
Exhibits: HY6/001 — HY6/079 

Dated: 13 May 2025 

Ii 

In relation to the issues raised by the Rule 9 request dated 15 November 2024 in 

connection with Module 6, I, Humza Yousaf, will say as follows: - 

nim 

Background ................................................................................................................ 3 

Positions I have held ............................................................................................... 3 

Current and Previous Roles .................................................................................... 4 

Pre-pandemic Knowledge of the Adult Social Care ("ASC") system ....................... 4 

Role of Cabinet Secretary for Health and Social Care and working relationships ...... 5 

Overview of how I worked with various roles to support the response of the ASC 
system to the pandemic . . ........................... . .................... . ....................................... 7 

Challenges in working relationship with individuals and entities ........................... 17 

Decisions at UK level impacting ASC in Scotland ........... . ..................................... 19 

Decision-making or expert advisory committees, groups and fora ....................... 20 

Engagement with ASC Stakeholders ......... . .......................................................... 23 

Visits to Social Care Settings ..................... . ..........................................................27 

Adequacy of communications with ASC stakeholders .......................................... 30 

Decision Making ....................................................................................................... 31 

How decisions were made and implemented ....................................................... 32 

Impact Assessments and Decision Making . ..........................................................33 

Engagement with those with lived experiences .................................................... 38 

Key decisions in respect of ASC sector prior to 19 May 2021 .................................. 39 

Expansion on comments in Module 2A and Module 3 statements ........................ 39 

1 

INQ000615529_0001 



Expansion on Module 2A oral evidence ..... . ..........................................................42 

Views on action to protect care homes prior to April 2020 .................................... 43 

Views on management of the pandemic in care homes .......................................43 

Key decisions made in respect of ASC sector after 19 May 2021 ............................ 44 

Key decisions and finance .................................................................................... 55 

Testing ........................................................... . .......................................................... 56 

Testing policy in June 2021 re hospital to care homes & Routine testing for those 
discharged from hospital to care homes from 2022 to 3 June 2024 ..................... 57 

IPC and PPE ............................................................................................................62 

Understanding of nosocomial infections in care homes between 19 May 2021 and 
28 June 2022 ............................................. . .................... . ..................................... 63 

Concerns, if any, around the provision and use of PPE in the ASC sector ........... 67 

Provision of transparent face masks ..................................................................... 68 

Reflections on IPC and PPE guidance, support advice and training .................... 70 

Care home visiting restrictions ...................... . .......................................................... 71 

Introduction of named visitor ...................... . .......................................................... 71 

TURAS Safety Huddle Tool ........................ . .......................................................... 74 

Concerns regarding visiting policies and/or guidance ........................................... 76 

Access to visiting professionals ................................................................................ 81 

Details of my involvement in guidance or policy to ensure access to emergency 
care, NHS support and visits by professionals to care home residents ................ 85 

Workforce . ......................... . ................. .......... . .................... . ..................................... 87 

Involvement in evolution of guidance issued to ASC workers ............................... 94 

Financial support was made available for care providers . .................................... 95 

Reflection on adequacy of additional funding and support ................................... 99 

Care at Home .................... . ........................... . .......................................................... 99 

Consideration of care at home when making key decisions on the ASC sector . 100 

Concerns reported to me around new care at home packages being implemented 
........................................................................................ . ........................... . ....... 101 

Oversight of local management of ASC at home sector's response to the 
pandemic ....................... . .................................................................................... 101 

Views on adequacy of steps taken in relation to the care at home sector's 
response to the pandemic .................................................................................. 102 

DNACPR . . ......................... . .................................................................................... 103 

Deaths and Data ............... . .................................................................................... 105 

Further information on Deaths and Data ............................................................. 107 

Lessons Learned and Recommendations .............................................................. 109 

Lessons Learned re ASC sector's response to the pandemic ............................ 110 

E 

INQ000615529_0002 



1 

9 

3 

0 

5 

Recommendations for Chair to consider..... .... . 

Social Care Reform in Scotland .......................... 

fT • •.l 

••I I1M I.i i iT I- • 

................................................... 112 

................................................... 112 

I have been asked to provide a written statement in response of Module 6 of the 

UK Covid-19 Inquiry ("the Inquiry") in response to a Rule 9 Request dated 15 
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In the preparation of this statement, I have referred to records and material 

provided to me by the Scottish Government. I have also received assistance 

from the Scottish Government Covid Inquiry Response Directorate. Due to the 

significant volume of questions and material that the Inquiry has asked me to 

consider, I was also assisted in identifying documents and factual information 

relevant to the questions being asked to assist in the preparation of my 

statement. However, any views or opinions expressed in this statement are my 

own. The structure and headings of this statement accords, as requested by the 

Inquiry, with those set out in its Rule 9 Request. 

Unless stated otherwise, the facts in this witness statement are within my own 

knowledge and are true. Where they are not within my own knowledge, they are 

derived from sources to which I refer and are true to the best of my knowledge 

and belief. 
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Current and Previous Roles 

6. My current role is serving as the Member of the Scottish Parliament for the 

Glasgow Pollok constituency. Between 28 March 2023 and 7 May 2024, 1 was 

the First Minister of Scotland. I was the Leader of the Scottish National Party 

between 27 March 2023 and 6 May 2024. Following my resignation as First 

Minister and as Leader of the Scottish National Party, I am not currently serving 

in the Scottish Government. 

7. Between 19 May 2021 and 28 March 2023, 1 served in the Scottish Government 

as Cabinet Secretary for Health and Social Care. I held primary responsibility for 

the Health and Social Care Directorates and NHS Scotland. This included, but 

was not limited to, primary care, allied healthcare services, healthcare and social 

integration, carers and adult care, and child and maternal mental health. I also 

had lead responsibility for a number of public bodies including NHS Scotland, the 

Care Inspectorate, the Mental Welfare Commission for Scotland, the Scottish 

Social Services Council, and Sport Scotland. 

8. Between 28 June 2018 and 19 May 2021, I served as Cabinet Secretary for 

Justice. Prior to this I served as Minister for Transport and the Islands from 18 

May 2016 to 28 June 2018. 1 served as Minister for Europe and International 

Development from 21 November 2014 to 18 May 2016 and from 5 September 

2012 to 21 November 2014 as Minister for External Affairs and International 

Development. 

Pre-pandemic Knowledge of the Adult Social Care ("ASC") system 

9. I had regular engagement with the ASC system as a local MSP, and a more 

high-level overview, as a Minister within the government. As a local MSP, my 

knowledge of the ASC system was informed by visits to local adult social care 

facilities in my constituency, of which there are a number. 
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10. Although I did not have any ministerial responsibility for ASC unti l I became 

Health Secretary, ASC was an issue that was discussed regularly at Cabinet and 

across government. At Cabinet, it was often raised in relation to some of the 

ongoing challenges that we faced regarding delayed discharge and the 

importance of ensuring the ASC system was adequately funded. 

11. As I have set out in at paragraphs 10 to 13 of my previous statement for Module 

4 (submitted 23 October 2024) [IN0000474454], in my role as Cabinet Secretary 

for Health and Social Care, health boards across Scotland were ultimately 

accountable to me. My responsibilities covered the areas of both health and 

social care and involved doing everything possible to improve the health of the 

country. A lot of responsibility, and day-to-day operations, was in practice 

devolved to Scottish local authorities and to territorial heath boards. However, I 

worked closely with health boards and local authorities to improve public health 

in Scotland, and of course to respond as effectively as possible to the Covid-19 

pandemic, as well as recover our healthcare systems in Scotland from the 

effects of the global pandemic. 

12. My responsibilities included: 

• Acute services 

• Allied healthcare services 

• Centre of excellence for rural and remote medicine and social care 

• Community care 

• EHealth 

• Health and social care integration 

• Health improvement and protection 

• NHS estate 

• NHS performance 

• Patient services and patient safety 

• Person-centred care 

• Primary care and GPs 
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• Quality and improvement 

• Unscheduled care 

• Workforce, training, planning, and pay. 

13. During my time as Cabinet Secretary for Health and Social Care, my 

responsibility for decision-making in the NHS in Scotland and across the ASC 

sector was strategic rather than operational: operational decision --making was 

primarily the responsibility of health boards in the case of the NHS, and Local 

Authorities and Health and Social Care Partnerships when it came to the ASC 

sector. Where I had concerns, or needed further information, I would seek to 

query or interrogate why a particular operational decision had been reached. I 

ultimately was accountable to the public and Scottish Parliament for decisions 

made by healthcare and social care systems in Scotland during the pandemic, 

so it was not unusual for me as Cabinet Secretary, and for Government, to 

question operational decisions made by health boards or local authorities. That 

was particularly the case during the pandemic, when decisions were made at a 

quicker pace, given the urgency of the situation we were all facing. Throughout 

the pandemic, issues around the capacity of social care, and the recruitment and 

retention of staff were raised with me on a regular basis by parliamentarians. 

14. The National Health Service (Scotland) Act 1978 confers upon Scottish Ministers 

a general power of direction in relation to the carrying out of functions by health 

boards, which I could have used if required. I could also use the NHS Scotland 

support and intervention framework, also known as the "escalation framework", 

when issues arose [HY61001 - INQ000480775]. The framework is a tool that is 

used in monitoring performance and managing risk across the territorial health 

boards in Scotland, and is overseen by the National Planning and Performance 

Oversight Group (NPPOG) — a sub-group of Scottish Government's Health and 

Social Care Management Board. It has five stages, ranging from stage one 

("steady state", which is applied to health boards that are delivering in line with 

agreed plans) to stage five ("statutory intervention", which is applied to health 

boards within which the level of risk and organisational dysfunction is so 

significant that direct intervention using statutory powers of direction is required). 
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15. 1 was pleased to be supported in my role as Cabinet Secretary for Health and 

Social Care by Kevin Stewart MSP and Maree Todd MSP. Kevin Stewart was my 

Junior Minister and had responsibility for Mental Wellbeing and Social Care. 

While I retained a strategic overview of social care, and was involved in strategic 

discussions about the challenges facing the sector, it would be fair to say that the 

day-to-day responsibility for social care, from a Ministerial perspective, fell to 

Kevin Stewart, who, in my view, discharged that function very well. 

Overview of how I worked with various roles to support the response of the ASC 

system to the pandemic 

16. 1 think it's worth noting the context around why ASC is so vital. With virtually all 

the individuals and bodies listed there was some level of discussion in relation to 

ASC. The ASC system was central to our thinking when it came to our response 

to the COVID-19 pandemic for a number of reasons. 

17. First and foremost, when it came to an assessment of the Four Harms [HY6/002 

- I NQ000131028] (and primarily Harm 1), in order to protect people from the 

most dangerous direct harms of COVID, those in ASC were high priority due to 

their vulnerability - both residents and, of course, the staff. There was barely a 

discussion at Cabinet level that took place around Covid-19 that did not involve 

consideration of ASC. 

18. The other reason why it was so important was in relation to dealing with the 

significant pressures the health service was under during the pandemic, and, to 

a large extent, is still under. One of the main issues was trying to increase 

capacity in ASC by reducing delays in discharge from hospital, where possible. 

Better access to ASC care can help with both the "front door pressure" and the 

"back door pressure" in a hospital . A good ASC system should prevent more 

people from having to access the front door of a hospital because their needs 

are attended to in an ASC environment and should also meet the needs of those 

that do not need to be in a clinical setting but are unable to cope at home (and 

require care packages to be put in place). ASC can help us to alleviate the 

significant pressure that hospitals are under. If you do not alleviate that pressure, 
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then the entire system becomes blocked and the flow within any hospital is 

completely disrupted. 

19. My discussions with the First Minister, Deputy First Minister, Minister for Public 

Health, Minister for Mental Wellbeing and Social Care and the Finance Secretary 

were key and they were imperative. The First Minister at the time, Nicola 

Sturgeon, and the deputy First Minister, took a significant interest in 

developments around ASC. I found them to be engaged in the issues, and 

helpful when their input was required. The First Minister , who herself was 

previous a Health Minister, understood the issues well given her previous 

ministerial experience. 

20. By the time I was Cabinet Secretary for Health and Social Care, the testing 

regime within ASC was well established, so there was little change, or very few 

changes, to the testing system within ASC. Most of the conversations that I 

would have in regard to ASC were when there were surges or waves of the virus, 

or an emerging new variant such as Omicron. Our priority was to protect the 

most vulnerable in our society, which included those people living and working in 

the ASC system. We also had to respond to the needs of families that had 

relatives within a care home and met with stakeholders such as Care Home 

Relatives Scotland (CHRS), Scottish Care and the Coalition of Care and Support 

Providers in Scotland (CCPS). 

21. There were some changes to the testing regime made during my tenure. A full 

chronology of all changes to the testing regime is set out at paragraph 127 of my 

Module 7 statement (submitted on 4 March) [IN0000475071] and is provided 

here [HY61003 - INQ000605490] and set out below is a list of all changes made 

between 19 May 2021 to 28 June 2022 that impacted the ASC sector during my 

tenure as Cabinet Secretary for Health and Social Care:-
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Date Title Exhibit/INQ Category: 

Reference - Key Guidance 

Number - Core decision 

- Key policy / 

strategy 

22 June 2021 Strategic HY6/004 - Key policy/strategy 

Framework INQ000235137 

21 June 2021 Coronavirus HY6/005 - Key guidance 

(Covid-19): social INQ000571294 

care and 

community based 

testing overview 

22 July 2021 Coronavirus HY6/006 - Key guidance 

(Covid-19): living INQ000571297 

with dementia in 

care homes 

11 August 2021 Testing access HY6/007 - Key policy/strategy 

expansion INQ000571261 

16 August 2021 Guidance on twice HY6/008 - Key guidance 

weekly INQ000571324 

asymptomatic 

testing of 

Healthcare 

workers 

16 November Strategic HY6/009 - Key policy/strategy 

2021 Framework INQ000353777 
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Date Title Exhibit/INQ Category: 

Reference - Key Guidance 

Number - Core decision 

- Key policy / 

strategy 

29 November Essential workers N/A Core Decision 

2021 priority for PCR 

test site slots 

29 December Prioritising test HY6/010 — Key policy/strategy 

2021 and protect for INQ000571301 

those at highest 

risk 

5 January 2022 Changes to self- HY6/011 - Core Decision 

isolation and INQ000571375 

testing regarding 

LFD and PCR 

requirements 

15 March 2022 Test and Protect HY6/012 — Key policy/strategy 

Transition Plan INQ000235186 

30 March 2022 Changes to N/A Core Decision 

testing. People 

with symptoms no 

longer required to 

take tests. Test 

sites to close on 

30 April 2022 

29 April 2022 Managing Health HY6/013 - Key guidance 

and Social Care INQ000571325 
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Date Title Exhibit/INQ 

Reference 

Number 

Category: 

- Key Guidance 

Core decision 

- Key policy / 

strategy 

Staff with 

symptoms of a 

respiratory 

infection, or a 

positive Covid-19 

test, as part of the 

Test and Protect 

transition plan 

01 May 2022 Ceasing of routine HY6/014 - Key policy/strategy 

contact tracing in INQ000571303 

health and social 

care settings and 

cessation of 

population wide 

contact tracing 

22. 1 would say that a significant amount of my time discussing ASC with my 

ministerial colleagues was in regard to trying to free up additional capacity within 

the ASC sector. Given the extreme pressure our acute sites were under, 

particularly during the emergency phase of the pandemic, we were frankly 

across the country and ensure it was being used. As indicated in the letter of 4 

2021-22 (discussed further at paragraphs 25 and 26 below) - delayed discharges 

were rising to "unacceptable levels due to care, primarily care at home, being 

unavailable." The intended outcome for the funding was that more appropriate 
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care and support should be found for those who are unnecessarily delayed in 

hospital — including the use of interim solutions "until the optimum care and 

support is available (noting that remaining in hospital cannot be one of the 

options)." Funding was made available to expand care at home noting the 

pressures on social care caused by increased need and acuity. The pressures 

on unpaid carers were also flagged. 

23. What became abundantly clear in my time as Cabinet Secretary for Health and 

Social Care was that there was staffed capacity within the ASC system, but that 

the connections between the NHS, the Local Authorities and the private 

providers of social care were often fragmented and therefore we were in the 

unacceptable position of having staffed capacity but it not being used, at a time 

of extreme pressure on our acute sites. In addition, there was simply not the 

level of data available in relation to the ASC sector. For example, I was aware 

there was staffed beds in social care in various Health and Social Care 

Partnerships (HSCPs) across the country, but there wasn't the data on how 

many beds were available, broken down by HSCP area, and why those beds 

were not being used. Sometimes that was down to the fact that a care home 

wasn't somebody's first choice, or a family's first choice, which to me was not an 

acceptable reason not to fill the bed, or it could be down to the specific needs of 

the individual, for example, where they required a care home with a dementia 

unit which was, of course, an understandable reason. But for the most part, it did 

not feel like the synergy and the engagement between those partners was not 

nearly as good as it should be. 

24. Many of the discussions I had with the First Minister, Deputy First Minister, the 

Finance Secretary, the Minister for Social Care were focussed on the question of 

how we created more capacity. The Finance Secretary was helpful because we 

had to increase the funding and investment within ASC, which we did. 

25. In 2020-21, £1.7 billion of additional funding was provided to support the HSC 

sector — a total of £561 million was allocated to Integration Authorities in 2020-21 

(including funding for sustainability payments — discussed later at paragraph 258 

of this statement). This included the £112 million allocated to Integration 
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Authorities as additional funding committed through the ASC Winter 

Preparedness Plan. 

26. On 4 November 2021, Scottish Government officials wrote to Local Health 

Authorities, HSCPs, COSLA, Chief Social Work Officers and NHS Boards 

regarding the key components of the additional winter funding for 2021 to 2022 

agreed in response to the system pressures faced [HY6/015 - INQ000587187]. 

Funding was made available from 1 October 2021 to 31 March 2022 as follows: 

• Stand up interim care provision to support significant reductions in the 

number of people delayed in their discharge from hospital - £40 million 

• Enhance multi-disciplinary working (including strengthening multi-

disciplinary teams and recruiting 1,000 Band 3s and 4s) - £20 million 

• Expanding care at home capacity — £62 million 

• Social care staff hourly pay increases — Up to £48 million 

27. An additional £20 million was planned to be made available for 2022-23 for the 

provision of interim care, whilst support for expansion of care at home capacity 

was made available on a recurring basis to support permanent recruitment and 

longer-term planning. The Schedules set out in the letter set out the stated 

outcomes for each funding allocation. 

28. I asked the Deputy First Minister for his assistance in engaging with Local 

Authorities and social care partners. He agreed to do so and joined a number of 

meetings in that regard. 

29. The First Minister took a regular interest in the progress that was being made in 

regard to freeing up capacity in relation to ASC and the impact that it was having 

on our hospitals in terms of Accident and Emergency (A&E) performance and the 

need to resume elective procedures. 

30. Kevin Stewart, Minister for Mental Wellbeing and Social Care, spent a significant 

portion of his time working tirelessly on the issue of ASC. He was often tasked by 

me to engage vigorously with those Local Authorities where there was not nearly 

enough progress. There was some quite robust engagement with Edinburgh City 
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Council, as just one example, where the progress was not nearly as good as it 

should have been with unacceptably high levels of delayed discharges, which 

resulted in equally unacceptable performances in Edinburgh hospitals. 

31. In terms of my engagement with clinical advisors and civil servants, including the 

Chief Medical Officer (CMO), Chief Nursing Officer (CNO), Chief Operating 

Officer (COO), Chief Social Work Officer (CSWO) and the National Clinical 

Director (NCD), these officials, at various different times, were incredibly useful 

and helpful. 

32. The most frequent and regular engagement in terms of ASC was with John 

Burns as the COO of the NHS Scotland. We would often have Caroline Lamb, 

the Director General for Health and Social Care and the Chief Social Work 

Officer for Scotland on the calls. John Burns and I would speak multiple times a 

week with Caroline Lamb also joining calls frequently. ASC would have been a 

regular feature of those conversations. 

33. Government officials within the Social Care Directorate were also involved in 

meetings. I dealt with those key government officials on a much more frequent 

basis than any others, with the possible exception of John Burns. The Minister 

with the appropriate responsibility for Local Authorities would on occasion join 

conversations and calls as well. I met regularly with officials such as the then 

Director for Mental Health and Social Care and the Director of Health Finance 

and Governance, as well as relevant officials across the Directorate General for 

Health and Social Care. 

34. When it came to the CMO, CNO and NCD, calls with those clinical advisors 

would have been less frequent in relation to the issue of ASC. I dealt more so 

with ProfessorAlex McMahon (CNO at the time) and our discussions largely 

centred around the issue of infection prevention and control (IPC). Again, many 

of those processes were largely well established by the time I became Cabinet 

Secretary for Health and Social Care. 

35. There was an issue at one point during one of the vaccine programmes where 

we were beginning to notice that the level of uptake from social care workers 
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was far lower than it had been in previous iterations of the vaccine programme. 

We discussed that issue with colleagues - the CNO, from my recollection the 

CSWO was also involved in the conversations, as well as the NCD, who did a lot 

of media outreach. I also visited a care home to promote the importance of 

taking_ up_ the, offer of_ the _vaccine. For example, on 5 September 2022. I attendec 

the; I&S in Edinburgh to promote vaccination uptake as 

residents and staff received their vaccinations — a 93 year old resident there was 

one of the first to receive the winter booster. 

36. I also met with Chief Executives and Chairs of Scottish Health Boards regularly. 

As set out at paragraphs 20 and 52 of my Module 3 statement (16 August 2024) 

[INQ000480774], I had regular calls and meetings with the Chief Executives and 

Chairs of Scotland's health boards. These would often be a mixture of bilateral 

meetings, me visiting healthcare settings in a local health board area, or as part 

of our weekly catch-up with all health boards. Given the scale and size of larger 

health boards, such as NHS Greater Glasgow and Clyde, NHS Lothian and NHS 

Lanarkshire, I would speak to the senior management in these health boards 

more regularly. The DGSHC and the COO would also have very regular 

engagement with health board Chief Executives and Chairs if they felt an issue 

needed my attention they would flag it to me, either directly or via my private 

office. 

37. Most of the discussions with NHS boards were in relation to pressures our acute 

sites were facing, and discussion on solutions to alleviate such pressure. In 

regards to potential solutions, we would discuss how to collaboratively work with 

those delivering ASC to reduce the high numbers of delayed discharge in our 

hospitals. 

38. At one point I instructed a weekly call with all health board Chief Executives and 

Chairs, and that was in addition to the bi-lateral engagement with health boards 

that would be either as virtual calls or in person visits that I undertook. 

Representatives from COSLA and SOLACE (Society of Local Authority Chief 

Executives) would also regularly join these calls. The discussions focused on the 

need to support the ASC sector. The need to ensure that we worked with the 
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ASC system to use any capacity they had to alleviate the pressure on the health 

service more generally. 

39. Engagement with Local Authority partners was also carried out on a regular 

basis. Again, there was one point when I was having weekly calls with those 

Local Authorities where I felt they were not making significant enough progress 

on issues such as delayed discharge and using their staffed capacity. Those 

calls would also include HSCP colleagues. 

40. The Local Authority and HSCP areas we were engaging with most regularly , as 

a result of not making the progress we required, included Edinburgh, Fife, 

Glasgow, Highland, North & South Lanarkshire and South Ayrshire. Regular 

updates were provided to me as Cabinet Secretary for Health and Social Care 

and also copied in to the First Minister who continued to maintain a strong 

interest in matters related to ASC. 

41. I did not have much engagement with PHS (Public Health Scotland) on the issue 

of ASC. If there was advice that was required in relation to testing or vaccination 

or outbreaks in a care home then PHS would make themselves available when 

required. But again, by the time I became Cabinet Secretary for Health and 

Social Care there were fairly good protocols in place. This was also the case 

with the Care Inspectorate, who resumed routine inspections in care homes fairly 

early on in the pandemic (4 May 2020), which was well before the time I was 

appointed as Cabinet Secretary for Health and Social Care. 

42. As regards engagement with UK Government Ministers and my counterparts 

across the four nations, ASC is devolved and therefore there was not a direct 

need to engage on the issues, particularly in regard to the pressure on the health 

system. However, I did raise the matter and mentioned it to my counterparts, 

particularly my colleague, the then Welsh Health Secretary, Eluned Morgan. She 

and I would discuss the pressure we were both facing in our respective nations 

in relation to ASC, just to see if there was anything innovative that either nation 

was doing that the other could potentially learn from. Unfortunately, there was no 

silver bullet to alleviate the pressures we were facing and each nation was trying 
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