the 

implementation phase. There was no longer “strategy”. Over here you had the 

ACAD procurement, which ran until 2008, and then over here you had the 

procurement for the new hospital, and that is a multifaceted process about 

what was going to be in the hospital, such as the bed model, what clinical 

services were moving, which were staying where they were, what was moving 

to where. So, that group coordinated all those activities, and as chief operating 

officer at the time, I would attend a number of those meetings to input my 

operational view into these debates. 

 

143. Choice of contract model, funding changing and preferred bidders were 

discussed at the Acute Services Strategy Board, but the day-to-day work 

underpinning them was led by Helen’s team. Decisions such as deciding to 

use chilled beams and the ventilation systems would sit with Helen’s team. 

The Project Team would take these operational and technical decisions, and 

they would be formally reported to the Board, where necessary. 

 

144. I have been asked to confirm where we might find material showing when it 

was necessary for the Project Team to formally report these operational and 

technical decisions to the Board. These matters were not written down.  It is 

not as loose as individual decision making.  If you take the stages involved, 

the Board seeks Scottish Government approval to make certain changes; the 

Board firstly seeks the approval of Scottish Government to finance changes. 

Once that approval is given then Board would then approve the procurement 

strategy. At the end of the procurement strategy the Board then appoint the 

successful contractor.  You then move on to the 1/200/ 1/50 drawing stage 

when the Project Team, along with clinical teams, then engage with contractor 
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to come up with the final design (the contractor does the final design).  Only 

where there was going to be a major change to the original specification would 

this be reported to the Board, for example if the contractor could not deliver 

1100 beds the Project Team could not agree to accept 100 beds, this would 

be a significant decision reported to the Board.  I think after 12 to 15 months 

the design was finalised, at the end of this stage the report comes back to the 

Board, now the Board has a final cost and content, at this point the Board has 

to say cost for content is reasonable and report to Scottish Government and 

then Scottish Government say that the project can proceed. Between 

technical input of Helen Byrne’s team and the clinical input lead by Jane 

Grant’s working team of 90 working groups I cannot think of an example where 

Helen reported to the Board that would have been about anything other than 

progress reports. I cannot think of an example of a change in the period 

between early 2009 and end 2009/2010, if there was one you would find it in 

the Boards agendas. Nothing went to the Board without being on agenda, 

which had to be circulated seven working days circulation prior.  There also 

would have to be a paper setting out the position regarding the proposed 

change.  This would be reflected in the Board minutes for the PRG. 

 
145. The Board was required to make submissions to Health Protection Scotland 

in respect of various aspects of infection control on a regular basis. There were 

two types of reports, from my recollection a statutory monthly report and, 

secondly, if there was an incident, a clinical incident or an infection outbreak 

that reached the categorisations that they had set out in their guidance, they 

needed to be notified on the same day that you became aware of the issue. 

Depending on the issues, Health Protect Scotland would work with the 

designated director on the resolution of the issue. On major issues system-

wide, then they would report back to the Board in a formal report, which the 

Board would receive along with the executive team’s actions and/or 

comments. 
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146. There was a formal performance management team in the Scottish 

Government that were allocated to individual health boards, and you made 

monthly reports to them. They were linked to finance, to patient performance 

that was linked to targets for service delivery and, obviously, you liaise with 

them in all aspects of media issues that came to the attention of the Cabinet 

Secretary. There was a formal, monthly meeting between chief executives and 

the director general of NHS Scotland, and then there was a six-monthly 

meeting with the Board and the performance management team to review the 

Board’s performance against targets, which the Cabinet Secretary may or may 

not sit in on, and then, finally, there was an annual public accountability review 

meeting which was held annually to receive the Board’s annual accounts and 

report on performance, which was chaired by the Cabinet Secretary and the 

Board chairman. 

 
147. When issues arose in these reports, depending on the issue, there would 

either be an agreed rectification plan which you would report against the 

agreed milestones as to whether you were hitting the improved performance 

or service rectification that was at issue and, depending on the issue, there 

would be quite a bit of informal contact. 

 
148. I have been asked if I remember any occasion where I had to report to the 

Scottish Government regarding issues with the water and ventilation systems 

at the hospital? I do not. 

 

149. I have been asked if I am aware from other colleagues, if such issues in respect 

of water and ventilation systems were ever raised with the Scottish 

Government? I am not aware of any concerns being raised by colleagues. 

 
150. I have been asked when I first become aware of issues with the water and 

ventilation services. I would say I’ve never been aware of issues with water. I 

became aware when I was interviewed by the Inquiry team of Drs Montgomery 

and Fraser. They told me about the water reports but up until then I’d never 

heard of them. 

Page 43

A53987958



42 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

 
151. I have been asked about my knowledge of issues with the ventilation system 

at the hospital. The only debate that I was ever involved in about ventilation 

was because we tried to change the patient mix. There were two issues that 

came out of that; one was the bone marrow transplant and the second was 

infectious diseases. Both of these were raised as being inappropriate 

environments after the services moved in or, in the case of bone marrow 

transplant, as the services were moving in. 

 
152. To be clear, there wasn’t any debate in relation to the bone marrow, only to 

infectious diseases. The heated debate was, quite simply, between me Anne 

Harkness and Grant Archibald, Chief Operating Officer, because (a) they had 

taken the decision and not reported it, and it should have been because it was 

a clinical chain. Two, operationally, it was reducing the bed complement, and 

we were having operational problems delivering the services in 2014/2015 

with the beds we had, so ending up with 20 less did not please me. And they 

explained how it had all come about and what were the driving factors from 

their point of view, which were overwhelmingly clinical and medical staffing, so 

I had to accept that their conclusions and the actions that they took were 

appropriate. You should gather that lots of decisions got taken without my 

involvement. But in relation to that one, it was in the run-up to the 

commissioning, because the Brownlee unit, as it was called, at Gartnavel, 

was suddenly being decommissioned and that came to my attention. This 

decision had been taken without my knowledge and involvement. 

 
153. To clarify my understanding in terms of the standards relating to the 

assessment of the adult bone marrow transplant and the infectious 

diseases units being appropriate environments; at the beginning, I didn’t 

know what standards they were being compared against to determine if 

they were appropriate or inappropriate. The Infection Control team, when 

carrying out tests as part of the commissioning process, deemed that the, 

I can’t actually remember the test, but, in terms of, basically, the air quality 

in the area or the adjacent areas, was unacceptable to them. At that point, 
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a question was posed to the Project team, “What is the specification? “What 

was the environment in 4B and what was the environment in Gartnavel 

from where they were coming?”  At that point, they were different.  The 

environment in Gartnavel was, what would be the right phrase? More 

appropriate for the patient. It had a stronger specification; 4B didn’t. So, at 

that point, money was made available, because you referred to it later 

regarding the base change noticed.  Money was made available to the 

Project team and the operational directors to bring across the environment 

in Gartnavel into 4B. 

 
154. So, these changes were made, instructed by us, paid for by us, carried out by 

Brookfield. The infection control doctors then continued to disagree with the 

environment being appropriate. And, at that point, as I said the last time, I got 

involved because there was an impasse between the operational team and 

the Infection Control team. The cancer clinicians and the hospital 

management and the infection control doctors couldn’t agree, so I got involved 

through the medical director, or along with the medical director, and, at that 

point, I’d asked for, “What were the background tests that we were doing at 

Gartnavel, and what were they telling us about the environment at Gartnavel, 

and what are the tests we’re doing at Queen Elizabeth?” and therefore 

compare them. 

 

155. So, I was expecting to get back that Test A at Gartnavel said we had 0.0003, 

and Test A at the Queen Elizabeth says we’ve got 0.0010. You know, in other 

words, the infection control doctors were right, it’s higher. Or, ideally, it would 

come back and say, “It’s 0001. It’s actually less than it was.” I was told that 

the Infection Control team had introduced a whole new range of tests, so there 

was no historical comparison as to whether that environment in the Gartnavel 

would have achieved the same results as the Queen Elizabeth because these 

were new tests, right? So, at that point, as again I explained at the last 

meeting, the Board’s role, because you’re then talking about a balance of risk, 

the Board was confronted with cancer doctors having a view and the Infection 

Control team having a view. I have no evidential basis for saying this, this is 

what was said to me, it would have likely been through Jennifer Armstrong 
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but I cannot recall exact name, possibly one of operational directors. 

 
156. I have been asked what the evidential basis was for my comment that ‘At that 

time, they were also not carrying out the suite of tests that the infection control 

doctors at Queen Elizabeth wanted to do.’ I was sending people away to get 

information to allow people to report to the Board to either override ICD advice 

or send people back to Beatson.  It was an attempt to get everything back into 

the public domain and decision making process.  

 

157. I have been asked if it possible that my understanding is incorrect and that no 

new tests were introduced - the same air sampling methodology and reporting 

was utilised? I cannot disagree if this is in fact correct, it was not what I 

understood. 

 
158. We then got access to the English hospital system because we went to the 

adult cancer centres in England and said, “Right, what’s your testing regime 

and what’s your results?” At that time, they were also not carrying out the suite 

of tests that the infection control doctors at Queen Elizabeth wanted to do. So, 

there was no UK baseline, but we did eventually find, as I said at the last 

meeting, direct guidance for category 1, you know, adult bone marrow 

transplant patients, and that gave a specific technical certification. And, at that 

point, the Project team and Multiplex agreed that we couldn’t retrofit 4B to that 

standard. 

 
159. I have been asked was there any significant difference between the standards 

for ventilation in hospitals in the Scottish Hospital Technical Memoranda and 

the Hospital Technical Memoranda used in England and Wales? At the time 

Scotland had not issued SHTM for this type of patients but England had. 

There is no reason to believe Scottish was not equal to or better than English 

guidance. 
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160. I have been referred to page 178 of Bundle 27 vol 7, in the table, - and told 

by the Inquiry that several centres confirmed that they were doing 

environmental monitoring, and asked whether my understanding is incorrect.  

Whether you do 3 or 33 tests it is still called environmental monitoring. My 

understanding at the time was that our IC doctors were ultra cautious, trying 

to get a complete understanding of the environment.  If we were carrying out 

a more extensive range of tests, I would want to know the relevance of why 

we were doing more and how this influenced their opinion. We were looking 

at a situation where the patient environment  was deemed inappropriate in 

both locations by the different groups of clinicians across varying factors and 

therefore there is no conceivable piece of information that you don’t seek to 

identify. 

 
161. So, at that point, because we couldn’t resolve the impasse between the two 

sets of doctors and because we now had found guidance to what best practice 

would be. And, of course, everything’s got to be done, as I said the last time, 

everything’s got to be done in the timeframe you’re doing it. So, in other words, 

in 2015 when we were doing this, we had to comply with 2015 standards. You 

couldn’t say, because we built the hospital in 2010, we can hide behind the 2010 

standards. So, at that point, I don’t want that, so that’s why I went back to 

Gartnavel, and the view of the doctors was they were moving from one 

environment to another that they didn’t think was better. Indeed, they thought 

it was poor, but we couldn’t resolve the infection control impasse. 

 

162. I have been asked what did I consider the value in comparing results from 

these two different wards on different sites?  My position is that you had two 

groups of clinicians coming at issues from different points of view.  If you were 

carrying out BMT treatment every day in a room and then moved to identical 

room you might have the Infection Control Doctor from this room saying that 

was fine, but one for the new room saying it was not.  If you had a cancer 

doctor saying that it was a risk to manage the patient at the Beatson based on 

risk to life or death and the situation in the QUEH was a risk identified by the 

IC doctors based on a statistical risk this would have to be addressed by the 

Board as neither opinion is black or white. The Board would require a formal 
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process, gathering information, recording how it arrived at a decision. 

Clinician’s opinions are personal, you might be confronted by a situation where 

a cancer doctors is saying the room is acceptable and as good as Gartnaval, 

you would balance the risks say 1/10,000 but all benefits are doing it here, you 

then get closure as you get an ICD getting closure and a clinician getting what 

they want. The Board need to see a very details process of how you get into 

the problem to get conclusion, you always hope both agree, but with Ward 4B 

we never got that. Air sampling was part of process to arrive at 

recommendations to make to the Board, and the result was the Board made 

the decision to move back the adult BMT to the Beatson. I then had to go back 

to the Board to advised that this has not worked out and had to be able to say 

why it had not worked out, setting out why I was asking to undo a decision and 

explaining that ICD was putting it is writing disagreeing, and that the Medical 

Director and me had done the work to come to this conclusion.  

 

163. The ventilation specification in Ward 4B was set out by the Board when it was 

to be occupied by different patient group, there was then additional work in 

2013 to enhance the requirements to recognise more the complex needs of 

the now intended patients. ICD were not commenting on ventilation 

specification, they were commenting on the environment in the room which 

they were doing air sampling in. It was when we got sight of the English 

specification for BMT patients that it was apparent that the ventilation strategy 

for Ward 4B was deficient. 

 

164. The ventilation specification was allegedly the same standard as the Beatson 

if not marginally better, that is what I was told. The ICD in the Beatson did not 

have any issues, where as the ICD in the QEUH did have issues. When we 

found guidance which says that the ventilation standard should be X, we 

approached Multiplex to ascertain how we could re-engineer the QEUH 

accommodation but were advised we could not achieve this standard.  
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165. So, in terms of my reference to inappropriate environments, that referred to 

what I was told by infection control. 

 
166. I have been referred to Bundle 6, Document 29, Page 122, which is the L8 

Risk Assessment for the hospital in 2015 undertaken by DMA Canyon. I have 

not seen this report before. I have been referred to page 340 of the bundle, 

where it notes the management structure, and the statutory duty holder next 

to which it states, “To be confirmed by NHSGGC.” 

 
167. I have been asked if I am aware of who the statutory duty holder should be for 

the management of the water system at the hospital. The Legionella control is 

delegated through the Estates director to the individual site maintenance 

managers and then reported back; i.e., the confirmation that the actions 

required by the Board are being discharged and is reported back by the 

Estates director. So, in the context of the titles there, I’m not sure how they 

would have filled them in. 

 
168. I have been referred to page 349 of Bundle 6, where it discusses the 

management structure and then it speaks about a written scheme and I have 

been asked if I am aware of the written scheme. I’m aware that there would 

have been one, but I couldn’t tell you the detail of it. The purpose of the written 

scheme is to discharge the Board’s responsibilities in relation to Legionella 

and other waterborne risks. 

 
169. I have been referred to page 350 of Bundle 6, which shows the written 

scheme hierarchy, and, at the top, it states the duty holder is the chief executive 

and asked if this is something I was aware of at the time, that is, the 

responsibilities for duty holder sat with myself. As I have said, all of the Board’s 

responsibilities are discharged through the chief executive. The chief executive 

as an individual with no technical expertise and no appropriate qualifications, 

does not actually do anything themselves. They are obliged to ensure that a 

scheme of delegation exists where individuals are tasked to carry out those 

functions and that there is an annual monitoring that these roles are being 

performed. 
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170. I have asked if I recall, in terms of discharging these duties to others or 

allocating people to carry them out. I don’t recall this as when I became chief 

executive, it existed. I didn’t change it. These duties had already been 

delegated to the appropriate people when I came into my role. The scheme 

already existed when I became chief executive in April 2009. This was not 

something I revisited during my time as chief executive. I was therefore 

working on the basis that an appropriate scheme of delegation was in place. 

 

171. I have been asked to clarify whether it was incumbent on the Chief Executive 

to take positive steps to ensure that there is a scheme of delegation in place. 

The answer I gave in paragraph 162 was specifically in relation to a question 

regarding the water regulation. The delegation schemes would change 

continually to reflect Scottish Government advice or issues, changes that were 

required as result of an internal audit or National Audit Scotland report and 

changes to the management structure. When you establish a new post, or de-

establish a post you have to allocate the functions in the post or take away 

from some people to give to the new post holder. 

 

172. In terms of ensuring that there was a scheme of delegation in place, there was 

no such a thing as a published scheme of delegation of Board responsibilities, 

these were set out by reference to the Boards standing orders, standing 

financial instructions and job descriptions would set out the individuals’ 

responsibilities. Certain job descriptions would be tasked with a series of 

functions, and these would describe who the role was to report up to. The 

whole annual performance management  scheme mandated by Scottish 

Government applied to all managerial organisations. The Board would set 

objectives annual which would be cascaded down, and these objectives would 

become part of performance management plan, which was subject to6 

monthly reviews. I would look at those who reported to me, and would look at 

their performance against the targets and milestones set, I would then look at 

and assess against the criteria laid down by the Board and then I would report 
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on that. In practice, the Chairman reports me, I report my direct report to the 

Board and those below me report to me, all the paper work is sent to Scottish 

Government, who then send it to an independent review panel who assess 

and  score the matters reported on. You would then be allocated either 

incomplete or satisfactory. Only when you are graded as completed 

satisfactory would you get access to annual pay rise. 

 

My role in respect of ensuring what issues were being reported to the Board that 

would require Board decisions would be dependent on the issues, with reference 

to the Boards Standing Orders and Financial instruction. The direct reports were 

managing multi million pound budgets and were tasked with ensuring the delivery 

of the Boards/Scottish Governments objectives. There were roughly 18 

performance targets which had to be reported to Scottish Government monthly. 

Within the scheme of  delegation the post holders had the authority to take action 

to achieve these performance targets,  they then provided monthly reports back 

to the Board.  If the  A&E performance was  not 95% on weekly basis at end of 

each month the chief operating officer would then have to set out what was 

required to  achieve the required performance.  Most actions being proposed 

would be set out in the monthly report, but they would not be necessarily asking 

for permission. If the matters was financial or structural recommendations would 

be made to the Board.  Big decisions would have to be made by the Board.  My 

role in the was  the performance review role. This was a two-step process of 

Scottish Government issuing instructions to the Board and then Board would 

expect me to ensure that within the tasks required were included in the relevant 

job roles, and that new tasks were allocated to the right people and that the job 

roles and reporting reflected all of this. 

 

173. I have been asked, whether given the changes triggered by the move to the 

QEUH, was it not incumbent on the CE to check whether the existing scheme 

would require to be amended etc. The answer to that is yes. The statutory 

guidance, Audit Scotland and annual reports to the Board regarding the Board 

financial controls would have to be reviewed and then standing financial 

instructions would set out the roles and the limits of the roles.  Most obvious 
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levels of authority to spend would incrementally come up.  Specific examples 

include structural change, in April 2015 the Board was requested to change 

its management structure from clinical speciality Board wide management to 

specific individual site directors. The Government decided that this was the 

best way, by having a single individual to manage the totality of the resources 

per single site. Anne Harkness was appointed as the site director for the 

QUEH. Each site director was responsible to and reported to Chief Operating 

Officer (COO), who was Grant Archibald at that time.  

 
174. I didn’t check for any scheme of delegation because they are embedded in 

standing financial instructions, operating orders. You know, it’s a kind of whole 

rack of documents that convey your role and responsibilities. 

 

175. I absolutely agree with the premise that delegation still requires the person 

delegating to undertake some level of supervision over those to whom 

responsibilities have been delegated, which includes, as a bare minimum, 

ensuring that the delegated tasks are being performed. This would be 

managed  through the performance review process.  To follow single example 

from beginning to end, the instruction would be given to Board, who would 

then action by either a change in the structure, or creating an individual new 

job role, if you go down that latter line this would go through an  HR process, 

reporting back to the Board goes through the formal performance 

management system.  The Board gets monthly performance management 

reports, meaning that there was combination of monitoring project 

management and the Board being obliged to report to Scottish Government 

in real time. 

 
176. I have been asked about my involvement in the Gateway Review, which at the 

point I was appointed, Gateway Reviews 1 and 2 had already been approved 

and the Gateway 3 process was underway. I remember participating in the 

Gateway Reviews. I think there were six Gateway Reviews and this was the 

first project in Scotland that had ever gone through the Gateway Review so 

there was an element of learning in both the Gateway Review team and the 
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Board in how to deal with it. The principal areas that I was involved in with the 

Gateway Reviews was the realisation of the benefits that we had set out in the 

original business case, so that was employment opportunities through the 

construction contract, particularly in Glasgow and more particularly in the 

Greater Govan area, the identification of an establishment of apprenticeships, 

the work to ensure that a significant amount of the supply chain in the west of 

Scotland secured contracts to employ and to maximise the public spend in the 

local economy. 

 

177. You have referred me to Gateway 2 the Acute Services Review Program Board 

of 20 March 2009, which state that I reported the gateway review to report to 

the Board, but I recall nothing about this meeting. 

 

178. As to what I recall of Gateway 2, I participated in it and, clearly, as chief operating 

officer at the time, I took the Gateway Review to the Board in its completed form. 

As you’ll have read, it gives a glowing testimonial to the Board about our 

procurement strategy, our choice of contractors, our choice of X, Y and Z, and 

it lists a series of actions that the Board should be considering to take in order 

to move forward, to remove risk, because Gateway Reviews are all about 

ensuring the government that their money is not at risk and that the project 

will be delivered. And if you then go on to Gateway Review 3, it starts off by 

praising how all the actions they asked for in Gateway 2 have been done. 

 
179. As I said previously, I was interviewed for every Gateway Review. each person 

was interviewed in relation to a specific topic. My role in the Gateway Reviews 

changed from being chief operating officer, to being interviewed in relation to 

clinical aspects of the project, then to being chief executive, in which case it 

was being interviewed about the benefits of realisation that were in the original 

business case, which was supplier chain management, apprenticeships, a 

whole range of downstream benefits that should flow from the government 

investing 800 million in the community. 
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180. Regarding Gateway Review 3 where I am noted to be senior responsible 

officer and in response to your question about the role responsibilities as 

senior responsible officer for the Gateway Review; I can’t remember 

specifically. They would have been set out in the Gateway Review 

documentation, but principally I consider my responsibility was to make sure 

that the actions that were contained within the Gateway Review 

recommendations were actioned, were undertaken. 

 

181. I do not recall which documents were provided to the reviewer or the 

reviewers, or the types of documents they would request. The Gateway 

Review team liaised with the Project team about (a) what information they 

wanted, (b) what individuals they wanted to meet and, through the Project 

team, they set up the diary of meetings so that, from memory, the week that 

they were on site, 20, 30 people would be programmed into a diary to 

accommodate their attendance, and I would go along and do my bit. 

 
182. Then, moving from that, there was a series of operational benefits, creating 

clinical teams of mass and sustainability, the moving of the services and the 

engagement with the public and then, finally, the financial benefits. The 

financial benefits that had been set out in 2009, obviously, changed every year 

as you went forward because you realise some of those benefits during the 

construction period, and then some of the later benefits, such as staffing, were 

never achieved because the government introduced new staffing levels, a new 

nurse workload model. So, the nurse workload model we had used, in 2009, 

in the business case was replaced in 2014 with a new nurse staffing model 

which required more nurses. So, my involvement with them was to be 

interviewed on the benefits realisation, public engagement and those aspects. 

 
183. I have been asked whether, through my work with the Gateway Review, I had 

been involved in discussions in respect of the business case. The business 

case and the Gateway Review were two different things, although the 

business case may have been discussed through the Gateway Review, I only 

ever recall discussing it in respect of the benefits realisation. The Gateway 

Review team interviewed, I would say, a few dozen people at each stage. The 
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interviews would most likely involve the chief operating officer; it involved 

directly at that time the existing director of Estates; it would have involved Helen 

Byrne; it would have involved the project team; and any others that they sought 

to bring into question on whatever aspect of the programme they were 

interested in at that stage. 

 

184. Currie & Brown were originally appointed as cost accountants, going all the 

way back to when we were doing PFI. They came on board to help discussions 

around affordability and cost. They then were involved in helping, as part of 

the business case, to come up with an exemplar design, and out of that 

exemplar design, a cost allowance. There’s a great big book, that you open 

as a cost surveyor, and if you’re pouring X million cubic metres of concrete, it 

gives you a price, and if you’re doing X metres of steel; and out of that, a big 

book that they create, and that book is updated every quarter by the various 

professional bodies. They created the cost profile for the exemplar design, so 

that when we went to the market, we had a top price, i.e. the exemplar design, 

that we wouldn’t pay more than that because that would mean we weren’t 

getting value for money and they then acted throughout. They became 

permanent members of the project team as we went through the procurement. 

 
185. At one stage, Currie & Brown had a quality involvement, and then that changed 

to Capita because the resources needed were significantly greater. The 

Capita contract was a seven-figure number. So, Capita was brought on board 

and, therefore, the Currie & Brown remit evolved, but I wasn’t directly involved 

in any of that. I just knew that through discussion. 

 
186. Wallace Whittle was appointed as M&E engineers because, again, the project 

team had to have technical capabilities to comment. The original procurement 

was a partial design. So, basically, the three bidders had to come up with their 

design construct; they all had to provide models, 3D models of what they were 

going to build to show it on the site that we had identified; But they had to 

produce a series of one to one hundred and one to two hundred drawings of 

the whole building but only 1:50 scale drawings of departments we’d specified 

that they had to take to that level of design. Then once the successful bidder 
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was appointed, they worked with the clinical teams to take the 1:100 and 1:200 

designs down to 1 to 50 drawings for every department, in the buildings, and 

that included making the mock-up wards that we put into a shed in Govan, 

so that all the nursing staff could go and score the various layouts, or the 

potential layouts of the wards. 

 

187. In respect of the Acute Services Review Programme Board, I chaired this. It 

merged with the South Glasgow Hospitals and Laboratory Project Executive 

Board after Helen Bryne left to become bi-monthly Acute Services Strategy 

Board (Bundle 30, Document 6, Page 36).I recall the groups and various 

arrangements and that is the successor to previous group set up just as Helen 

Byrne was leaving, – it sought to exercise the authority of the Board to take 

forward these actions. I can recall attending a number of these meetings.  

 

188. I have been asked what control the Acute Services Review Programme Board 

had over changes to the project specification. It did and it didn’t, it had 

responsibility to use the funding / contingency funding to move the price. The 

Projector Director could not agree to change the  price uniformly, this  would 

have to be set out in a paper and take to this group. Alan Seabourne would 

do this if he wanted to do something. This group controlled the money, the 

money could not be varied without this approval. This only applied to money 

within parameters of the scheme; you could not spend money on something 

that was out-with the scheme. For example, in 2011 a paper came in to the 

project about the Children’s Hospital multi-storey carpark, in the original 

design the multi-storey was not included. A paper came to extend and for 

Multiplex  to build first multi-storey, there was ahigh tension power input to the 

site, and the car park was to built on top of this site, the paper said if used 

another contactor was to carry out the work it would invalidate warranty by 

Multiplex, the paper explained that we said should go with Multiplex in order 

to retain the warranty. The multi-storey was in the scheme and within the remit 

of the scheme, but not within the Multiplex contract. In this case the Project 

Team negotiated these matters, they recommended to the group the 

Multiplex’s price was competitive, the group then accepted the proposal, it  
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then went the Board. I recall that £10million was  budged for this. The first 3 

phases were done within original phase 1.  Car parks 2 and 3 not by Multiplex.  

Another example was the helipad, where again Multiplex introduced a charity 

to the Board, the charity was keen to support air ambulance and would make 

grants, as a  consequence £500,000 was allowed to proceed with helipad 

proposals.  

 

189. The reason these matters would come to the group was that it was not for the 

Project Team to give Multiplex additional work, these matters had to come to 

the group. Major changes would have to come this group, but if it was a service 

change this would have to go to the Board. Look at 2013 and the Adult BMT 

as example, this would have had to go all the way to the Board.  

 

190. I remember meetings that I attended for this group, matters discussed were 

mainly financial, the group as well as Scottish Government had 

responsibilities. There was a big cash management element as well. We had 

to agree every year with Scottish Government what the cashflow would be, 

we would have to deliver the amount that was agreed. If there was variation 

this group would have to agree and get authority. 

 

191. I recall one situation when nurses came in and looked at final design for a 

ward, Multiplex had installed bed hoists, but the nurses decided that there far 

too many and that they would cause clutter and would harbour dust and create 

risk of falls.  This led to a change in specification from having hoists in say 5 

rooms to a lower number which resulted in a £550,000 rebate which was 

negotiated by the Project Team, this was reported to the group.  I do not recall 

a anything about a ventilation derogation ever coming to the group. 

 
192. I have been asked about Chief Executive Letters which, when I started in the 

health service, were called circulars, and then they became chief executive 

letters. They contained guidance and/or mandatory instruction from the 

government on how aspects of the various parts of the business were to be 

taken forward. The guidance ones could be on anything. They could just be 
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general, you know, “We’ve learned this and that,” So they would be issued, 

you could have 50/60 a year coming out on all sorts of topics. So, the Chief 

Executive Letter which accompanied the business case was relating to the 

guidance in the Capital Investment Manual. Given there were so many of them 

I cannot recall any specific details of their content. 

 
193. The chief executive letters were signed by the director general for the Health 

Department. The director general for Health and Social Care, was the chief 

executive of the NHS in Scotland until they changed the title in 2011. When 

Kevin Woods left and Derek Feeley became the director general, the title of 

chief executive dropped. The director general was the chief executive of the 

NHS in Scotland, so circular letters, as we used to call them, came out as chief 

executive letters. They were Scottish Office guidance. Some of it was 

mandatory so you did need to read them. Some of it was, “You will get off your 

arse and do something.” They weren’t the chief executive of the NHS in 

Scotland writing to me specifically. There was a huge distribution list on chief 

executive letters. 

 
194. The letter to the Board on behalf of the Scottish Government approving the 

project was signed by the director general. The actual business case went in 

through the Capital Investment Board. That was part of the finance function. 

So it went to Alex Smith, who was the director of finance at the Scottish 

Government at the time. His team then had to crawl all over it and offer their 

comments to the government, and the cabinet secretary, Nicola Sturgeon. 

They had to go around all the Scottish Government departments stealing 

capital to pay for it. 

 

195. I have been asked about the New South Glasgow Hospitals and Laboratory 

Project Executive Board (NSGHLPEB) of which I was a voting member.  I 

have been referred to Bundle 34, page 152. This document sets out the 

Terms of Reference and Membership of the group which states “The 

NSGHLPEB will be accountable for the planning and delivery of all 

procurement financial and technical measures required to deliver the identified 
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investment and services that fall within the scope of the whole project.”  I have 

been asked whether this made Executive Board responsible for ensuring that 

the technical changes pre contract (including the removal of the Maximum 

Temperature Variant in June 2009 and the agreement of the Agreed 

Ventilation Derogation) were properly assessed on a technical basis. The 

committee only existed only for 12 to 15 months and its principal  task was the 

procurement strategy, recommendations of tender and principal  contractor. 

This group then ceased to exist, the Scottish Government appointed a new 

non-executive director and this group morphed into a new group  which took 

the project to stage of identify multiplex as the approved contractor, getting 

Scottish Government approval, and the   next stage of outline design and 

outline costs. I should explain that  all contractors submitted an outline design 

proposal and cost; the Board had an exemplar design and schedule of 

accommodation, the three projects scored Multiplex, with Multiplex being  

significantly below exemplar price. Balfour Beattie and Laing O’Rouke were 

also below, I recall that Balfour Beattie was £1 million below. 

 

196. Having appointed Multiplex the Project Team set up clinical and technical 

working groups to deal with design issues. My understanding is that the 

Ventilation strategy was influenced by decisions taken during evolution of the 

design; the decision of working  groups to have the building sealed, the 

decision to remove the maximum temperature variant. The same steps were 

taken in other hospitals. The solution for the design of the ventilation as 

submitted Multiplex was then considered by Project Team and deemed to be 

satisfactory.  

 

197. As The Inquiry has pointed out NSGHLPEB was set up by the Performance 

Review Group on 19 May 2009 (Bundle 34, Document 21, Page 145 at page 

153).  The Inquiry told me that their understanding is that the NSGHLPEB had 

delegated authority to conduct and conclude negotiations at project critical 

moments and was required to “oversee the management of change control 

processes” so that “any change which impacted on the project must be 

authorised by [it] before it can be implemented (I was referred to the remit at 

Page 59

A53987958



58 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

Bundle 34, page 152). The Inquiry has explained that they have heard 

evidence from Mr Seabourne and Ms Byrne suggesting that no such change 

control system existed. I was asked to review the minutes of the meeting of 

the NSGHLPEB on 7 December 2009, shortly before the contract was 

concluded on 18 December 2009, (Bundle 42, Volume 2, Document 18, 

Page 86). The Inquiry have said to me that suggests the NSGHLPEB did not 

“conduct and conclude negotiations” but rather this was left to the Project 

Team and that this was also Mr Seabourne’s evidence. Following this 

explanation I have been asked why was there no change control process in 

place for the Stage 1 of the new SGH project?  

 
198. At Stage 2 it was the Project Team not the NSGHLPEB running negotiations 

not the NSGHLPEB.  

 

199. This would have been approved by the Board, which followed upon the 

recommendation to do so from Helen Byrne.  Helen chaired the NSGHLPEB  

group. The NSGHLPEB group would look at and agree or not with 

recommendations made by the project director, it was not their role to 

individually participate in negotiations. When we got to beginning 2010 we 

moved on to the detailed design stage and a new set of roles and 

responsibilities were established. As Helen Byrne moved on her job was not 

replaced as we had moved beyond the Acute Strategy Implementation phase.  

Helens responsibilities were split over four people,  Alan Seabourne had more 

responsibilities, Jane Grant had more responsibilities in respect of the clinical 

input to team, the director of estates and facilities had some of the 

responsibilities and other aspects went to capital projects team. This lead to 

the ‘on the move’ working groups, all these working groups fed in to Alan 

Seabourne as Project Director, and that and fed in to Multiplex, and whether 

the proposals were acceptable/ unacceptable. We (NHS GGC) did not design, 

Multiplex were responsible for the design, Multiplex had to come up with the 

answer to problems.  In respect of the NSGHLPEB group, this would not have 

existed beyond Helen Byrne leaving in 2010. 
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200. I have been asked did the Board record votes on decisions. I only recall there 

being two votes recorded which were not related to the QUEH. It was not a 

democracy, there was a choice to accept or reject a proposal, you didn’t 

normally write another option there and then. 

201. I have been asked what my understanding is in relation to employers’ 

requirements. I am not sure I have heard this term before. If I think about it, it 

would be the specification of the actual facilities we want. Do we want 22 

theatres, or do we want 20? Do we want 1,109 beds or 1,332 beds? And that, 

as I said, was made up by a whole series of clinical working groups reporting 

in through the project board, and that finished document was presented to the 

Board and accepted, because clearly the level of detail in it was not capable 

of being questioned by the Board in the sense of their knowledge. The 

responsibility for all of this would have sat with Helen Byrne at the time. 

 
202. You have referred me to the PowerPoint presentation by Mr Seabourne, 

Bundle 17, page 2651, that’s the minute from the meeting of 13 November, 

where the presentation was delivered, where it says, 

203. “It was reported that Brookfield’s bid was considered to fully meet the Board’s 

exemplar requirements and was to be compliant with employers’ 

requirements.” 

 
204. But to confirm, my understanding of employers’ requirements remains as I 

said before; I’m not sure where I had heard this term before, but think it was 

about the specification of the facilities, bed numbers, the schedule of 

accommodation, plus associated, you know, technical. 

 
205. I have been asked about the relevant guidance that would have been in place 

for the specification of wards and ventilation. There was guidance in Scotland 

at that time through Scottish Health Technical Memoranda, some of which 

were mandatory and some of which were purely for guidance and, therefore, 

to be considered in the light of the individual scheme. The responsibility to 

ensure these were all complied with was with the Project team. 
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206. I have been asked about the sustainability and energy targets in respect of 

the Project and how these were achieved. All Scottish procurement at that time 

was obliged to strive for BREEAM Excellence. The Scottish Government had 

a policy that all public procurement must seek to attain BREEAM Excellence. 

This would all have been dealt with by the project team rather than the Board, 

because you’ve got to remember when the business case was approved and 

the procurement process was approved to appoint Multiplex, the design was 

not finalised, and the work on site started about 15 months later because the 

design had to be made up. So, all of this discussion would occur during that 

15-month period, whereby, all the individual drawings and technical 

specifications would be submitted by the contractor to the project team, passed 

on to the appropriate sub-committees –in the heyday there were about 90-odd 

of them – and they would be approved, or modified and then approved. I’m 

not saying they were automatically signed off in one go. They went through, 

I’m sure, an iteration, but at the end of the day the drawing would go back to 

Multiplex, signed by the project team as being an acceptable outcome for the 

theatre suite, for example. 

 
207. I have been asked about ward design and how these were signed off and 

compliance with the relevant technical requirements was met. There were two 

aspects to the wards. Firstly, the cabinet secretary prescribed that there 

should be single rooms. I don’t know how you would describe it however, when 

a cabinet secretary tells you something, you just have to get on with it, so it 

was agreed that we would go for single rooms. 

 
208. At that time, the English health service had built a couple of what they called 

exemplar ward layouts in hospitals. One was in Hillingdon and the other one 

was in Wrexham, I think. We sent clinical teams to see them, and this is going 

to sound silly, but the actual debate about single rooms was inward or outward 

toilets. If you go for an outward toilet, i.e. the toilet is on the outside wall, you 

increase the visual look into the area for the nursing staff. If you go for an inward 

toilet, i.e. the toilet is against the internal partition, the nursing observation 

area through the glass into the ward cubicle is reduced. 
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209. So, the wards were mocked up in the warehouse in Govan that Multiplex 

rented, and hundreds of nursing staff went along and scored it and 

commented on it, which resulted in all sorts of subtle changes. I personally 

never actually got along to see them. I did see the one in Hillingdon, in London, 

on a visit down there. So that was all scored off and then the design for the 

Queen Elizabeth ward layout was signed off, and then that’s when it resulted 

in the construction. 

 
210. The project team would have signed off the final ward layout after the nurses 

and after Multiplex had taken on board whatever their individual comments 

were. Everything was changing, because one of the big changes in the wards 

was the idea of moving away from a traditional nurse’s station to what you 

called touchdown pads because the whole place was to have a new IT system. 

So, the nurse would have the computer on the medicines trolley and would 

discharge it to you in your room and do all of the core things in your room, as 

opposed to constantly going back to the nurse’s station to type in what they’ve 

done. 

 
211. All of these work practices were all discussed, and alterations were made to 

the windows; alterations were made to what they called touchdown stations. 

These were basically just shelves that were put outside the various ward areas 

so that the nurses could work there while dealing with you; and patient hoists; 

the layout of the toilets; the side of the bed where you put all the medical gas 

services, all these things are discussed with nurses. So, it’s an iterative 

process but the idea that it was all single rooms was, ultimately, a request of 

the government. 

 
212. In terms of the systems that were put in place for the technical requirements 

for the wards, these were just worked through as the hospital design evolved. 

The Project team were responsible and were ensuring technical requirements 

were met. 
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213. I have been asked about the guidance specifically regarding 

immunosuppressed patients. It is my view that this was not relevant as 

there were no immunosuppressed patients at the design stage who were to 

be accommodated within the adult hospital. 

 

214. The haemato-oncology patients initially due to go into Ward 4B were not of 

the category of risk of patients as those at Beatson. The specification for the 

for two was different. The initial specification for Ward 4B was different to the 

specification for the rest of the hospital, it was for a different patient group and 

designed for a specific use. Ward 4B though was  never designed for immune 

suppressed patients, hence it failed test in 2015 despite us spending £1 

million. The original design was not enough, and it was not following our 

expenditure; it was  never designed to take immune suppressed patients.  I 

do not consider the haemto oncology patients initially intended for Ward 4B to 

be immunocompromised; they were primarily community patients getting 

follow up treatment closer to home,  exactly the same as at Monklands.   

 
215. With reference, then, to the Schiehallion unit, which is in the Children’s 

Hospital, this did have immunocompromised patients. The decision to move 

the Schiehallion unit to the new hospital was in 2004, when Malcolm Chisholm 

decided that the children’s hospital was moving and to be included in the 

procurement project. Yorkhill, as an entity, was being transferred across and 

then the Schiehallion cancer service was in Yorkhill. 

 
216. In answer to your assertion that the Schiehallion unit still didn’t reflect the 

guidance in place for the immunocompromised patients at the time. Well, if 

that was the fact, then that’s clearly a mistake. The Schiehallion unit was front 

and centre as part of the redesign of the new children’s hospital. And through 

the design project, which was initially led by Dr Morgan Jamieson, who retired, 

who was the medical director for the children’s hospital, through Kevin Hill, 

through the chief operating officer, through the project director, all of those 

groups were established to input into the schedule of accommodation, input 

into the employers’ requirements in the context of technical specification. So 

Schiehallion was front and centre. It should have been-- and, as I have said 
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in my last statement, I was advised that it had been designed involving all of 

the appropriate clinical people and was to a significantly higher standard than 

Yorkhill, right? 

 

217. At the time the paediatric (2010) BMT service was the Scottish national centre, 

which was the only facility in Scotland, so that is what was meant by front and 

centre. I was assured by the Project Team and Kevin Hill that a competent 

clinical engagement strategy had taken place and the design input was lead 

by Morgan Jamieson (Cardiac surgeon) who had delayed his retirement to 

deal with this. Multiplex brought forward the design proposals and these teams  

commented on those proposals through the project team. The technical 

comments on the design proposals would come through the Project Team and 

their technical advisors.  

 
218. Now, with better hindsight, and obviously what’s been shown to me, that has 

proven to be inaccurate, that what was designed and built may actually have 

been different. What was asked for and what was delivered was maybe not 

the same thing. But, in addition, that what was asked for probably could have 

been better, but that’s all with the benefit of hindsight. I have been  asked to 

look at an email at Bundle 27, Volume 8, Document 23, Pages 95 and 96. 

My initial evidence is that I was not aware of this matter, it did not ring any 

bells, but upon being shown this by the Inquiry I accept that I was initially 

mistaken.   I do not however recall that email but I am not disputing it is there 

and that alleged meeting took place. I was not conscious of that when I last 

gave a statement. I can recall talking to Jennifer Armstrong about the issues 

she was dealing with, but not in detail. Basically my recollection is that there 

was another disagreement between IPC and the clinicians about acceptability 

of isolation rooms in Scheihallion which caused BMT service to be suspended. 

Going back over papers now makes sense to pervious papers with Professor 

Craig William saying it was for Multiplex to fix as it related to the Scheihallion. 

I can now connect the dots between the two conversations. Jennifer 

Armstrong was the Medical Director in charge of resolving the issue; a paper 

never came back to the Board to say issue not resolved. The BMT service 

stated up again assurances having been given. This definitely refers to the 
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Scheihallion and not Ward 4B. Jennifer Armstrong was resolving the matters 

with clinicians and this was in respect of the Scheihallion and not Ward 4B. 

This infers to me that this was resolved. Unlike Ward 4B where I had to attend 

as parties could not agree, I did not have to attend this meeting. I may have 

offered a view but I was not involved and I recall that Jennifer (Armstrong) did 

not come back to the Board.  

 

219. I have been referred to Bundle 23, Document 77, Page 773 being a report 

dated 25 February 2016 and asked whether I still maintain that I was unaware 

of the concerns with the Scheihallion unit.  I have no recollection of this at all.  

 

220. I have been asked who would be responsible for resolving issues between 

Multiplex and the Project Team, I think this would have been the Project 

Director. There was a two year warranty. The Project Director would look at 

the paperwork to see whether there had been a non-compliance, if there had 

been a non-compliance they would have to issue instructions to Multiplex to  

make it right. If Multiplex rejected the non-compliance at that stage the 

contractual arbitration clause would be triggered. Then a paper would come 

back from the Project Director to the Board to say that we were in dispute with 

Multiplex, setting out what the dispute was, seeking approval to appoint 

lawyers to act in arbitration. This did not happen, I think I would have 

remembered.  

 

221. I am surprised to hear that it wasn’t compliant, that it had been designed without 

the patient cohort in mind. It had been designed with the patient cohort in mind 

and, therefore, should have been compliant. Not only should it have been 

compliant, it should have been state of the art in the context of Scotland. That 

said, I cannot comment on how, with all this input from the clinical team and 

all the relevant people, on how this came about. 

 
222. This was before the decision was taken to move the adult BMT from the 

Beatson to the new hospital, so, originally, the hospital was designed without 

any requirements for specific requirements for wards. In the period up to the 
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start of construction, the Adult Bone Marrow Transplant was not going to the 

new hospital. The Board had taken that decision in 2008 that it wasn’t going 

and that the Infectious Diseases wasn’t going, again this was decided in 2008. 

 
223. What was going into 4B, which seems to be getting mixed up, was what they 

call district general haemato-oncology. District general haemato-oncology was 

what you call low-grade oncology, that is low-grade drugs administered to 

patients by a combination of either overnight stay or short stay. These units 

existed in Clyde, they existed in Lanarkshire, they existed in Ayrshire – they 

still do – and they existed in Forth Valley, but they were all part of the west of 

Scotland network of cancer services. 

 

224. The idea was patients would not travel unnecessarily to the Beatson for low- 

level, in clinical terms, no risk chemo. In South Glasgow, we had the Glasgow 

outreach clinic for oncology because the Beatson was in North Glasgow. That 

service existed in the Southern General Hospital, and it was being replicated 

in Ward 4B. It was being delivered in a Nightingale ward with 10 beds at the 

end of a corridor, with 14 others at the other end of the corridor with sick 

patients. So, what the ventilation in 4B was for, was for very low-level 

oncology-type patients – haemato-oncology, it was called – delivered not by 

cancer specialists but by haematologists under the direction of oncologists. It 

was very low. So, 4B was never meant to be technically superior to the rest of 

the hospital. It was marginally different, but it was not a major technical 

specification. 

 

225. Ward 4B and all of the ventilation issues that flowed from the concerns of the 

Infection Control doctors about 4B and the change of the patient mix are very 

legitimate and fact, but they were nothing to do with the design or Multiplex. 

They were never in the design for Multiplex. 
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226. The Children’s hospital is completely different. The Schiehallion unit at Yorkhill 

was the national Pediatric bone marrow transplant service, and was always in 

the specification, and was always going to 2B, and that design should have 

been state-of-the-art for those patients. 

 
227. I have been asked where the responsibility sat within the Infection Prevention 

Control team to confirm the acceptability of filtration, the HEPA requirements, 

the air change rates of the new wards in the hospital. The project team had its 

own full-time Infection control nurse who was Annette Rankin. Secondly, the 

project team was given money to buy Infection Control doctor time. Infection 

Control doctors don’t work full time in Infection Control. They are laboratory 

consultants first and foremost and very few of them are prepared to give up 

their clinical practice to do infection control. They do a mixed contract. So, 

Craig Williams, who was the head of Infection Control during our iteration in 

developing Infection Control, had sessions in his contract to advise the project 

team, but Annette Rankin was the principal source of taking decisions or 

recommendations of the project team to the infection control community, be it 

nurses and/or doctors, and Craig Williams was the liaison doctor with the other 

doctors, because the services and the Infection Control responsibilities sat in 

all the other hospitals. So, the Infection Control doctors for the Queen 

Elizabeth were not appointed until 2015. They existed in the Western or the 

Royal or the Victoria or the Southern, or Gartnavel. 

 
228. In answer to your question about who was responsible for Infection Control 

after Annette Rankin left in 2009, her role was filled when she left and another 

infection control nurse was appointed full-time to the Project team. I believe 

her name was Janet Stewart, but I couldn’t swear to that. I believe she worked 

from 2009 all the way through to handover. 
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229. I cannot point the Inquiry to any material to support his comment. I understood, 

Dr Williams was the used by Project Director for provision of advice in the later 

stages of the project. The ICN post was permanently funded and funds made 

available to obtain ICD advice between 2009 and 2015. I am sure that the 

individuals changed, however, I understood that Dr Williams was in the latter 

part of the project.  The only place you would get definitive confirmation would 

be correspondence between Dr Williams and the Project Director. 

 
230. Any decisions which were being taken by Annette Rankin in respect of 

infection prevention control issues were not reported to the Board. I was not 

formally aware of them. I have been asked if I was informally aware of them. 

Things might have been mentioned in the passing. I visited the site on several 

occasions to meet the project team to see parts of the hospital, topping out 

ceremony, taking the cabinet secretary on numerous visits to the site. Things 

would come up in conversation, but they were more conversation on, you 

know, “We’re doing this, and it’s been signed off, and it complies.” I never had 

any concerns nor do I remember any specific details of these conversations. 

I am not aware if HAI- SCRIBE assessments or other risk assessments were 

ever undertaken in respect of any part of the new hospital in the design, build 

or post build period. 
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231. I have now been referred to Bundle 17, Document 26, Page 1063 and asked 

if I had any involvement, or if I was aware of the decision to remove the 

maximum temperature variant. No, I did not have any involvement nor was I 

aware of the decision to remove the maximum temperature variant. I do know 

this decision was taken to avoid overheating and sustainability. As I said, one 

of the remits put to the project team was to maximise the BREEAM 

categorization of the final design, whether that was “one of the considerations 

given.” I know, from the director of Estates, that they passed on their advice 

about temperature based on the experiences we were having in the 

ambulatory care hospitals. BREEAM, was not from the Board’s perspective, a 

major driving factor for this project. However, from the project team’s 

perspective, the government request was to strive to achieve it and, therefore, 

that remit was given to the project team to strive to achieve it. 

 

232. However, to say “it was not a major driving factor to the Board” is misleading 

in the sense it infers that the Board had that discussion or took a decision about 

it. The point I am trying to convey was that striving for BREEAM excellence 

and compromising any other standard was not the Board’s number one 

priority. It was discussed with the Project team in the context of the Scottish 

Government’s requirement that design decisions are taken with BREEAM 

excellence in consideration. I would believe that the Project Team was aware 

that the Board’s position was that BREEAM wasn’t a driving factor in terms of 

compromising anything else. There was no formal discussion between the 

Board and the Project team about this. It was just what we were saying in our 

interaction with them. 

 
233. I have been referred to Bundle 26, Document 3, Page 247, where it states 

at paragraph 3.20.2, “removal of maximum temperature variant.” It goes on, 

“on, or around, 28 May 2009, a document called “NSGH Project Issue, 01, 

Maximum Temperature Variant was produced by or for NHSGGC. The first 

page is reproduced, as it appears to be relied up on as a reason for the ZBP 

ventilation strategy document in 2009.” I have no awareness of the ventilation 

strategy referred to or of any discussions with the Board. 

Page 70

A53987958



69 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

 
234. I don’t know when I first became aware of the removal of the maximum 

temperature variant. I don’t remember a specific conversation or time where 

it came up and, to be honest, having read all the papers and seeing it all 

referred to, it’s difficult to know now what I knew then. 

 
235. The decision in terms of removing the maximum temperature variant and the 

ventilation strategy would have sat with the project team, through the 

subgroups of where it would be discussed. I think it’s important to say that 

reducing the maximum temperature variance to 26 was to make it a better 

environment for the patients. 

 
236. It was about improving the environment because at 28, in a sealed 

environment, in a building that’s all glass would have been poor conditions if 

you were lying in a bed for 24 hours a day for an extended period of time. 

So, making sure that the ventilation in the system could keep the internal 

temperature down was seen as being an improvement for the patient 

experience. 

 
237. In terms of appointing Brookfield as the main contractor, I was one of the 

members of the panel to which the project team made their presentations, 

setting out how they had arrived at their recommendation to appoint Brookfield 

and I accepted and wholeheartedly agreed with their conclusion, and that 

conclusion then went to the Board and was approved by vote. I can’t remember 

who else sat on the team. I was there; the chairman was there; there were a 

couple of other non-executive directors there, one of whom was Ken Winter; 

there’d probably be another two or three people there, but whether it was the 

Board’s director of finance, I really can’t remember. Then it went to the full 

Board, where, as a Board member, I had a vote on that and voted to accept 

that recommendation at the full Board. 
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238. I have been referred to the Ventilation Strategy Paper in Bundle 16, 

Document 21, Page 1657. I haven’t seen this document before. It references, 

“Mechanical Ventilation,” that is, based on the modelling carried out, the 

recommendation was that the maximum temperature variant should be no 

more than 26 degrees, otherwise the air change rates required would be less 

than those within the SHTM manuals. This is something that I wasn’t aware of 

at the time that the decision was taken, but I was briefed on it later. I think it 

would have been probably 2014 that I was briefed on it, in the run up to the 

handover. It was not deemed as a major issue. 

 
239. We’ve already debated the difference between guidance at 28 and 

improvement at 26, so, therefore, I regarded it as an improvement. So, 

following the guidance to make it 28 was not a major issue. I wasn’t consulted 

on them taking the decision. In response to your question about it being a 

major issue, I said I don’t deem it a major issue. 

 

240. SHTM 03 was guidance; it wasn’t mandatory. So, at no point had the statutory 

guidance not been achieved and three air changes plus chilled beam was 

intimated as being acceptable for the environment that we were after, bearing 

in mind that none of these immunosuppressed or compromised patients were 

going to be in that building. For the client group that was in the building, the 

system as designed was deemed to be acceptable and compliant because 

SHTM 03 was, as I understand it, or at least was told, is guidance. 

 
241. In response to your question about who decided it was deemed to be 

acceptable from an IPC perspective? I don’t know. 

 
242. The infection control inputs the Project team would have taken would have, in 

my opinion, been expected to have an input, an understanding of that 

decision. I don’t know the date in which that particular decision was taken and, 

therefore, who would have been the substantive infection control nurse and 

who, at that time, had the infection control medical sessions. My view is that 

there would have been an IPC input into the decision that this is acceptable. 
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243. In reference to the email chain involving Dr Inkster, 26th May 2016, (Bundle 

20, Document 6 to 8, Page 1495) copying in Mr Loudon, Mr Harkness and Mr 

Walsh, about air changes in reference to Level 7 Respiratory at Queen 

Elizabeth Hospital. She’s also referring to Ward 5C, Level 4 Renal Transplant 

and the Royal Hospital for Children. In her response, Mr Powery states: 

“I confirm that a typical single room with en-suite is supplied with airs at a rate 

of 40 litres a second and an extractorised, via the en-suite 45 litres per 

second. The move away from the requirement of SHTM 03-01 for six air 

changes was agreed by the Board prior to formal contract award. The 

justification for the proposed variation to that specified and its acceptance is 

provided in the following attached document. As seen from the clarification 

above, the Board accepts this proposal with a caveat that negative pressure 

be created in the design solution. 

244. I have never seen this email before; nobody ever raised or discussed it with me. 

 
 

245. You advise me that in that email, Dr Inkster is asking people from the Project 

team for clarification on the air change rates and they’re coming back to her 

and, as you can see in the email, they’re saying that this was agreed by the 

Board prior to the formal contract award, and they talk about how the 

clarification log has to have been signed off and accepted by the Board. As I 

say, I was never contacted by anyone about this. 

 
246. There was never a decision taken to reduce the air changes. There was a 

ventilation strategy signed off as part of the procurement process, which 

involved the Project team and the appropriate people. The fact that Dr Inkster- 

and I’m only looking at one email - the fact that Dr Inkster is suggesting that six 

air changes is needed in every part of the adult hospital is clearly not the opinion 

that was formed by the people who took the decision. 

 
247. To clarify, I never looked at SHTM 03-01 guidance, nor did I ask any questions 

in respect of the decision not to follow the requirements in the guidance. The 

project Team would have been responsible for taking into consideration 

employers’ requirements. 
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248. I have been asked if the air rate changes were revisited at the time when the 

decision was taken to bring the adult BMT unit from the Beatson to the hospital. 

They were revisited, certainly, when I got involved in 2015. Part of the issue 

here is that the Board were told in 2013 when the paper came to the Board 

recommending that the adult BMT move – which was a clinical paper brought 

by the medical director – that the clinicians had been on site, had seen the 

environment, and had deemed it to be acceptable. At that point, neither I nor 

the Board members knew anything about different and more complex 

environmental factors. 

 

249. Regarding all your various questions in respect of BMT, the air change rates, 

whether they were revisited in 2015 and you then linking that to Gateway 

Review, Gateway Review had nothing to do with Bone Marrow Transplant. 

Obviously, I’m not explaining myself particularly well. The decision for three 

air changes plus chilled beam was taken early on in the design process for a 

building that was to host a certain type of patients for which it was deemed an 

acceptable outcome. So, during the iteration between the Multiplex design 

process and our clinical specification, the team took the decision that that 

solution, three air changes plus chilled beam, was acceptable to us and 

whether that adjusted, how they had put forward their employer schedule, I 

don’t know, but that was the step we took. 

 

250. The Gateway Review throughout that whole process would know if it was the 

air changes plus chilled beam, and at no time did they ever comment that that 

was an unacceptable decision and an unacceptable outcome. The Infection 

Control team that worked with the project never raised three air changes or 

chilled beam at any time during their involvement with the project up to 

handover. The change that the Board sought to make after accepting the 

clinical change to move adult bone marrow transplant all started from 2013. 

The air change ventilation strategy is irrelevant until you get to 2013. In 2013, 

the Clinical team, led by Jonathan Best and the clinical director for cancer 

services, sat down with the Project team and said, “This is the ward we’re 
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going into. What is the specification? What is the specification we need?” And 

they, for whatever reason, signed off whatever they signed off. When the 

Infection Control team changed in 2015, they did not find the environment 

acceptable, and I’ve taken you through what happened after that. 

 

251. To the extent that, then, when the patients were preparing to move, that the 

infection control doctors carried out tests which concluded that the air quality 

was not acceptable, that then raised all of the issues about, “Is there specific 

guidance and/or instruction about the clinical environment for these patients?” 

The first pass at that said there wasn’t, in Scotland, guidance. So, the 

environment in the Beatson was visited and compared to the environment that 

was going to be in the Queen Elizabeth and found to be deficient, i.e., you 

were moving from one standard to a lesser standard. And that then resulted 

in the instruction to Multiplex to work with the clinicians and the Infection 

Control team and the doctors to see what improvements could be made to 4B. 

 
252. It was 2015 that I first became involved with the ventilation and became aware 

of the guidance regarding adult bone marrow transplant. I was not working 

with the project team in 2009. My lead responsibility along with colleagues was 

in the period from 2000 to 2006 to (a) devise a clinical strategy, get it approved, 

and to then come up with an implementation strategy, and then to get the 

government to approve the procurement strategy to implement the 

implementation strategy. At that point my hands-on leadership role stopped 

and the responsibility for the actual procurement, the actual design, the actual 

schedule of accommodation and the employer requirements all passed down 

to chief operating officer and the director of the project, Helen Byrne, at that 

initial point. And my involvement thereafter was purely on the basis of issues 

being reported up or points noted to me when I visited the site or talked to 

individual as part of the normal performance management regime. 

 
253. So, I never knew what was in the building, never asked in detail what was in 

the building because, as I’ve explained, the building specification was all made 

up by the individual clinical team saying what they needed, what they wanted. 

And the bed model I explained at the last meeting in detail was a document 
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that was a living document; it was revised every year to 18 months. And I 

would see bed model because the bed model would be reported to the Board 

saying, “This is the target.” But, no, I couldn’t have told you what was the 

building, but then again, I couldn’t have told you in anything that we’d built 

what was the building. I mean, whether you’d talk to me about the Beatson 

when I built that or you’d talk to me about the two ACAD’s when I built them, 

it wasn’t my job to second guess the people that did it for a living. 

 
254. I do recall getting advice from NSS and HFS, but I didn’t see it. As I explained, 

no other centre had the particular challenge we had in front of us about it not 

being acceptable to infection control but being acceptable to the clinicians. 

 
255. In answer to your question about the view which NSS, HFS and Scottish 

Government took on this, I don’t recall. I don’t know if the Scottish Government 

would’ve been involved. I don’t know, but, no, I couldn’t tell you what their 

individual input was. The Project team were instructed to get the guidance, 

you know, from other people or practical experience or definitive instruction, 

and that they did. 

 

256. A series of improvements were signed off by the doctors – not Infection 

Control, but by the doctors – as being improvements that would make the 

environment acceptable, and then we issued a contract to Multiplex to the tune 

of about 900,000 to go in and retrofit 4B to the enhanced standards. That, 

when it was finished, didn’t meet the standards that the Infection Control 

doctors were seeking. 

 
257. So, at that point, I instructed more work to be done, because what we were 

trying to get at that point was the balance between the clinical risk that the 

doctors were saying existed if you stayed at the Beatson with the theoretical 

risk that the Infection Control doctors were saying that a once in a “question 

mark” thousand event could occur. I then sought to get a baseline. What was 

the environment at the Beatson, and what was the testing at the Beatson? 

And what was the environment and the testing at other adult bone marrow 

transplant units in the UK? 
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258. What came back was that what the Infection Control doctors at the Queen 

Elizabeth were testing for, they didn’t test for at the Beatson. So, the Beatson 

had no idea whether or not they ever had these microorganisms in the system, 

because they didn’t test for it, but Queen Elizabeth they were testing for it. The 

other UK centers couldn’t give me a baseline because they didn’t test for it 

either, but it existed. 

 
259. Eventually, we found guidance that was issued by the English Health Service, 

which set out the standards that should be achieved for these highly 

compromised patients and, at that point, Multiplex and the project team came 

back and said, “You cannot achieve that in 4B.” So, I instructed that the patients 

move back to the Beatson, because I was now confronted with a fact as opposed 

to an opinion. While it was an opinion, you could take the side of one opinion, 

i.e. the doctors saying, “You will definitely die if I don’t move you to the Queen 

Elizabeth,” versus the Infection Control doctors saying, “You might, on a bad 

Monday, get an infection.” It was there, in black and white, in England, still not 

in Scotland, and, therefore, said, “No, we can’t overcome this,” so they went 

back to the Beatson. 

 
260. Referring to the HTM (Bundle 2, Document 9, Page 698), I think I recall this, 

but it was an English document. And it was David Hall, the project architect, 

that sourced it and brought it to the meeting and highlighted the difference in 

the environment we had achieved versus the recommendations for these 

highly compromised patients. 

 
261. I am not aware how this document is substantially different from the Scottish 

guidance, the SHTM. There wasn’t, as I understood it, guidance for adult bone 

marrow transplant units in Scotland at that time. I couldn’t tell you technically 

how different they are. 

 
262. I recall this was all happening at the point where patients had moved into the 

ward in 2015. It was raised by the new Infection Control team. It was never 

raised by the cancer doctors. The new Infection Control team was appointed 

as part of the transfer in of the clinical teams from the Western, the Victoria, 
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the Southern, and Gartnavel to the complex, and therefore all the new 

departmental heads and roles and responsibilities were aligned. 

 
263. It was the consultants who were desperate to move to Queen Elizabeth. The 

environment that they said was acceptable wasn’t. Maybe they believed that 

if they got there, we would spend the money to fix it; then finding out that it 

wasn’t a money issue. It was just far too late in the process to have asked for 

this change; simplistically put, you’d have to put another floor on the hospital 

to take the plant that would be needed to get the environmental standards that 

were being recommended. So, they moved back to the Beatson. Which was 

not without its risk, I have to say, as far as clinicians were concerned, that the 

patients were being put under at Gartnavel. So, from a Health Board 

perspective, it was a rock and a hard place. 

 

264. In answer to your follow up question about the 4B remedial work, how it still 

didn’t meet standards once completed, who was it that signed this all off; no, 

I don’t. There are two issues here. The improvement to 4B that was carried 

out was part of an attempt to create the correct environment. The issue that I 

became aware of was, in an operational environment, that the then hospital 

infection control doctor, Theresa Inkster, said the environment following her 

testing was unacceptable. She was not involved with the project prior to that. 

Well, the infection control doctor the team at that time was Craig Williams in 

2014. So, if there was an infection control input, which you would expect, then 

it would have been through Craig Williams and his role. 

 
265. You also referred me to an SBAR prepared by HPS (SBAR from December 

2015, Bundle 3, Document 4, Page 36), which I haven’t seen before. In answer 

to your questions about whether I have a view on the recommendations 

contained in the SBAR, if it might have influenced my decisions had I been in 

post, I really can’t comment on it because it will depend on all the information 

that was presented to the Board, the chief executive, the senior clinical people. 

There would have been a raft of information provided to them that resulted in 

them coming to a decision. I have no idea (a) what that decision was, in the 

sense of, you know, what did they do to 4B or what were the patient mitigation 
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risks. They would all have been set out, I assume, in the documentation. I had 

a clear black and white decision, which was the environment couldn’t be made 

to the standard that was required, and, until we could achieve that, it was 

deemed by me that the patients needed to stay where they were. 

 
266. I have been asked what steps were then taken to try and bring the Queen 

Elizabeth ward back up to the standards required for the BMT Unit. No steps 

were taken. It was finished. In the period I was involved, we spent about 

900,000, maybe slightly more, doing certain things. In an environment where 

you’re trying to create either positive or negative ventilation, the tiles need to 

be sealed. So, the ceiling grid was brought out, and a new one put in. HEPA 

filter units were put into the corridors, so that any microorganism escaping 

from the room would be trapped, etc., and it still failed the test that the then 

infection control doctors were doing. As far as the doctors were concerned, 

they were prepared to record that if we did all of this they would agree that this 

was acceptable and then, lo and behold, the architect produced an English 

manual that gave definitive guidance for what would be considered the 

ultimate adult bone marrow transplant unit for highly compromised ill patients, 

and we were light years away from that. 

 
267. I have been referred to a clarification log at Bundle 16, Document 23, Page 

1664, which lists all the clarifications regarding ventilation. It says here, “Ward 

air changes to 6AC/HR, currently shown as 2.5 which is not in compliance with 

SHTM 03-01,” and then it says: “Brookfield proposal is outlined with the bid 

submission is to incorporate chilled beams as a low energy solution. All 

accommodation is single room and therefore the need for dilution of airborne 

microbiological contamination should be reduced.” 

 

268. In the next column, this is then agreed. When it states here that this was agreed 

by the Board, they mean the project team, none of this stuff would go to the 

Board. 
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269. I wasn’t aware of any ventilation derogations being agreed. I was never aware 

of a change to the ventilation derogation in the sense that my understanding 

was that it was always agreed at three air changes, plus chilled beams. 

 
270. I mean, a derogation would be that we took it out; my understanding is it was 

never in. My understanding was it was always at three air changes and chilled 

beams. This level of detail would not be in the reports to the Board, at least 

not that I recall. 

 

271. The derogation was never reported to me and the only briefing I ever got on 

the extent to which the Brookfield bid met the Board’s requirements was only 

in the context of the reports made to the Board to get their approval. That is to 

say, through the reports made to the Board that resulted in the 

appointment of Multiplex, whatever information was contained within there 

was the detail that was made available. 

 
272. My understanding was that it would have been the project team and the 

appropriate operational people who would have been aware of this. I am not 

aware of whether any risk assessments were carried out in respect of the 

ventilation derogation. 

 
273. In reply to your question about being the Senior Responsible Officer for all 

this, I was the chief executive at the time Brookfield was appointed. So, during 

the whole design process, which was, from memory, in late 2009 through to 

2010, I was the chief executive. The senior responsible officer at that time 

would have been the programme director, Helen Byrne. 

 
274. I was not involved with the Multiplex negotiations, the week before the contract 

closed and in terms of any form of delegated authority, again, the negotiations 

to conclude the design sat with the Project team and the chief operating officer. 

I mean, the paragraph above is quite detailed on, you know, why the design 

solution was deemed acceptable. (a) The building was all single rooms, and 

at that point in Scotland no other building had single rooms, so therefore that 

impacted, and it’s quite well set out there why they arrived at their decision. 
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275. In answer to your specific question, “just confirming regarding the delegation”, 

asking if this was recorded anywhere but is this going back to what we 

previously discussed regarding it being outside their remit of the job 

description? My answer is yes. 

 
276. I have been asked whether this was recorded in the full business case that 

went to the Capital Investment Group (CIG) at the Scottish Government. The 

business case went and was approved and we then moved on to delivery. It 

was Mike Baxter from the Scottish Government health directorate who sat on 

the project board. The performance management team for the West Region, 

as they called it, had representatives on the project board and got all the board 

papers, not all the technical papers. Barry White who was the chief executive 

of the Scottish Futures Trust was the Scottish Government’s nominated expert 

non-executive director, as they referred to it. He replaced James Stewart who 

had sat in that role. So, papers and conversations may have taken place with 

these groups but, equally, I couldn’t say that they were in the room and 

participating in any decision-making, because I don’t have the papers. 

 

277. I can’t recall the detail of the Full Business Case. The Full Business Case is a 

document that’s specified by the Scottish Government, the Health Directorate, 

as to what’s to be contained within it. The three air changes and chilled beams, 

being the design solution, came up after the appointment of Multiplex which 

was several years later. 

 
278. I have been referred to Bundle 12, Document 105, Page 816. This contains 

an email chain discussing the air change rate, three air changes rather than six 

and the compliance with SHTM 03-01. At page 816 it states: 

 
“Robert Calderwood instructed me to establish why there is an agreed 

variation to recommended air changes for a single room in the ward. Our six 

air changes are now as per SHTM 03-01 and from a government perspective 

the process to sign off the specification as delivered.” 
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279. I don’t recall asking David Loudon to undertake a review of this. The only time 

I can recall being involved in ventilation issues was in the isolation rooms, 

when an infectious disease patient had gone through the hospital with Ebola 

and the arrangements that had been put in place were challenged. 

 
280. My recollection would be that the Infectious Disease’s patients and the 

suitability or otherwise of the single isolation rooms, which were the single 

isolation rooms in Critical Care, which of course had not been designed with 

Infectious Disease’s patients in mind, but Critical Care contagious patients, 

came up as part of the ongoing debate on a regular basis between Dr Inkster 

and the hospital team about the suitability of all environments. However, my 

recollection is that at the time that it came up, two of the rooms within the 

Critical Care area, which were designated as usable isolation rooms for 

infectious disease patients, were deficient, which I understand was 

maintenance rather than design. They weren’t working at higher air changes, 

but I believe they were designed to have the higher air changes. 

 
281. What I was asking David was, “Why?” and my recollection of what came back 

was that there was a fault, which, as I understood, was something that was 

able to be fixed. 

 
282. There were never just conversations between David Loudon and I. There 

would’ve been other people involved. You know, for it to get to me, it would have 

been mentioned by, well, at least the hospital director, Anne Harkness, 

because obviously, it wouldn’t get to me unless somebody referred it, and 

because it was an infection control issue, the medical director, I would have 

assumed, would have been involved because she was responsible for 

infection control, Dr Armstrong. 

 
283. So I would expect there would’ve been two or three other people involved in 

the discussion, but again, my recollection was it came to me because it was 

part of this continued challenge on, “Is the built environment acceptable for the 

patients you’re now putting through?” and, of course, in the second incident, 
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it again highlighted that we put in a different patient group again and you know, 

but in this particular instance, unlike the adult bone marrow transplant, you 

know, it was found that the environment was acceptable. 

 
284. I can’t recall exactly when I had the conversations, but the memo’s dated 

January 2016, so I doubt I was talking to him more than before Christmas. Most 

people responded fairly quickly after we had the meetings. 

 

285. I remember being involved in two conversations - two streams of 

conversations, one in the bone marrow transplant unit and then, latterly, the 

single rooms in-- they were in the ITU and HTU unit, and they were used for 

infectious diseases patients. Again, these were patients that were not originally 

to be in the hospital, they were to stay at Gartnavel General, but again the 

doctors, made a clinical case that they had to be moved, and I can recall there 

being a challenge about that, but that was a handful of rooms in a specialist 

area. 

 

286. As to remembering when these conversations took place, no, not particularly. 

I mean, I think the adult bone marrow transplant started, probably, June ’15. 

You know, in other words, from the kind of day that Dr Inkster took over 

responsibility and started reporting on the environment, she highlighted the 

unsuitability of that, which, as you can see, went through a very formalised 

chain and a decision was taken-- an action was taken. Infectious diseases was 

different. It came up as part of her ongoing delivery of our infection control 

duties where she was testing all the different environments for the patients. 

So infectious diseases came up, as I say, from looking at the dates of the 

memos, it would be around about December 2015. So, it would be after we 

had resolved the adult bone marrow, well, “resolved” is the wrong word. After 

we had, you know, taken the decision we’d taken in adult bone marrow 

transplant, then infectious disease came up. 
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287. In terms the infectious diseases and if any external agencies were involved, 

no, I don’t think so because I think it was one of those discussions that the 

environment that was tested didn’t have the air change that was necessary. 

When we investigated it, it wasn’t because we had built it to a lower 

specification, it was because it wasn’t working and needed maintenance. 

 
288. I’m just wondering if the email chain refers to that, in which case, I can then 

understand the logic of it, but if it’s just somebody challenged me that every 

bedroom should be six, I don’t believe I would have got excited, because the 

answer would have been the answer. 

 

289. You asked me; “In hindsight, how do you think you would have reacted if before 

contract closed you were asked if it was ok to drop the air change rates in the 

single rooms to less than half set out in the Scottish Health Technical 

Memorandum and guidance elsewhere in the UK? What do you think would 

have been a reasonable response by a Health Board Chief Executive at this 

stage?” 

 
290. I can’t comment on that, because it would depend on the information that was 

made available in the paper, you know, making the recommendation. And in 

terms of your question about the discussion I had about the SHTM and the 

English HTM guidance and the distinction between the two of them? We’re 

jumping about again. That specific guidance was in relation to adult bone 

marrow transplant. 

 
291. You’re asking me about the generality of building, the hospital, with only three 

air changes and chilled beams. In 2010, when that decision was taken, if that 

had been presented to me in 2010 with a list of the reasons why, that they were 

proposing to not accept six but accept three plus chilled beams, and all the 

reasons were set out, would I or would I not have accepted that at the time in 

the knowledge of the patients who were going into the building in 2010? I can’t 

comment on that because I would have to have seen the arguments. However, 

in the answer to the previous paragraph, where you quoted the document that 

exists in the contract about the reasoning for Multiplex’s proposal and the 
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reasoning why it was acceptable to the Project team, that, if that had been 

expanded in a board paper, would probably have been accepted at that time. 

 
292. I was told that we accepted a design solution on three, plus chilled beam, 

which was deemed clinically acceptable for the patients going in and, 

therefore, we were not in non-compliance with anything, bearing in mind 

that the guidance was guidance. At no time were we mandatorily obliged to 

achieve six air changes; we were obliged to record what we achieved and 

why, as I understand it.  

 

293. I was not involved in any of the technical discussions that arrived at a 

ventilation solution that was this. 

 
294. I can’t remember who or when I was specifically informed of this. 

 
295. All communication between Brookfield Multiplex during the final design and 

the start of the construction was coordinated by the project team, supported 

by the chief operating officer’s team, and there were what was called “on the 

go” or “on the move” working groups. 

 
296. In answer to your question about how I dealt with the reduction in the amount 

of information you were receiving regarding the project, given your change in 

role; as I explained earlier, my role and day-to-day input had been in strategy, 

government approvals, obtaining authority to proceed. I never had, in the chief 

operating officer role, a hands-on role in the design, content, specification of 

the hospital. So as chief executive, I had no doubt about stepping back from 

something I never had. 

 
297. Plus, there was never enough hours in the day to do the job I was paid to do, 

as opposed to trying to do somebody else’s job as well. 
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298. I signed the contract on 18th December with what was then Brookfield Europe. 

There were only three signatories, three people designated within the Board 

to sign contracts above a certain value. The director of finance and another 

corporate director. Shepherd and Wedderburn and EY took me through the 

framework, the structure, at a very high level in the hour before the contract 

documents were produced. There were maybe four or five sets of lawyers in 

the room who were each vetting every document, because we were signing a 

contract with Multiplex. Multiplex were signing back-to-back contracts with five 

or six other major suppliers in the supply chain, and the lawyers were coming 

and going. 

 

299. Whether I ever asked if the contract delivered the same hospital which was 

being proposed in the Outline Business Case, probably not in those words, 

but yes, I did ask the project director to confirm that we were getting everything 

that we had specified for the money and in the contract, yes. 

 
300. I don’t believe that the Board’s lawyers give any advice about complying to the 

Board’s Employers Requirements that’d been set. They may have made any 

comment on it, but I’m not necessarily certain that Shepherd and Wedderburn 

role would have led into that level of detail. 

 
301. Rhona Harper of Shepherd and Wedderburn, who was my lawyer, was 

advising me and Michael, whose second name I forget, director of EY, that 

these documents committed the Board to X, and didn’t commit the Board to Y. 

I had no concerns at the time of signing because nobody raised any concerns 

with me. I personally didn’t study the contracts and relied on the lawyers’ 

advice. 
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302. The technical advisors were from Currie and Brown, there was Wallace 

Whittle-- I think there was a third company. I can’t remember their name. They 

had representatives present along with the Project team in the lawyers office 

at the time of signing, and I didn’t ask them individually one after the other, but 

they collectively agreed when the Project team said that the contract that we 

were signing was procuring the building that we required. 

 
303. I have asked if I was aware of the decision in 2013 to remove carbon filters 

from the ventilation system. I was not and I am not aware of what carbon filters 

are. 

 

304. I have been asked about the Schiehallion Unit and the extent before handover 

to which I anticipated the ventilation system in Ward 2A would be of equivalent, 

standard or better than that at Yorkhill. I was assured that Ward 2A had been 

designed with clinical involvement led by Dr Brenda Gibson as the senior 

clinician and that it was a significant improvement on the standards at the 

Schiehallion Unit at Yorkhill. The Project Director advised me of this by way of 

conversation, not formally, when I was on site and would ask questions whilst 

walking about. There were other clinicians involved, but it was the architects 

and the Project team from Brookfield that designed the hospital. 

 
305. I couldn’t tell you whether it was Mr Seabourne or Mr Loudon, or indeed, it could 

have been Kevin Hill, as the director for Women’s & Children’s, or it could have 

been Jane Grant, as the chief operating officer at the time, that would have 

mentioned it in passing. 

 

306. In terms of your question about when I was provided with these assurances, 

was this at the point of opening, at handover? I’m not sure I’d call them 

assurances. They were comments that were made about the significant 

improvement that we were making to the patient environment for the patients 

travelling across from the Schiehallion to the new children’s hospital. 
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307. I first learned that there were problems with the ventilation system within Ward 

2A on the Thursday before the final week of commissioning of the children’s 

hospital. I think there are two different things to mention. The absence of the 

HEPA filters was a major oversight by Multiplex and was a gross dereliction of 

responsibility of Capita. Multiplex accepted that they were mea culpa. They 

sourced the HEPA filter units in Ireland, they flew them into Glasgow, and they 

paid for the engineering team to work 24 hours non-stop for 72 hours to then 

present the ward to us on Tuesday with the HEPA filters fitted. 

 

308. The HEPA filters being missing was a major faux pas. The ward has 

subsequently been criticised even with the HEPA filters for not being 

acceptable. The design, I was told, was compliant and personally overseen by 

the senior clinician. The absence of HEPA filters was a major technical error. 

Somebody had screwed on the ceiling caps, but above it was empty space. 

The six HEPA filters were acquired, ceiling came down, put up and then 

opened. 

 
309. Basically, the HEPA filter is up there in the ceiling and what had happened is 

they’d put the ceiling up, they put the vents up, they’d put the ducting up and 

then there was a gap where the HEPA filter should be, right? So that was a 

major fault on Multiplex as a contractor and it was a major fault on Capita for 

walking into the room and saying, “Absolutely everything’s in this room as it 

should be,” right? It was spotted during the commissioning and it was rectified, 

and apologies were made profusely by Multiplex for their error. I don’t know 

that Capita ever apologised for buggering it up, but, what else was I to do? 

What you’re now talking about is that even with the HEPA filters in, the 

environment was potentially inappropriate. Why would you talk to anybody 

outside the building, outside the actual Project team and the contractor, about 

something like the HEPA filter? 
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310. Neither Capita nor Multiplex explained why they had missed this, they just 

apologised. I didn’t seek advice from NSS of HFS, because what would I get 

advice on? This was months before the building was occupied. 

 
311. You have mentioned that this is just one of the many things that came to light, 

it wasn’t just about the HEPA filters further down the line. I can’t comment on 

that because, as I say, I don’t know anything about what they’re doing. During 

the commissioning period, the HEPA filters, which are one chunk of plant at the 

end of the ventilation system, hadn’t been installed. They’d been missed, 

right? To the extent that I can crank a screwed up the ceiling panel and didn’t 

notice there wasn’t a HEPA filter above it, to the extent that you come in as a 

Capita engineer, looked up, saw a hole in the roof where there should be a 

HEPA filter, and say, “That’s okay, screw the ceiling tile up.” I can’t comment 

on why individuals like that didn’t do their jobs, right? But during our 

commissioning period, we found they weren’t there, i.e. the Commissioning 

team found they weren’t there. Multiplex came in and said, “Mea culpa, big 

mistake, shouldn’t have happened. We will fix it.” Fine. So, the handover of 

the building had an error in it. That  was rectified during the commissioning and 

when the patients went in, they went into the environment that we understood 

had been built to our specification. 

 
312. I don’t know anything about the air change rate being at 3 ac/hr. rather than 

6ach/hr. My only involvement was when the HEPA filter incident was drawn to 

my attention with a view to delaying the transfer of Yorkhill. The planning was 

being drawn up with the clinicians and with the Scottish Ambulance Service to 

move the hospital, the following weekend and it was reported to me that, until 

this was resolved, we would need to delay that. 
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313. The project team would be responsible for signing off that the area was to the 

specification that we’d specified. The fact that they did that and that the HEPA 

filters weren’t there, then they clearly didn’t do the job. To the extent that now 

with the HEPA filters in, it’s still unacceptable or, “was” an unacceptable design 

solution, I didn’t know about. I have no understanding of the specification that 

was specified. 

 
314. When I say it should’ve been signed off to the specification we specified, then 

that takes you all the way back to your Employer’s Specification or your 

schedule of contents, etc., yes. But I don’t have an understanding in terms of 

what that specification was. 

 
315. Given the very specialist nature of the unit, ventilation is the critical part of it, 

so, I would have expected that the clinicians would have commented on what 

was proposed. They wouldn’t have personally designed it, but they would 

comment on what was being proposed. 

 

316. To clarify, I was not involved with the Schiehallion unit issues. I was never aware 

of problems in Schiehallion, right? The HEPA filter issue was back here in the 

commissioning, right? When the hospital opened in June 2015, until I retired 

the issue was adult bone marrow transplantation, not the Schiehallion, the 

Children’s Cancer unit. 

 
317. It was the project director, David Loudon who reported the issue with the HEPA 

filters to me and not the clinicians or Dr Gibson. I don’t think I’ve ever actually 

met Dr Brenda Gibson. 

 
318. I can’t recall if these issues ever went to the Board by way of a note in a formal 

paper. Certainly, I advised the chairman that there was a risk that we would 

be postponing the transfer of the children’s hospital. 
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319. I had no input at any stage of the design or discussions regarding the technical 

requirements for the neutropenic wards. I was assured and shown all of the 

groups that had been established with clinical leadership and the fact that 

each and every area had to be signed off through these working groups. I was 

quite removed from the day-to-day operational issues of the clinical services. 

I was content that we had a structure in place that had all the right people 

through technical projects, support, infection control, clinical experts to ensure 

guidelines were followed. 

 
320. You have asked me again about SHTM Guidance. We’ve been round in circles 

on this guidelines issue. The children’s hospital Ward 2B is an issue, as I’ve 

explained, that I know nothing about, right? As far as the rest the hospital was 

concerned, it was fine. It complied with what we accepted for the patient group 

that we expected. The reasons for the deviation, as you call it, from SHTM 13- 

01, or whatever, for the ventilation, right, from up to six air changes an hour as 

opposed to the design solution that we accepted of three, plus chilled beams, 

that’s all been set out, the reasoning for that and why the team took it. Right, 

so it’s all there. The reasons for the variations were explained and that means 

that the guidance was complied with. 

 
321. To answer your specific question about which wards did I consider to be the 

neutropenic wards? I was never aware of problems in Schiehallion. The HEPA 

filter issue was back here in the commissioning. When the hospital opened in 

June 2015, until I retired the issue was adult bone marrow transplantation, not 

the Schiehallion, the Children’s Cancer unit. 

 
322. I have no understanding of the term “neutropenic” and first came across it 

when I was reading the papers and preparing for this interview. 

 
323. I have been asked why handover was accepted without the HEPA filters being 

in place and other outstanding issues and who signed off on this. The whole 

complex was signed off for handover on the recommendation of David Loudon 

as the project director. Again, the assumption was that all of the necessary 
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external regulations, certificates, approvals had been completed. However, 

there were a number of areas where there was an agreed list of outstanding 

work to be completed that went on throughout the 100-day commissioning, 

i.e., what we would call the physical commissioning, the cleaning, the 

equipping, the orientation of staff, etc. 

 
324. The assumption that they’d all been completed was mine in the sense that I 

just made that statement to you. I assumed. The responsibility was the project 

director’s. 

 
325. So the 100-day programme had been drafted within a manual that involved 

quite a few bits of the hospital that required outstanding work. For example, 

with the energy center, the chlorifiers and everything, they still had to get 

certification. I don’t know where Schiehallion sat within that, whether it was in 

the schedules of outstanding works that were deemed reasonable to be 

outstanding and would be completed within 100 days. I don’t know if it was 

specifically highlighted. It wasn’t drawn to my attention as being something 

that’s not ready and, therefore, should delay the handover of the whole 

complex. Every project comes with its own kind of issues. The two-year 

extended defect liability period gave confidence that Multiplex were involved 

in the project for a material period of time. The bottom line was that the building 

was presented by Brookfield to the Board, and the project director advised the 

Board that we could accept the handover. 

 
326. Did the Project Director specifically provide a written report to me or the Board 

advising that the Board could accept the hospital? I cannot comment on 

whether there was an actual paper that went to the Board in January or 

February of 2015 to confirm the handover and whatever else. I don’t know if 

there was an actual paper. 
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327. Almost every building is accepted with defects. I understand it’s a standard 

thing that, as long as they’re listed, and as long as they’re not considered to 

be material it is acceptable. The key is to get the external accreditation 

certificates in order to get the certificate of occupation. If the council come in 

and say, “No, no, you can’t occupy this building because half the ceiling’s 

down. I don’t care that you’re going to fix it next week, it’s not here today.” You 

can’t accept a handover, for example if the water quality and the renal unit 

hadn’t been signed off. 

 

328. I would accept it is possible for a building to meet the standards set by building 

control but not necessarily meet the standards needed for a national specialist 

hospital. They are clearly separate things. 

 

329. There’s so many critical departments and areas that needed external 

certification. You needed to have it before you would present to the Board that 

you think it is reasonable for Multiplex to hand over. The fact that you’ve got 

40 pages of rectifications where the signage in corridor 32 needs to be 

changed, the linoleum tiles in the such-and-such corridor need to be replaced, 

you get them in every building scheme, you get them in your own house, and 

they are deemed reasonable. 

 
330. I was not aware that the design of the positive pressure ventilation lobby 

rooms in Ward 2A was not suitable for neutropenic patients. This was never 

brought to my attention during my time as Chief Executive. I have since 

become aware of this through media coverage. 

 
331. I have now been referred to the options appraisal for returning the adult BMT 

unit from the Beatson to the QEUH (Bundle 27, Volume 7, Document 6, 

Page 158) The actual paper from Gary Jenkins says March 2017, but quite a 

number of the appendices talk about April 2017, so I don’t know when it went 

to the Board. I have no recollection of seeing the final paper. I was aware of 

our ongoing issues with the cancer clinicians whereby we found ourselves 

between a rock and hard place. 
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332. In 2008, the Board medical director, Brian Cowan, had done a review of cancer 

services in the UK and concluded that cancer services can and did exist as 

stand-alone hospitals: The Marsden in London, The Christie in Manchester 

were examples. So, the Board took the view in 2008 not to include cancer 

services in the new hospital because we had just built a brand new cancer 

hospital that had only been opened by the First Minister in 2008. 

 

333. However, shortly thereafter the cancer clinicians wished the Board to revisit 

that option. Eventually, the medical director set up a process to debate with 

the cancer clinicians why the decision taken in 2008 was not relevant or wasn’t 

as appropriate in 2012/13. What came out of this was the clinical world had 

moved on and standalone cancer hospitals had plans to migrate and integrate 

into major acute hospital campuses because the complexity of chemotherapy 

treatment, was we were handling more and more acutely ill patients who had 

other health care needs, and best clinical practice said that these most 

compromised patients should be handled in a hospital with immediate access 

to ITU and to other appropriate acute clinicians, non-cancer doctors. So, the 

Board in 2013, when it received the paper, accepted that the world had moved 

on since 2008 and instructed that we should work with the cancer clinicians to 

achieve the integration into the Queen Elizabeth. 

 
334. We’ve already discussed the options that then occurred from that decision 

through to them moving for a very short period in 2015 with regard to getting 

an acceptable environment which met the needs of the infection control 

concerns, and also, ultimately, the needs of the patients in relation to best 

practice in the form of design guidance, which we couldn’t, and therefore they 

moved back to the Beatson. 

 
335. But the cancer doctors never gave up on that. Their view was that the Board 

had to do something, so a process, a working group was established in 2016 

to work with the cancer clinicians with a view to looking at other options about 

how they might get onto a major adult site, which at that time, in Glasgow, only 

consisted of Glasgow Royal Infirmary or the Queen Elizabeth University 

Hospital. 
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336. That work hadn’t, as I understood it, reached a conclusion to bring a final paper 

to the Board at the time of my retirement, but the dates on the paper you’ve 

showed me are confusing because, the front page talks about March 2017, in 

which case I should have seen it, but the appendices that are part of the paper 

are dated April 2017, which would be after I retired, which would be consistent 

with why I don’t recall having seen the paper. I have to be honest; I find the 

conclusion reached in the paper interesting, bearing in mind how far short we 

were of the recommended standards for the environment. 

 
337. At the point of my retirement, I cannot recall what my understanding was of 

where the process of returning the BMT to the QEUH was. In the last two 

months that I was working, February and March, I was working really at only 

three days a week because I had to use up all my annual leave before I retired. 

 
338. I have been asked why I found the conclusions of the options appraisal 

interesting. I was surprised by the decision to return the BMT to the QEUH as 

published guidance that I had seen in 2015 was so black and white that to have 

achieved a series of mitigations that was sufficient to say that the Board would 

accept something other than the recommendation, albeit it was not a Scottish 

recommendation, was quite clinically surprising. But, again, as I’ve stressed, 

the cancer clinicians were desperate to move, and it’s clear from the scoring 

that they put a lot more emphasis on patient safety and acute connections than 

they did infection control concerns. 

 
339. The project directorate teams and individual clinical working groups were 

responsible for determining the number, location and specification of the 

isolation rooms for the new hospital. I’m not sure who would have been 

involved in determining the final specification for the isolation rooms, but it 

certainly would have involved the Chief Operating Officer and the Project 

Director, Helen Byrne. 

  

Page 95

A53987958



94 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

340. Prior to handover, I had no concerns regarding the specifications or designs 

of any of the wards or rooms. 

 

341. I have been asked if I was aware of the change order from July 2013 concerning 

the decision to move the BMT services to the QEUH, which was signed by 

Jonathan Best. I did not see this order, but Jonathan as the Director of Regional 

Services would be the Board director responsible to enact the Board decision 

to move the cancer services. 

 
342. In terms of what should have happened, in respect of risk assessments, there 

should have been a process that involved the clinicians. I think the problem 

with hindsight is that the clinicians signed off a specification for 4B in the 

expectation of going, which was subsequently challenged by Infection Control. 

To the extent that Infection Control were involved in 2013 after the decision 

was taken to be involved in the approval of the specification, I don’t know. I 

don’t know to what extent they were involved, or if they were involved. 

 
343. In terms of the specification for Ward 4B, my understanding at the time was 

the specification for the Beatson at Gartnavel, which was deemed by Infection 

Control at the Beatson to be acceptable, would have been the starting model 

that you would have placed into 4B. What that was, I don’t know. 

 
344.  It would have been the joint responsibility, in my opinion, of the Director of 

Regional Services, that would have been Jonathan Best in 2013, and the lead 

clinician for the cancer service to ensure that the model within Ward 4B 

replicated that within the Beatson. 

 
345. The project team would have had a technical input to help the clinicians and 

Jonathan set out what parts of the building and the plan had to change. 

 
346. I never attended any of the design review meetings held in respect of the 

requirements or the transfer of the Adult BMT, the progress of the Beatson or 

the move of the Adult BMT to the Queen Elizabeth. 
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347. I have been asked if I was involved in any discussions with Multiplex regarding 

the proposed change and how this might affect air change rates or the 

ventilation requirements with the new hospital. I was not initially involved 

however, latterly, after the Infection Control team did not accept the 

environment in 2015, I became involved in two or three meetings with the aim 

to try and resolve that issue, and a representative of a Multiplex was present 

at least one of those meetings. 

 
348. The meetings I attended were with the medical director and the project team 

technical specialists. The aim being for me to understand what we had 

provided in 4B versus what standard was recommended or mandated for the 

service. This was only two or three meetings over a few weeks until we got to 

the bottom of what we could. 

 
349. In terms of the outcome of these meetings, I was satisfied that we had enacted 

the transfer of service back because we couldn’t meet what was considered 

to be the minimum standards we should and that, we hadn’t been able to 

provide a mitigation strategy to work around it. The cancer service was still an 

outstanding issue to be addressed, hence we put the review process in place 

which resulted, sometime in 2017, in a paper coming back to the Board 

because the cancer clinicians were persistent in wanting the BMT Unit based 

at the new hospital. 

 
350. I have no idea to what the extent of the involvement of the Infection Prevention 

Control Team was in respect of the decision to move the BMT from the Beatson. 

 

351. The project team would have been involved with Multiplex in taking the 

specified environment and overlaying it onto the existing environment and 

agreeing a scheme of works to move towards specification, to the extent, in 

the end, the works could not be taken to the final stage that was deemed 

appropriate. Between the board taking the decision in 2013 and concerns 

being raised by Infection Control I had never been involved in discussions 

about it. 

Page 97

A53987958



96 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

 

352. I have been referred to Bundle 13, Document 33, Page 258, which is in 

relation to a comment Professor Williams made at a BICC meeting on 27 July 

2015, where he stated, “The unit was not built to the correct specification and 

Brookfield have agreed to fund the rebuild for this area, and the timeframe for 

this is 12 weeks.” I have no idea what he’s talking about. Multiplex had no 

involvement, in the context of liability for 4B. They had a liability to provide 4B 

as per our original specification, then they had a liability to provide the 

modification that we paid for to our specification. The modification to our 

specification did not make the unit compliant. So, I don’t know what he’s 

referring to. 

 
353. The instruction by us in 2013 to retrofit 4B and the contract to do that was 

separately negotiated with Multiplex and paid for. So, whatever Craig Williams 

was referring to, he may well have been referring to the fact that Multiplex had 

not completed the work on 4B to the specification we’d sent and therefore it 

was still at their expense to finish it, but not the way you-- it was referred to at 

the minute. 

 

354. Initially when asked by the Inquiry I was unclear on what is minuted to have 

been said by Professor Williams at a BICC meeting on 27 July 2015 in relation 

to the new build project (Bundle 13, Document 33, Page 258).  The Inquiry 

has been advised that that discussion reflected a document prepared for 

Jennifer Armstrong by Professor Williams which can be found at Bundle 20, 

Document 2, Page 13.  Having consider this I now think these comments are 

in relation to the Scheihallion which I had not previously recalled.  The 

Schiehallion was indeed Multiplex’s responsibility. 

 
355. Looking at Bundle 20, Document 2, this is an infection control report sent 

from Criag Williams to Jennifer Armstrong. I have no knowledge of this 

correspondence. 
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356. At the time in 2013 we considered how to improve the environment in Ward 

4B to meet needs of patients with higher dependences. A series of actions 

were taken, for example, solid ceilings not grid, that work was done, then in 

May 2015 the Infection Control Doctor said was not good enough.  Nothing 

came to me until I became involved to resolve the issue. My understanding 

was that the specification for Ward 4B in 2015 was to be of the same standard 

as that of the Beatson.   

 
357. To my knowledge Brookfield, now Multiplex, did not agree to rebuild the area 

within a 12-week period. I don’t recall this and I’m struggling to remember 

Professor Williams’ timeline in this context because he left us in 2015 at some 

stage. Also, the conference room at the Southern General was demolished in 

the summer of 2015. Although I do appreciate these minutes have been 

recovered from NHS GGC. 

 
358. The minutes of the Board Infection Control Committee (BICC) would go in the 

Infection Control Report from the medical director to the Board but, to what 

extent the minutes were annexed or referred to, I couldn’t comment. I don’t 

believe that set of minutes went to the Board because I would have certainly, 

had I been present, raised a question This is in respect of the Scheihallion. 

 

359. In respect of the Infectious Disease Unit, I have been referred to an SBAR in 

Bundle 4, Document 8, Page 20. This was another late decision to add the 

Infectious Disease Unit to the hospital. I was not involved in this decision. I 

only found out about it during the final stages of commissioning in 

approximately April 2015. Anne Harkness, the hospital director, who was also 

responsible for the infectious diseases service at Gartnavel told me it was 

moving. 

 

360. We had a long and heated discussion about it, but I subsequently didn’t call 

for any further papers. It was another one of these issues where the doctors 

decided that they couldn’t possibly stay at Gartnavel. Their reasoning was 

again linked to patient dependencies to other specialties. They had a particular 
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problem with junior doctors because they relied on the junior doctors from 

general medicine, who were not going to be at Gartnavel, and, as I understood 

at the time, the post-graduate medical dean had intimated that he would not 

support the rotation of junior doctors from the Queen Elizabeth to the 

Infectious Diseases Unit as a stand-alone part of their general medical 

training. They rotated on a weekly basis from general medicine in Gartnavel, so 

they’d be doing a six-month attachment, and they would maybe spend a week 

or two weeks, learning about infectious diseases by helping out in the wards 

and the clinics and, at night, the on-call service was provided by the hospital’s 

general medical on-call. That wasn’t going to exist when they went from 

Gartnavel to Queen Elizabeth. Therefore, when the Dean, as I recall, said, 

“No, you can’t take them to Gartnavel on their own because they’re not getting 

the proper, you know, exposure to the full gamut of general medicine,” and 

then the junior doctors themselves said they would not provide an on-call rota 

just for Infectious Diseases at Gartnavel, it became operationally very 

challenging to leave it where it was. 

 

361. The discussion was “heated” because it was something I wasn’t aware of and 

it impacted on the bed modelling and I was concerned at that time of 

operational efficiency and had concerns that the loss of beds would impact on 

the ongoing efficiency. 

362. That was never in the original planning, nobody ever came up with the fact 

that this would be a problem. So, with hindsight, we probably should have 

done more work, in the early planning in 2010/11, when the specification of 

requirements was being made. We should have done more work to 

understand that the Infectious Diseases Unit was an issue. We didn’t. Then it 

came out of the woodwork, and the “operational team” resolved it to their 

satisfaction and to the doctors’ satisfaction, but not the infection control 

doctors’ satisfaction. 
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363. I understand that Multiplex were also unaware of the intention to move the 

Infectious Disease Unit to the new hospital. It would never be communicated 

to them. They had no idea or had no interest who was using the 1,109 beds. 

 

364. I have been asked about the ventilation requirements for the Infectious 

Disease Unit. The doctors agreed with the operational directors that there 

wasn’t a requirement for the ventilation. Throughout this, everybody in the 

project team and the operational directors knew it was 3 air changes an hour 

plus chilled beam. So, the assumption is that, when you bring a group of 

visiting doctors over from Gartnavel to say, “Here’s the rooms we’re going to 

put you in,” and they ask, “What is the ventilation system?”, and you tell them, 

and they say, “Oh, fine by me.” Bearing in mind they’re coming from Gartnavel, 

where they had next to nothing. They all, with hindsight, got swept up in how 

“good” the accommodation was, from what they were leaving, and so they 

never seemed to challenge it. 

 
365. They then went to the isolation rooms within ITU because they knew that, on 

occasion, they would have to use those isolation rooms, and they had, to my 

understanding, a different specification, which they said was acceptable. The 

SBAR, was the Infection Control team, making a serious issue about the 

Infectious Diseases Unit using these rooms because, in their opinion, they 

weren’t to the standard that you should have for infectious diseases patients. 

 
I have been referred to an email from Alan Seabourne of 23 June 2016 

(Bundle 12, Document 104, Page 813). It has been suggested that this 

appears to show that you were aware of issues at this time. I have looked at 

this email which is specific to Isolation Rooms and intensive care. Alan 

Seabourne came back as personal favour  as he was involved in the intensive 

care unit. From recollection it transpired that 2/6 rooms had deficient 

ventilation plant which had to be replaced. I think 2/6 were remedied. Alan 

pointed us in the direction of the paperwork. It was dealt with by Anne 

Harkness, Hospital Director. I do not know the details of the resolution, I doubt 

it would be in writing it was just an everyday thing.  

 

Page 101

A53987958



100 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

 

366. I have been asked how patient safety was considered particularly with 

infectious diseases. In this respect, management faces a debate between one 

group of clinicians who say it is acceptable and another group of clinicians, for 

different reasons, say it’s not acceptable. Management, on these very rare 

occasions get caught in the middle, where they have to ultimately adjudicate, 

unless one or the other has a piece of guidance that is mandatory on the Board 

to meet, in which case it’s a no contest. The Board can’t decide on probability. 

The Board must go with the mandatory guidance. So, in these two issues, 

bone marrow transplant and infectious disease, Scotland did not have at that 

time, mandatory guidance for these patient types, and we got caught. 

 
367. Looking at the worst type of infectious disease you could get is Ebola; these 

patients went to The Queen Elizabeth and were put in the isolation room and 

they recovered. The Ebola did not get into the rest of the hospital. The 

infectious diseases doctors’ view of ventilation proved to be right versus the 

infection control doctors’ view that it would fail. I mention this not because 

that’s justification but as hindsight. 

 
368. In respect of the core point of Multiplex’s responsibility versus the Board’s 

specification, Multiplex were obliged to provide isolation rooms to a standard. 

I can’t comment what the standard was, but they were standard. The infectious 

diseases doctors said that standard was acceptable to them, and they moved, 

for operational reasons. The Board wasn’t a part of that. The Board became 

aware of it after it happened, and here we are many years later and it’s working. 
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369. I have been asked who were the key people that were aware of the decision 

to move the Infectious Disease Unit to the new hospital. I believe these to be 

the infectious disease doctors, the lead clinician and Anne Harkness. Those 

two were the leads. I expect the chief operating officer would have known, 

would have been told, or may have been party to the decision too. As far as 

everybody else was concerned, I don’t know who they would tell because 

there would be no real need to tell anybody else because the doctors wanted 

to go. The doctors said the accommodation was fine. They had reallocated 

the beds to fit them in. 

 
370. The junior doctors were happy; the consultants were happy; the post-graduate 

dean was happy; and Grant Archibald, who was the chief operating officer, 

gets one problem off his long list of problems sorted. Infection Control may or 

may not have been told in May 2015, but they became aware, after we utilised 

the accommodation for the type of patients it was needed for, that we were 

doing that, and they weren’t happy. 

 
371. I have been asked whether Infection Prevention and Control had any input 

into the ventilation system and the commissioning validation and handover of 

the new hospital including of signing off ventilation. This would have had or 

should have had been agreed between the Infection Control nurse, the 

Infection Control doctor and the project director. 

 
372. There are two phases to this in 2010 during the detailed design where 

Multiplex were responding to and sending design proposals to Project Team. 

There should be paper trail showing who from the Project Team sought to 

comment on Multiplex design. I would have  thought it would be the technical 

team and clinical team, and I would have though ICN would have been 

involved in user groups. I thought that the ICN would be conduit to get ICD 

input. 

  

Page 103

A53987958



102 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

373. During commission from February 2015 to saying building safe to open in May 

2015 Infection Control should have been involved with the commissioning 

process. 

 
374. Clinical input to ventilation would have been aligned to various patient groups. 

The main comment on the strategy was 3ach and CBU,  that would be more 

of a technical comment rather than a clinical comment. Main issues would 

come back to design team. Multiplex would then propose how they would seek 

to address constrains this and this would be discussed with the technical team 

primarily. The whole concept was designed around the principal of single 

rooms. 

 
375. In answer to your question, “To what extent would you accept that as Chief 

Executive you should have ensured that Infection Prevention Control had 

input into the ventilation system and the commissioning, validation and 

handover of the new hospital, including signing off ventilation. What would sit 

with me is the responsibility to make sure that the Project team was properly 

resourced with the technical specialists they needed which is why, as I said 

before, it was the first capital project scheme in Scotland to have a full-time 

Infection Control nurse on the team and resources were made available to 

buy/ acquire clinical medical input. So, in my opinion, we had provided the 

technical expertise to the Project team to do all of this. Therefore, these 

individuals should have been consulted at all the appropriate steps. 

 
376. I was not personally involved, but in 2013 when the decision was taken to 

move BMT to QEUH I would have expected Dr Armstrong would have ICD 

input into saying that that was practical, and I would expect Dr Armstrong and 

Jonathan Best, regional director  at time to have been involved in  designing 

the upgrade to Ward 4B, and I would have expected ICD involvement at the 

time. I would suggest that the Inquiry look at Board papers from 2013.  
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377. I have been asked if I was satisfied in respect of the commissioning and 

validation of the water and ventilation systems, whether this had been carried 

out and if I was provided with assurances that this had been carried out. I was 

assured that the handover and during the 100-day commissioning that all the 

necessary procedures were in place to allow us to consider moving the first 

hospital in, which was the Southern General Hospital. So, there was a group 

established to receive all of the information regarding where we were with the 

commissioning/where we were with the equipment/where we were with the 

systems, so that they could take a decision which was communicated to the 

Board as to when the go-live day was of moving patients in. I was assured all 

of that was in place, and all of that got the green light so we could get a fleet 

of ambulances to shuttle the patients from the old hospital into the new one. 

We had to arrange with the nursing staff and all the other staff that there were 

two full teams of staff on duty that weekend because the move had a whole 

series of checks and fail-stops on it. So, at any point during the 

Saturday/Sunday moves, something could have happened that would have 

stopped the move, in which case we’d have needed two teams to be physically 

available at both sites because patients would have been left in one site and 

patients would have been in the other site. 

 
378. So, the Board was advised when the team in the commissioning and 

operational teams had signed off everything that everything was in place, that 

it was safe. 

 
379. I have been asked who provided me and the Board with these assurances. 

Each weekend we moved a different hospital, it was a different director 

because whoever was picked to be the director of the day, in effect, would be 

working 24 hours a day for that weekend. So, the first move, Anne Harkness 

was the director that took the decision to move the Southern General. I can’t 

remember the directors who took the decisions to move the Western Infirmary 

and the Victoria Infirmary. Then the last one was Kevin Hill, who was the 

director for Children’s Services, took the decision that we were ready to move 

the children. 

Page 105

A53987958



104 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

380. The responsibilities during the validation stage would be shared by a number 

of substantive directors. So, the Facilities and Estates director, the director of 

nursing for the hospital, chief nurse for the hospital, the associate medical 

director, the clinical director would all be involved in the team. So, the team 

that would take these decisions based on discussions with the project director 

and their team and the operational directors who, the day after they moved in, 

took over the responsibility for running the hospital. I was assured by the 

project director that everything was in place for the hospital to open. 

 
381. In a significant part, the various parties relied on assurances from the Project 

Director. But during the commissioning period, then the individual 

departmental staff, ward staff, would be checking the systems and, you know, 

from the mundane of stocking the cupboards and making sure that the 

automated pharmacy dispensers dispensed in their wards, etc., and that all 

the lights went on and off. So, they would have a hands-on role during the 

commissioning period. In the more technical areas, we had MRI, CT scanners, 

the Theatres etc., then the clinical teams utilising these areas would be 

checking that everything worked. I mean, if they found that something wasn’t 

working, we would get back to the Project team who, in turn, would get back 

to Multiplex to get it fixed 

 
382. There was a phased handover of the Energy Centre, the physical Energy 

Centre had been up and running for some time because obviously it was 

serving power to the construction site and the building, and it was serving the 

laboratory building which had been open for a number of years. The actual 

sign off and certification of the boiler plant, which is when an external agent 

has got to come in and certify that all of the plan is working or is capable of 

working to design specification, that was ongoing because I recall there was 

an issue in April, I think, of that year whereby the external agents involved 

were not minded to certify some of the boiler plan because they thought the 

pipework was incorrect. Multiplex came back on site and worked with the 

external agents to (a) confirm how everything worked and (b) to make any 

changes that they wanted, and then the certification was given. 
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383. I was not involved in the decision of NHS GGC to forgo the requirement to 

have an independent commissioning engineer. This decision at the time would 

have been taken through the project director and project team. What little I 

understand of it since, as I was not involved at the time, is that the individual 

was, in fact, the senior engineer involved in building the Energy Centre who 

was staying behind for two years as part of Multiplex’s responsibilities and that 

he was deemed to be beyond exceptional in his abilities and role, but there 

was also something in the notes I read that the independent commissioning 

engineer still reports to Multiplex. It’s not, that somebody is appointed to the 

role, but that they work with the contractor; they don’t work with the Board. 

 
384. I was not aware that no validation had taken place in respect of the ventilation 

system within the hospital. The project director, in my opinion, should have 

ensured that the ventilation system had been tested and was compliant with 

our specification throughout the building. So, to the extent that it didn’t deliver 

three air changes, to the extent it didn’t deliver what we had specified in the 

isolation rooms, to the extent it didn’t deliver in the Schiehallion should all have 

been found out during a rolling programme of validation. How the project 

director would commission whomsoever to do that, I don’t know. 

 
385. I have been asked at handover, how satisfied I was that all areas of the hospital 

accepted were designed to the intended specification and suitable for the 

intended patient cohort and that it met all the relevant guidance requirements. 

At the point of handover, I was personally very pleased with the physical layout 

and appearance of the areas that I visited. The issues about the relevant 

guidance for the patient profiles that were in the original specification was 

assured to me by the project director and that they were designed to the 

intended specification for the intended patient cohort as existed in June 2015; 

with hindsight, they clearly were not. 
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386. This was not something I was aware of in June 2015, to the extent that we 

took the Queen to the Schiehallion Unit when she opened it, and Brenda 

Gibson and all the staff stood there gleaming, you know, clearly nobody was 

telling us at that point that we had not got what we had paid for. 

 
387. I’ve been referred to Bundle 12, Document 3, Page 23, the sectional 

completion certificate. This would not have been seen by myself or the Board 

or any committees, but rather the project director 

 
388. The Board had a 100-day physical commissioning programme. The 

assumption was that, during those 100 days, or significantly less in some 

cases, the defects would all be addressed and signed off as complete so that, 

by the time we brought the first patients in, there would be few, if any, defects 

outstanding. So, it wouldn’t be to say that there couldn’t be any of a minor 

nature, particularly if it was in areas of the building that we were not opening 

that first month, because we didn’t open the children’s hospital, you know, for 

a month after the 100-day commissioning period. But in order to press the 

green light to go ahead and close the Southern General and move the services 

into the new hospital, all of the defects, liability defects, that were on the list 

that were in critical areas, which was more or less the whole adult hospital, 

needed to be signed off and completed. 

 
389. The project director was the person from within NHSGGC who oversaw 

contractual compliance and was responsible for all the paperwork confirming 

this. 

 
390. the delegation of authority to the Project Director would be set out in written form. 

It would be contained in a number of documents, yes. It would be the Board 

scheme of the delegation in the context of financial standing orders, it would 

be the administrative standing orders. There would be specific responsibilities, 

you know, laid out in other schemes, as I said before, like the Director of Public 

Health has responsibilities. There were other specific responsibilities that were 

in jobs, etc., and then there was the custom and practice of how people carry 
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out their job and how they (a) reported and (b) were performance managed. 

 
391. Prior to 2018, when you state that you have obtained government documents, 

“organograms” which show actual schemes of delegation, the organigrams in 

my time – which I’d say changed probably every 18 months/two years for 

structural reasons and other changes – they didn’t contain a narrative under 

the job title. Clearly, after 2016, which I can understand in 2018, the 

introduction of community health and care partnerships and the transfer of 

responsibilities from the Board to these integrated joint Board-- they would 

require you to publish a completely new scheme of delegation because, in 

essence, you know, 45 per cent of the Board’s statutory responsibilities were 

being discharged by this integrated joint Board, which, in itself, was a legal 

entity. 

 

392. So, you would have to have had that clarity and, going forward, that wasn’t 

the position up to 2016 where the Board was predominantly the Board, and, 

in my last year, 2016-17, the integrated joint Board was just established but 

they didn’t have their own fully delegated functions and their independence. I 

mean, now- you know, today in 2025, they are spectacularly independent of 

the Board. I mean, they take decisions in their own right and they kind of-- well, 

they are legal entities in their own right, so I can understand why in 2018 there 

would have been an attempt to explain the Board chief executive’s 

responsibility versus the chief operating officer of Glasgow City, and no doubt 

the chief executive’s job description would alter to reflect all of that so-- but, 

before that, no. I mean, when I became chief executive in 2009, we had the 

operating systems in place and they continued, so you know, when I became 

chief executive and replaced Tom Divers, Jane Grant replaced me and so she 

just sat in the chair and took the responsibilities that I had, and she worked to 

me in the same way that I worked to Tom Divers.  

 

393. There’s not a single document that would list the 600 things I could do versus 

the 450 things that you could do. 
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394. I have been asked whether this would all be produced in the reports that went 

to the Board to keep them updated, and whether this would have been 

discussed with me. I would say no, not to the extent that it now transpires it 

wasn’t done. 

 
395. I have been asked where responsibilities sat for asset tagging. I am not sure 

what responsibilities Multiplex had in relation to asset tagging. I would assume 

they would have some responsibility in relation to the fixed assets, but the 

majority of asset tagging was us moving in equipment and systems for 

maintenance and all the IT equipment. So, there would have been, an element 

of shared responsibility for asset tagging. 

 
396. I have been asked whether I was aware of the decision to proceed to use Horne 

taps within the hospital following neonate deaths at a hospital in Northern 

Ireland. I have been advised there was a meeting held in June 2014 with Horne 

representatives in HPS and HFS and others to discuss this. No, I wasn’t aware 

of it at the time. I believe I was subsequently briefed at a project meeting that 

the issue had been highlighted and the meetings had been held and a 

resolution agreed. 

 
397. I have been referred to the minute of the meeting where it states at 5.3: 

 
“It was unanimously agreed that, as the taps installed within the new 

build development had complied with guidance current at the time of 

specification and briefing that the hospital was in the process of being 

commissioned, it should be regarded as being in the ‘retrospective’ 

category not ‘new build’. There was no need to apply additional flow 

control facilities or remove flow control straighteners, and any residual 

perceived or potential risk would form part of the routine management 

process.” 

 

398. This was mentioned to me when I had a meeting with the project director. 
 
  

Page 110

A53987958



109 

 
Witness Statement of Robert Calderwood: Object ID: A51285650 
 

399. It states that any residual or perceived or potential risk would form part of the 

routine management process. In terms of whose responsibility this would have 

been, if you look at the attendance list, it would have been Ian Powrie, as the 

site maintenance manager. It would be the director of facilities’ responsibility 

to ensure that the task was delegated and specified, but in the context of 

people that attended the meeting, came to that conclusion and then left the 

room then the person that left the room, having been party to taking that 

decision, who needs to make sure that the maintenance programme was 

done, is Ian Powrie. 

 
400. I have been asked if I was aware that a maintenance plan was not put in place. 

From reading the media, it would appear that lots of things were not done that 

are a surprise to me. There were two stages. The project director advised me 

at one of our monthly meetings that this issue of the taps had come up where 

he had facilitated the meeting, hence why you had Health Facilities Scotland, 

Health Protection Scotland, all these people external to the organisation 

present. He mentioned the conclusion of this meeting to me on passing. Now, 

I have no technical knowledge that would say, “Well, I disagree with all of that.” 

I was assured that having had the problem drawn to our attention, we had 

taken the right steps to address it. 

 
401. The project was awash with money. Nothing financial was ever an issue. Had 

David Loudon came to me and said, “Alan Seabourne and the team took this 

decision back in 2011,” which was right in 2011 and in 2014 Health Protection 

Scotland and Health Facilities Scotland say, “No, it’s wrong, it’s going to cost 

us a million quid to rip out all these taps to put new taps in,” it would have been 

a million quid and on we would go. I cannot comment on the reason why the 

decision to keep the taps was taken, you would need to ask the people that 

were present at the meeting. According to the minute, they were quite happy 

at the conclusion they came to. 

 

402. You have asked me if I was ever told people were grossly overworked with 

problems at the opening why did you not provide more budget? Why did you 

then insist the overworked staff should have their numbers cut further? 
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403. I was never told people were grossly overworked and I have no understanding 

what they mean by “opening budget” because everything up until May 2015 

was provided by the Board as a budget over and above the operational 

director’s running costs. So, if you were running the Southern General, you 

had your Southern General budget; nothing that happened at Queen Elizabeth 

cost you any money. The Board paid for that separately. 

 
404. So, during the commissioning period, as I explained at the last meeting, the 

Board provided something like – I think, off the top of my head – about £14 

million for double-running costs, so there was a team of 300 porters and 

domestics in the Queen Elizabeth cleaning it, while 300 porters and domestics 

worked in the Victoria, the Queen Elizabeth-- sorry, the Southern General and 

the Western. So, right up until the day the hospital opened, it was what we call 

double-running costs, right. 

 

405. So, you in your day-to-day job couldn’t be overworked because you weren’t 

doing anything over here at the Queen Elizabeth and, if your job was in the 

Queen Elizabeth, you’re only doing anything over there, right? So, if you felt 

you were being overworked because, in a hundred days, you’d all these tasks 

to do in this huge, big building, then you may have expressed that to your 

direct supervisor, but it never came back to me as, “The 14 million needs to 

be 16 million.” 

 

406. When the hospital opened in the first full year, 2015-16, it had a budget, but 

that budget was constantly altered in an upward direction because the hospital 

failed to hit the performance targets that the government set it. Now, we had 

asked for six months to run the new hospital in and we’d asked the Scottish 

Government Health Director to be taken off the national statistical monitoring, 

i.e. the 95 per cent of patients treated within appropriate times at A&E, right? 

So that the clinical teams could get to know the new environment, get to know 

each other, because “You used to work at the Western and didn’t know him, he 

worked at Southern General,” right? The government declined that because 

we were in an election period, and therefore, suddenly taking the biggest 

hospital in Scotland and not publicly demonstrating the figures every four 
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weeks was deemed not acceptable. 

 
407. So, from July 2015 onwards the hospital failed to hit targets, which we had 

predicted we would, and therefore we had support teams from our colleagues 

from the Scottish Government making helpful suggestions on a daily basis, 

you know, like, so, if one of the excuses was the pneumatic tube system from 

the A&E to the labs broke down and, as a consequence of that, your specimen 

took six hours to turn around instead of two, that was used as a reason as to 

why you breached the four hours. So, we were then instructed to put a porter 

on to stand by in case the pneumatic system broke down so they could run 

your specimen to the laboratory. That sounds ridiculous looking back but, I 

can assure you, on a nightly basis, that’s the kind of conversation we had. So, 

we had to redesign the porting services, so people were ported in. 

 
408. The first thing the Infection Control team did was they rubbished the infection 

control protocols for the single rooms so, when the hospital opened, it had 

adopted a model same as all the existing hospitals at the time. Domestics 

came in at 7.30 in the morning and they worked until 11, and they would clean 

all the areas and then they would go away and they would come back at 4, 

and then they would work until 8 or 9 and clean all the areas again after the 

daytime. And in between that time, right, so about eleven o’clock in the 

morning/four o’clock in the afternoon if there was a spillage in a ward, if a 

patient who had been sick, the nurses would just clean it up and, if we 

discharged you from the bed and put another patient in, the nurses would wipe 

down the bed. In fact, if you go to any other hospital other than Queen 

Elizabeth, that’s what happens. You’re discharged, nurses come in and they 

clean the bedframe, clean the bed, and then the next patient’s admitted, and 

that was the protocol for the Queen Elizabeth. 
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409. But the Infection Control team, the new team, took over and said, “No, because 

these are all single rooms, you have to treat the whole area as contaminated 

between patients, therefore, like a hotel room, the WC, the shower, the floors, 

the windows, all surfaces had to be cleaned.” Needless to say, nurses said, 

“Well, we don’t do that,” so the hospital then had to put in a full-time Domestic 

team. So, the domestic budget was increased. 

 
410. The Government brought out a new nurse staffing tool. We originally had a 

nurse staffing tool that had been given to us by the chief nursing officer for 

Scotland based on presumption of single rooms, and that was the number of 

all grades of nursing you had to have per ward, and that number increased 

when they redid what they call the patient acuity tool – you know, the patient 

dependency – tool in 2015. So, we had to put more nurses in so the budget 

for nursing went up. The junior doctors got a new deal where they did less 

hours on shifts, so we had to redesign the doctor shifts. You ended up with a 

few more doctors and various things. 

 
411. So, throughout 2015-16, the hospital didn’t have an absolute set and concrete 

budget, we had to keep reacting to these external things, so I have no idea 

where that comment would come from in that period. 

 

412. Regarding your question about cutting staff numbers; from where? Staff were 

coming in from four other hospitals.so there was never a number in the Queen 

Elizabeth to cut and, as I’ve just explained, at least four departments had the 

numbers increased so we actually recruited more people than we had in 2014- 

15 in 2015-16. 

 

413. I have been asked who would have ultimate responsibility for making the 

decision to keep the taps and whether it was a decision made at this meeting, 

or whether it would have had to have been made by the Board. From reading 

the minute, it says it was made at that meeting. Had the decision been to 

rip them out that would have been reported up through the project team to the 

Board because I would have had to justify to the Board why I was spending a 

million pounds, out with the project and why it wasn’t Multiplex’s responsibility, 

why it was ours. If they had come to the conclusion that the status quo was 
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not right it would’ve been escalated because that group could not spend the 

million pounds of the Board’s money. 

 
414. However, they came to the conclusion that “We’ve flagged a problem. We’ve 

talked about it. The building’s not actually covered by these regulations. 

Therefore, it’s no different to every other building in Scotland, so get on with 

it, but remember these taps need planned maintenance; make sure you factor 

that into your maintenance programme and your maintenance budget.” They 

left with the responsibility to have a maintenance plan going forward. It 

shouldn’t have been an issue. If they had said, “we don’t want that as a 

maintenance problem, that would have been reported to David Loudon. David 

Loudon can’t spend the money, so he would come to me, I would go to the 

Board and we would have spent the money. 

 
415. Most decisions of a very technical nature were devolved to the technical 

experts, and very little of it required reporting to the Board as a body corporate 

as opposed to individual directors and individual senior managers. So 

probably on average I got a verbal briefing, you know, maybe every six weeks 

from the project team. I would visit the offices, and they would show me 

drawings of where they were up to. They would say, “Oh, by the way, this come 

up” or “That come up,” and we would have a chat about it over a cup of coffee, 

and if at the end of that meeting there were things that had to get approved, 

then I would agree that the project director write to me with a recommendation 

for the changes, and that would then go in front of the committee, because the 

‘Project Board’s’ responsibility was for financial management, strategic 

change and the timeline. Not the detail of individual departments or rooms. 

 

416. The way we did things was to receive verbal briefings from the Project Team. 

As I said at the last meeting, depending on what the issue was, it would result-

- if it was something that required external approval, it would require the 

individual that I was speaking to prepare a paper with all of the arguments for 

and against what it is we were proposing. So, I think, again, we used that 

example when we were talking about the taps in the theatre suites where, if it 

had been a decision taken to do X, then, depending on the scale of X, it would 
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have started at different levels, and if it had required to come to my level, it 

would have been the subject of a paper which would then have gone in front 

of the Board. This was the case with everything that required to be actioned. 

 
417. The responsibility sat with the project team and the operational directors. As I 

say, there were hundreds of people involved in all of these discussions. From 

reading some of the stuff in the papers, quite a lot of people have got selective 

memories now as to what they actually did and didn’t do, but the bottom line 

was they were all there. The Board will be able to produce all the minutes of 

all the meetings these people attended that they now say they don’t 

remember, but they’re there. The Board have them, so if you sit at a meeting 

and you say, “That’s good for me,” and the project director then writes to 

Brookfield and says, “That’s good for us” that’s their job. Nobody outside that 

chain can actually come in and say, “Well, hang on, I know better than you lot 

that that’s not fine,” and that’s why the technical people supporting the project 

director, say, “Hang on, David, or Alan, you can’t accept that from the clinician 

because that’s contradictory to this or that.” So, there are meant to be checks 

and balances in the system. You know, “Multiplex can’t design that because 

that’s rubbish. It doesn’t even comply with these regulations” They’re all there 

and they all cross over and it should mean that you design the right thing and 

you get the right thing. 
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418. I have been asked what role the Board’s Water Safety Group would have 

played in relation to taps. In the context of minutes that I read, because it’s not a 

meeting I attended, I believe they should have been seeking annual reports 

from the kind of people who are accountable, they should have been seeking 

an annual report in 2016, for example, that the annual Legionella checks in 

relation to these taps, had been done, but the bottom line is it requires the 

technical people to bring these reports to them. They won’t necessarily have 

a checklist of the 101 things that maintenance should be doing with what 

frequency and when. Things have been coming out of the woodwork in the 

context of maintenance that has been quite clearly appalling. I can’t apportion 

responsibility as to why it’s appalling, but these are things which would’ve been 

deemed by me when I was working to be what I employ you to do, and if you 

don’t do them, then I don’t employ you. You know, I shouldn’t need to tell you, 

because you’re supposed to be telling me. 

 
419. I was aware of the list of things that the project team needed to do between 

occupation of the building, as a physical entity, and it becoming a clinical 

environment, and water certification was part of that and that breaks down, in 

my previous experience, into the kind of “mundane,” which is the Legionella 

and systems, and then the more technical, which is the water purification into 

the renal dialysis units or the MRI machines, which all need a certain purity of 

water. 

 
420. The fact that they brought in an external company in the April, to me, looks 

like what you would do before you get patients in. They got the report from 

DMA Canyon before we put patients in. The report raised a series of 

housekeeping issues and a series of issues, I understand, now, reading it later, 

and three quarters of it should just have been handed over to Multiplex to put 

right, and that should have been done before the patients were in. 
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421. To not personalise this, for the Estates Department to get the report, to 

commission it, pay for it and get it, was good. That was good practice. To then 

tell the project director in the context of opening the hospital, “Feel free to bring 

patients in next week because everything’s hunky dory” when the report says, 

“None of these are red flags, [i.e. you can move the patients in] but you should 

as a matter of urgency move to tidy these things up.” I can’t understand it. 

I cannot fathom people who were deemed by us organisationally to be 

competent, not doing it but I also can’t think of a check even put into the 

system that would have stopped it. 

 
422. I didn’t know the L8 Risk Assessment had been commissioned from DMA 

Canyon, and I didn’t know when they’d commissioned it. I had been assured 

that it had been done and that we could put patients into the building. 

 
423. In respect of the DMA Canyon Report of 2017, I think that report was dated 

after I left. I think it was commissioned in 2016 and part of me would think as 

a manager, that to commission a follow-up report is good business. I can’t 

understand how the same person can actually take the two decisions, which 

is, “Here’s the report. I’m doing nothing about it but let me have another one 

to confirm that I’ve done everything about it.” 

 
424. The person that commissioned the second report was the person that owned 

the first report and all I’m saying is, given that the individual was a competent 

person, with the right qualifications and appointed, why these two things are 

a disconnect in your mind? If I commissioned a second report, I think I might 

have remembered, “Hang on, what did I do with the first report? I better get 

that out and just confirm that I’ve done something.” 

 
425. I was not aware that the reports were not widely shared with everyone until 2018. 
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426. I have been referred to Bundle 14, Volume 1, Document 41, Page 464, 

which is a report done by Dr Stewart in 2015 regarding issues raised by the 

Infection Control doctors. This report was instructed by Dr Armstrong following 

the attempt by the Infection Control doctors to resign from their sessions. I 

was not directly aware of these resignations however I think Dr Armstrong may 

have mentioned it to me, that she was looking into these resignations. I was 

not provided with any details of these resignations or these concerns. I was 

told there was an issue with staff concerns about a colleague and a concern 

about how the health board was dealing with that complaint against a 

colleague. 

 
427. It has been put to me that from looking at the report, it states issues are mainly 

restricted to medical management, whereas there were a wide range of issues 

ongoing including concerns about the hospital environment as well. The issue 

that I was advised, that came out in the context of more public discussion was 

that when the hospital opened and the new Infection Control doctors were 

appointed to cover the needs of the new hospital, they sought to question every 

decision that had been taken during the construction seeking paperwork 

verification, audit trails because they were not convinced that the decisions 

that had been reached were fine. That audit trail was Annette Rankin and 

Craig Williams. Craig Williams was their boss at the time, and the issue 

therefore was described to me as being quite messy between “I don’t like him 

and I don’t like what he’s agreed to” and “I don’t like what you’ve built.” 

 
428. Annette Rankin left in 2009, but was replaced, so regarding your question 

about whether anyone outside of her replacement, or Craig Williams was 

involved in the audit trail, as an Infection Control nurse, you reported to the 

Infection Control manager – that’s Tom Walsh – so you had a professional line 

of reporting, right? So, if you were concerned about something or you didn’t 

think you had the knowledge for, then you would raise it through Tom. Well, I’m 

saying through Tom Walsh, you might go direct to a colleague who you thought 

knew the information, but your line would be to say to Tom Walsh, “Look, this 

has come up. I need some support,” you know, “I need some other people to 

give me input,” and Craig Williams would have been expected to do the same 
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thing. He would have been expected to speak to one of his colleagues who 

was more of an expert in that area, whatever the area was that was under 

discussion. 

 
429. At that stage, there’s not a lot you can do about it, in the context of there needed 

to be a professional resolution of what was right from an Infection Control point 

of view, what was acceptable and what was unacceptable, and that was being 

handled by the medical director. 

 
430. I was not directly involved in these issues however, I became involved, as I’ve 

said, with the bone marrow transplant issue because that, as far as I was 

concerned, they were more in the right than wrong in the sense that they were 

raising issues that we couldn’t, the operational team couldn’t rebut. I didn’t 

know their other concerns in detail. I, as I’ve said, personally only was ever 

briefed and asked to listen in to concerns on bone marrow transplant and 

infectious diseases re the isolation rooms. 

 
431. These were the two issues I was invited to participate in the discussion 

because, ultimately, I was going to be responsible for the outcome, if it was right 

or wrong. The other issues were not briefed to me in detail. Some would have 

been mentioned informally, but others, I never got the detail of, but 

fundamentally, going back to the starting point, people saying they wanted six 

air changes an hour in 2015 and 2016, when the board had accepted in 2011 

that it was going to have three plus chilled beams, was not an issue that the 

board was going to be addressing because, technically it can’t be addressed, 

plus it wasn’t wrong. The guidance said up to six. The board had accepted a 

technical specification, approved by its technical advisors, that was 

acceptable, but, that bit, which is, “Every room is always wrong until you get 

six,” was a debate that wasn’t going to go anywhere because the board wasn’t 

wrong. 
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432. The reference to the board means the board is a corporate body, it doesn’t 

mean all 32 members of the board sitting down in a room and taking a 

decision. the signing of the contract to Multiplex was a paper to the Board, right? 

The physical signing of the contract was me, the Project Director, and an array 

of legal, financial and technical experts who had been in Shepherd and 

Wedderburn‘s offices for about a week, putting all the contract documents 

together to result in the “contract signing”. 

 

433. Some of my language refers to the Board meaning the Body Corporate rather 

than the Board members sitting down, taking decisions because I’m signing 

the contract on behalf of the Board. The Board is the contractor. What the 

Board members would get is a paper on that we are signing. 

 
434. Bone marrow transplant and infectious diseases were different. If the Infection 

Control doctors said, “This room is not compliant,” and produced a standard 

that we can’t comply with, then they’re right, we’re wrong. We’ve got to react 

to that. We’ve got to change it. So, the arguments broke down into two. Then 

the two that I became involved in were ones where, quite clearly, the Infection 

Control doctors could have been right, and we had to understand why, if they 

were right, had we not dealt with it and, more importantly, what we were going 

to do with it now? 

 
435. I have been referred to Dr Redding’s statement at paragraph 94 where she 

advises she sought to raise her concerns in respect of ventilation with me and 

that I told her not to expect to reach a “gold standard” with everything. I would 

say I don’t recall meeting with Dr Redding in February or March 2017. I’m not 

saying I didn’t. I’ve known Dr Redding since 1997. We have rarely agreed on 

many things over the years, but I know her, so if she had approached me, I 

would not have declined her a meeting, but I don’t remember having one. The 

reference to the “gold standard”, that would depend on the context that came 

up. If she was talking to me about, “You have to get back to six air changes,” 

then I could well have said, “We’re not going to get back there. You can’t get 

the gold standard. You’ve got what you’ve got,”, but not in the context that we 

were not seeking to make sure that the environment was safe for patients. 
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Secondly, in respect of the comments she says I made regarding Dr Peters, 

“that Peters woman is creating problems,” I do not know Dr Peters, I have never 

met her and I do not believe I would have used that language in discussing 

another consultant with Dr Redding. 

 

436. I was not aware of any of concerns, Dr Peters was not a name that I came 

across. The original debate, as I understood it, back at the beginning was Dr 

Inkster, who had replaced Craig Williams. It was her that was wanting all of 

the drawings and all of the specifications going back to day one because she 

wanted to rewrite the Infection Control input into every one of these areas. I’m 

saying every one of these; that’s maybe exaggerating but significantly looking 

into things that were decided. They couldn’t be revisited. I think the attempt 

was trying to get her to focus on the here and now and not the past. So, Dr 

Inkster I knew about by name. Dr Peters was not a name I came into contact 

with, not to say that the medical director didn’t mention her in passing with the 

other doctors, but it wasn’t a name that stuck with me. 

 
437. There has never been a dispute about Dr Inkster’s approach, which is the one 

you read out to me, that we saw earlier. There’s never been a dispute about 

that because we moved the patients. Dr Inkster said, “Environment: 

unacceptable; outcome: months later,” maybe, in her opinion, too long, but 

“Outcome: patients moved,” tick. Dr Inkster was right to raise her concerns. 

The external validation and the production in a Scottish context of a technical 

specification that you should achieve, which we didn’t, was obviously 

validation of her point. 

 

438. In reply to how do you resolve clinical issues, the way I see it is that you cannot 

go back; the job is if you uncover a problem to find a solution. You cannot say 

‘this is all wrong put it back the way that it was’. That is not the real world, the 

real world is that if we have a problem have to say where we are and focus on 

resolving the problem. Going back to 2009 in my humble opinion is of no help 

to anyone, if the here and now is not clinically safe we have to see how you 

do go forwards. 
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439. In my role I offered comment on views, I did not have discussions with Infection 

Control Doctors, my discussions were with Jennifer Armstrong etc. I never met 

any Infection Control Doctors but I did know Dr Redding, going back some 20 

odd years.    

 
440. I believe, I did take steps to encourage staff to raise concerns, highlight issues, 

use the whistleblowing policy and processes. However, other people will be 

the judge of that. 

 
441. I was aware of the whistleblowing policy. In communication with the staff, we 

sought to publicise the existence of the whistleblowing structures. If you look 

at the organisational structures, they show how, for professional issues, you 

can come out of the managerial chain and go straight up the professional chain. 

So, if you’re a nurse manager at any level and you feel your concerns are not 

being taken account of, you can go to the director of nursing. That’s laid out in 

the professional structures. 

 

442. Obviously, you’re hoping that whistleblowing never occurs because your 

managers on the ground are open and involving everybody in everything, and 

therefore, in an ideal organisation, you shouldn’t have many instances of the 

need for whistleblowing because, whistleblowing, it’s first and foremost an 

admission of failure that your structures and the individuals you’ve got in these 

key posts are not delivering. 

 
443. I had left NHS GGC before the whistleblowing took place; however, I believe 

I was open to staff to raise concerns and use the policy. I think some of the 

gifts I received when I retired would suggest that the staff organisations 

thought that. 

 
444. I have been asked about Duty of Candour and Professor White’s evidence to 

the Inquiry that he, “discovered that the NHS GGC policy and statutory duty 

of candour has been written to impose a number of hurdles as a requisite to 

its operation above and beyond what is required by the statutory provision.” I 

haven’t been able to think of the duty of candour policy to which he refers. In 
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my view, the duty of candour is to be open and transparent in your dealings 

with the staff and with the public and, in the main, the government. It was as 

an organisation or as individuals. I believe we were always open and 

transparent. 

 
445. I can advise at the point I left in 2017; I had no understanding in respect of the 

risk of microbial contamination of the domestic water system or the 

management of this. I didn’t know anything about it. On the basis that there was 

a risk in 2017, I would have expected Estates to have been responsible for 

this. 

 
446. In terms of the ventilation system and its compliance with SHTM 03-01, I was 

of the opinion, having been advised by the team, that the ventilation system 

in the hospital was compliant with the regulations and was right for the patient 

mix that we had at that time. This would have been by Helen Byrne then it was 

Alan Seabourne and then it was David Loudon. 

 
447. When I retired in March 2017, the hospital was operating-- the Infection 

Control reports to the board were saying that it was below the Scottish 

average for infection; that indeed, in some aspects, it was the highest 

performing hospital against the standards that the government demanded that 

we publish; that we were reaching, in the context of the most compromised 

patients, so, for example, we were doing more kidney transplants in that 

hospital than we’d ever done in Greater Glasgow & Clyde because of the 

facilities and the environment we provided. The hospital was dealing with 

some of the most acutely unwell people in the West of Scotland, and it ticked 

the boxes in all of these reports to the board. The ventilation system, as 

designed, was never revisited after the debate about the Beatson and the 

infectious diseases. 
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448. At the time I left, I had no understanding of the issues concerning Ward 2A 

that have since come to light. 

 
449. Jane Grant, made a public statement to the BBC at the start of December 

2019. She said that she ‘inherited a difficult set of circumstances. I was her 

immediate predecessor but I have no idea what she means. It was not great 

when I left NHSGGC. When I retired in March 2017, in my opinion, there were 

two major outstanding items of challenge. The first was adult cancer services 

and the failure to resolve clinicians desire to go to QEUH, against the  

perception that it was not up to  standard. The second challenge faced by the  

the Board was the significant financial challenges. The Board received annual 

allocation uplifts but these did not always meet the underlying rate of inflation 

for business as usual. The Scottish Government would provide an uplift of say 

2% but if the underlying inflation was 4% the gap was classed as CRES – 

money did not leave Board but the Board had to do everything better to stand 

still. Sometimes CRES is easily achieved, laundry for example, being able to 

do the same thing but cheaper.  Another way would be through redesign, using 

day-care and not in patient care, this would save money. I recall when I retired 

, the Board faced significant financial challenges setting a balanced budget for 

2017/18; approximately half the budge was allocated to health and social care 

partnerships and the remaining allocation focused mainly on acute services. 

At time the pressure was significant and targets were not being achieved. 

Those were my big challenges. 

 
450. The Jane Grant interview that you have shown me was all to do with how the 

Board were dealing with patients, their relatives and the general public in 

respect of patients who had experienced infections while in patients at the 

QUEH.  The dates of these incidents were after my retirement. 
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Declaration 

 

 

I believe that the facts stated in this witness statement are true. I understand that 

proceedings for contempt of court may be brought against anyone who makes, or 

causes to be made, a false statement in a document verified by a statement of 

truth without an honest belief in its truth. 
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The witness was provided the following Scottish Hospital Inquiry documents 

for reference when they completed their questionnaire statement. 

 
 Appendix A 
 
 

A37459504 - Bundle 2 - Health Technical Memoranda  

A43273121 - Bundle 3 - NHS National Services Scotland: SBAR Documentation   

A43299519 - Bundle 4 - NHS Greater Glasgow and Clyde: SBAR Documentation 

A43293438 – Bundle 6 - Miscellaneous documents  

A47390519 - Bundle 11 - Water Safety Group  

A47069198 - Bundle 12 - Estates Communications 

A48890718 - Bundle 13 - Additional Minutes Bundle (AICC/BICC etc)  

A49525252 - Bundle 14 - Further Communications - Volume 1  

A47664054 - Bundle 15 - Water PPP  

A47851278 - Bundle 16 - Ventilation PPP 

A49342285 - Bundle 17 - Procurement History and Building Contract PPP  

A48235836 - Bundle 18 - Documents referred to in the expert report of Dr J.T. 

Walker - Volume 1 (of 2)  

A48946859 - Bundle 20 - Documents referred to in the Expert Reports by Andrew 

Poplett and Allan Bennett  

A49615172 - Bundle 26 - Provisional Position Papers  

A49676055 - Bundle 27 - Miscellaneous Documents - Volume 2  

A50002331 - Bundle 27 - Miscellaneous Documents - Volume 7   

A51308927 - Bundle 28 - Documents referred to in Impact and Infection Risk of 

QEUH and RHC site choice expert report by Allan Bennett  

A51483446 – Bundle 29 – NHS Greater Glasgow and Clyde Audit Reports  

A51598597 – Bundle 30 - Acute Services Review Papers 

A51785179 – Bundle 34 – Performance Review Group and Quality and Performance 

Committee Minutes and Relevant Papers  

A52498034 – Bundle 42 – Volume 2 – Previously omitted miscellaneous meeting 

minutes 

A52523997 – Bundle 43 - Volume 2 – Procurement, Contract, Design and 

Construction, Miscellaneous Documents  
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A50581587 - Hearing Commencing 19 August 2024 - Day 29 – 4 October 2024 - 

Transcript - Professor Thomas Steele & Dr Anne Cruickshank 

A50766285 - Hearing Commencing 19 August 2024 - Day 35 - 24 October 2024 –

Transcript - Professor Craig White 

A49847577 - Witness Bundle - Week Commencing 2 September 2024 - Volume 3  

A52240258 - Glasgow 3 - Counsel to Inquiry Closing statement - 20 December 

2024  
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The witness provided the following documents to the Scottish Hospital Inquiry for 

reference when they completed their questionnaire statement. 

 
Appendix B 

A52255780 – Bundle 43 – Volume 2 - Procurement, Contract, Design 

and Construction, Miscellaneous Documents 

A52255779 – Bundle 52 - Volume 2 – Miscellaneous Documents   

Appendix C  

Robert Calderwood CV 
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CURRICULUM VITAE - ROBERT CALDERWOOD 

PERSONAL DETAILS 

Name: . 

Date of Birth: 

Status: 

Home Address: 

· Home Telephone No: 

Mobile No: 

Email address: 

Secon~ary Education: 

Educational Qualifications: 

Further Education: 

Honorary Awards: 

Membership of 
Professional Bodies: 

I POSTS HELD 

1 April 2009 •- 31 st March 2017 

. Robert Calderwood 

Camphill Senior Secondary School, Paisley - 1·967 to 
1971 

6 'O' Grades and 3 'H' Grades 

- Scottish·.Higher National Diploma in Business 
Sfudies, Glasgow College of Technology 
Diploma of the Institute of_ Health Service Managers 

- Certificate of Health Economics, Aberdeen 
.University 

Honorary .Professorship, Adam Smith Business ~ 
School, University of Glasgow - 20~ 3 - 2..o \ -~ (fJ'Df..>5'!) 
Honorary'Degree of Doctor of~~ University of 
Glasgow - 2017"'5"'~ 

Member of Institute of Healthcare Management 
- Awarded Companionship in 2009 
- Chair Scottish Division IHM - February 201 2 - April 

2016 

Chief Executive - NHS Greater Glasgow and Clyde 

1 October 2005 - 31 March 2009 · Chief OperaJing Officer - Nf:-IS Greater Glasgow and 
Clyde Acute Service.s Division 

1 April 1999 - 30 September 
2005 

1 December 1997 - 31 March 
1999 

1 April 1993 - 31 March 1999 

Chief Executive - South Glasgow University Hospitals 
NHS Trust 

Chief Executive .- Victoria Infirmary NHS Trust' 

Chief Executive - Southe·rn General Hosp'ital NHS Trust .· 

1 
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CURRICULUM VITAE - ROBERT CALDERWOOD 

I POSTS HELD 

.. 1 January 1991 - 31 March 
1993 

1 March 1988 - 31 December 
1990 

13 _May 1985 - 28 February 
1988 

1 April 1981 - 12 May 1985 

\. 

April 1974 - 31 March 1981 

17 August 1971 -April 1974 

Unit General Manager - Southern General Hospital Unit 

Director of Property and Strategic Planning - Greater 
Glasgow Health Board 

Unit Administrator - Western/Gartnavel Unit, Greater 
Glasgow Health B·oard 

Administrator - Acute Services - Inverclyde District then 
Renfrew District, Argyll and Cly<;le Health Board 

Various administration posts in HR, District 
Administration and Hospital Administration, Argyll and 
Clyde Health Board 

Administrative Trainee, Western Regional Hospital 
· Board 

I NON-EXECUTIVE DIRECTORSHIPS 

Serr 2-db ... 2-C> 
- Skills for .Health and Justice Board - September 2012 -19resent 

(National Skills Council) 
NHS National Services Scotland - June 2013 - February 2017 

t)ihS~t. f'P~ - Q I ~ ?<)\:">c-
. ~ 

M_,µ ~'J5t~).~- A'!:\,?~St-f. ~~/".,v, -f,_ Dr,_ll'f,l-:l>fi,-l,(1J,:S - ---s;:~1\ .:k,if 

~Al 7.o'w 

2 
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Scottish Hospitals Inquiry 

Witness Statement of  

Dr Scott Davidson 

 

This statement was produced by the process of sending the witness a questionnaire 

with an introduction followed by a series of questions and spaces for answers. The 

introduction, questions and answers are produced within the statement. 

 

 

Professional History 

 

1. Please list your professional qualifications, including dates. 

 

1994 MB ChB University of 
Aberdeen 

1998 MRCP (UK) 

2007 FRCP (Glasgow & 
Edinburgh) 

2008 MD (University of 
Glasgow) 

 

2. Please give your chronological professional history, roles held, where and 

when. Please also provide an up-to-date CV. 

A. I have provided my professional history and roles held since 2006; 

 

2006- 2015 - Consultant Respiratory Physician, Lead Clinician Medicine (2011-

2015), Southern General Hospital (SGH), Glasgow 

 

2015 – 2017 - Clinical Director Medical Services, Consultant Respiratory 

Physician, Queen Elizabeth University Hospital (QEUH), Glasgow 

 

2017 – 2019- Chief of Medicine – South Sector, Consultant Respiratory 

Physician, Queen Elizabeth University Hospital (QEUH), Glasgow 
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2019- 2024- Deputy Medical Director- Acute Services, NHSGGC, JB Russell 

House, Gartnavel Royal Hospital, Glasgow  

 

2024- present, Executive Medical Director, NHSGGC Board, JB Russell House, 

Gartnavel Royal Hospital, Glasgow 

 
My CV 
 

B. Clinical Director for Medical Services – Queen Elizabeth University 

Hospital (QEUH) - 2015 

 

3. Please describe your role and responsibilities as Clinical Director for medical 

services in QEUH from 2015.  

A. I was the Clinical Director for Medical Services in the South Sector NHSGGC 

between the summer of 2015 and July 2017 with responsibility for 

approximately 100 Consultant Physician colleagues. I worked closely with six 

Lead Clinicians as well as two General Managers and two Clinical Service 

Managers within the Medical Directorate. I reported managerially to the general 

manager for medical specialties and professionally to the chief of medicine for 

South sector.  

 

Responsibility  

 

My role specifically related to the South Sector medical specialties. There are 

a number of services located within the South sector campus and my role did 

not include/involve service or workforce related responsibilities that were 

provided by the Regional/ Diagnostics or Women and Children's Directorate 

team.  

 

 

 

 

 

Role  
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In addition to my medical management role, I had a number of additional roles 

as Clinical Director; 

 

During this time, I led the successful integration of the clinical teams from four 

legacy sites (Gartnavel General, Western Infirmary, Victoria Infirmary and the 

Southern General Hospital). 

 

I was a member of Short Life Working Groups (SLWGs) looking at standardising 

job planning across NHSGGC as well as a group looking at the implementation 

of the electronic job-planning process. Through my clinical leadership the 

majority of our consultant colleagues now participate in electronic job-planning. 

 

I introduced the role of Chief Resident at the QEUH, and this has proven to be 

hugely beneficial. I met the Chief Resident weekly as well as attending the 

monthly Junior Doctor Forum.  

With the help of a Scottish Government Clinical Leadership Fellow, I led 

successfully the restructuring of our FY1, middle tier and senior rotas using 

feedback from the PCAT Professionalism Compliance Analysis Tool (PCAT) 

tool. 

 

I was asked to take on the Senior Responsible Officer role for a Transformation 

programme in addition to my Clinical Director role. Within this role I worked 

closely with external agencies: Scottish Government, North East 

Commissioning Support Unit as well as colleagues from across all disciplines 

at the QEUH, from Primary Care and senior managers from NHS GG&C.  

Through this work we successfully introduced: 

• Exemplar Ward Round Principles incorporating Criteria Led Discharge 

• Electronic Bed requesting 

• Emergency Management Assessment and Triage for patients arriving at 

the Immediate Assessment Unit (IAU).  

• Introduction of the ED Trakcare module in the IAU 
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• Introduced the target of 6-8 hour Length of Stay in IAU and 36 hours in 

ARU 1-5 

• Introduction of the short format Immediate Discharge Letter (IDL) based 

on previous work undertaken at the Royal Alexandra Hospital (RAH) in Paisley. 

• Introduction of the Elderly Care Assessment Nurses (ECAN) in the 

Assessment Unit for the assessment of the frail elderly patients  

• An electronic Repository for our Ambulatory Care pathways on the 

Clinical Knowledge Publisher 

 

I was a member of the Beatson Future Steering Group working closely with 

colleagues from both the Beatson West of Scotland Cancer Centre (BWoSCC) 

and the QEUH to ensure smooth lines of communication and a protocol for 

transfer to the QEUH of patients requiring additional medical support. 

 

Clinical Governance Medical Specialties South sector, Please see response 

to question 6 

 

4. Briefly, what groups did you sit on and what was the purpose of each of those 

groups? 

A.   As described above, I sat on several different groups including clinical governance, 

medical specialties and medical directorate meetings, in the main, these groups 

were in relation to organising/restructuring various clinical teams during this 

period of transition for medical services and specialty teams. 
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C. Chief of Medicine - South Sector 

 

5. Please describe your role and responsibilities as Chief of Medicine – South 

Sector.  

A. I was appointed as Chief of Medicine – South Sector in July 2017. The role of 

Chief of Medicine included: 

 

Operational Sector/Directorate management; 

 

Support and accountability to the Deputy Medical Director- Acute and Board 

Medical Director on a range of professional issues; 

 

In my role, I provided professional, clinical managerial leadership to medical 

staff within the South Sector and contributed to the overall vision, direction and 

performance of medical staff and their role in service delivery.   

 

The Chief of Medicine- South Sector had medical management responsibility 

for some 403 Consultant and SAS grade doctors as well as the NHSGGC out 

of Hours GP service.  

 

In my role, I reported directly to the South sector Director (Anne Harkness at 

the time).  

My other key responsibilities in this role were: 

• The revalidation, appraisal and job planning activities within the Sector 

to ensure that all doctors are fit to practice and that all doctors are aware of and 

discharge their professional obligations around fitness to practice. 

• Leading the clinical governance agenda for the Sector/Directorate in 

conjunction with the Chief Nurse. 

• Supporting the Deputy Medical Director Acute (Dr David Stewart) and 

Board Medical Director (Dr Jennifer Armstrong) in the efficient discharge of the 

Medical Director’s responsibilities in respect of a range of issues, including 
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professional accountability, revalidation and appraisal, clinical quality and 

patient safety, and corporate assurance. 

• In addition to our formal team structures, I set up a regular informal 

breakfast meeting with the Sector Clinical Directors. This was done to help 

develop a real team culture between us as well as an opportunity to share and 

learn from each other’s experiences. 

• I was also responsible for introducing Electronic Job Planning.  

Electronic job-planning was a significant undertaking and in addition to being a 

member of the Job Planning steering group, I delivered talks to our clinical 

leaders on the policy in 2018. In terms of local implementation of the electronic 

job planning software, we achieved an 87% sign off in 2018 which represented 

real progress. 

• Leading the development of a regular meetings between the sector 

teams and our (Primary Care) Community Cluster Quality Leads to enhance 

links between community and acute teams across the sector. 

• Worked closely with the Department of Medical Education in the 

development of the Chief Resident role and we appointed Chief Residents 

across the clinical services whilst I was CoM – South sector. 

 

6. Briefly, what groups did you sit on and what was the purpose of each of those 

groups? 

A  As Chief of Medicine- South Sector, I was part of the following groups; 

 

South Sector management team 

The South Sector Management was chaired by the sector director and 

consisted of senior managers and clinicians and was the main oversight group 

for the management and delivery of services within the South sector. 

 

 

 

South Sector Clinical Governance Group 
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The South Sector team had a single framework for clinical governance.  The 

purpose of the group was to ensure continual quality improvement, and 

assurance of patient safety within the Sector.  

 

The South Sector Clinical Governance group is chaired by the Chief of Medicine 

with membership comprising the Sector Director, Chief Nurse, Chief AHP, 

Clinical Directors and General Managers from each of the Directorates, with 

representation from Pharmacy, Infection Prevention and Control, Complaints, 

Clinical Risk, and Clinical Effectiveness.  

 

In addition to the above, each of the South sector sub-directorates has its own 

specialty specific Clinical Governance arrangements and Quality Assurance 

processes.  They report into and are accountable to the South Sector Clinical 

Governance group.   

 

The sub-directorate clinical governance meetings are chaired by the Clinical 

Director with the general manger, lead nurses, lead clinicians and other multi-

disciplinary team members in attendance.  

 

Terms of Reference- South Sector Clinical Governance Group (Bundle 52, 

Volume 2, Document 33, Page 437) 

 

Job Planning steering Group 

This group oversees the Job Planning policy for doctors in NHSGGC.  An 

example of its work is highlighted above in relation to the introduction of the 

electronic job planning process. 

Various groups looking at urgent care including with external partners  

I was involved in a number of groups overseeing the redesign of urgent care 

in NHSGGC with the opening of the QEUH.  This involved working with 

colleagues from NHS England (the North East Commissioning Unit), these 

groups were established due the challenges in urgent care after bringing the 

legacy sites together in 2015. 
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D. Deputy Medical Director for Acute Services – 2019 

 

7. Please describe your role and responsibilities as Deputy Medical Director for 

Acute Services. 

A. I was appointed as Deputy Medical Director for Acute Services in 2019, and I 

reported to the Chief Operating Officer for Acute services (Jonathan Best at the 

time). My key responsibilities included: 

 

• Provision of high-level expertise and advice on clinical matters and 

medical management to the Chief Operating Officer and Board Medical Director 

to inform strategic direction within Acute Services and the Board. 

• Leadership on Clinical Governance for Acute Services.  

• Acute Services medical workforce planning including e-Job and team job 

planning  

• Provision of advice on professional issues and collaborative working with 

the Deputy Responsible Officer, Sector/Directorate Chiefs of Medicine and the 

Deputy Medical Director- Corporate on a range of issues.   

• Leadership on transformational change across Acute Services to 

support the Moving Forward Together blueprint. 

 

During this role, I faced many challenges, one of the first of which was the Covid 

19 Pandemic in which I provided clinical leadership across the Acute Sector, 

undoubtedly one of, if not the most challenging period I will ever encounter in 

my professional career as both a clinical leader and clinician.  

 

Later in 2019, the NHSGGC Board was escalated to Level 4 of the NHS 

Scotland Performance Framework in response to Infection Prevention and 

Control issues, Unscheduled Care and Finance.  

 
 

8. Briefly, what groups did you sit on and what was the purpose of each of those 

groups? 
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A.  There were a number of groups which I sat on during this time. The key groups 

have been listed below.  

Name of Group Purpose  

Senior Management 
Group 

This group was chaired by the 
Chief operating Officer and 
consisted of all Acute sector 
directors.  

Access Senior Team 
Meeting 

This group predominantly dealt 
with issues relating to Planned 
care (elective surgeries), for 
patients and adherence to 
national guidelines relating to 
Waiting Time guarantees and 
Treatment Time Guarantees  

Acute Infection Control 
Committee 

This was a key group in providing 
assuring around the monitoring of 
infection and surveillance activity 
to reduce and prevent infections 
across mainly NHSGGC Acute 
hospitals. The group also 
received reports from local 
service around outbreaks and 
investigations. I believe the 
Inquiry team has a full set of 
minutes of these meetings. 

Acute Clinical Governance 
Forum 

The Acute Clinical Governance 
Forum included Clinical Leads 
from a variety of disciplines 
including medical, nursing and 
infection control from across the 
Acute sector.  

Acute Tactical Group 
 
 

This was a key group established 
of clinical and non-clinical 
colleagues overseeing the Acute 
sector response to the covid19 
pandemic 

Strategy Executive Group 
(SEG) 

Set up to provide oversight of the 
COVID-19 pandemic and 
received reports from the above 
group and HSCP Tactical Group  

 

E. Governance Reporting Structures within NHS GGC 

 

9. For the period you have been employed by NHS GGC please explain how the 

governance structure and reporting lines to the NHS GGC Board and its first 
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line of subordinate committees received information and made and authorised 

decisions in respect of (a) the safe and efficient operation of the water and 

ventilation systems of the QEUH/RHC, (b) the management and reduction of 

risks to patient safety from infections that had the potential to be connected to 

the environment (particularly the water and ventilation systems) of the 

QEUH/RHC, (c) the need for and authorisation of works to improve or remedy 

deficiencies in the water and ventilation systems of the QEUH/RHC and (d) the 

processes put in place to ensure that disclosure by staff of evidence of 

wrongdoing, failures in performance or inadequacies of systems was 

encouraged and reacted to by the Board to ensure that the safety of patients 

and the best value use of public funds were protected. 

You should be aware that Hearing Bundle 13 contains minutes of the Board 

Infection Control Committee and the Acute Infection Control Committee and 

that Hearing Bundle 11 contains minutes of the Board Water Safety Group. 

A. I think it would be helpful for me to set out some of the governance 

arrangements that exist with NHSGGC and how reporting of issues is escalated 

to various groups and committees. NHSGGC is the largest Health Board in 

Scotland, employing over 41,000 staff. To put this into context, the South Sector 

directorate alone is bigger than other Health Boards across Scotland. Given the 

size, it is therefore a critical requirement to ensure governance systems are 

embedded within the local as well as Board structures.  

 

 

a) I am currently the Executive Medical Director and Responsible Officer for NHS 

GGC, and I report directly to the Chief Executive and provide professional 

advice to the Board as well as medical leadership to medical professionals 

across NHSGGC. I took up this post in October 2024. I do not hold 

responsibility for Infection Control as from January 2020, this was re-

configured with the Nurse Director assuming the HAI Executive Lead role.   

 

b) Our management structure includes an Acute Division consisting of 6 

directorates (South, North, Clyde, Regional, Diagnostics, Women and 

Children). As mentioned earlier, I was located in the South Sector directorate 
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from my appointment as a Consultant Physician as well as my Clinical 

Director and Chief of Medicine roles. Each directorate is managed by an 

Acute Director, supported by a Chief of Medicine and a Chief of Nursing (the 

triumvirate structure) and the Acute Directors then report to the Chief 

Operating Officer for Acute services. The Chief Operating Officer then 

reports directly to the Chief Executive. 

 
c) Within the Acute Division, front line clinical services were delivered by 

 consultant teams, within a local management structure of clinical leads 

reporting to a Clinical Director for each service. The Directorate will (usually) 

be led by a “triumvirate” of Clinical Director, Lead Nurse and General 

 Manager. Each Clinical Directorate varies in size and geographical 

area of responsibility but all report through a Sector triumvirate structure 

consisting of a Sector Director, Chief of Medicine and Chief Nurse. Each 

Sector Directorate then reports to the Chief Operating Officer, Deputy 

Medical Director (Acute) and Deputy Nurse Director. The reporting line is 

then to the Chief Executive, Executive Medical Director and Executive Nurse 

Director. 

 
d) There are also 6 Health and Social Care Partnerships with each partnership 

being led by a HSCP Director. The HSCP Directors are accountable to both 

the NHSGGC Chief Executive and the respective local Authority Chief 

Executive. 
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e) Separation regarding clinical decision making and the governance  structure 

 
Clinical decision making is the responsibility of individual consultants (or 

primary care physicians) working within multi-disciplinary teams. Governance 

structures support clinicians in decision making through oversight of clinical 

guidelines and guidance, maintaining policies on investigation of serious 

adverse events (SAERs), managing the incident reporting system (Datix) and 

supporting the sharing of learning and best practice across the system. I have 

described the system of “clinical governance” in NHSGGC below back in 2019 

(see Figure 1). As part of the review of the Clinical Governance Policy, the 

Corporate Management Team was included with the overall governance 

structure.  

 

Clinical Directors have delegated responsibility for oversight of clinical 

governance within their service, including oversight of morbidity and mortality 

meetings, review of clinical incidents and ensuring that policy is followed 

regarding Duty of Candour, commissioning and conclusion of SAERs and 

provision of reports to the appropriate Clinical Governance meetings. Summary 

reports from local meetings are discussed at the Divisional Clinical Governance 

Forum which then report to the Board wide Clinical Governance Forum chaired 

by the Executive Medical Director.  
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Figure 1 

 

 

 

f) Within my roles prior to 2019 I had no involvement nor responsibility for RHC 

and therefore unable to answer any questions relating to this. 

 

g) In relation to Infection, Prevention and control, there is a “Governance and 

Quality Assurance Framework for the Infection Prevention and Control 

Service” which was developed in 2019. It is sometimes referred to as the 

“Assurance and Accountability Framework document”.  This document sets 

out NHSGGC’s arrangements for surveillance, prevention, treatment and 

control of communicable diseases. It also describes the escalation 

processes within NHSGGC from “Ward to “Board”. There are also a number 

of groups/ committees which provides governance and assurance on how 

and when infection control issues are discussed and escalated. 
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h) I have outlined below my specific response to the questions that have been 

asked during my role as Chief of Medicine and Deputy Medical Director Acute 

Services. 

Chief of Medicine – South Sector in July 2017 

The safe and efficient 

operation of the water 

and ventilation 

systems of the 

QEUH/RHC 

I was not involved and I am not 

technically qualified to advise on 

these issues.  

The management and 

reduction of risks to 

patient safety from 

infections that had the 

potential to be 

connected to the 

environment 

(particularly the water 

and ventilation 

systems) of the 

QEUH/RHC, 

I was not aware of any issues 

relating to water and ventilation 

systems at this time. 

  

The need for and 

authorisation of works 

to improve or remedy 

deficiencies in the 

water and ventilation 

systems of the 

QEUH/RHC and 

I was not aware of this issue or 

need at this time other than 

becoming aware of the need for a 

ward in RHC to decant to ward 

6A in QEUH to allow work to be 

undertaken. 

The processes put in 

place to ensure that 

disclosure by staff of 

evidence of 

wrongdoing, failures in 

I can only comment on this from 

when I was working at the QEUH. 

I believe across the clinical teams 

that I was responsible for, I have 

always encouraged open 
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performance or 

inadequacies of 

systems was 

encouraged and 

reacted to by the 

Board to ensure that 

the safety of patients 

and the best value use 

of public funds were 

protected. 

discussion and to report any 

issues or concerns. Outwith this, 

the Board has a number of tools 

in place. This would include 

escalation to immediate line 

manager, incident recording on 

DATIX along with policy for the 

management of Significant 

Adverse Events (SAER) as well 

as whistleblowing where this is 

required.  
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Deputy Medical Director- Acute Services 2019  

 

The safe and 

efficient operation 

of the water and 

ventilation 

systems of the 

QEUH/RHC 

This was the time, I became aware that 

some rooms did not have 10 Air 

changes as outlined in the 

specifications. 

 

I was involved in discussions around 

positive and negative pressure rooms 

at the QEUH site.  

 

 

 

The management 

and reduction of 

risks to patient 

safety from 

infections that 

had the potential 

to be connected 

to the 

environment 

(particularly the 

water and 

ventilation 

systems) of the 

QEUH/RHC, 

I was part of the Acute Infection 

Control committee, and we received 

assurance around the level of infection 

across all of our hospitals (including 

QEUH/ RHC) alongside actions and 

mitigations that were taking place. The 

governance arrangements for this 

reporting have been set out in the 

Infection, Prevention Control 

Framework document which I 

mentioned earlier. Reports would then 

be discussed at the Board Infection 

Control Committee which was chaired 

by the Board Medical Director.   
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The need for and 

authorisation of 

works to improve 

or remedy 

deficiencies in the 

water and 

ventilation 

systems of the 

QEUH/RHC and 

I was aware of the work to assess and 

rebalance pressure cascade on wards, 

authorisation of any type of work to 

improve/ remedy any deficiencies 

would be through the Estates and 

Facilities Team. I was not involved in 

any authorisation works.  

The processes 

put in place to 

ensure that 

disclosure by staff 

of evidence of 

wrongdoing, 

failures in 

performance or 

inadequacies of 

systems was 

encouraged and 

reacted to by the 

Board to ensure 

that the safety of 

patients and the 

best value use of 

public funds were 

protected. 

In relation to Infection, Prevention and 

Control, there was a professional 

reporting line which had been 

established for Medical Microbiology to 

escalate any concerns or inadequacies 

of systems. Concerns would be 

reported through the general 

management structure within the 

Diagnostics Directorate team (as this 

is where Medical Microbiology sat at 

the time)  

 

I have always encouraged colleagues 

to report any issues or concerns as 

described earlier.  
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10. Please explain what informal and formal meetings or groups met outside the 

structures you have described in the previous question that made decisions 

about the issues listed in Question 2. 

A. I am responding to this question based on Question 9 and not Question 2. I am 

not aware of any other informal groups that I was directly involved in at the time.    

 
2017-2019  

Chief of 

Medicine -

South 

Sector  

 

I was aware of the need to decant a Ward (2A) 

from RHC to 6A QEUH. 

2019 

onwards- 

Deputy 

Medical 

Director- 

Acute 

Services  

 

As part of my Deputy Medical Director- Acute 

role, I was asked to attend various Incident 

Management Teams during 2019.  

 

The IMTs for infection control were set up in line 

with the guidance that was included in the 

Infection, Prevention and Control Accountability 

Framework and there would be a minute of each 

IMT available. 

 

I was involved in the discussions around risk 

assessment for Ward 4c in relation to suitability 

of the ward for the patient population, I have 

attached the risk assessment below. 

 

Risk Assessment  
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11. How was it decided which issues, decisions and reports would be escalated to 

the full Board or one of the first line of subordinate committees? 

A. I have assumed that by Subordinate committee, you are referring to standing 

committee and therefore answered the question on this basis. There is a 

structure chart available which shows all of the Standing committees that report 

into the Board. 

 

It is the responsibility of the chair of the particular subcommittee to prepare a 

report/approved minutes for the first line subordinate committee and then in turn 

that first line subordinate committee reports to the full Board.  All committees 

have an agreed annual cycle of business.  

 
 

12. What procedures were put in to ensure all significant questions about the issue 

listed in Question 9 were being taken to the Board or one of first line of 

subordinate committees, discussed and actioned?  

A. In relation to Question 12, most if not all the issues relating to the “first line of 

subordinate committee would fall under the remit of mainly one committee. This 

would have been the Clinical and Care Governance Committee. This can be 

seen in Section E, Question 9, figure 1.  

 

I was not a member of that committee at the time; therefore, I am unable to 

comment around exact process around what actions were taken/discussed 

through it.  

 

  

Page 150

A53987958



 
WITNESS STATEMENT – DR SCOTT DAVIDSON – A51589946 

 
 20 

 

13. What procedures were put in place by the Board to ensure monitoring, progress 

and resolution of issues related to the list in Question 2 that had been reported 

to the Board or one of first line of subordinate committees? 

A. During my time as Chief of Medicine, (2017- 2019), I did not have membership 

of any of the subordinate committees of the Board as my role was sector based. 

I am therefore unable to answer this question for this time period. I would also 

like to state that shortly after my appointment to Deputy Medical Director- Acute, 

the Board was escalated to Level 4 of the Performance Assessment 

Framework. I think this happened in November 2019. With this now in place, 

the reporting of issues and oversight changed, and I was asked to support new 

arrangements through the oversight board and its subcommittees.  

 

I have attached the Board paper from February 2020 which provides further 

detail on these arrangements (Bundle 42, Volume 4, Page 1488).   

 

Oversight Board  

 
 
14. Please refer to Dr Redding’s witness statement at paragraph 186 – Witness 

Bundle – Week commencing 26 August 2024 – Volume 3 (External 

Version), Document 2, page 122). Dr Redding states, “The SMT and Clinical 

Governance Committees take decisions on what information is discussed at 

meeting of the full board.” Is this statement correct? Please explain your 

answer. 

A.  I refer back to the question response which I gave earlier. It is the responsibility 

 of the chair of the particular subcommittee to prepare a report/approved

 minutes for the first line subordinate committee and then in turn that first line 

 subordinate committee reports to the full Board.  All committees have an agreed 

annual cycle of business. 
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15. Please refer to the NHSGGC Audit Scotland audit reports 2016/17 and 2017/18 

(Bundle 29, Document 13, Page 485 and Bundle 29, Document 14 Page 

532). What led to the changes in the Board’s governance structure in 2016/17, 

specifically the establishment of new committees and the subsequent 

requirement for the chairs of the standing committees to update on discussions 

and decisions made at their respective committees (see audit report 2017/18 – 

Bundle 29, Document 14, Page 523 at page 541)? Was the Board satisfied 

that the implementation of these changes enhanced and strengthened 

governance at GGC?  

A. Please note my response to Question 2. 

 

I was not a member of the Board in 2016/2017, as I was working in the South 

Sector as Clinical Director and based at the QEUH. I cannot respond on behalf 

of the Board in response to this question.  

 

I was not a member of the Board in 2017/2018 as I was working in the South 

Sector as Clinical Director/ Chief of Medicine- South Sector and based at the 

QEUH. I cannot respond on behalf of the Board in response to this question. 

 

a) In your statement at question 9(ix) you state that you were not involved in the 

water and ventilation systems of the QEUH/RHC and the management and 

reduction of risks to patient safety from infections in your role as Chief of 

Medicine in 2017. When you became aware of issues with air change rates, 

in your role as Deputy Medical Director in 2019, what was your initial 

reaction? Were you concerned that guidance had not been followed? 

A.  When I became aware of the issue with air change rates I was concerned and 

wanted to understand the potential significance of this.  
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b) Did you have concerns in respect of patient safety arising from your  

 knowledge that the single rooms of the hospital had been deliberately built 

with a ventilation system that supplied air at half the rate than that called for 

by Scottish Government Guidance? What steps did you take to ensure the 

infection risk to patients was reduced? 

A. I was not aware of any deliberate attempts to deliver a ventilation  system   

that did not meet the guidance and specification. 

 

I chaired AICC and through this we had regular IPC updates, see S1d. as an 

example of work, I was involved in and as part of a wider team to develop a 

patient placement policy, agreed May 2020. 

  

As a clinician, I always take my personal role in minimising risk to the patients 

that I care for incredibly seriously by following infection control practices such 

as good hand hygiene and wearing appropriate Personal Protective 

Equipment (PPE). I had also previously practiced in hospitals with nightingale 

wards and I saw the move to a hospital with single rooms a real positive in 

relation to Infection control practices and patient care. 

 
  

c) With reference to your discussions surrounding positive and negative 

pressure rooms mentioned in the box in response to Question 9(h) (a), what 

was the nature of the discussions, when did they take place and who did they 

take place with? 

A. I am sorry, but I can't recall the dates of the conversations that took place in 

 relation to rebalancing positive and negative pressure rooms, but would  

 have involved colleagues, including those from estates explaining the  

 position and the need for this to be addressed. 

 
 

d) With reference to the assurances you report receiving around the level 

of infection across all hospitals including QEUH/RHC (Question 9(h) (b)), 

can you identify from the meetings of the AICC that that you chaired from 

20 September 2019 onwards (Bundle 13, Document 23, Page 177) or 
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attended (see Bundle 13, Document 22, Page 169) what these 

assurances were and from whom they were received? 

A..  In the minute of 20th September 2019, as well as other AICC minutes, there 

is a set structure and standard items of business which provide a GGC wide 

picture in relation to IPC including sector updates detailing any issues and 

actions taken. Updates are given by the members of the AICC representing 

their sector. 

 

e)  Why does the minute of the AICC on 20 September 2019 (Bundle 13, 

Document 23, Page 177) not contain any report of the change in the chair of 

the Gram Negative Bacteraemia IMT in Ward 6A on 23 August 2019 or the 

reasons for it? Were you aware of this change and why it took place? 

A.  I do not recall when I became aware of the change of IMT chair and I do not 

know why this change was not discussed at this meeting. 

 

 
f). Were you aware of concerns raised by Infection Prevention Control and 

microbiology colleagues (including Dr Inkster and Dr Peters) before you took 

up your role in 2019? What do you recall about these concerns? To what 

extent were these valid concerns? 

A.  I do not recall specific concerns being raised with myself pre-2019 
 
 

g). In your answer to question 10 you refer to the risk assessment for airborne 

pathogens which you undertook in respect of Ward 4C in 2020. This risk 

assessment considers the risk associated with not having the appropriate air 

change rate in the ward as set out in the guidance and list the subsequent 

improvements/modifications. Were you satisfied that these modifications 

mitigated the risk to patients from being in an environment which was 

substandard to that recommended in the guidance? 

A.  The risk assessment was undertaken by a number of colleagues, and I was 

content with this. 

 
 

h). Has any risk assessment for air borne pathogens been carried out for the 
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single rooms of the hospital outside Ward 4C had been deliberately built with 

a ventilation system that supplied air at half the rate than that called for by 

Scottish Government Guidance? 

A.  I am not aware of any additional risk assessment for single rooms  outwith 

4c, as previously mentioned there was work done around patient placement in 

the hospital. 

 

F. Issues at Queen Elizabeth University Hospital (QEUH) 

 

16. The Inquiry has information that you chaired a meeting concerning the Health 

 and Safety Executive Improvement Notice - Ward 4C - dated 17 December 

 2019. What was the purpose of the meeting? Who attended the meeting? What 

 was discussed? Can you provide a copy of the minutes to the Inquiry? 

A. I am sorry but I do not recall chairing a meeting.   I did meet with clinical and 

Health and Safety colleagues to discuss the notice and of course there was a 

subsequent multidisciplinary risk assessment undertaken.  
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17. Did you gain insight into ventilation requirements in the healthcare environment 

from the meeting? What were you made aware of? Were technical aspects of 

the ventilation system explained to you at this time, or at any other time? What 

was explained?  

A. I am aware of the broad principles in Scottish Health Technical Memorandum 

03-01 which sets out guidance on maintenance and operation of specialised 

ventilation in healthcare premises providing acute care, namely 10 ACH. 

 

The above memorandum is a technical document, and I do not have specialist 

knowledge on this. What I do know is that some of the rooms in the QEUH/ 

RHC had not been developed to SHTM standards  

 

A risk assessment was carried out and is attached. 

 

18. Were clinicians made aware of the work being done by the Estates and 

Facilities Team, and what it was hoped to achieve? Were you made aware of 

the work being done by the Estates and Facilities Team, and what it was hoped 

to achieve? If not, can you say why? What work was being done to the 

ventilation system in ward 4C? 

A. The clinical lead and Clinical Director were both aware and involved in the risk 

assessment for Ward 4c.  Documentation included. 

Ward 4C Assessment and Action Plan (Bundle 20, Document 73, Page 

 1534) 

Ward 4C Summary for SHI (Bundle 52, Volume 2, Document 27, Page 386) 

Ward 4C Risk Assessment (Bundle 20, Document 62, Page 1428) 

Ward 4C and other levels summary for SHI (Bundle 20, Document 1,  

Page 8) 
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Please see (Bundle 13, Document 101, Page 772). 

19. QEUH was placed in special measures, Level 4 for Infection Prevention and 

Control in November 2019. Professor Marion Bain was appointed Healthcare 

Associated Infection (HAI) Executive Lead, and any issues were to be reported 

to you in the first instance. What issues were reported to you and by whom? 

What actions did you take as a result? 

A. The majority of the conversations I recall with Professor Bain were around 

patient placement with the onset of what was to become the covid19 pandemic 

when we were admitting and isolating potential patients within the QEUH; we 

corresponded around a specific patient placement issue and concern in 

January 2020. I do not believe I was the 1st recipient of other situations.   

 

Patient Placement Document (May 2020) (Bundle 52, Volume 2, Document 

28, Page 390). 
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G. The Acute Infection Control Committee (AICC) 

 

20. You joined the Acute Infection Control Committee (AICC) around June 2018, 

and thereafter from time to time chaired the AICC. Please describe the function 

of the AICC. What did your role as Chair involve?  

A. The AICC Terms of Reference is described in the “Governance and Quality 

Assurance Framework for the Infection Prevention and Control Service 2019”. 

I believe the inquiry already has a copy of this document. The main objective of 

the AICC is to: 

• To reduce the risks of healthcare associated infection to patients, 

relatives and healthcare workers by: 

• Reporting to the BICC on any matter which has wider infection control 

implications for the services. 

• Support the local infection control team in discharging their 

responsibilities by identifying resources and facilitating changes in work 

practice.  

ii)The Terms of Reference for the AICC are 

• Monitor and review the epidemiology of alert organisms and patients with 

alert conditions and ensure action taken. 

• Devise and approve the individual site-specific aspects of the Annual 

Infection Control Programme and implementation plan. 

• Assist in the implementation of policies. 

• Monitor compliance with infection control HEI standards.  

• Report to the BICC any identified infection control incidents or 

outbreaks. 

• Report to the BICC any unresolved infection control risks or 

challenges. 

• Assess local risks in relation to building and engineering services 

including water and ventilation. 
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21. What are your views on the effectiveness of the AICC? What evidence can you 

point to which supports your views? 

A. I believe the AICC is a good committee and I believe the minutes of these 

meetings reflect a wide range of issues and there is clear evidence of 

transparency of discussion. I believe that the minutes of these meetings have 

already been shared with the inquiry. 

The AICC has good representation from a number of staff from across 

NHSGGC, including Infection Control Doctors, Chief Nurses from each of the 

sector teams, Surveillance Nurse Lead, lead infection prevention and control 

nurses from various sectors and public health consultants. 

The meetings are well structured with updates from each of the sector teams 

and there is a lot of detail that is shared at this meeting. There are also Estates 

and Facilities updates included in the discussion. I have attached sample 

minutes of meetings where I attended.  

Therefore, I believe the AICC was an effective committee in relation to its ToR. 

 

 

AICC Minute 2nd September 2019 (Bundle 13, Document 23, Page 177). 

AICC Minute 12th November 2019 (Bundle 52, Volume 2, Document 29, Page 

401). 

AICC Minute 14th January 2020 (Bundle 13, Document 24, Page 185). 
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H. The Board Infection Control Committee (BICC) 

 

22. Have you been a member or Chair of the BICC? If so, when and what was your 

role on the committee? Please describe the function of the Board Infection 

Control Committee (BICC). 

A. The BICC is a core committee within NHSGGC consisting of a range of multi-

disciplinary members.  This committee may set-up standing or ad hoc sub-

groups to address particular issues, e.g. decontamination, vCJD, policy 

development.  The committee was chaired by the Board Medical Director and 

membership includes; the Head of the Antimicrobial Team, the IPC Manager, 

the Associate Nurse Director (IPC), the Nurse Consultant in IPC, the Lead IPC 

Doctor, Acute and Partnership Services, Occupational Health, Pharmacy, 

Public Health Consultant, Infectious Disease Consultant, Health & Safety, 

Facilities Services and lay representatives.   

 

The objectives of the BICC were: To reduce the risks of infection to members 

of the public and patients by:  

• Advising the Chief Executive, NHSGGC on all matters relating to 

communicable diseases throughout the NHS Board area. 

  

• Functioning as the single corporate function for policy approval and 

strategic monitoring in relation to Infection Prevention and Control. 

 

• Facilitating collaboration and co-ordination between NHS organisations, 

local authorities and other relevant agencies. 

 

•  Liaising with other appropriate committees within the NHS Board area 

and monitoring performance. 

 

• Ensuring consistency in Infection Prevention and Control Policy 

application and cross system working. 

The Terms of Reference were; 
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• Provide leadership and support to the Infection Prevention and Control 

service in the implementation of IPC policy and practice from board to ward 

(point of care). 

• Review and implement the National Infection Prevention and Control 

Policy Manual within NHSGGC. 

• Develop and approve local addendums to the National Infection 

Prevention and Control Policy Manual where required/appropriate. 

• Advise the Board Clinical Governance Forum where NHSGGC requires 

any deviation from the National Infection Control Policies and present evidence 

to support this. 

• Receive Annual Infection Control Programme and Annual Report from 

Board Infection Control Manager and draw the attention of the Chief Executive 

and NHS Board to any serious potential or actual risks relating to Infection 

Prevention and Control.  

• Receive the bimonthly report on KPIs (HAIRT) from the Infection Control 

Manager.  

• Provide regular reports on progress with implementation of programme 

and exception reports on KPIs to the Clinical Governance Forum and NHS 

Board.  

• Receive and review regular reports and updates on key HAI related 

Performance Indicators from AICC and PICSG. 

• Provide core personnel for any outbreak control team, set up within the 

NHS Board area.  

• Consider national guidance, letters from the Scottish Government and 

other national agencies and advise on implications and required actions.   

• Promote and facilitate the education of all Healthcare Workers on 

Infection  

• Prevention and Control policies and procedures. Draw up and agree plan 

to deal with communicable diseases outbreaks.  

• Responsibility for assessment of Glasgow and Clyde-wide compliance 

levels with the HAI Code of Practice and HEI Standards. 
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The BICC was chaired by the then Medical Director, Dr Jennifer Armstrong. 

However, following escalation to Level 4 of the Performance Framework, the 

chair changed to Professor Marion Bain. The current chair of BICC is 

Professor Angela Wallace, Executive Nurse Director who is the Board HAI 

lead and reports directly to the Chief Executive. As Chair of AICC, I attended 

BICC 

 

23. What are your views on the effectiveness of the BICC? What evidence can you 

point to which supports your views? 

A. I didn't attend the BICC as a standing committee member, however during my 

brief time in attendance below, I believe the committee was effective.  

BICC Meeting 7th October 2019 (Bundle 13, Document 59 Page 433). 

BICC Meeting 25th November 2019 (Bundle 42, Volume 1, Page 360). 

BICC Meeting 20th January 2020 (Bundle 13, Document 60, Page 441). 

BICC Meeting 15th June 2020 (Bundle 13, Document 61, Page 450). 

 

 

I. QEUH/RHC Advice, Assurance and Review Group (AARG) 

 

Please see Minutes of 2nd AARG Meeting – 19 August 2021 (Bundle 27,Volume 

12, Page 390) 

 

24. You attended the second meeting of the AARG with Jonathan Best, what was 

the purpose of your attendance at the meeting? 

A. I attended this meeting on the 10th August 2021 and co- delivered a 

presentation with the Chief Operating Officer- Jonathan Best. The minute of the 

meeting is below as I am sorry, but I have been unable to locate a copy of the 

presentation itself. 

Minute of Meeting- AARG (Bundle 27, Volume 12, Document 38, Page 390) 
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a) do you recall why you had been asked to present to the AARG? Did you 

attend any further meetings of the AARG? Did you find the AARG to be 

effective? 

A.  I am sorry that after this time I do not recall the specifics of my presentation 

at the AARG but a review of the minute has shown my part  of the 

presentation was focused on initiatives and activities to improve staff 

engagement. I do not recall attending other meetings and therefore unable 

to comment on its effectiveness. 

 

 

25. Have you read the reports and recommendations of the Oversight Board, 

Independent Review, and Case Note Review? 

A. Yes 

 

26. Are you satisfied that NHSGGC implemented all of the recommendations of the 

Oversight Board, Independent Review, and Case Note Review and continues 

to have processes in place now which meet those recommendations? Please 

point to evidence which supports your view. 

A. Yes, we recently updated the Board in April 2025 on all of above and I have 

provided the paper that was presented (Bundle 52, Volume 2, Document 30, 

Page 408). 

 

27. Please explain how the public can be satisfied that NHSGGC has implemented 

all of the recommendations of the three reviews and continues to have 

processes in place now which meet those recommendations. 

A. The Board was recently updated in April 2025 on the three reviews, and we 

also provided a high-level summary of work to ensure environmental risk to 

patients are minimised. This includes:    

• A summary of internal and external audits including government 

commissioned reports and HIS inspections  

• A summary of local measures and actions to improve ventilation and 

water quality and planned maintenance  
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• Implementation of actions from the various reports including HIS 

recommendations.  

 

a)  Please refer to NHS GGC IPCT Incident Management Process Framework 

SOP (Bundle 27, Volume 17, Document No. 28, Page 315). It is the position 

of Laura Imrie, Lead Consultant, ARHAI Scotland and Clinical Lead NHS 

Scotland Assure that this local SOP appears to advise that a separate 

assessment is carried out locally prior to deciding if an assessment using the 

NIPCM HIIAT is required. This may account for the variation in reporting 

against the NIPCM. Might this NHS GGC SOP result in incidents not being 

reported to ARHAI Scotland following initial review by the IPCT in NHS GGC? 

A. I don't believe this to be the case. I see no reason why any  NHSGGC 

colleague would produce a SOP that led to under-reporting. 

 

b) Is this NHS GGC SOP consistent with the letter and spirit of the National 

Infection Control Manual? 

A. I refer to the response above. 
 
 
c) Should the Inquiry be concerned by the terms of this NHS GGC SOP when 

considering its Term of Reference 9 in respect of learning Lessons from the 

process and practices of reporting healthcare associated infections? 

A.  I don't believe so and NHSGGC remains committed to understanding any 

lessons that can learned around reporting of incidents. We are, however, 

working with colleagues from another Board to ensure demonstrable 

alignment and consistency of approach and assurance that we are in keeping 

with National guidance.  

 

 

 

J. Conclusions 
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28. Is there anything further that you wish to add that you think may assist the 

Inquiry? 

A.  No 

 

Declaration  

 

I believe that the facts stated in this witness statement are true. I understand 

that proceedings for contempt of court may be brought against anyone who 

makes, or causes to be made, a false statement in a document verified by a 

statement of truth without an honest belief in its truth. 

 

 

Name Dr Scott Davidson     Date: 26/08/2025 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

Appendix A 

  

The witness was provided with the following Scottish Hospital Inquiry 

documents for reference when they completed their questionnaire statement. 
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  A47390519 - Bundle 11 - Water Safety Group  

  A48890718 - Bundle 13 - Additional Minutes Bundle  

  A32221533 – Bundle 13 - Additional Minutes Bundle 

  A32221641 - Bundle 13 - Additional Minutes Bundle 

A47648810 – Bundle 13 – Additional Minutes Bundle 

A49650695 – Bundle 27, Volume 12 – Miscellaneous Documents  

A50811313 - Bundle 27, Volume 17 – Miscellaneous Documents  

A50976001 – Bundle 29 – NHS Greater Glasgow and Clyde Audit Reports 

   A50976005 - Bundle 29 – NHS Greater Glasgow and Clyde Audit Reports 

A49725923  – Witness Bundle – Week commencing 26 August 2024 –        

Volume 3  

  

  

 

  

  

Appendix B 

The witness provided or referred to the following documents when they completed 

their questionnaire statement.  

  

A32180724 – Bundle 13 – Additional Minutes Bundle  

           A32190571 – Bundle 13 – Additional Minutes Bundle  

           A36709936 – Bundle 13 – Additional Minutes Bundle  

           A32812676 – Bundle 13 – Additional Minutes Bundle  

A32221641 – Bundle 13 – Additional Minutes Bundle 

A41791079 – Bundle 20 – Documents Referred to in the Expert Reports by 

Andrew Poplett and Allan Bennet 
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A41791405 – Bundle 20 - Documents Referred to in the Expert Reports by 

Andrew Poplett and Allan Bennet 

A44943543 – Bundle 20 - Documents Referred to in the Expert Reports by 

Andrew Poplett and Allan Bennet 

A49650695 – Bundle 27, Volume 12, Miscellaneous Documents  

A51852509 – Bundle 42, Volume 4 – Previously Omitted Board Minutes and 

Relevant Papers  

           A53228319 – Bundle 52, Volume 2 – Miscellaneous Documents 

           A41790501 – Bundle 52, Volume 2 – Miscellaneous Documents  

           A45320377 – Bundle 52, Volume 2, Miscellaneous Documents  

           A32180399 – Bundle 52, Volume 2 – Miscellaneous Documents 

           A53228226 – Bundle 52, Volume 2 – Miscellaneous Documents 

 

 

 

 

 

 

 

 

 

 

Appendix C 

 

 

Curriculum Vitae 

 
 
 

Dr. Scott M Davidson  
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MBChB MD FRCP  (Glasgow, Edinburgh) 

 
 
 
May 2024 
 
 

PERSONAL DETAILS 
 

NAME:   SCOTT M DAVIDSON 

 
GMC NUMBER   Full registration 
 
UNIVERSITY EDUCATION 
 
1994    MB ChB University of Aberdeen 
 
QUALIFICATIONS 
 
1998    MRCP (UK) 
2007    FRCP (Glasgow & Edinburgh) 
2008    MD (University of Glasgow) 
 

AWARD 
 
2016 Winner FTFT – Acute Services – South Sector – Staff Awards for Excellence; 
Clinical and Managerial Leadership in QEUH 
 
LEADERSHIP COURSES 
 
2023/4 -    Developing Senior Systems Leadership (DSSL) 
    Cohort 2 
 
2019/20 -    Quality Governance Collaborative Fellowship 
    Royal College Physicians of Edinburgh 
 
CONSULTANT APPOINTMENTS 
 
2024 –    Executive Medical Director 
    NHS GGC  
 
2019 – 2024   Deputy Medical Director, Acute services 
    NHS GGC 
    Consultant Respiratory Physician 
    Queen Elizabeth University Hospital (QEUH) 
 
2017 – 2019   Chief of Medicine – South Sector 
    Consultant Respiratory Physician 
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    Queen Elizabeth University Hospital (QEUH) 
     
2015 – 2017   Clinical Director Medical Services 
    Consultant Respiratory Physician 
    Queen Elizabeth University Hospital (QEUH) 
     
2006 – 2015   Consultant Respiratory Physician 
    Lead Clinician Medicine (2011-2015) 

Southern General Hospital (SGH) 
 
ADMINISTRATIVE EXPERIENCE 
 
2015  Elected member ‘Scottish Partnership for Palliative Care’  

 
2015-17 Organising committee and speaker at Medicine 24 RCPSG 
 
2013 Clinical Director planning the RCPSG ‘State of the art Medical 

Symposium’ symposium committee for subsequent conference in 2014 
 
2008 SCOTS Clinical supervisor course facilitator and member of faculty 
  Greater Glasgow and Clyde Respiratory planning group 
  Respiratory ACH transition group 
  Greater Glasgow and Clyde Endoscopy users’ group 
 
2007  RCPSG College tutor at SGH 
  New Drugs Committee (ADTC Subgroup NHS GG&C) 
 
2000  RCPE Chairman of the Collegiate Members’ Committee 

RCPE Council Member (Collegiate Members’ Representative) 
IMSPEC Committee Observer (RCPE Collegiate Members’ 
representative) 
‘Flexible Working in Medicine’ – A Working Group 
The Scottish Royal Colleges of Physicians’ 
Member of Council, the Royal Medico-Chirurgical Society of Glasgow 

 
1999  Assistant Secretary Collegiate Members’ Committee, (RCPE) 

RCPE Council Committee on Examination  
RCPE Education and Training Committee  
RCPE College Ball Organising Committee  

 
1998  Vice-Chairman Collegiate Members’ Committee, RCPE 

RCPE Council Committee on Examination  
 
RESEARCH and AUDIT  
 
MD Thesis 
 

Analysis of Prognostic and Drug Resistance Markers in Lung Cancer 
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The Ian Sunter Charitable Fellowship – RCPSG 

West of Scotland Lung Cancer Research Group 

 
PUBLICATIONS 
 
Understanding living with tracheostomy ventilation for motor neurone disease and the 
implications for quality of life: a qualitative study protocol 
Wilson E, Turner N, Faull C, Palmer J, Turner MR, Davidson S 
BMJ Open. 2023 March 13; 13(3):e071624 
 
Morbidity and mortality associated with gastrointestinal dysfunction in neuromuscular 
disease: a single-centre case series 
Watson-Fargie T, Raeside D, Davidson S, McCartney R, Clarke A, Farrugia ME 
Neuromusc Disord. 2022 Jul;32(7):578-581 
 
Improving care for patients with chronic obstructive pulmonary disease – a small pilot 
project in Scotland 
Irene Stevens, Jacquelyn Chaplin, Alison Freeman, Scott Davidson 
European Journal Palliative Care. 2014 May/June: Volume 21 number 3 
 
End of life care in a general respiratory ward in the UK 
Tsim S, Davidson, S 
Am J Hosp Palliat Care 2014 March (31)2: 172-4 
 
Staging of non-small cell lung cancer (NSCLC): a review.  Tsim S, O’Dowd, CA, Milroy 
R, Davidson S. 
Respir Med. 2010 Dec;104(12):1767-74. Epub 2010 Sep 15.  
 
Rapid Response: Practical use of D-dimers in assessment of suspected PTE; 
Bayes H.K., O'Dowd C., Glassford N. and Davidson S.;  
British Medical Journal; on-line publication 5 May 2010; 
http://www.bmj.com/cgi/eletters/340/apr13_2/c1421 
 
Non-invasive ventilation in acute respiratory failure: DOTS learning module 
Co-editorr of on-line learning module that will be made available, via NHS Education 
for Scotland, to all medical trainees in Scotland via trainees’ e-portfolios (2010). 
 
Davidson S.  Lung Cancer Symposium.  J R Coll Physicians Edinb 2006; 36: 253-
255 
 
Davidson S, Milroy R.  Lung Cancer.  Update 2000.  Update 2000; 1: 25-31 
 
REFEREES 
 
 
William Edwards 
Chief Operating  
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NHS GGC 
 
William.Edwards  
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Witness Statement of Mark White : Object ID: A51218214 

Scottish Hospitals Inquiry 
Witness Statement of  
Mark Scott White 

This statement was produced by the process of sending the witness a questionnaire 

with an introduction followed by a series of questions and spaces for answers. The 

introduction, questions and answers are produced within the statement.  

Personal Details and Professional Background 
1. Name, qualifications, chronological professional history, specialism etc –

please provide an up-to-date CV to assist with answering this question. Please

include professional background and role within NHS GGC, including dates

occupied, responsibilities and persons worked with/ reporting lines.

A. See Appendix C

Governance Reporting Structures within NHS GGC 
2. During your time at NHS GGC please explain how the governance structure

and reporting lines to the NHS GGC Board and its first line of subordinate

committees received information and made and authorised decisions in

respect of (a) the procurement of the new Southern General Hospital (that

became the QEUH/RHC), (b) the safe and efficient operation of the water and

ventilation systems of the QEUH/RHC, (c) the management and reduction of

risks to patient safety from infections that had the potential to be connected to

the environment (particularly the water and ventilation systems) of the

QEUH/RHC, (d) the need for and authorisation of works to improve or remedy

deficiencies in the water and ventilation systems of the QEUH/RHC and (e)

the processes put in place to ensure that disclosure by staff of evidence of

wrongdoing, failures in performance or inadequacies of systems was

encouraged and reacted to by the Board to ensure that the safety of patients

and the best value use of public funds were protected.
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Witness Statement of Mark White : Object ID: A51218214 
 

You should be aware that Hearing Bundle 13 contains minutes of the Board 

Infection Control Committee and the Acute Infection Control Committee, and 

that Hearing Bundle 11 contains minutes of the Board Water Safety Group. 

A. I joined NHSGGC in April 2015, just at the time the new Hospital campus 

opened. As such, I wasn’t involved in the “procurement the new Southern 

General Hospital (that became the QEUH/RHC)”. As the Director of Finance, 

the scenarios under b), c) were not included in my remit and I had no direct 

involvement in them. D) Any reference to “remedial works” to remedy supposed 

deficiencies prior to April 2015 were not part of my role. Any remedy works 

undertake to any Board building would be determined by the Director of Estates 

and Facilities up to the delegated spending limits.  

 

Above that, a business case would be drafted and debated and approved by 

the relevant Committees of governance. e) Management, the Committees and 

the Board always made decisions to ensure that the safety of patients and the 

best value use of public funds were protected. The Board had extensive and 

comprehensive policies and procedures to ensure that staff were fully 

supported to document and report any wrongdoing and to ensure that all spend 

was incurred with best value in mind. 

 

3. Please explain what informal and formal meetings or groups met outside the 

structures you have described in the previous question that made decisions 

about the issues listed in Question 2. 

A. There were numerous operational and management meetings to discuss 

these issues. Relevant Committees I reported to were the Audit and Risk 

Committee, the Finance Committee. I would lead on annual budget meetings 

with every Department Director and nominated finance lead and then have 

regular monitoring meetings throughout the year. Latterly in my tenure, we had 

weekly meeting to monitor progress against the Financial Improvement 

Programme FIP.  
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4. How is it decided which issues, decisions and reports would be escalated to 

the full Board or one of the first line of subordinate committees? 

A. There was a standard suite of reports that would go either annually, quarterly 

or monthly to each Management meeting or Committee of governance. 

Outside of these, it would either be a request from the Committee or group, 

management would decide collectively, the individual /sponsoring Director 

would push for it or the Board Secretary and Chief Exec would agree.   

 

5. What procedures were put in to ensure all significant questions about the 

issues listed in Question 2 were being taken to the Board or one of first line of 

subordinate committees, discussed and actioned? 

A. The suite of recognised policies and procedures, coupled with management 

judgements, coupled with the internal and external audit and scrutiny 

processes and reviews should have ensured this. 

 

6. What procedures were put in place by the Board to ensure monitoring, 

progress and resolution of issues related to the list in Question 2 that had been 

reported to the Board or one of first line of subordinate committees? 

A. Refer above, a well embedded process of scrutiny and audit in line with 

recognised NHS Scotland processes and procedures. 

 
7. Please refer to Dr Redding’s witness statement at paragraph 186 (Witness 

Bundle - Week commencing 2 September 2024 - Volume 3, Document 2, 
Page 63).  Dr Redding says that “The SMT and Clinical Governance 

Committees take decisions on what information is discussed at meeting of the 

full board.” Is this statement correct? What is your understanding of how this 

process works? 

A. I don’t understand the statement. Does Dr Redding mean the ONLY decisions 

at the SMT and CGC are based on the full board? From my experience this is 

not accurate. My opinion is it’s the full Board that make decisions based on 

reports and recommendations from  SMT, CGC and others.  
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a. Explain the oversight the Board had over issues escalated from the standing

committees until they were resolved.

A. The Board would receive reports on key issues which would normally then

form part of the follow-up actions on the action log. Normally the Director who

reported to the standing Committee would come along to the Board to present.

On occasion the Chair of the Standing Committee would present the issue.

b. Explain the types of decisions that were made at standing committee level and

what decisions were made by the Board. What were the delegations to the

Standing Committees?

A. The standing committees and Board had well defined Terms of Reference and

the Board had delegated authority levels and schemes of delegation. The

Board tended to make strategic decisions and the Committees more

operational decisions. As an example, from a finance point of view, the Audit

and Risk Committee would receive every report from Internal Audit whereas

the Board would receive the Annual Report only.

8. Please refer to Bundle 29, Document 13, Page 485 and Document 14, Page
523. What led to the changes in the Board’s governance structure in 2016/17,

specifically the establishment of new committees and the subsequent

requirement for the Chairs of the standing committees to update on

discussions and decisions made at their respective committees (see audit

report 2017/18)? Was the Board satisfied that the implementation of these

changes enhanced and strengthened governance at GGC?

A. These changes were made as part of the process of continuous improvement

and evolution. The new QUEH campus and  the formation of IJBs signified

major progression. There was never any concerns about governance.
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Indeed, Audit Scotland stated in the 2016/17 Report states that “NHS Greater 

Glasgow and Clyde has appropriate governance arrangements in place that 

support scrutiny of decisions made by the board” and “Overall, we concluded 

that the board has appropriate governance arrangements in place and they 

provide a framework for effective organisational decision making”.  

 
 
Director of Finance  
9. Tell us about your role as Director of Finance at GGC?  

A. This is the role; oversight and responsibility across a highly complex NHS 

system, responsible for the short and medium–term finances and the resulting 

impact on service and resource planning. The role requires a deep 

understanding of financial systems and processes of a large and complex 

organisation combined with the financial leadership required to focus attention 

on achieving long term financial sustainability against a backdrop of public 

sector funding. The DofF needs to drive change, to be innovative and 

collaborative and to continuously improve, personally leading programmes of 

work required to achieve financial balance and delivering better value for 

money. The DofF must prioritise bringing innovative ways to build on the 

Financial Improvement Programme and work with an established and highly 

committed senior finance team directing  around 250 finance staff, including 

Payroll services, you will be responsible for ensuring  that detailed financial 

plans are developed and delivered in such a way that maintain the highest 

standards of probity and control. The scale, profile and political complexity is a 

massive task and requires a high degree of resilience, tactical skills combined 

with the ability to deal with ambiguity. Inspiring and credible communication and 

influencing skills are all essential. 

 

10. What was the scope of your role?  

A. As above. I was the Director of Finance, a key member of the SMT and a 

Board member. 
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11. Upon commencing your role, what was your understanding regarding the 

funding of the new QEUH and RHC? What did you understand the reasons 

behind the change in the funding model from PFI to capital to be? 

A. Whilst never involved in these conversations, my understanding was that PFI 

was not deemed acceptable from a political perspective. There were many 

reasons for this, most revolved around the longer term value for money, 

however my belief is most of it was political reaction to a lot of negative media 

attention. 

 

(a) In terms of the funding for this project, how important was “value for money” 

compared to, for example, the extent to which any new building complied with 

Scottish Government Guidance?  

A. I only joined NHSGG in April 2015 at which point all the funding had been 

agreed almost of it spent. The decisions on Value for Money (VFM) versus 

compliance with Scottish Govt. Guidance would have been taken at the point 

of design and build.  

If the question refers to my tenure as Director of Finance and subsequent 

remedial expenditure then the measure of “Value for Money” is described by 

Audit Scotland as achieving “Economy, Efficiency and Effectiveness”. In the 

case of capital spend  this would include ensuring the building, and the services 

subsequently provided there-in, achieve all the objectives, especially complying 

with all relevant legislation and ensuring quality patient care. 

In terms of the question asked, when comparing compliance against Scottish 

Government Guidance to achieving Value for Money, the two are not mutually 

exclusive. Value for money encompasses compliance with Scottish 

Government Guidance. 

  

Page 177

A53987958



7 
 

Witness Statement of Mark White : Object ID: A51218214 
 

(b) Given that after the opening of the QEUH NHS GGC has had to spend large 

sums of money retrofitting improved ventilation systems into Wards 2A and 2B 

RHC, Ward 4B QEUH and a number of isolation rooms, can it be said to be 

“value for money” to build a hospital which does not comply with Scottish 

Government Guidance on the ventilation systems for hospitals? 

A. If a hospital “does not comply with Scottish Government Guidance”, then there 

is a strong argument that it is not value for money, and clearly the impact on 

patient care, impact on staff and the additional cost of the remedial works on 

the ventilation, and other areas, would support that argument.  

However, to provide balance to the question and assess the overall VFM, it 

must be highlighted that some 750,000 patients are treated on the campus 

every year and it serves around 50% of Scotland population.  In addition, 

building new hospitals is a complex process. One only needs to analyse the 

new National Children’s Hospital in Ireland. 

 
12. Were any concerns brought to your attention in respect of funding or any other 

financial aspect of the QEUH/RHC hospital campus?  

A. No, the project had been delivered on time and under budget which enabled 

additional unplanned spend such as the additional car park. This was a major 

achievement given the record across the Scottish Public Sector on large 

building projects, for example the Scottish Parliament building. Clearly on such 

a large and complex project there was always going to be challenges and 

issues, but none stick out. 

 
13. What was the process for requesting funding? Who was responsible for 

submitting applications and who was responsible for approving them? What 

specialist input, if any, was required for such applications or to advise the 

board before applications were submitted and/or approved? 

A. Does the question refer to request for funding during the building phase? I 

wasn’t employed at the Board during the building phase. With regards to any 

requests for funding for capital or revenue on the spend during my time as 

DofF for the QUEH or any other building would come through either the capital 

plan or the revenue maintenance budget. Both were set each year as part of 

the Budget setting process in line with Scottish Government allocations and 
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were signed off by Senior Management and the Board. Often there would be 

changes through the year as projects were delayed and/or priorities changed. 

These would be approved through the respective Capital Committees and 

Senior Management Team meetings and if above delegated limits the Board. 

 

14. What do you recall regarding the request for funding and subsequent approval 

of the various remedial works required for:   

i) Wards 2A/2B  

ii) Wards 4A/4B/BMT  

iii) Wards 5C/5D/IDU  

iv) Wards 6A/6B  

v) Replacement of taps/sinks  

vi) Dosing of Water System  

vii) Ventilation upgrades  

A. I remember requests for funding for replacement of taps and water dosing in 

2020/21 and the spend on 2A was 2020/21/.  With an estate of the size of 

NHSGGSC there were numerous requests for funding and on-going capital 

and revenue projects on-going or planned at any given time. 

 
15. Given the significant remedial works required and the associated requests for 

funding to you and the Board, did this raise concerns with you? If so, please 

describe these concerns and any reassurances sought.  

A. Of course they raised concerns. This was a brand new building which was 

operational. My overall concerns were around ensuring the campus was safe 

for patients and functioned properly. After a while, as things accumulated, my 

focus became centred around recovering these costs from Multiplex and the 

impact of these issues. I remember (as was everyone) about the issues with 

the taps and water dosing. This was in response to issues with the water and 

the fact bottled water had to be given out one weekend. Again, the dosing and 

filters for taps was to ensure the water was safe pending a proper 

understanding of any issues. I can’t recall the process of reassurance. 
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(a) What steps did you take or direct to be taken in 2015 or 2016 to discover how 

it was that the new Ward 4B had not been completed to a standard that would 

have enabled the Adult BMT service to remain at the QEUH? 

A. The issues with the Adult BMT unit were widely reported to the Senior 

Management Team, Acute Services Committee and Board and I was part of 

that process of scrutiny, challenge and action. As Director of Finance, it was my 

remit to identify funding for the remedial works. Capital spend was allocated to 

works to 4B to get the air quality etc to the required standard with the intention 

to move back in late 2015. However concerns were raised from the Infection 

Control team and the move never happened. More capital was allocated with a 

plan to relocate in early 2017. However, again it was not deemed clinically 

viable and a period (6 months if I recall correctly) was allocated for air quality 

testing. 

I was part of the Senior Management Team and Acute Services Committee that 

were briefed and challenged on the issues and attempts to find a solution to the 

BMT. There were a number of reports to both groups as to why the BMT move 

wasn’t successful. There were on-going investigations by the clinical and 

infections control team and HPS. In terms of allocating capital, as with any new 

build particularly one as complex as the QUEH, there was additional revenue 

and capital spend required to remedy issues. This one, albeit the most complex 

one. 
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(b) What steps did you take or direct to be taken in 2015 or 2016 to discover how 

it was that the new Ward 2A Schiehallion Unit had not been completed to the 

standard expected by the clinical team in the Schiehallion Unit? 

A. Refer to the answer at 15(a). I cannot recall the exact dates of the issues with 

the Schiehallion Unit however the process was the same.  

The issues with the Schiehallion Unit and 4B were widely reported and actions 

to resolve debated and scrutinised by Senior Management and the relevant 

Committees. Thes issues and potential solutions were complex, involving 

multiple and cross service specialist input.  

My role, as a member of SMT, was to play a part in this process. As Director of 

Finance, was role to identify funds to allocate to the rectification/enhancement 

work upon the recommendation of the relevant groups and Committees, 

ensuring any contracts were awarded in line with Procurement rules and 

subsequently assessing the benefits of the spend were achieved. 

 

(c) When did you first learn that the single rooms of the QEUH had been 

deliberately built with a ventilation system that supplied air at half the rate than 

that called for by Scottish Government Guidance what steps did you take or 

direct to be taken then to find out how this had occurred? 

A. Refer to answers in (a) and (b) 

 
 

(d) How much has NHS GGC spent on remedial work to the ventilation system of 

the QUEH/RHC since handover in January 2015? 

A. I left NHSGGC in May 2022. This question can only be answered by the current 

NHSGGC Finance Team. 
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16. What steps did you take at the time to find out why these remedial works were 

taking place and whether the costs could be recovered from Multiplex? 

A. As outlined above, each of these works would have to go through the formal 

process of a funding request for capital or revenue and would come through 

either the capital plan or the revenue maintenance budget – and be signed off 

by Senior Management and the Board. If these changed in year and were below 

certain thresholds, they would be approved through the respective Capital 

Committees and Senior Management Team.  

Each of these areas were high profile and had major implications for patient 

safety. There were business cases which included clinical assessments for 

each area which were debated and challenged prior to approval. Due to their 

importance, each one was approved. In terms of recovering costs from 

Brookfield at this time it was never really debated seriously as the primary focus 

was making the campus fully functional (to its intended levels) and safe. Only 

when the list of issues kept growing – the doors, the windows and then the 

cladding did the legal case for cost recovery start to take shape. 
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17. Were there any budgetary constraints which affected the ongoing safety of the 

QEUH, such as maintenance, upgrades, or safety checks?  

A. The whole organisation had to work under financial constraints and each year 

involved finding more and new savings and efficiencies. As the Board 

operated a process of devolved financial management, the Director of Estates 

and the estates team were responsible for the allocation, spending and 

monitoring of their budgets. Whilst there were always strict financial controls 

around all spend, patient safety or safety related spend was ALWAYS 

prioritised, hence the allocation of funds for all the works identified at question 

14.  

 

18. What role did you play in the decision-making process in respect of allocation 

of funding to problems as they arose? 

A. As above in question 16. 

 

19. Were you involved in discussions about whether to take immediate action to 

fix the problems or to phase resolutions over a prolonged period to spread out 

the financial impact? 

A. I don’t recall any conversations about phasing over a longer period for financial 

impact and due to the nature of accounting this would be limited anyway – 

allocations required to be spent in year. As outlined above, patient safety was 

paramount and would always take priority. If works were ever phased it was 

due to contractor capacity or the need to limit disruption.  

 

20. Please refer to Bundle 36, Document 18, Page 158.   When did you first 

become aware that a project was underway to develop options and then seek 

funding to make changes to the QEUH site so that the Adult BMT unit could 

return from the Beatson?  What questions did you ask about why it was that the 

original plan to move the adult BMT unit into the QEUH in 2015 had not 

succeeded?  Was there any investigation at the time about why, in 2015, the 

purpose-built Ward 4B was not, in fact, then suitable for the Adult BMT Unit? 

A. I became aware of issues with the Adult BMT unit when it returned to the 

Beatson in July 2015. It was widely reported to the Acute Services Committee 
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and Board. Capital spend was allocated to works to 4B to get the air quality etc 

to the required standard with the intention to move back in late 2015. However 

concerns were raised from the Infection Control team and the move never 

happened. More capital was allocated with a plan to relocate in early 2017. 

However, again it was not deemed clinically viable and a period (6 months if I 

recall correctly) was allocated for air quality testing. 

I was part of the Senior Management Team and Acute Services Committee that 

were briefed and challenged on the issues and attempts to find a solution to the 

BMT. There were a number of reports to both groups as to why the BMT move 

wasn’t successful. There were on-going investigations by the clinical and 

infections control team and HPS as documented throughout Bundle 36. In 

terms of allocating capital, as with any new build particularly one as complex as 

the QUEH, there was additional revenue and capital spend required to remedy 

issues. This one one, albeit the most complex one. 

 

 

DMA Canyon Report 
21. Were you aware of the requirement for a L8 Pre-Occupation Risk Assessment 

before NHS GGC took responsibility for the QEUH/RHC building in January 

2015? What steps were taken to ensure that one was carried out? What steps 

were taken to ensure the water system of the QEUH/RHC was safe and not 

subject to widespread contamination before patients moved in? 

A. Refer above. I joined the Board in April 2015. 

 

22. When did you first become aware of the recommendations of the DMA Canyon 

Report 2015 L8 Risk Assessment (Bundle 6, Document 29, Page 122) and 

why? 

A. Never. 
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23. Did you attend the Board Seminar on Tuesday 3 July 2018 (Bundle 27, 
Volume 8, Document 7, Page 57) or hear the presentation from Dr 

Armstrong to the Board (Bundle 27, Volume 8, Document 8, Page 58) on 

the subject of the DMA Canyon reports that then emerged?  If so, what did 

you learn about the state of the domestic water system of the QEUH from 

2015 to 2018? 

A. I can’t recall if I attended that Board Seminar. I would have known what was 

reported – that in mid 2018 unusually high levels of bacteria were identified in 

the water in certain wards and infection control working with both HPS and 

HFS were seeking to understand any issues and deal with them. 

 

24. What were the financial implications to the Board of the emergence of the 

DMA Canyon Reports in 2018?  Has NHS GGC spent any additional sums on 

(a) water testing (b) water treatment or (c) staff in response to the concerns 

expressed in those reports? 

A. There were financial implications. There were proposal to change all the taps, 

but this was decided against. There was additional (and significant) spend on 

testing, filters for taps and water treatments. All will be documented within the 

capital plan. 

 

 

Decision to decant wards 2A and 2B 
25. To what extent were you aware of the issues which arose in ward 2A/B at the 

RHC? What discussions, if any, were had at Board level regarding the decision 

to decant wards 2A and 2B in 2018? What is your understanding as to why a 

decant was necessary? 

A. These were clinical decisions. I was aware of the issue but not the detail. I 

don’t recall discussion at Board meetings. 
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26. What remedial works were carried out on wards 2A and 2B? How long did 

these remedial works take? What was the financial impact of the remedial 

work? Following completion of the remedial works, were any additional risk 

assessments put in place? 

A. I can’t recall the exact detail, but there was significant spend allocated to the 

ventilation and enabling works at 2A running to several million pounds. There 

were a number of projects on-going all the time with teething problems and 

things not working– the list at question 14 plus the robotic porters, the tubes 

carrying samples, the door frames, the glass falling out the windows, the 

cladding. The list goes on. Hence the legal claim against Multiplex which I was 

involved in up to the time of my departure.   

 

27. In which year did NHS GGC first have to make financial provision to carry out 

remedial work to address the issues listed in Question 14?   

A. There was spend on these areas from around 2017 to the time I left the Board. 

The significant spend on 2A running to several million pounds came in 

2020/21. 

 

28. In hindsight, how might the remedial works required to wards 2A and 2B have 

been avoided? 

A. That’s a technical question I am not qualified to answer. 

 
 
 
Ventilation System in Ward 4C 
29. To what extent were the Board aware that the ventilation system in ward 4C 

was not compliant with SHTM 03-01? When did the Board become aware of 

this? 

A. That’s a technical question I am not qualified to answer. 
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30. What discussions were had at Board level surrounding the ventilation system? 

What remedial works were carried out to rectify the ventilation system in Ward 

4C and throughout the hospital? What was the financial impact of the remedial 

works? 

A. Refer to answer to question 22. 

 

31. In hindsight, how might the remedial works required to the ventilation system 

within ward 4C and other wards have been avoided?  

A. That’s a technical question I am not qualified to answer. 

 

 

Accuracy of Statements issued by NHS GGC to the Media  
32. Please refer to the witness statement of Sandra Bustillo (Witness bundle - 

week commencing 21 October 2024 - Volume 10, Document 5, Page 318). 
At paragraph 130 you are described as offering independent oversight into the 

investigation of complaints made by whistleblowers in respect of the accuracy 

of media statements issued by NHS GGC.  
 

(a) What was your understanding of the extent of the concerns raised by 

whistleblowers? Do you believe them to be valid concerns? 

A. All whistleblowing was always taken with the utmost seriousness by 

Management and wider Board. I was never involved with these whistleblowers 

nor their issues/concerns hence I was chosen to investigate. The witness 

statement states I “was not personally involved in the issues being 

investigated”. 

  

Page 187

A53987958



17 
 

Witness Statement of Mark White : Object ID: A51218214 
 

(b) Describe what is meant by “independent oversight”? 

A. Independent oversight" means that the activities are done under the principle 

of segregation of duties and by parties that do not have any reporting line to 

key stakeholders of the data or the outcome of the data analysis, to avoid the 

so-called "conflict of interest”. 

 

(c) Why did you offer independent oversight into the investigation and was this 

offer made at the request of others?  

A. I offered because I did not have any reporting line to key stakeholders of the 

data or the outcome of the data analysis. I was independent of the 

whistleblowers and the issues and therefor avoided any conflict of interest. 

 

(d) Describe your involvement and your findings?  

A. I reviewed the complaints, the background and the evidence put forward. I 

don’t recall my findings. 

 

(e) Do you think someone who wasn’t a member of the NHS GGC Board would 

have been better suited to offer this oversight, given the nature of complaint 

by the whistleblowers?  

A. I was independent of the issues and the individuals. I acted professionally and 

with integrity.  

 

(f) Do you believe your input was independent, given your position as finance 

director within NHS GGC?   

A. If I didn’t believe it was independent I wouldn’t have done it.  
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Infection Prevention Control & Governance Sub-Group Meetings  
33. Refer to the minutes of a meeting on 6 January 2020 (Bundle 52, Volume 1, 

Document 3, Page 15), at which you were present, and a presentation was 

given by NHS GGC to the Oversight Board in relation to governance structure.  

(a) What was the governance structure as it pertained to Infection Prevention and 

Control and risk at an organisation level at that time?  

A. The Board, the Acute Services Committee and the Clinical Governance 

Committee were the main overseeing bodies.  The Infection Control Committee 

was the key relevant committee for this area. It should be stressed the Audit 

and Risk Committee also had a key role in managing risk. 

 

(b) Were any issues identified by the sub-group in relation to the governance 

structure? 

A. The minutes make it clear – “The Board was in agreement that the governance 
structure was comprehensive and that the group recognised the issue of scale 
as a factor in shaping IPC”.   

 
However, there were caveats to that conclusion;  

 
• “the Group requires further assurances around the processes within the 

governance structure specific to the IPCT” 
• “the IPCG highlighted the need to see a paper trail of the governance and 

accountability issues. This includes the detail within actions plan to highlight 
where the ownership of specific actions sit. The IPCG also seek assurance on 
the consolidation of learning around infection control.” 

 

(c) Did the NHS GGC Board provide the sub-group with a paper trail of 

governance and accountability issues, such as action plans, interaction 

between microbiology and infection prevention and control etc, as described 

on page two of the minutes? 

A. The minutes of the next meeting on the 16th January indicate they were 

provided. 
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(d) Were any changes made to the governance structure pertaining to Infection 

Prevention and Control following the presentation given on 6 January 2020?  

A. Not that I recall. 

 
 
 
Conclusion 
34. Is there anything further you would like to add which you think would assist the 

Inquiry? 

A. Not answered 

 

 
Declaration  
I believe that the facts stated in this witness statement are true. I understand that 

proceedings for contempt of court may be brought against anyone who makes, or 

causes to be made, a false statement in a document verified by a statement of truth 

without an honest belief in its truth. 
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The witness was provided the following Scottish Hospital Inquiry documents for 

reference when they completed their questionnaire statement. 

 

Appendix A 

A43293438 - Hearing Commencing 12 June 2023 - Bundle 6 - Miscellaneous 

documents  

A47390519 - Bundle 11 - Water Safety Group  

A48890718 - Bundle 13 - Additional Minutes Bundle (AICC/BICC etc)  

A53674650 - Bundle 52 – Volume 1 – Miscellaneous Documents  

A50625965 - Hearing Commencing 19 August 2024 - Witness Bundle - Week 

Commencing 21 October 2024 - Volume 10  

A49847577 - Hearing Commencing 19 August 2024 - Witness Bundle - Week 

Commencing 2 September 2024 - Volume 3 

A51483446 - Bundle 29 – NHS Greater Glasgow and Clyde Audit Reports 

A51786194 – Bundle 36 – Acute Services Committee Minutes and Relevant Papers  

A50039563 – Bundle 27 – Miscellaneous Documents – Volume 8   
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The witness provided the following documents to the Scottish Hospital Inquiry for 

reference when they completed their questionnaire statement.  

 

Appendix B  
N/A 
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Appendix C  
CURRICULUM VITAE   
Mark Scott White 
 
Profile 
A highly experienced and respected strategic leader with a proven track record of 

managing large and complex organisations through times of significant change and 

growth. Highly dynamic and adept at identifying and delivering commercial growth, 

embracing new challenges and providing innovative solutions for both strategic 

direction and operational delivery. Used to operating in high profile roles, harnessing 

internal and external networks to maximize opportunities for other team members 

and the wider organisation. 
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Professional Achievements 
INNOVATION AND ENTREPRENEURIALISM 
As a Director in the PwC Risk Assurance Practice, I led the setting and delivery of the 

strategy for the Scottish Government and Public Sector practice, identifying key areas 

of growth across the public and not-for-profit sectors and harnessing all my external 

relationship and networks to build the practice from a  to  turnover business. 

 
STRATEGIC LEADERSHIP 
As a Board Member and Executive Team Member provided vision and direction to 

NHSGGC’s strategic organisational transformation programme “Moving Forward 

Together”; a programme of service redesign marrying innovation and government 

policies with continuous improvement and challenging resources. 

 
TEAM LEADERSHIP 
Led a large, diverse and cross-organisation finance team of 250 staff, negotiating with 

all stakeholders to embed a business partnering framework and a finance function that 

is both a catalyst, a value-adder and a driver of innovation and change. 

 

FINANCIAL SUSTAINABILITY  

Against a backdrop of austerity and severe financial challenge, led the design and 

delivery of NHSGGC’s 3 year cost saving and efficiency programme, including income 

maximisation and cost reduction, savings cumulative  from a  annual 

budget whilst promoting and funding continuous improvement. 

 

STRATEGIC INVESTMENT  

Managed the financial element of planning, design and delivery of a major capital 

investment programme over 5 years, involving  of new build spend and  

of infrastructure refurbishment and repair – from raising capital, through to design, 

build and operational functionality. Raised  through site decommissioning and 

land sales. 
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FINANCIAL RESTRUCTURING 
Led a debt restructuring at the University of Aberdeen successfully working with a suite 

of lenders to restructure existing debt and negotiate a revised set of financial 

covenants. 

 

INTERNATIONAL 
Currently working as part of an internal project team on three Transnational Education 

Opportunities to open branch campuses or work with local partners to develop other 

models to diversify income and promote the University brand in foreign countries.  

 
Skills 
Dynamic and inspirational leader – leading by example                                                                             

Courageous and relishes challenge                                                                                                                       

Embraces change and adjusts to new situations                                                                                        

Innovative, motivated and energetic                                                                                                                                   

Driven to learn and develop                                                                                                                                                                                                                                                            

Negotiates and influences at senior levels         

 

Work History 
University of Aberdeen 

Chief Finance Office                                                                                                                                                

May 2022 to date 

 

NHS Greater Glasgow and Clyde 

Director of Finance                                                                                                                                             

April 2015 to date 

 

PWC LLP Director – Risk Assurance                                                                                                                             

September 1999 to April 2015 

 

French Duncan 

Audit Senior                                                                                                                                             

September 1995 to September 1999 
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Education 
English Higher A, Geography Higher A, Math Higher B, Economics Higher B  

Accountancy Higher B, French Higher C, Physics Higher  C 

University of Strathclyde 

Accountancy and Economics BA (Hons) 

CHARTERED INSTITUTE OF PUBLIC FINANCE AND ACCOUNTANCY 

Qualified member since 2001 
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Scottish Hospitals Inquiry 

Witness Statement of  

James Stewart OBE 

  

 

1. Name, qualifications, chronological professional history, specialism etc – 

please provide an up-to-date CV to assist with answering this question. Please 

include professional background and role within NHS GGC, including dates 

occupied, responsibilities and persons worked with/ reporting lines. 

A. James Stewart – Please see attached CV for details of my professional history 

(Appendix B). My main role on the project was a non-executive member of the 

NSGHLPEB . I did however attend other meetings. I cannot remember the exact 

dates when I had a role on the project but I assume, from reading the various 

documents, that  it was from sometime in the second half of 2008 until early 

2010. Having said that, the first meeting that I have across where I attended is 

the Procurement and Finance Group in Feb 2009.  I also note that I did not 

attend the meetings of the NSGHLPEB in October and December 2009 and 

February 2010. My role of as a non-executive board member would have been 

to work with other members of the Board to provide oversight and governance 

to the project. I was CEO of Partnerships UK and so my reporting line in PUK 

was to the Board of Partnerships UK. My main point of contact at NHS GGC 

was Robert Calderwood. I cannot remember who the other members of the 

team were from PUK but assume that they were as listed in the proposal letter 

of 15 July 2008. 
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Partnerships UK Limited  

 

2. Please refer to Bundle 43, Volume 3, Document 5, Page 433, which includes 

a letter from you to Robert Calderwood dated 15 July 2008, and subsequently 

refer to document Bundle 43, Volume 3, Document 10, Page 488, 

Performance Review Group Paper dated 20 January 2009, where it is 

confirmed that Partnerships UK (PUK) had been commissioned to work with 

the project team on the South Glasgow Acute Hospital project.   

 

Describe in detail the specific responsibilities and scope of work assigned to 

PUK at that time? Please outline the areas of expertise PUK contributed to the 

project, the key deliverables or milestones set for them, and how PUK 

supported the project team, existing advisors, and the Greater Glasgow Health 

Board throughout the project 

A. I cannot remember the details of Partnerships UK’s appointment and the 

specific responsibilities.  I can only assume that they were as stated in the 

proposal letter date 15 July 2008. In respect of my role as a non-executive 

member of the NSGHLPEB my focus would have been strategy, procurement 

process, governance and commercial strategy. The specific activities would 

have been dictated by the agenda and papers presented to the Board during 

the times that I was in attendance. 

  

3. The Inquiry understands you were the Chief Executive of PUK at that time. 

Please describe your specific responsibilities in this role in relation to PUK’s 

involvement in the project? Who did you report to? How did you ensure PUK’s 

activities were effectively integrated with those already involved in the Project, 

and what actions did you take to ensure PUK’s contributions aligned with the 

project’s objectives? 

A. As stated above my specific responsibility was a non-executive member of the 

NSGHLPEB. My main contact at NHS GGH was Robert Calderwood and I 

obviously also had a relationship with the Chair of the Board. As the senior 

person on the PUK team I would also have provided senior oversight and 
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support to the other members of the team. I cannot remember any details on 

actions taken to ensure that PUK’s activities were effectively integrated with 

those already involved in the Project and that PUK’s contributions aligned with 

the project’s objectives. However normal practice would have been to have 

regular conversations with Robert Calderwood to ensure that this was the case.  

 

4. Please refer to Bundle 34, Document 21, Page 145.   The Inquiry understands 

that following the appointment of PUK in the Project, you were a ‘voting 

member’ of the Project Executive Board. Confirm the key differences between 

a voting and a non-voting member, and explain how your role as a voting 

member impacted your involvement in assisting the project? 

A. It would be normal for a Project Board to have voting and non-voting members. 

In some Boards this distinction is made by having Board members and 

observers. In theory being a voting member means that you can vote on key 

decisions. However, in my experience, in practice votes are hardly ever held in 

Boards. As a voting member I would have had more influence than non-voting 

members. 

 

 

Bidder Selection  

 

5. Please refer to Bundle 42, Volume 2, Document 9, Page 44, where you 

expressed concerns about the tight programme timeline in relation bidder 

selection, and the absence of contingency. Do you believe that the lack of 

planned contingency in the procurement process had any impact on the choice 

of bidder, or indeed the overall delivery of the project? 

A. Partnerships UK was set up by the UK Government as a centre of expertise for 

delivery of PPP projects. PUK was expected to provide a robust challenge. I 

can see from the minutes of the meeting referred to above that I played an 

active role in discussions. That is not surprising as that was my job. I cannot 

remember the precise meeting referred to but I am not surprised that I 

challenged the timetable and whether there was contingency in the programme. 
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However as a non-executive Board member you are not responsible for taking 

actions off the back of Board discussions. I note from the minutes that I said 

that “the programme should be reviewed and contingency included” but I cannot 

remember whether the timetable or the procurement process was then altered. 

I note that there was an action noted against this paragraph. 

 

6. Why were Multiplex awarded the contract following the competitive dialogue 

process? What distinguished Multiplex from the other bidders to make them the 

preferred bidder?  

A. I am sorry but I cannot remember the details of this.   

 

7. In 2009, was it ever reported to you that the Brookfield bid was either compliant 

with the Employers Requirements set by NHS GGC, or not compliant with the 

Employers Requirements set by NHS GGC? 

A. I cannot recall whether this was done or not.  

 

 

Specification of the Hospital Ventilation System 

 

8. The Inquiry has prepared a Provisional Position Paper on the Procurement 

History (PPP13) which sets out the Inquiry Team’s understanding of the 

procurement process.  It can be found in Bundle 26, Document 3, Page 

169. Please refer to pages 215 and 247 of that bundle, and also Bundle 17, 

Document 26, Page 1063. Describe your involvement and understanding, if 

any, in the removal of the maximum temperature variant? Why was the decision 

taken and by whom? What risk assessments, if any, were taken prior to making 

this decision? What was the impact, if any, in removing the maximum 

temperature variant? 

A. My expertise related to overall strategy, commercial issues and the governance 

and procurement processes. As such these are the areas that I would have 

focussed on as a non-executive Board member. I am not an engineer. I cannot 

recollect any discussion on the removal of the maximum temperature variant 
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and who was involved. If there was a discussion I would not have considered it 

my expertise and would have relied on the views of experts. The only reason I 

would have intervened as a layman was if I was not satisfied by the responses 

given and the dynamic of the debate. 

 
9. The Inquiry has prepared a Provisional Position Paper on the Procurement 

History (PPP13) which sets out the Inquiry Team’s understanding of the 

procurement process.  It can be found in Bundle 26, Document 3, Page 

169. Please refer to section 3.23 page 251-256 and section 3.24 (page 256) 

and to document Bundle 43, Volume 2, Document 21, Page 308. On page 4 

of the design summary, it is noted that within Brookfield’s proposal, the rate of 

ACH would be reduced to 2.5 due to the incorporation of chilled beams. Were 

you aware that Brookfield’s proposal did not comply with the requirements of 

SHTM 03-01, which was a mandatory Employers Requirement? If so, when did 

you become aware of this, and what were your views on the decision to proceed 

with a bidder whose proposal was not fully compliant with the Employers 

Requirements?  

A. I cannot remember if I was aware of this or not.  

 

10. Please refer to Bundle 16, Document 5, Page 342 and document Bundle 16, 

Document 13, Page 1357. Ultimately, a decision was made to accept that the 

wards of the hospital would not have 6 air changes per hour (ACH) as set out 

in SHTM 03-01 2009 draft, compliance with which was a mandatory Employers 

Requirement. Were you aware of this decision? If so, how was this decision 

made and what involvement did you have in this? If you were not aware of this, 

would you have expected to have been made aware given your position as 

Chief Executive of PUK?  

A. I cannot remember if I was aware of this or not. My role was not as Chief 

Executive of PUK but as non-executive on the Board with the experience that 

comes from being CEO of PUK and other experience in the infrastructure 

market. As a Board member I would have expected to be made aware by the 

executive of any material issue that impacted the letting of the contracts and 
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the ultimate construction and delivery of the hospital. Given my expertise was 

and is not in design specification the reliance on the executive to have made 

non-exec Board members like me aware of material issues in this area would 

have been greater.  

 

11. Would you expect that a decision to depart from the guidance set out in Scottish 

Hospital Technical Memorandum on hospital ventilation be reported to the 

Project Board, drawn to the attention of the NHS GGC Board or Programme 

Board, and ultimately to the Scottish Government as part of the Full Business 

Case application?  If not, why not? 

A. I am not expert and was not an expert in the design specifications for hospital 

ventilation systems. I have not read the guidance referred to so do not know 

whether the guidance was mandatory or discretionary. I also do not know or 

understand the exact issues that have arisen on this project. However, if a 

decision was made at the time, to depart from the guidance and this was a 

material issue and departure from best practice and minimum requirements 

then I would have expected the Board that I sat on to be notified and then the 

Board would have had a discussion on whether to refer/notify the matter to 

other governance bodies.  

 

12. Is there anything you would like to add that you believe could provide further 

clarity   or assistance to the Inquiry? 

A. I have found this questionnaire very difficult to fill in. The events that are referred 

to took place over 15 years ago and my recollection is very limited. I have also 

been sent thousands of pages of documents and have only read the pages 

specifically referred to in the questions. In relation to Q13 below I have reviewed 

the minutes of meetings and documents as requested. I am puzzled as to why 

I did not attend the meeting of the NSGHLPEB on 26th October 2009 and  I 

cannot remember whether I attended the Board Seminar on 22 October that 

preceded it. Maybe I attended the seminar where the substantive discussion 

took place and therefore it was unnecessary to attend the formal Board but I 

cannot remember what I did or any conversations that I had at the time.  I also 
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note that I did not attend the meetings of the NSGHLPEB on 7th December 

2009 and 16th February. I cannot remember why this was. Maybe it was 

because the contracts were all but let and my involvement was no longer 

thought to be necessary -  but that is a guess.  

 
 
Membership of the New South Glasgow Hospitals and Laboratory Project 

Executive Board 

 

13. The Inquiry understands that as Chief Executive of Partnerships UK you were 

a voting member of the New South Glasgow Hospitals and Laboratory Project 

Executive Board (NSGHLPEB) during Stage 1 of the new SGH project and had 

also attended meetings of its predecessor the New South Glasgow Executive 

Board. 

 The minutes of the NSGHLPEB from 1 June 2009 to 16 February 2010 can be 

found in Bundle 42, Volume 2, Documents 10 to 23, Pages 54 to 112.  The 

minutes of other relevant meetings you attended can be found in Bundle 43, 

Volume 7, Document 5, Page 11 and Document 6, Page 15 and Bundle 42, 

Volume 2, Document 9, Page 44. 

 

The NSGHLPEB was set up by the NHS GGC Performance Review Group on 

19 May 2009 (Bundle 34, Document 21, Page 145 at Page 153).  That 

decision is recorded in: 

• The Minutes of 19 May 2009, Item 32 (Bundle 34, Document 20, Page 133)  

• The Paper (09/21) at Item para 2.3-2.5 (Bundle 34, Document 21, Page 145)  

• The actual remit (Appendix 2) (Bundle 34, Document 21, Page 145 at Page 

152)  

 

It appears from these documents the NSGHLPEB had delegated authority to 

conduct and conclude negotiations at project critical moments and was required 

to “oversee the management of change control processes” so that “any change 
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which impacted on the project must be authorised by [it] before it can be 

implemented (see remit at Bundle 34, Document 21, Page 145). 

 

The Inquiry has heard evidence from Mr Seabourne and Ms Byrne that no such 

change control system existed and that no report was made to the NSGHLPEB 

of the decision to accept that the single rooms of the hospital would have 2.5 to 

3 air changes per hour (ACH) rather than 6 ACH as set out in Scottish Health 

Technical Memorandum 03-01 2009 (Draft), compliance with which was a 

mandatory Employers Requirements as issued to the bidders by NHS GGC.  

 

There are indications that Scottish Ministers would not have funded the 

construction of the hospital if they had known of this non-compliance with their 

issued guidance and evidence that not only was this non-compliance not 

reported in the full business case but was not widely known of within the Board 

following the end of Stage 1. 

 

Please review the minutes of the NSGHLPEB from 1 June 2009 to 16 February 

2010 (Bundle 42, Volume 2, Documents 10 to 23, Pages 53 to 112). 

 

a) Why was there no change control process in place for the Stage 1 of the new 

SGH project that would report a decision such as this to the NSGHLPEB? 

A. I don’t know and cannot recall any discussions about it but I would have 

expected it to be in place. In normal circumstances, a Board of this type would 

only be informed about material changes and it would have been up to the 

judgement of the executives to decide what constituted as material; i.e. the 

Board could only have acted on information provided to it. That, however, does 

not answer why the Board did not ask about the topic of change control and be 

proactive in asking whether any significant changes have taken place.    

 

b) Considering the above, how did the contract come to be signed on 18 

December 2009 despite the NSGHLPEB not being asked to authorise any 
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changes and in fact the NSGHLPEB not conducting and concluding the 

negotiations? 

A. I cannot recall the reasons for this but, as stated above I was not at the meeting 

on the 7th December when perhaps this was discussed.  

c) What if any advice did Partnerships UK give to NHS GGC or the NSGHLPEB 

about the need for a system of change management controls to ensure that 

changes to that impacted on the approved Employer’s Requirements were not 

agreed without being properly considered against the approved outcomes 

required by the Board and its external funder. 

A. I do not have access to any correspondence that other members of the PUK 

team might have sent so I do not know if any advice was given on this matter. 

If we had given any advice, it is likely that this would have been generic as to 

the need for a system/process for managing change rather than specific advice 

in relation to Employer Requirements. 

 

 

Declaration  

 

I believe that the facts stated in this witness statement are true. I understand that 

proceedings for contempt of court may be brought against anyone who makes, or 

causes to be made, a false statement in a document verified by a statement of truth 

without an honest belief in its truth. 

 

 

The witness was provided the following Scottish Hospital Inquiry documents for 

reference when they completed their questionnaire statement. 

 

Appendix A 

 
A47851278 – Bundle 16 – Ventilation PPP 

A49342285 – Bundle 17 – Procurement History and Building Contract PPP  

A49615172 – Bundle 26 – Provisional Position Papers  
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A51785179 – Bundle 34 – Performance Review Group and Quality and Performance 

Committee Minutes and Relevant Papers  

A52498034 – Bundle 42 – Volume 2 – Previously omitted miscellaneous meeting 

minutes and papers  

A52523997 – Bundle 43 – Volume 2 - Procurement, Contract, Design and 

Construction, Miscellaneous Documents 

A52725667 – Bundle 43 – Volume 3 – Procurement, Contract, Design and 

Construction, Miscellaneous Documents 

A52942007 – Bundle 43 – Volume 7 - Procurement, Contract, Design and 

Construction, Miscellaneous Documents 

 
 
The witness provided the following documents to the Scottish Hospital Inquiry for 

reference when they completed their questionnaire statement.  

 
 
 
Appendix B 

 

CV - James Stewart, OBE 
 

 

Date of Birth:   

Nationality: British 

Marital Status:  

 

 

Education/Qualifications 
  

1980 - 1984 Pembroke College, Oxford, BA Hons, Chemistry 

1975 - 1980 Harrow School 

Fellow of the Institute of Civil Engineers 

 

 

-
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Directorships and other appointments 

 

2024 -  Chair, Sequoia Economic Infrastructure Income Fund 

2023 -  Chair, Agilia Infrastructure Partners Limited 

2022 - 2023 Non-Executive Board member, Sequoia Economic Infrastructure 

Income Fund 

2021 -  Trustee, The Shaw Trust 

2017 - 2021 Non-executive Board member, KPMG LLP and member of the 

Board Risk Committee 

2019 - 2021  Chair, Audit Board, KPMG LLP 

2018 - 2019  Chair, Audit Oversight Board, KPMG LLP 

2016 -   Chair and Trustee, Power for the People 

2006 - 2016  Trustee, Cumberland Lodge 

2008 - 2014  Non-executive Director of Sport England 

2000 - 2010  CEO and Director of Partnerships UK plc 

2004 - 2009  Ex Officio Director of Partnerships for Schools   

2003 - 2009 Non- executive Director of Northern Ireland Strategic Investment 

Board 

2006 - 2009  Non-executive Director of Ploughshare Innovations Ltd 

2008 - 2010  Non-executive Director of Local Partnerships 

2001 - 2006  Non-executive Director of Partnerships for Health  

 

Other Positions 

 

2018 - 2021  Co-Chair, UK/Brazil Infrastructure Taskforce 

2017 - 2021  Member of Be the Business Advisory Board 

2017 - 2021  Member of Infrastructure Exports:UK Board 

2014 - 2020 Chair, UNECE PPP Business Advisory Board 

2012 - 2016 Member of the World Economic Forum Infrastructure Global 

Agenda Council 

2005 - 2010  Independent member of Crossrail Sponsor Board 
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Project and Assurance Roles 

 

2007 - 2010  Member of the Major Projects Review Group Panel 

2020 Chair of two Red Team Reviews for HS2: Phase 2a and Euston 

2020 Member of the Crossrail 2 Independent Assurance Panel 

2019 Member of the Institution of Civil Engineers Governance Review 

2018-19 Member of the HS2 Independent Assurance Panel for Enterprise 

Capability 

2005 – 2010  Independent member of Crossrail Sponsor Board 

2007 – 2010  Member of the Major Projects Review Group Panel 

2007 – 2010 Member of numerous project/programme boards including the 
Shadow Olympic Delivery Authority, Tubelines restructuring, 
Enabling Savings Retirement Programme, M25, Glasgow 
Southern General, Barts and Royal London Hospital 
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Career Record 
 
March 2021 – Portfolio of non-executive positions 
 

Since retiring from KPMG James has taken on a number of non-executive positions 

with two focussed on the infrastructure sector and two charities. 

 

Sequoia Economic Infrastructure Income Fund - James joined the Board of Sequoia 

in Jan 2022 as a non-executive director. Sequoia is a FTSE 250 company and 

invests in infrastructure debt. In January 2024 James became the Chair. 

 

Agilia Infrastructure Partners Limited – Agilia is a infrastructure boutique advisory 

firm. James joined Agilia as a Senior Adviser in 2021 and in 2023 became the Chair. 

 

The Shaw Trust – James joined the Board of Shaw Trust in 2021 and is the Chair of 

the Finance Committee.  Shaw Trust is a large charity challenging inequality and 

breaking down barriers to enable social mobility. 

 

Power for the People – James was appointed Chair in 2016. Power for the People 

provides support to communities in Kenya and Uganda. 

 
 
Jan 2017 to March 2021 Vice-Chair, KPMG UK LLP 
 

As a Vice-Chair James had a portfolio of responsibilities operating at the most senior 

level in KPMG in the UK. James was a non-executive member of the KPMG LLP 

Board, chaired the Audit Board, and a member of both the People and Risk Board 

sub-committees. 

 

James was responsible for KPMG’s engagement on Brexit and the Government’s 

growth agenda (including the Industrial Strategy). James was also the Vice Chair 

responsible for KPMG’s engagement and relationships with the Government and the 

wider public sector. The Chief Economist reported into James. 
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Over the three year period James provided senior support to the Infrastructure, 

Government and Health business (IGH) and was interim head of IGH for eight 

months during the height of the Covid crisis responsible for a business with an 

annual turnover of  and 800 people. 

 
Over his last twelve months James hosted /chaired KPMG’s flagship webinar series 

which was set up in response to the Covid crisis. Guests included Ministers, private 

sector CEOs, senior military and third sector leaders and even Jonny Wilkinson! 

 

James was also the senior sponsor for the engagement with the NSPCC who are 

KPMG’s national charity partner and has helped raise over one million pounds. 

 
March 2011 – 2017  Chair, Global Infrastructure, KPMG 
 

James was chair of KPMG’s Global Infrastructure practice. During his tenure the 

business grew from  to just short of and James visited over 60 countries. 

 

The role broke down into four main parts 

 

1) Leading the Global Infrastructure business, setting the strategic direction and 

identifying new markets and services for KPMG to offer. 

2) Developing relationships with public and private sector clients at a senior level 

and supporting major proposals and projects. 

3) Working with country senior management to develop business plans and growth 

strategies. 

4) Managing a small global team and integrating and joining up the KPMG 

infrastructure network. 

 

This role gave James extensive access to best practice across the world in 

developing, implementing, financing and assuring major infrastructure projects.  

 
December 2009 – February 2011  Chief Executive, Infrastructure UK 
  

-

- -
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James was based in the Treasury as the CEO of Infrastructure UK (IUK). IUK was a 

new organisation responsible for supporting infrastructure investment in the UK and 

providing support on major projects. The staff consisted of existing teams at the 

Treasury and 30 staff from Partnerships UK (PUK).  

 

Roles included: 

 

• Leading IUK’s engagement at a senior level with external stakeholders in the 

UK and internationally including regulators and the private sector. 

• Advising Ministers on policy issues relating to the infrastructure sector and the 

PFI and PPP market. 

• Ensuring that there was sufficient capacity in the UK infrastructure financing 

market to support the investment pipeline. 

• Publication of a UK Infrastructure Strategy on budget day in March 2010.  

• Publication of the first National Infrastructure Plan, launched by the Prime 

Minister at the CBI Conference in October 2010.  

• Publication of the Infrastructure Cost Review in December 2010. 

• As a panel member of the Major Projects Review Group providing assurance 

on major projects and programmes. 

• Senior troubleshooting role on major infrastructure projects and other 

significant public sector programs. 

 
May 2000 – December 2009  Chief Executive, Partnerships UK 
 

James was appointed Chief Executive of PUK in May 2000.  PUK was responsible 

for assisting in the development and implementation of the Public Private 

Partnership program in the UK. PUK was owned 51% by private sector investors and 

49% by the Treasury and Scottish Ministers. PUK was essentially a “not for dividend” 

company operating on a commercial basis but with a clear public sector mission. 

PUK had 80 staff and a balance sheet of £45m which grew to £75m+. 

  

Page 211

A53987958



16 
 

Witness Statement of James Stewart OBE: Object ID: A52533582 
 

 
 

James’ role at PUK included the following activities: 

 

▪ As CEO leading and managing a people-based business. 

▪ Managing a complex stakeholder environment including public and private 

shareholders. 

▪ Providing support to Ministers and senior officials on PFI and infrastructure 

policy. 

▪ Playing a senior troubleshooting role on major infrastructure projects and 

programmes such as Crossrail, the Olympics, M25 and Allenby and 

Connaught. 

▪ Acting as an international ambassador for the UK infrastructure market. 

 

James was part of the senior team that established the Major Projects Review Group 

and was a founder panel member.  

 

James oversaw the setting up of the Treasury Infrastructure Finance Unit which was 

the first intervention by the Government in the infrastructure financing market and in 

response to the lack of capacity following the Financial Crisis. 

 

James led the development and creation of a new joint venture, Local Partnerships, 

between PUK and the LGA to support community based public sector bodies in the 

improvement of infrastructure and public services. James was a non-executive 

director on the Board until he left IUK. 

 

James was also a director of the Northern Ireland Strategic Investment Board (SIB). 

He was instrumental in the establishment of the SIB as a coordinated response to 

solving the infrastructure deficit in Northern Ireland. 

 

1999 – 2000 Newcourt Capital 
 

James was appointed Head of European project finance at Newcourt Capital which 

was part of the CIT Group.  During this time James helped establish the Newcourt 
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Capital European Project Finance Fund which was the first debt fund to make use of 

private institutional debt.  

1984 -1999  Société Generale/Hambros (Hambros was acquired by SG in 

March 1998) 

 

James spent fourteen years at Hambros and SG.  His final position was Managing 

Director, Project Finance, and the Global Head of Infrastructure and Environment. 

James was responsible for leading a global team involved in lending, investing equity 

and advising on infrastructure projects. 
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Scottish Hospitals Inquiry 

Witness Statement of 

Malcolm Robert Wright OBE 

 

 

Introduction 

 

1. My name is Malcolm Wright. This witness statement is being provided for the 

Scottish Hospitals Inquiry “Glasgow IV” hearings.  It follows and, where 

appropriate, expands upon the witness statement that I provided to the Inquiry 

for the Edinburgh hearings commencing in February 2024 (“Edinburgh IV 

hearing”).  

 

2. I remain retired and refer to my previous statement and the CV appended 

thereto in relation to my personal details and professional background. 

 

3. I held the role of Director General for Health and Social Care (“DGHSC”) and 

Chief Executive of the National Health Service in Scotland between 11 

February 2019 and 31 July 2020.  I was absent between 22 April 2020 and 31 

July 2020 (when I retired) due to a period of sick leave.  I refer to my earlier 

statement (paragraphs 3 to 16) for the circumstances of my appointment, the 

scope of my responsibilities, who I reported to and those who reported to me.  

 

4. To expand upon the information that I have previously provided about the 

scope of my responsibilities, I would take this opportunity to set out the unique 

nature of the job role of DGHSC and Chief Executive of the NHS Scotland in 

both the Scottish Government and the wider public sector in Scotland.  The 

role reported to the Permanent Secretary and was one of six Directors 

General within the Scottish Government.  In this capacity I met with the 

Permanent Secretary and other Directors General on a weekly basis as part 

of the Permanent Secretary’s Executive Team, with a focus on the delivery of 

the Scottish Government’s National Performance Framework and the 

mobilisation and development of the civil service in Scotland to support the 

First Minister and Cabinet in the delivery of their priorities and Programme for 
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Government.  I had monthly one-to-one meetings with the Permanent 

Secretary.  The role required the development of and extensive collaborative 

network of working relationships across partner agencies, professional and 

regulatory bodies and staff organisations.  The DGHSC is the Scottish 

Government’s principal policy advisor on health and social care.  The position 

also incorporates the role of Chief Executive and Accountable Officer of the 

NHS in Scotland.  The (then) 22 individual health boards in Scotland in turn 

have their own chief executives, who are their Accountable Officers.  The 

Chief Executive of the NHS in Scotland does not line manage health board 

chief executives; rather they report to health board chairs, who in in turn are 

directly appointed by and accountable to the Scottish Ministers.  The Scottish 

Ministers hold the NHS Boards to account through annual and mid-year 

reviews conducted with board chairs and chief executives; and this is a 

process in which the DGHSC and senior Scottish Government officials are 

normally present alongside the Cabinet Secretary.  In this context, I 

participated in NHSGGC’s annual review on 11 March 2019 and mid-year 

review on 24 October 2019, led by the Cabinet Secretary. 

 

5. The purpose of my role as DGHSC was to work directly with the Cabinet 

Secretary on the strategic and wider work of the Scottish Government in 

relation to Health and Social Care and to ensure the performance 

management of the 22 NHS Boards.  A key aspect of that role was advising, 

enabling and assisting the Cabinet Secretary in furtherance of her priorities 

and ensuring that she had all of the necessary advice and information that she 

needed to make decisions.  During my appointment as DGHSC, the remit for 

the role had a strong emphasis on a Scottish Government-wide corporate 

contribution, particularly through membership of the executive team, corporate 

board and leading cross-departmental work in government to deliver the 

outcomes of the national performance framework.  There was also a strong 

emphasis on strategic change and the delivery of the Cabinet Secretary’s 

priorities of waiting times, mental health and the integration of health and 

social care, together with establishment of Public Health Scotland, with a 

focus of driving forward the improvement of the health of the Scottish 

population.  I required to provide strategic direction to NHS Scotland and drive 
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performance, efficiency, value for money and the delivery of sustainable high-

quality services – acting as Accountable Officer for the portfolio budget.  I had 

weekly one-to-one meetings with the Cabinet Secretary. 

 

6. There were nine direct reports to the DGHSC when I held that post.  Those 

were: the Director of Performance and Delivery, John Connaghan; the Chief 

Medical Officer, formerly Catherine Calderwood, and latterly Gregor Smith; 

the Chief Nursing Officer, Fiona McQueen; the National Clinical Director, 

Jason Leitch; the Director of Health Workforce, Shirley Rogers; the Director of 

Finance and Infrastructure, Christine McLaughlin; the Director of Health and 

Social Care Integration, Eleanor Mitchell; the Director of Mental Health, Donna 

Bell; and the Director of Population Health, Richard Foggo, who was 

responsible for public health, health improvement, primary care, and setting 

up of Public Health Scotland, which was a major development at the time.  

Those direct reports met with the Cabinet Secretary, along with me, in person 

on a weekly basis following the Cabinet meeting.  I would also meet with all of 

the Directors within the Health and Social Care Directorate on a weekly basis 

at the Health and Social Care Management Board (“HSCMB”).  The Cabinet 

Secretary would attend the HSCMB from time to time, providing her with a 

further opportunity to meet with the Directors from the Health and Social Care 

Directorates.  These meetings were in keeping with the objectives within the 

Scottish Government to remove organisational boundaries supporting the 

leadership role of directors, who are fully authorised and expected to work 

directly with and support Ministers in achieving their objectives.  The Cabinet 

Secretary and the DGHSC Team would highlight the topics for discussion 

each week and her direct reports would brief her on these.  I recall the 

QEUH/RHC being featured in these discussions.  I met collectively with the 

NHS Board Chief Executives on a monthly basis to discuss and drive forward 

ministerial strategic and performance priorities.  As DGHSC, I made a point of 

visiting Health Board areas across Scotland to see NHS Facilities first hand 

and meet with frontline and Senior Staff, including Integration Joint Board 

colleagues and local authority Chief Executives. 
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Awareness of Concerns at the Queen Elizabeth University Hospital (“QEUH”) 

and Royal Hospital for Children (“RHC”) in February 2019 

 

7. I was immediately made aware of concerns at the QEUH and RHC when I 

started in post in February 2019.  I was provided with a handover from my 

predecessor, Paul Gray, which included a briefing on the emerging concerns 

at the QEUH and RHC about the built environment and infection prevention 

and control.  The handover briefing made me aware of the Cabinet 

Secretary’s visit to the Queen Elizabeth with the Chief Nursing Officer (“CNO”) 

and National Clinical Director (“NCD”) on 21 January, the Cabinet Secretary’s 

briefing to the First Minister of 23 January, the events leading to the Cabinet 

Secretary’s statement to the Scottish Parliament on 26 February and the 

publication of HPS report on 22 February 2019.   

 

8. I was also aware that  my predecessor, Mr Gray, had met with the Chief 

Executives and Directors of Estates of all Health Boards in Scotland on 22 

January 2019 (shortly before I took up post) to brief them on the emerging 

issues at the QEUH and RHC and to seek assurances, through Health 

Facilities Scotland (“HFS”), about the maintenance and testing of ventilation 

and water systems, as well as plant rooms within their acute estate (Bundle 

4, Document 3, Page 8). The Inquiry already has evidence before it as to the 

intention behind and required actions flowing from Mr Gray’s letter of 25 

January 2019, which was issued to the Directors of Estates of all Health 

Boards in Scotland.  In brief, the letter included a section relating to 

assurances being sought that all critical ventilation systems were being 

inspected and maintained in line with SHTM 03-01.  The letter was sent in 

order to obtain assurance in that respect from all health boards in light of the 

emergent issues and concerns at the QEUH/RHC.  The letter required 

responses to be directed to Health Facilities Scotland, who were tasked with 

monitoring the situation. The former Cabinet Secretary, Ms Freeman, 

explained to the Inquiry within her principal witness statement for the 

RHCYP/DCN hearings, at paragraphs 34 to 37, what she had instructed Mr 

Gray (and through him HFS) to do.  I do not have documentation available to 
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me from the Inquiry that would allow me to comment upon NHSGGC’s 

response to HFS.  

 

9. Upon coming into post, I had a number of initial conversations with the then 

Cabinet Secretary for Health and Sport, Jeane Freeman, who spoke of the 

concerns at the QEUH and RHC and the high-priority being given to 

addressing them.  

 

10. I also met with all of the Scottish Government Directors, who reported to me, 

including the then CNO, Fiona McQueen, who was the Policy Lead for 

Healthcare Acquired Infection (“HAI”); the then Chief Medical Officer (“CMO”), 

Catherine Calderwood; and then Chief Finance Officer, Christine McLaughlin, 

who had within her remit the brief for the built environment and Capital 

Investment Group (“CIG”).  Thereafter, I met with them weekly as a team (as 

mentioned above) and also had monthly one-to-one meetings with them 

throughout my time in post.  This was part of a planned, systemic pattern of 

engagement, which enabled me to be kept informed and support action 

across a wide range of areas in NHS Scotland in constantly changing 

circumstances. 

 

 

Escalation of NHS Greater Glasgow and Clyde (“NHSGGC”) Health Board on 

the NHS Board Performance Escalation Framework  

 

11. I provided detail about the NHS Board Performance Escalation Framework 

(“the Escalation Framework”) (Bundle 13, Volume 3, Document 18, Page 

683) in my earlier statement for the Edinburgh IV hearings and refer to that for 

an explanation of the process.  

 

12. When I came into post, NHSGGC was at Stage 2 of the Escalation 

Framework. On 22 November 2019, I took the decision to escalate NHSGGC 

to Stage 4 of the Escalation Framework.  I set out the decision and reasons 

for it in writing in a letter to John Brown, Chairman; and Jane Grant, Chief 
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Executive of NHSGGC dated 22 November 2019 (Bundle 52, Volume 1, 

Document 23, Page 310). 

 

13. The reasons for my decision to escalate NHSGGC to Stage 4 of the 

Escalation Framework, specifically focussed on the systems, processes and 

governance in relation to Infection Prevention Management and Control at the 

QEUH/RHC and the associated communication and engagement issues, are 

consistent with those in the paper considered by the HSCMB on 22 November 

2019. To summarise, the concerns that led to this recommendation were 

centred around infection prevention and control within the QEUH/RHC and the 

perceived need to support the Board’s engagement and communications in 

relation to that.  

 

14. The decision on escalation of a Health Board to Stage 4 on the Escalation 

Framework sits with the DGHSC/ Chief Executive of NHS Scotland.  I did not 

make the decision to escalate NHSGGC in isolation. The impact of escalating 

a health board is serious, and so I did not take such a step without first 

seeking advice and consulting with the Cabinet Secretary.  I took advice from 

the HSCMB, who met on 22 November 2019 and who recommended that 

NHSGGC should be escalated from Stage 2 to Stage 4 (Bundle 52, Volume 

1, Document 6, Page 34). In this instance, the recommendation and 

supporting paper was prepared by the CNO as the policy lead for HAI, who 

had discussed this with me prior to the paper being presented.  

 

15. The Cabinet Secretary was regularly briefed about the issues within NHSGGC 

and, specifically, the QEUH/RHC prior to the decision to escalate to Stage 4 

through a constant flow of information from Scottish Government Directors, 

including the CNO.  It was standard practice for me to be copied into all 

written briefings that went to the Cabinet Secretary’s office, most of which 

were prepared by staff within the CNO Directorate.  The Inquiry has been 

provided with copies of these written briefings.  Additionally, the Cabinet 

Secretary had regular direct discussions with the CNO and other Scottish 

Government Directors and Deputy Directors about these matters.  This issue 
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featured in the regular weekly meetings led by the Cabinet Secretary with 

DGHSC directors. 

 

16. As Policy Lead for HAI/ IPC, the CNO had responsibility for the Scottish 

Government’s liaison with the NHSGGC Board in relation to infection 

prevention and control.  Staff within the CNO Directorate were also in direct 

contact with HFS and Health Protection Scotland, who were also liaising with 

NHSGGC regarding individual incidents and the follow up work in relation to 

those.  There was also intelligence coming to the Cabinet Secretary via the 

CMO’s updates, which contained information received from medical 

colleagues in NHSGGC. 

 

17. The Scottish Government had also appointed Professor Craig White on 4 

October 2019 to lead and direct work in relation to communication and 

engagement between NHSGGC and affected patients and families at the 

QEUH/RHC.  I am aware that the Cabinet Secretary would hold regular 

meetings with him, as well as the CNO and CMO.  By the point of escalation, 

Professor White was providing Scottish Government officials with important 

information about his contact with the Board of NHSGGC, staff and affected 

patients and families, which was leading to rising levels of concern about the 

extent to which NHSGGC had a proper grasp of the issues at the QEUH/RHC 

(which are drawn out in the HSCMB paper referred to at paragraph 14 of this 

statement, above) and engaging and communicating effectively with families 

and clinicians.   

 

18. All of these factors led to increasing levels of concern within the Scottish 

Government about the issues at the QEUH/RHC and the apparent need for 

government intervention.  Whilst the decision to escalate a Health Board to 

Stage 4 is not a Ministerial one, I discussed the recommendation with the 

Cabinet Secretary as well as with the CNO, both of whom agreed that it was 

appropriate. 

 

19. As I have mentioned, there were increasing levels of public concern in the 

matters at the QEUH and RHC at this time and I am aware that elected 
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representatives were also playing a role in expressing their constituents’ 

concerns within the Scottish Parliament about infections and the built 

environment of the QEUH/RHC and the Board’s handling of these issues.  

 

20. The timing of the escalation was directly linked to the information highlighted 

within the escalation paper.  In addition to the public concerns being generally 

expressed about the issues at the QEUH/RHC, by the point in time of the 

meeting of the HSCMB the Cabinet Secretary had met with families and 

patients (on 29 September and 1 October) and heard their specific concerns.  

Feedback had also by then been obtained from Professor White in relation to 

the operation of NHSGGC’s incident management team, including clinical 

concerns and concerns as regards communication, engagement with patients 

and clinicians and transparency in relation to decision-making.  That 

information was significant in the consideration of whether NHSGGC required 

an increased level of intervention and support.  When the decision was made 

to escalate the health board to Stage 4 of the Escalation Framework, I wrote 

immediately to the Chair and Chief Executive of NHSGGC to inform them of 

the position (Bundle 52, Volume 1, Document 23, Page 310). That same 

day, the Cabinet Secretary made a full statement in the Scottish Parliament 

about the decision to escalate (Bundle 52, Volume 1, Document 25, Page 

315) and wrote a letter to the Chair of the Scottish Parliament’s Health and 

Sport Committee (Bundle 52, Volume 1, Document 26, Page 324).  

 

21. The establishment of the Oversight Board (“OB”) was one of the most 

important steps taken by the Scottish Government upon escalation of 

NHSGGC to Stage 4 and is consistent with the Escalation Framework 

objective of providing appropriate support and intervention to address the 

concerns that had led to the escalation. 

 

22. The OB reported to me.  In consultation with the Cabinet Secretary, I 

appointed the CNO, Professor Fiona McQueen, as the Chair of the OB as she 

was one of the Scottish Government’s most senior professional Directors.  

The membership of the OB also included other relevant senior professionals, 

including, Keith Morris (Deputy Chair - Infection Control Doctor Advisor, 
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Scottish Government Chief Nursing Officer Directorate), Professor Hazel 

Borland (Executive Director of Nursing, Midwifery and Allied Health 

Professions & Healthcare Associated Infection Executive Lead, NHS Ayrshire 

and Arran), Professor Craig White (Divisional Clinical Lead, Healthcare 

Quality and Improvement Directorate, Scottish Government), Dr Andrew 

Murray (Medical Director, NHS Forth Valley and Co-chair of Managed Service 

Network for Children & Young People with Cancer), Lesley Shepherd 

(Professional Advisor, CNOD, Scottish Government), Alan Morrison (Health 

Finance Directorate, Scottish Government), Sandra Aitkenhead (CNOD, 

Scottish Government (secondee)), Greig Chalmers (Interim Deputy Director, 

Queen Elizabeth University Hospital Support, CNOD, Scottish Government), 

Calum Henderson (Secretariat – CNOD, Scottish Government) and Professor 

John Cuddihy (Families representative).  Within the OB, three sub-groups 

were also established and chaired.   Both the OB and its sub-groups were 

intended to be a vehicle to rigorously manage the emerging situation at the 

QEUH/RHC.  It is worth noting that membership of the groups is external to 

NHSGGC and that NHSGGC senior staff are observers. 

 

23.  The CNO was selected as the Chair of the OB for a number of reasons. The 

CNO was the policy lead for HAI, as well as an expert, very senior and highly 

respected clinician who would command confidence with the clinicians and 

the senior leadership team with whom she was working, both within the 

Scottish Government and NHSGGC.  In my view, the CNO was a very strong 

appointment; and the decision to put the Scottish Government’s most senior 

IPC leader in to direct this work, in my view, sent a signal about the 

seriousness with which this situation was being approached by the Scottish 

Government.   

 

 

Contact with Board of NHSGGC Prior to Escalation 

 

24. As explained above, my role as DGHSC incorporated holding the position of 

Chief Executive of the NHS in Scotland.  It is important to understand that this 

does not mean that I had any line-management responsibility for anyone 
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within NHSGGC.  The Health Board’s Chief Executive reports to the Chair and 

to the Health Board.  The Chair of the Health Board is answerable to the 

Cabinet Secretary, not the DGHSC.  When I took up post, I visited Health 

Boards and made a point of meeting with their Senior Leadership Teams 

(“SLT”). This included NHSGGC.  I had monthly group meetings with NHS 

Chief Executives, but not individual one-to-one meetings.  That is in keeping 

with the role and remit of the DGHSC, as explained above and in my pervious 

witness statement.  My main contact with NHS Board Chief Executives was 

through the cycle of annual reviews, mid-year reviews, monthly business 

meetings and familiarisation and engagement visits to NHS Boards and 

Integration Joint Boards, which were focussed on the Cabinet Secretary’s 

strategic priorities. I met the leaders of the Chief Executive’s Group regularly 

to discuss strategic issues from both a government and a service perspective. 

 

 

Support and Resources Available to NHSGGC during Stage 4 Escalation  

 

25. I am asked what support and resources were provided to NHSGGC to assist 

them in “recovering from” being escalated to Stage 4 of the Escalation 

[Support and Intervention] Framework.  As the Inquiry has heard at previous 

hearings, the NHS Scotland Support and Intervention Framework is one of the 

key elements of an evidence-based approach to monitoring performance and 

managing risk across the NHS in Scotland.  The Framework operates to 

ensure that appropriate levels of support are provided to Health Boards at any 

given time.  The framework applies to the 14 NHS territorial boards only.  The 

nature of support and intervention by the Scottish Government will vary, 

depending upon the issues presenting, with Health Boards moving up and 

down levels on the Framework based upon advice received from HSCMB.  

Health Boards could be escalated for Health Board-wide challenges or 

specific issues.  The Framework is overseen by the National Planning and 

Performance Oversight Group (“NPPOG”), a sub-group of HSCMB, which was 

chaired by John Connaghan and had a membership including representatives 

from all of the Health Directorates within the Scottish Government.  The 

NPPOG provided a summative view of all of the concerns about NHSGGC.  
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26. The Scottish Government provided a range of interventions and supports to 

NHSGGC when it was escalated to Stage 4 in order to address the various 

interconnected issues that were being identified.  By way of reminder, the 

statutory responsibility for the delivery of healthcare remained with NHSGGC 

during Stage 4 escalation, with the Chief Executive of NHSGGC remaining the 

Accountable Officer.  The Framework provides that at Stage 4, the support 

and intervention provided by the Scottish Government will include senior level 

external support reporting to an Assurance Board chaired by the Scottish 

Government, which will report direct to the DGHSC.  The onus remains on the 

NHS board to deliver the required improvements.  The primary vehicle for 

provision of the intervention and support required was, therefore, the OB.    

 

27. As was set out within its Terms of Reference, the purpose of the OB was to 

support NHSGGC in determining what steps were necessary to ensure the 

delivery of and increase public confidence in safe, accessible, high-quality, 

person-centred care at the QEUH/RHC and to advise the DGHSC that such 

steps had been taken.  In particular, the OB was tasked with seeking to: 

• ensure appropriate governance is in place in relation to infection prevention, 

management and control; 

• strengthen practice to mitigate avoidable harms, particularly with respect to 

infection prevention, management and control; 

• improve how families with children being cared for or monitored by the 

haemato-oncology service have received relevant information and been 

engaged with; 

• confirm that relevant environments at the QEUH and RHC are and continue to 

be safe; 

• oversee and consider recommendations for action further to the review of 

relevant cases, including cases of infection; 

• provide oversight on connected issues that emerge; 

• consider the lessons learned that could be shared across NHS Scotland; and 

• provide advice to the DGHSC about potential de-escalation of the NHS GC 

Board from Stage 4. 
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28. As Chair of the OB, the CNO will be able to speak to the considerable work 

carried out by the OB and its various sub-committees.  A significant input of 

expertise is provided to a Health Board when they are escalated to Stage 4 of 

the Escalation Framework.  In my view, key elements of the intervention and 

support provided through the vehicle of the OB were by virtue of the various 

appointments of the CNO, Professor Craig White, Professor Marion Bain and 

Professor Angela Wallace, together with the steps taken in mobilising HPS 

and HFS to be in and around the very complex scientific questions that were 

being addressed about infection prevention and control.   

 

 

Consideration of Escalation of NHSGGC to Stage 5 of the Escalation 

Framework  

 

29. I am asked whether consideration was given to escalating NHSGGC to Stage 

5 of the Escalation Framework.  An escalation to Stage 5 involves the use of 

the Cabinet Secretary’s statutory powers of intervention and is, therefore, a 

decision that rests with the Cabinet Secretary as a Scottish Minister rather 

than the DGHSC.  Stage 5 escalation would only be used in the most 

exceptional circumstances when the Scottish Ministers are of the view that a 

Health Board as a whole requires direct statutory intervention because of the 

view that the Board are unable to deliver safe and effective healthcare (“The 

level of risk and organisational dysfunction is so significant that the NHS 

Board requires direct intervention using statutory powers of direction”).  This is 

a drastic measure, which includes a judgement being reached that the Health 

Board is unable to deliver safe and effective care without direct intervention.  I 

have not personally been involved in a Stage 5 escalation during my time in 

Scottish Government.  As far as I am aware, there has only ever been one 

escalation to Stage 5, which was in 2018, when NHS Tayside was escalated 

following serious concerns about governance, financial management and the 

use of charitable funds for operational expenses.  
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30. While any decision to escalate NHSGGC to Stage 5 would have been one for 

the Cabinet Secretary, I carefully considered all options and the necessity of 

each stage of intervention.  As I have set out, my decision to escalate to 

Stage 4 was informed by the recommendation of the HSCMB.  My sense on 

the necessity for escalation was linked to the question of infection prevention 

and control at the QEUH/RHC rather than the entirety of the running of 

NHSGGC.  Escalating NHSGGC to Stage 5 on the Framework would have 

involved a huge diffusion of effort and responsibility in the Scottish 

Government taking over the whole of NHSGGC, which I considered not to be 

appropriate or proportionate given my view that there was a need to focus on 

the immediate and critically important infection prevention and control at the 

QEUH/RHC.  I believe that an escalation to Stage 4 allowed the Scottish 

Government to put in place oversight and support that was focused and 

targeted at the IPC concerns in hand, and that escalation to Stage 5, with the 

much wider implications that would have involved, would have detracted from 

this very important work (noting that NHSGGC has a huge estate across 

which it delivers a wide range of services) .  

 

 

De-Escalation of NHSGGC from Stage 4 to Stage 2 of the Escalation 

Framework 

 

31. I am asked about my understanding of the changes that the Scottish 

Government would have expected from NHSGGC in order to be de-escalated 

from Stage 4 of the Escalation Framework.  I understand that NHSGGC was 

de-escalated from Stage 4 to Stage 2 of the Framework in June 2022.  As I 

have previously explained, I retired from my role as DG on 31 July 2020, 

following a period of sick leave that had run from 22 April 2020.  I was, 

therefore, not in post at the time that the decision was made to de-escalate 

NHSGGC, so I cannot comment upon this.  
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Terms of Reference and Flow of Information from the OB 

 

32. As previously referred to, the remit of the OB is set out in its Terms of 

Reference (“TOR”), from which I have quoted above (Bundle 52, Volume 1, 

Document 4, Page 24).  My recollection is that the TOR were developed by 

the CNO and reviewed and approved by myself and the Cabinet Secretary.  I 

was content with the scope of the TOR and signed these off with my full 

support, alongside the Cabinet Secretary. 

 

33. I am asked what my role was in ensuring that the TOR of the OB were 

fulfilled.  I lined-managed the CNO and received regular written and verbal 

updates about the work of the OB.  I was also copied into written briefings to 

the Cabinet Secretary. As set out within my previous witness statement to this 

Inquiry, the Cabinet Secretary met with all Scottish Government Directors 

working on her portfolio on a weekly basis.  The Cabinet Secretary, therefore 

had and took regular opportunity to discuss the work of the OB.  I recall the 

Cabinet Secretary reading all updates carefully and asking questions in light 

of what she had read as a matter of course.  I recall there being a constant 

flow of information to the Cabinet Secretary from the OB through its minutes 

and papers.  

 

34.  I am asked to explain how the OB’s role differed from other governance and 

performance management structures within NHSGGC.  A unique aspect of 

the OB’s structure is that it included the attendance of senior staff from 

NHSGGC and linked closely with NHSGGC management committees, but it 

was fundamentally different from NHSGGC’s own internal governance 

structures because it reported directly to the Scottish Government rather than 

the Board of NHSGGC and was led and driven by the Scottish Government. 

 

35.  I am asked to what extent the OB was responsible for the operations of 

NHSGGC.  I am unclear what the Inquiry means by “operations”, but 

ultimately, in the absence of Stage 5 escalation, the responsibility for the day 

to day running of a Health Board in Scotland remains the responsibility of that 

Health Board and its Accountable Officer.  There was a uniqueness with the 
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OB in that it had authority from the Scottish Government to direct certain work 

that fell within its TOR, and to understand and make improvements in the 

operation of infection, prevention and control within NHSGGC.  

 

36. The OB was not independent of Scottish Government.  It was established by 

and accountable to the Scottish Government.  The OB acted under the 

authority of the Cabinet Secretary and the DGHSC of the Scottish 

Government, so it was inherently independent of NHSGGC.  

 

37. I have been asked whether I had the authority to direct the OB and, by 

extension, NHSGGC to act in a particular manner.  I would have the authority 

to do so in exceptional circumstances if I believed that the OB was not 

operating within its TOR, but such an issue did not arise as I had full 

confidence in the work that the CNO and the OB were taking forward.  If such 

a situation did arise, I would only exercise this authority with the agreement of 

the Cabinet Secretary.  

 

 

Interim and Final Reports of the Oversight Board 

 

38. I have been asked to provide my views on the local recommendations within 

the Interim and Final Report of the OB and comment on any specific 

challenges and successes in implementing their recommendations (Bundle 6, 

Document 35 and 36, Pages 700-921).  I was retired by the time both of 

these reports were published, so have no comments on their content or the 

implementation of any recommendations contained within them.   

 

 

Water and Ventilation System at the QEUH 

 

39.  I am unable to assist the Inquiry in relation to its question about what steps 

the Scottish Government took during the Stage 4 escalation to ensure that the 

water and ventilation systems in the QEUH were in compliance with the 

relevant statutory regulation and other applicable recommendations, 
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guidance, and good practice.  I believe that this is a query that Alan Morrison, 

who is still within the Scottish Government, may be able to answer. 

 

40. Similarly, I am unable to assist the Inquiry in relation to its query about what 

steps the Scottish Government took during Stage 4 escalation to ensure that 

the operation of IPCT within the QEUH and RHC was being carried out in 

compliance with the National Infection Prevention and Control Manual, and to 

the satisfaction of me, Health Protection Scotland and ARHAI.  This is a 

matter of the expertise for the CNO, and the work of the OB, so I would defer 

to Professor McQueen on this point.  One of the sub-groups of the OB was 

focused upon the system of IPC within NHSGGC.  Again, this would fall within 

the expertise of the CNO, so I would defer to Professor McQueen on this 

point.  

 

41. I have been asked “whether the Scottish Government were aware that the 

PPVL isolation rooms at the QEUH/RHC were not suitable for 

immunocompromised patients in December 2019”.  I do not know the answer 

to this question and would suggest that Alan Morrison may be better placed 

than I am to assist with this sort of question. 

 

42. I am unable to assist with the Inquiry’s queries about “the Scottish 

Government’s knowledge in December 2019 of the validation of the ventilation 

systems or the air change rates in general wards at the QEUH/RHC”.  I 

believe that the former CNO and/ or Alan Morrison may be able to assist with 

this query. 

 

43.  I am asked comment upon “the Scottish Government’s knowledge regarding 

whether risk assessments had been completed for the general wards in the 

QEUH/RHC in December 2019”.  I am unable to provide any assistance on 

this matter and, again, would suggest that Alan Morrison may be better placed 

than I am to assist with this sort of question.  

 

44. I am also unable to comment upon “the extent of the Scottish Government’s 

knowledge in December 2019 as to whether the ventilation system in ward 4C 
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met the air change rate, pressure differentials and requirement for HEPA 

filtration set out for a ‘Neutropenic Ward’ in SHTM 03-01”.  

 

 

Communication and Engagement – Recommendations of the Interim and Final 

Report of the OB 

 

45. As I have set out, I was retired by the time the recommendations of the OB’s 

Interim and Final Report were released.  By reference to the paper prepared 

by HSCMB, communication and engagement with patients and families was 

one of the key considerations for escalating NHSGGC to Stage 4 of the 

Escalation Framework. As I have set out, significant concerns were being 

raised by clinicians, patients, families and their elected representatives in the 

Scottish Parliament about the communication and engagement from 

NHSGGC and this was high on the Cabinet Secretary’s list of priorities.  This 

is highlighted, in part, by the appointment of Professor Craig White prior to 

NHSGGC being escalated to Stage 4.  

 

46. I am unable to assist the Inquiry with its query about the steps taken by 

NHSGGC to implement the local recommendations of the OB and the 

effectiveness of those steps, given that I was retired from post by this point.  

 

 

Independent Review 

 

47. An Independent Review was announced in the Scottish Parliament, by the 

Cabinet Secretary on 22 January 2019, to review the QEUH/RHC design, 

commissioning of work and the construction, handover and maintenance of 

the building to identify where issues were raised that should have been 

addressed and identify lessons to be learned for the NHS in Scotland (Bundle 

27, Volume 9, Document 11, Page 145 and Bundle 52, Volume 1, 

Document 27, Page 328 and Bundle 52, Volume 1, Document 28, Page 

335). This was prior to my having taken up the post of DGHSC.  The 

Independent Review Report was published on 15 June 2020 (at which point I 
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was absent from work due to sickness, leading to my retirement).  I am, 

therefore, not well-placed to answer questions in relation to either the 

commissioning of or report produced by the Independent Review.   

 

48. I am aware that the Independent Review made a series of findings and 

recommendations.  I do not consider myself to be in a position to dispute or 

pass judgement on those findings.  I am unable to answer whether the 

Independent Review adequately dealt with the concerns arising from QEUH 

for the same reasons that I have provided above.   

 

49. The Inquiry has asked whether I gave consideration to establishing an 

independent review under powers in section 76 and schedule 12 of the 

National Health Service (Scotland) Act 1978 (“the 1978 Act”).   The 

Independent Review was established prior to my taking up the post of 

DGHSC, so I am unable to comment on what consideration or advice was 

given to Ministers about alternative forms of review.  

 

50. I am unable to assist the Inquiry with its query as to ongoing monitoring or 

follow-up review to assess whether the changes recommended in the 

Independent Review are being sustained over time (again due to no longer 

being in post). 

 

 

Case Note Review  

 

51. I am aware that the Case Note Review (“CNR”) was established by, and 

reported to, the OB on 28 January 2020 and, while I did not have a direct role 

in initiating or supporting this process, I was kept fully informed and supported 

the establishment of the CNR.  I recall work going on to set up the CNR; and 

my recollection is that the CMO and CNO were heavily involved in this work.   

 

52. I considered the CNR to be a necessary piece of work to address the 

concerns raised by staff, patients and external bodies at the QEUH/RHC and 
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was supportive of it.  It seemed a very reasonable step to pull together a 

multidisciplinary team to examine the circumstances of individual patients.  

 

53. I am asked to indicate the extent to which I would “accept that the decision of 

the CNR to ensure that individual reports that informed the findings of the 

CNR remained confidential has allowed NHSGGC to reject the conclusion of 

the CNR and attempt to persuade the Inquiry and patients and families that 

there is no link between all but two of the infections in the Schiehallion patient 

cohort and the hospital environment”.  The CNR published its findings in 

March 2021, after I had retired from post.  I understand, at a high level, that 

the team working on the CNR were working within the Caldicott Principles 

about patient data and offered individual feedback to individual families.  I am 

not qualified to share a view on decisions taken by the healthcare 

professionals in the CNR; and am unable to substantively comment on 

matters that occurred when I was no longer in post.  I believe that the CMO 

and CNO may be best placed to answer any queries that the Inquiry may 

have about this.   

 

54. For reasons that I have provided above, I am also unable to assist the Inquiry 

with its query about whether I would accept “the criticism that the structure of 

the CNR has had the effect of resulting in a situation where around 30% of the 

patients who received a report from the CNR indicating that a link between 

their infection and the hospital environment was “probable” might well have 

anticipated receiving an appropriate duty of candour acknowledgement from 

NHSGGC for that connection, but now have not done so as a consequence of 

the position of NHSGGC”.  

 

 

NHS Scotland Assure  

 

55.  I am asked what key factors and events at the QEUH/RHC led to the 

establishment of NHS Scotland Assure (“NHSSA”).  As I have set out in my 

earlier statement for the Edinburgh IV hearings, the concerns that arose at the 

QEUH/RHC, as well as the RHCYP/DCN, very much influenced the 
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establishment of NHSSA.  These new build projects highlighted the 

importance of having a centralised point of expertise and an independent 

assurance process in ensuring that new build projects are meeting the 

relevant standards and guidance at each stage of the project.  

 

 

Communication with NHSGGC 

 

56.  The Inquiry has referred to oral evidence that I gave during the Edinburgh IV 

hearing and a comment that I would meet with Chief Executives of all NHS 

Boards on a monthly basis.  I would clarify that my evidence in this respect 

was in reference to the Chief Executives Business Meeting, held on a monthly 

basis, that I would chair and which would be attended by the Chief Executive 

of all Health Boards, together with a number of senior professionals from 

Health Boards, representing the HR Directors, Medical Directors, Nursing 

Directors and as well as all Directors within the Scottish Government Health 

and Social Care Directorate.  The meetings generally covered strategic and 

performance issues relevant to the whole of the NHS in Scotland. These 

meetings would have an agenda and minutes would be taken.  The Cabinet 

Secretary would also attend these meetings periodically to speak with Chief 

Executives about key strategic issues. 

 

57. I visited Health Boards in Scotland when I was in post as DGHSC but I did not 

have regular one-to-one meetings with Chief Executives of the 22 Health 

Boards as there is no direct line of management between the DGHSC and 

Chief Executives of Health Boards.  

 

58. It is very important that proper lines of accountability and communication are 

maintained within Government, particularly when liaising with external bodies 

such as Health Boards.  As I have set out in paragraph 4 of this statement, the 

Chief Executive of a Health Board is accountable to the Chair of the Health 

Board. In turn, the Chair is accountable to Scottish Ministers.  As DGHSC and 

Chief Executive of the NHS in Scotland, I would not have direct or specific 

communication with the Chief Executive of an individual Health Board unless 
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it was on behalf of the Cabinet Secretary or at the request of one of the 

DGHSC directors on a very specific issue.  I do not recall being asked to have 

any communication directly with Jane Grant other than as set out at 

paragraph 20, above.  Had I been so requested, I would only have 

communicated on the express terms set out by the Cabinet Secretary, so as 

to ensure clear and consistent messaging in line with the Cabinet Secretary’s 

approach.   

 

59. I have been asked how Jane Grant, Chief Executive of NHSGGC, and I 

structured our monthly meetings to address the operational and clinical 

concerns at the QEUH/RHC.  As I have explained, this would be to 

misunderstand both the respective roles and responsibilities of the DGHSC, 

Health Boards and Health Board Chief Executives and Chairs that I have set 

out at paragraph 4 of this statement and the nature of the monthly meetings, 

which I have explained at paragraph 24, above, were not one-to-one meetings 

with individual Chief Executives.  I met Jane Grant (as well as the Dean of the 

Medical School and others) during my initial visit to NHSGGC after I 

commenced my post, but this was not a formal meeting.   

 

60. Directors within the Scottish Government would have regular conversations 

with Chief Executives and other senior professionals from Health Boards on 

their policy lead areas.  To that end, Jane Grant would have been in 

communication with the CNO, who was the Policy Lead for HAI, and other 

Directors on other issues such as Board performance against key objectives.  

 

 

Capital Investment Group  

 

61. I am asked what my role was in guiding the Capital Investment Group (“CIG”) 

in addressing the capital and infrastructure challenges at the QEUH.  I did not 

have a direct role in the CIG.  This instead came under the remit of Christine 

McLaughlin as the responsible Scottish Government Director.  Mike Baxter 

and Alan Morrison have both previously given detailed evidence to the Inquiry 

on the remit, role and operation of the CIG.   
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62. The DGHSC has a remit to make key decisions about funding or resource 

allocation only within set financial parameters.  During my tenure, the funding 

limits delegated to health boards for capital investment projects were set out 

within CEL 32 (2010) (Bundle 4, Document 11, Page 146) which were then 

updated when Christine McLaughlin, Chief Finance Officer NHS Scotland and 

Director of Health Finance, Corporate Governance and Value, issued 

DL(2019)05 on 12 September 2019.  Only capital investment projects that 

exceeded health board delegated limits would come to me for approval 

following consideration and recommendation for approval from the CIG.  

During my time in post, capital investment projects that came to me from the 

CIG included NHS Highland’s Redesign of services for Skye and Badenoch 

and the Golden Jubilee Foundation Hospital Expansion Programme Phase 2.   

 

63. I am asked what steps the CIG took to ensure that both immediate and long-

term solutions were implemented at QEUH and how I prioritised the most 

urgent needs.  As I did not have a direct role in decisions about funding or 

resource allocation within the CIG, I cannot assist the Inquiry with their 

queries. 

 

 

Miscellaneous 

 

64. I am asked by the Inquiry, in a Rule 9 supplementary question, whether it 

might assist a future Cabinet Secretary if legislation gave Scottish Ministers 

powers to remove only the executive board members of a Health Board and 

leave the non-executive board members in place.  I do not, personally, think 

that this would help a future Cabinet Secretary, however that would be a 

position for a future Cabinet Secretary to determine.  I am sure the Inquiry 

already understands this, but to be clear: the Cabinet Secretary holds the 

chair to account; the chairs and non-executives hold the executives, including 

the chief executive, to account; the executives are employees of the board, 

not the Scottish Government.  The chair directly holds the chief executive to 

account and has close day-to-day contact and performance management 
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responsibilities with and for the chief executive.  In line with current primary 

legislation, health boards are statutory bodies and directly employ their staff. 

 

65. I am also asked by the Inquiry whether there is “any risk that the fact that 

under Stage 4 responsibility for the day to day running of a health board 

remains the responsibility of that Health Board and its Accountable Officer 

means that issues of institutional culture that may be connected to the 

underlying reason for the escalation cannot be addressed without full co-

operation of that Health Board and its senior officers”.  I am not sure that one 

can entirely mitigate against such risk, but I expand below upon how such risk 

is managed.  The issue of institutional culture would be a wider issue across 

the Health Board and a Stage 4 intervention would give important external 

insights as to the level of impact of institutional culture on the issue of infection 

prevention control and would be an indicator of wider issues within the Board.  

NHS Highland was an example of such an approach during my time as 

DGHSC.  That was managed through escalation to Stage 4 on the Framework 

in November 2018, with cultural issues in particular being addressed through 

the Sturrock Review (published in May 2019) and subsequent work to 

implement its recommendations. 

 

66. I am also asked in a Rule 9 supplementary question, whether the only means 

by which the Scottish Government could direct the NHSGCC to act in a 

particular manner would be for the Cabinet Secretary to escalate the board to 

Stage 5.  The Cabinet Secretary already has significant powers of direction.  

Any Cabinet Secretary would need to be confident that a specific direction on 

a specific issue would achieve the desired outcome and could not be 

achieved through alternative interventions.   

 

67. These questions are all connected and it might assist the Inquiry if I add to my 

specific answers, above, the following more general observations. 

 

68. The Cabinet Secretary, working through the Board Chair, requires the full co-

operation of the health board and its senior officers.  If that full co-operation is 

not forthcoming, then the Cabinet Secretary will hold the Chair to account.  
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The Chair, together with the non-executive Directors, through the Board’s 

employment and performance management responsibilities, will hold the Chief 

Executive and the Executives to account.  As mentioned before, during my 

time in office, the Cabinet Secretary met with all of the health board Chairs 

once a month, had regular, individual conversations with individual Chairs on 

a range of topics pertaining to issues at individual Boards.  This was 

supplemented by the process of annual and mid-year performance reviews of 

the Board, through which the Cabinet Secretary, with a DGHSC and DGHSC 

directors in attendance as required, would hold the Chairs and their Chief 

Executives to account. Effective management of the risk that presented in 

relation to the situation at the QEUH/RHC required consideration to be given 

not only to mitigations that could be brought to bear in the form of Stage 4 

interventions, but also further risks that could present through escalation to 

Stage 5.   

 

69. Escalation to Stage 5 would have involved the Scottish Government taking 

over the running of all aspects of the services run by NHSGGC, not only the 

QEUH/RCH.  It should be borne in mind that escalations are often made for 

specific issues within boards rather than having the whole board at a 

particular level.  Escalation to Stage 4 enables the appointment of a 

transformation team led by a Scottish Government director, in this case the 

Chief Nursing Officer who is the policy lead for IPC in the Scottish 

Government. The transformation team was populated by Senior professionals 

and a family representative.  It is noteworthy that the NHSGGC senior staff 

were observers only.  Escalation to Stage 4 in this case was for specific 

issues relating to IPC at an individual hospital.  That escalation did not 

preclude the Cabinet Secretary from taking further action, including escalation 

to Stage 5 or removal of the board chair if she considered that functions were 

not being properly fulfilled on behalf of the Cabinet Secretary, as had 

happened before in relation to at least one Health Board.  In this instance, the 

recommendation was specifically related to IPC and not wider performance of 

the board.  In particular, it was related to the effectiveness of the IMT and 

related governance at the QEUH/RHC; to enable specific support on IPC, 

communications and engagement in relation to the QEUH/RHC; and the 
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central concern was a lack of information sharing, transparency, 

communications amongst members of the IMT clinicians and families. 

 

70. As I mentioned previously, concerns had been heightened as a result of the 

issues raised by families on 28 September and 1 October, the meeting 

chaired by the CNO on 25 September, the information shared by the 

whistleblower on the 14 October and issues that came to light following the 

appointment of Craig White.  The escalation recommendation paper 

confirmed that there was no evidence to suggest systemic issues that would 

require whole system intervention. 

 

71. The way matters operate in practice may, perhaps, be best demonstrated by 

example. A Cabinet Secretary sets a policy on, for example, breastfeeding.  

She can and does, through her senior civil servants, require a health board 

(usually in such strategic directions all health boards) to take action to 

implement those policies.  The Cabinet Secretary sets overarching strategic 

direction for health boards. It is not the role or function of the Cabinet 

Secretary to manage the detail of how individual health boards implement the 

policy direction set by the Scottish Government, operating through the Cabinet 

Secretary as the responsible Scottish Minister.  Operational level decision 

making on how to effectively implement health policy is delegated to health 

boards.  Mechanisms are in place through a variety of agencies (co-ordinated 

through NHSNSS - whether, for example, HPS, HFS, HIS or now NHSS 

Assure) to provide assurance to the Scottish Ministers as to the safe and 

effective delivery of the health service in Scotland.  It is only in the most 

exceptional circumstances that the Scottish Ministers would take steps that 

would supersede the functions delegated to health boards – those being an 

emergency powers situation (as best illustrated during the Covid-19 

pandemic, when powers under s.78 of the National Health Service (Scotland) 

Act 1978 were invoked), or in a situation where a health board was escalated 

to Stage 5, meaning that the functions delegated to the health board would be 

taken back by the Scottish Ministers and the Scottish Ministers would require 

to fulfil them directly. 
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72. With the caveat that I am not a lawyer and would readily defer to the Inquiry 

Chair on any matters of statutory interpretation, in terms of the legal 

framework I understand that the Cabinet Secretary for Health and Social Care 

exercises legal powers over NHS Health Boards primarily through provisions 

in the National Health Service (Scotland) Act 1978, most commonly: 

 

• Section 2(1) – General Duty of Scottish Ministers, which establishes the duty 

of the Scottish Ministers to promote a comprehensive health service and 

provides the foundation for ministerial oversight of NHS Scotland. 

 

• Section 2(5) – Power to Give Directions, which empowers the Scottish 

Ministers to give directions to Health Boards regarding the exercise of their 

functions and is one of the most frequently used powers for intervention, 

including performance management and service delivery. 

 

• Section 10 – Constitution of Health Boards, which allows the Scottish 

Ministers to appoint and remove members of Health Boards, including Chairs 

and underpins the Cabinet Secretary’s authority to restructure board 

leadership when necessary. 

 

• Section 105(7) – Power to Make Regulations and Directions, which grants the 

Scottish Ministers the ability to issue legally binding regulations and directions 

to NHS bodies and is often used in conjunction with other sections to 

formalise interventions 

 

 

Conclusions 

 

73. Looking back, I sought to take all actions necessary during my period as 

DGHSC to support the Cabinet Secretary and CNO in addressing the 

concerns raised in respect of the QEUH/RHC.   
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74. As concerns were emerging from the QEUH/RHC, the Scottish Government 

was taking steps to deploy the most senior relevant expertise available to 

support the Health Board to develop its engagement and communication, to 

find the cause of the infections and establish whether they were linked to the 

built environment. In my view, the work of individuals such as the CNO and 

Professor White, strongly supported by others including the CMO and HPS, 

was exemplary.  

 

 

Declaration 

 

75.      I believe that the facts stated in this witness statement are true to the best of 

my knowledge, information, and belief. I understand that this statement may 

form part of the evidence before the Inquiry and be published on the Inquiry’s 

website. 

 

The witness was provided access to the following Scottish Hospital Inquiry 

documents for reference when they completed their questionnaire statement. 

 

 

Appendix A 

A43293438 - Bundle 6 – Miscellaneous Documents  

A50125560 - Bundle 27, Volume 9 - Miscellaneous Documents  

A51210554 – Bundle 49 - Oversight Board, Advice and Assurance Review 

Group (AARG) and Healthcare Improvement 

A50967356 – Bundle 52, Volume 1 – Miscellaneous Documents 

A34216901 – Bundle 52, Volume 1 – Miscellaneous Documents  
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The witness provided the following documents to the Scottish Hospitals Inquiry for 

reference when they completed their questionnaire statement.  

 

Appendix B  

 

A34264952 – Bundle 52, Volume 1 – Miscellaneous Documents   

A44686002 – Bundle 52, Volume 1 – Miscellaneous Documents   

A34249195 – Bundle 52, Volume 1 – Miscellaneous Documents   

A53237521 – Bundle 52, Volume 1 – Miscellaneous Documents  
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Scottish Hospitals Inquiry 
Supplementary Statement of 
Professor John Cuddihy 
 
A Father’s Plea for Governance That Protects the Vulnerable 

When my child was diagnosed with cancer, I placed my faith in the NHS—an 

institution synonymous with compassion and care. But what unfolded was a 

harrowing lesson in how fractured governance can betray the very people it is 

meant to protect. This is not just my story; it is a warning. 

 

The Illusion of Safety 
Even before the water contamination crisis, Ward 2A was compromised. A 2011 

ventilation strategy, designed to provide 40 litres per second of airflow, failed to 

comply with SHTM 03-01 standards. This meant immunocompromised children 

were breathing recirculated air laden with pathogens- an environment ripe for 

infection. 

 

Further compounding these risks, the hospital water system was filled in 2013 

well before the ward was occupied. Public Inquiry evidence highlights that this 

premature filling, without appropriate flushing and microbiological testing as 

mandated by SHTM 04-01 guidance, created an environment conducive to 

bacterial colonisation. Experts testified that filling the system too early allowed 

water to stagnate in pipes and tanks, promoting biofilm formation and the 

growth of harmful organisms such as Pseudomonas and Mycobacterium 

species. This avoidable misstep exposed vulnerable patients to risk from the 

very moment the ward opened. 

 

Despite explicit warnings, in 2014, NHS Greater Glasgow and Clyde 

(NHSGGC) made a deliberate choice: to install Horne Optitherm taps in 

Schiehallion Ward. Sir Harry Burns’ 2012 CLE03 report had already flagged the 

dangers of biofilm buildup in such systems, and the 2014 HPS SBAR warned 

these taps violated national safety standards. Yet, the Board accepted the risk. 
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They promised mitigation—quarterly maintenance, rigorous flushing, expert 

oversight. None of it happened. 

When my daughter’s bloodstream infection was traced to Mycobacterium 

chelonae in the hospital’s water, I learned the truth: cost-cutting had trumped 

safety. The taps became breeding grounds for bacteria, their flow straighteners 

clogged with stagnant water. My child, already fighting cancer, was poisoned 

by the place meant to heal her. 

 

 

The Silence of Broken Systems 
For years, NHSGGC’s governance structures failed at every level. The 2015 

DMA Canyon report— ‘lost’ by Estates—exposed debris in water tanks, faulty 

temperature controls, and flexi-hoses teeming with Cupriavidus. By 2017, the 

same risks remained, marked “URGENT.” Still, no action. Frontline staff 

pleaded for repairs; clinicians documented infections. Their warnings 

evaporated into a void of accountability. 

 

A critical failure revealed by the Public Inquiry was NHSGGC’s profound lack of 

awareness regarding the interplay between resource allocation and the 

complex demand profile of high-risk clinical areas like Schiehallion Ward. This 

disconnect was compounded by significant reductions in both financial and 

human resources allocated to Estates and Facilities teams responsible for 

maintaining critical infrastructure. Inquiry evidence exposed that inadequate 

asset tagging and the absence of a robust action management system severely 

undermined the ability to schedule, track, and complete essential preplanned 

maintenance activities. Without accurate identification and monitoring of water 

system components—such as Horne Optitherm taps and thermostatic mixing 

valves—maintenance was sporadic or entirely omitted. This systemic neglect 

directly contributed to the persistence of biofilm and bacterial colonisation within 

the water system, exposing vulnerable immunocompromised patients to life-

threatening infections. The Inquiry’s findings underscore that these governance 

and operational failings were not isolated oversights but symptomatic of a 
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fragmented approach to risk management and resource stewardship, with 

devastating consequences for patient safety. 

 

I sat helpless as my daughter endured toxic antibiotics; her body ravaged by 

treatments designed to treat leprosy. Her brother’s kidney now sustains her—a 

brutal exchange forced by institutional neglect. When I asked, “Why?” the 

answer was evasion. The closure in 2018 of a specialised unit- for three long 

years- and transfer to a general ward, not fit for purpose as detailed in an SBAR, 

written by concerned clinicians. The Board’s 2018 press release blamed “air 

quality,” and stated the closure provided for “an opportunity to upgrade”. Both 

untruths that haunt me, especially following the release of 2018 Innovated 

Design Solution report; ‘the existing ventilation strategy would appear only likely 

to promote the risks associated with uncontrolled ingress of infectious aerosols 

into patient areas.’  Transparency died where governance failed. 

 

 

The Cost of Complacency 
Corporate governance is not an abstract policy—it is the difference between life 

and death for vulnerable patients. NHSGGC’s pre-2019 framework lacked 

teeth: life threatening risks to children were tolerated, not eliminated.  

 

The Board ignored the Blueprint for Good Governance, which demands “zero 

tolerance for preventable harm.” Budgets were slashed, maintenance 

deprioritised, whistleblowers silenced. 

 

The 2025 HIS Report confirms little has changed. Emergency departments still 

hemorrhage trust. Risk registers still omit critical threats. Executives still deflect 

blame, dismissing families’ anguish as “a call to war.” How many children must 

suffer before governance becomes more than a checklist? 
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A Demand for Accountability 
Effective governance requires four pillars: 

1. Transparency: No more ‘lost’ reports, no more sanitised updates.  

Families deserve truth, not platitudes. 

2. Proactive Risk Mitigation: Boards must enforce preventative measures,  

not react when children suffer. 

3. Cultural Courage: Reward whistleblowers. Hold to account leaders who 

prioritise reputation over safety. 

4. Leadership Accountability: Hold Executives responsible for systematic failures 

to account. 

 

The NHS Scotland Blueprint mandates this. Yet NHSGGC’s “reforms” post-

2019 remain half-measures. Centralised risk oversight? Incomplete. ISO 31000 

principles? Partially adopted. My daughter’s scars—physical and emotional—

testify to the cost of half-hearted compliance. 

 

 

Leadership Accountability: The Missing Link 
The Public Inquiry has revealed a chilling truth: NHSGGC’s leadership ignored 

risks they were legally and morally obligated to address. Despite clear SHTM 

statutory guidelines, CLE03 (2012) and DMA warnings, executives approved 

non-compliant taps then abandoned agreed mitigation. The 2014 decision to 

proceed with Horne Optithern taps- despite microbiologists’ objections- 

exposed a leadership culture that dismissed safety as ‘someone else’s 

problem”. 

Witnesses testified that senior managers: 

o Ignored escalation protocols: The 2015 DMA report was never added to the risk 

registers or shared with clinicians.  

 

o Prioritised optics over action: emails show executives discussing reputational 

damage control while children fell ill. 
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o Deflected blame: One Director dismissed infection clusters as “statistically 

insignificant,” despite HPS linking them to water. 

The NHS Scotland Blueprint mandates that boards “lead by example” and “take 

ownership of risks”. NHSGGC’s leaders failed this standard. Their inaction 

normalised a culture of neglect, where risks to vulnerable patients were deemed 

acceptable collateral. 

 

 

A Father’s Resolve 
I do not seek vengeance. I seek change. 

 

When corporate governance is weak, the vulnerable pay the price. My child’s 

infection was not “bad luck.” It was the inevitable result of a system that failed 

to adhere to 2010 statutory regulation, ignored 2012 guidance, dismissed 2015 

evidence, and abandoned 2017 pleas. The same system now gaslights the 

public, insisting lessons are learned while repeating the same errors. 

 

To the NHS, to policymakers, to every leader entrusted with lives: Governance 

is not a bureaucratic hurdle. It is a moral covenant. Audit your risk frameworks. 

Listen to frontline staff. Treat parents and patients as partners, not nuisances. 

 

My daughter’s future—a patchwork of renal monitoring, liver treatment and 

bone fractures requiring of continued clinical oversight—is a monument to 

failure- not in terms of clinical treatment; outstanding, innovative and world 

leading- rather, a failure in effective corporate governance.  Let her story be the 

catalyst for effective governance that protects, not betrays. 

 
Declaration 
 I believe that the facts stated in this witness statement are true to the best of 

my knowledge, information, and belief. I understand that this statement may 

form part of the evidence before the Inquiry and be published on the Inquiry’s 

website. 
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Professor John Cuddihy 

May 2025 
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Scottish Hospitals Inquiry 
Supplementary Statement of 
Molly Cuddihy  
 

In October of 2021, I sat before the inquiry and gave evidence of my 

experience throughout my treatment. At that point I was in recovery from my 

first relapse of my original cancer diagnosis, as well as the two separate 

incidences of Mycobacterium Chelonae infection. I was 18 years old and truly 

believed that I had at that point suffered enough for a lifetime.  

 

However, I did not get that lucky and over the past four years my health has 

only further deteriorated, in no small part due to the intensive antibiotic 

treatment. I realise that my sarcoma was always a life-threatening condition, 

but there is a large difference between that and the life-limiting conditions that 

I now have to contend with. It’s not just a difference of treatments and learning 

new medications and the like, but the sheer difference psychologically is 

immense. There is now no end in sight, there is no day to look forward to a 

cure, and I’m very likely to have a much more limited lifespan than the 

majority of my peers. I understand life isn’t fair, that I had already been 

diagnosed with a rare, aggressive cancer that is more than likely to be 

terminal the majority of the time. But surely, at 22 years old, I should not be so 

resigned to such a future?  

 

I’m under the regular care of renal, gastrointestinal, oncology, endocrinology, 

fertility and vascular specialists, with input often having to be given by pain 

teams and a whole host of others for my treatment. Many of my team are 

world-renowned in their own right, and every single one of them is incredible 

and are an exemplary show of our NHS. I’m so very grateful to them all, and 

in no way have I found the medical side of my healthcare treatment to be 

lacking.  
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The same cannot be said for the management of NHSGGC and I feel the 

evidence they have given only highlights that fact. Their utter contempt for the 

entire process has been clear and the total disregard they’ve shown for the 

patients and their families has been startling. I mention the physical impact, 

but it feels like there is no thought given to the psychological torment that 

patients have been and continue to be subjected to with this. In my own case, 

it’s been the most challenging aspect of my care that has only compounded 

by my participation.  

 

Now, do not misunderstand me, I have never once, nor will I ever regret 

participating in the Public Inquiry, but it continues to have an effect on my 

daily life and mental health, such that I’ve had to seek consistent help for over 

this time period. I’ve had to watch members of the management sit and not 

only contradict the immense amount of evidence to the contrary, but their very 

own written statements – they haven’t even had the decency to check 

beforehand to match facts. It has never been any one individual’s fault, and 

nothing has ever been done with ill intent – of that, I am sure. However, when 

faults began to show, when they were asked for information, when they were 

simply asked ‘why?’ – their actions from that point on were done with the 

knowledge of what was wrong. But, of course, in some opinions, we were 

cancer patients anyway, weren’t we? It’s ’alright’ for us to get sick, it was 

going to happen anyway! Why not just write us off when we get the initial 

diagnosis if that is your thinking? If that is your attitude? For that, I will never 

ever be able to forgive.  

 

This past year, I was so incredibly fortunate to receive a kidney donated to me 

from my older brother Daragh. I cannot quite articulate how much I love and 

am grateful to him for that, for giving me a little of my life back. But it should 

never have had to be done, that risk should never have had to be taken. I 

should not have been terrified that not only was I risking myself staying in 

ward 4C, where whilst their care has been nothing short of exemplary, I knew 

fine well given the evidence on ward 4B, that the ventilation alone was not 
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safe. I was also risking my big brother, my favourite person, when he was 

already giving up so much for me. 

It’s not just hospital stays though, its having showers, its staying on edge to 

make sure all my medications are always right, it’s trying to simply sleep. It all 

terrifies me and is totally illogical and, in my opinion, frankly ridiculous 

because it’s not exactly like I can avoid them, can I? Like I said before, the 

hospitals are such a huge part of my life. 

 

The impact of it all has been so profound that it’s even the little things that 

have changed, the big life decisions that have had to be made or have been 

completely taken away from me is remarkable. My priorities have entirely 

changed and the things I have been totally desensitised too genuinely frighten 

me. I am 22 years old, and I have totally lost count of the amount of times I’ve 

almost died, even accepted it as imminent at a few points. Like I said before – 

how is any of that fair?  

 

I do however want to note that I am incredibly grateful to the professionalism, 

respect and genuine kindness that the inquiry team have shown throughout 

this process. I also want to note how delighted I am that we’ve progressed to 

the point of having a safe environment for the children of the 

oncology/haematology department at RHC. After working with the Glasgow 

Children’s Hospital Charity, I’ve been lucky enough to make a fair few visits to 

Schiehallion and cannot emphasise the sheer delight and relief I feel 

whenever I see the children back where they belong, as safe and as happy as 

they can be whilst they go through their already tumultuous journey. 
 

 Declaration  
 I believe that the facts stated in this witness statement are true to the best of 

my knowledge, information, and belief. I understand that this statement may 

form part of the evidence before the Inquiry and be published on the Inquiry’s 

website.  

Page 250

A53987958



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

SCOTTISH HOSPITALS INQUIRY 
Bundle of documents for Oral hearings commencing from 16 September 2025 in relation to 

the Queen Elizabeth University Hospital and the Royal Hospital for Children, Glasgow 
Witness Statements – Volume 3 

SCOTTISH 
HOSPITALS 
INQUIRY 

A53987958


	Front Cover
	Table of Contents
	1. A51285650 - Witness Statement - Robert Calderwood  - 27 August 2025
	2. A51589946 - Witness Statement - Dr Scott Davidson - 26 August 2025
	3. A51218214 - Witness Statement - Mark White - 26 August 2025
	4. A52533582 - Witness Statement - James Stewart - 19 August 2025
	5. A51453577 - Witness Statement - Malcolm Wright - 29 August 2025
	6. A53314915 - Witness Statement - Professor John Cuddihy - 01 July 2025
	7. A53314899 - Witness Statement - Molly Cuddihy - 01 July 2025
	Back Cover



