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MODULE 4
UK COVID-19 INQUIRY

WITNESS STATEMENT BY THE DIRECTOR GENERAL FOR HEALTH AND SOCIAL
CARE

This statement is one of a suite provided for Module 4 of the UK Covid-19 Inquiry and
these should be considered collectively. In relation to the issues raised by the Rule 9
requests served on the Scottish Government, in connection with Module 4, the Director

General for Health and Social Care will say as follows: -

The Covid-19 vaccination programme required an unprecedented mobilisation of civic society,
particularly across the public sector. The aim of the programme was to save lives and protect
against ill health, and the rapid set up and subsequent management of our Covid-19 vaccine
programme achieved this. A World Health Organization (WHO) study found that between
December 2020 and November 2021 alone, an estimated 27,656 deaths were directly averted
as a result of Covid-19 vaccination in Scotland [CL10/001 — INQ000249245].

The scale and pace of the programme was unique; between the first vaccine dose on 8
December 2020, and 8 March 2021, 1,937,894 vaccines were administered. By 8 June 2021
this had increased to 5,777,585. By 12 September 2021 everyone eligible aged 18 and over
had been offered a second dose of a Covid-19 vaccine. This coverage was among the best in
the world and testament to the dedication, resourcefulness, and flexibility of our whole-system

approach to the Flu Vaccine and Covid-19 Vaccination (FVCV) programme.

The success of the vaccine programme was pivotal to the relaxation and ultimate removal of
rules and regulations aimed at reducing the spread or harm of Covid-19. As outlined in the
June 2021 Covid-19 Strategic Framework Update [CL10/002 - INQ000235137], the lifting of
Level O restrictions was predicated on a sufficient number of individuals having had two doses

of the vaccine. Effective rollout of the vaccination programme enabled a return to amore
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normal way of living for the people of Scotland and was a key aspect of our overarching

strategy for combating the Covid-19 pandemic.

Role of the Scottish Government in Vaccinations Pre-pandemic

4. The Scottish Government held responsibilities in relation fo vaccination and immunisation
prior to the pandemic under the National Health Service (Scotland) Act 1978. In practice, this
consisted of policy development, decisions on finance and liaison with Health Protection
Scotland (HPS), now Public Health Scotland (PHS), Health Boards and other partners on

operational and delivery aspects.

Pre-pandemic Preparedness

5.  The Scottish Government had been involved in scenario planning and response to a
range of outbreaks and epidemics. In particular, officials were involved in a Scottish
exercise called Silver Swan which looked at what the impact of an influenza pandemic
would be. None of the outputs from exercise Silver Swan specifically looked at or
recommended vaccination programmes as part of the outcomes or policy

recommendations.

6. However, extensive work was undertaken to consider the impact of a vaccination
programme on pandemic flu in general, with papers outlining the role and responsibilities
of HPS, in delivering a vaccination programme, edits and updates to the Green Book, and
considerable correspondence between medical officers, HPS and outside experts on the

effectiveness of vaccines.

7. Interms of other potential pandemics, there was no recommended vaccine for Ebola cases
potentially being imported into Scotland. Following suspected cases of Middle East
Respiratory Syndrome (MERS) a Chief Medical Officer (CMO) letter was issued alerting
Health Boards to the possibility of imported cases, but no references were made directly
to any potential vaccination programmes [CL10/003 — INQO0O0376365].

other devolved nations

8.  The Scottish Government engaged both directly and through four nations partners as part of

UK-wide pandemic preparedness and resilience measures. This has ranged from long-
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standing measures to build and maintain stockpiles of medicines to address challenges from

potential influenza pandemics to more recent measures to establish stockpiles for the

response to Covid-19. Collaborative working across the UK has also included partnership
with industry to develop an onshore vaccine manufacturing capacity, with potential for
pandemic deployment. For example:

e The Scottish Government has been part of four nations contractual arrangements to gain
priority access to a pandemic-specific vaccine, in the event of an influenza pandemic.
These arrangements have been in place and renewed as necessary, since before the
2009 H1N1/swine flu’ pandemic

e Four nations’ arrangements have previously involved holding stock of a pre-pandemic
vaccine, based on an avian flu strain. Such vaccines may or may not provide some

protection in the event of an avian flu pandemic and have the advantage of being

immediately deployable in the event of a pandemic. On the advice of the New and
Emerging Respiratory Virus Threats Advisory Group (NERVTAG) in 2015, the

maintenance of stockpile was discontinued.

9. In June 2020 the decision was taken to create a Vaccine Division to have oversight of all
vaccination programmes and to start planning for a Scottish Government-led Flu Vaccine and
Covid-19 Vaccine (FVCV) programme. An FVCV Programme Board was set up to oversee
the following aspects:

e Programme coordination

e Service delivery, including workforce planning, workforce education, vaccine storage,
cold chain and distribution

e Policy advice, legal and regulatory issues

e Vaccine safety

e Surveillance, epidemiology and modelling

e Vaccine confidence and informed consent

e Digital and data

e Performance management

e Marketing and communications

e Finance.

10. A chronology of key decisions taken over the time period set out in the Module 4 Rule 9 is
provided, [CL10/004 — INQO0O0376394].
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Key Figures and Decision Makers

11.  The Senior Responsible Officer (SRO) for Scotland’s FVCV programme was the Deputy
Director with responsibility for vaccines, Derek Grieve. The national programme also had
several Delivery Directors who oversaw the operational and delivery aspects of the
programme. These were:

e Caroline Lamb, Delivery Director for the Flu and Covid-19 vaccination programme
(Aug 2020 — Jan 2021)

e Paul Hawkins, Interim Delivery Director (Jan 2021 — Feb 2021)

e Colin Sinclair, Delivery Director (Mar 2021 — Aug 2021)

e Karen Duffy, Operational Lead (Dec 2020 — Sep 2021); Delivery Director (Sep 2021 —
May 2022)

e Greg Thomson, Programme Director — Planning & Some Operational Lead cover (Sep
2020 — Apr 2022)

e Nuala Healy, Operational Lead (May 2022 — present).

[In corporate statements submitted by Caroline Lamb to Module 1 (INQ000184897) and
Module 3 dated 18 June 2024, it is stated in error that Ms Lamb was Delivery Director for
establishing contact tracing and support for the isolation programme from May 2020 to August
2021. The correct time period in which Ms Lamb undertook this role is from May 2020 to
August 2020.]

12.  The Senior Civil Servants involved in the FVCV programme were as follows:

e Richard Foggo, Director of Covid Public Health (Jun 2020 — Feb 2021)

e Stephen Gallagher, Director of Vaccines Directorate (Feb 2021 — Jul 2022)

e Derek Grieve, Deputy Director Vaccines Operational Policy and Senior Responsible
Officer (SRO) (Jun 2020 — Nov 2022)

e Tracy Slater, Interim Deputy Director Vaccines (Nov 2020 — Oct2021)

e Marion McCormack, Deputy Director Vaccines (Dec 2020 — Mar2021)

o Jamie MacDougall, Deputy Director Vaccine Strategy (Dec 2020 — Aug 2022)

e« Jonathan Cameron, Interim Director — Digital Health and Care (May 2021 — Aug
2022).

13.  The Senior Clinicians involved in the FVCV programme were as follows:
e Professor Sir Gregor Smith — Chief Medical Officer (CMO)

4
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e Professor Alison Strath — Chief Pharmaceutical Officer (CPO)

e Professor Nicola Steedman — Deputy Chief Medical Officer (DCMO)
e Dr Syed Ahmed — Senior Medical Officer (SMO) *now retired

e Dr Lorna Willocks — SMO (took over from Dr Syed Ahmed)

e Professor Jason Leitch, National Clinical Director (NCD)

e Professor Fiona McQueen, Chief Nursing Officer (CNO) *now retired
e Professor Amanda Croft, CNO *now retired

e Professor Alex McMahon, CNO.

14.  The Scottish Ministers with responsibility or direct portfolio interest for the FVCV programme
were as follows:

e First Minister (FM), Nicola Sturgeon MSP (November 2014 — Mar 2023)
e Cabinet Secretary for Health and Sport, Jeane Freeman MSP (June 2018 — May

2021)

e Cabinet Secretary for Health and Social Care, Humza Yousaf MSP (May 2021 — Mar
2023)

e Minister for Public Health, Sport and Wellbeing, Joe FitzPatrick (June 2018 — 18
December 2020)

e Minister for Public Health, and Sport, Mairi Gougeon MSP (Dec 2020 — May 2021)

e Minister for Public Health, Women’s Health and Sport Maree Todd MSP (May 2021 —
Mar 2023).

15.  The Special Advisors (SpAds) who supported the Ministers above were as follows:
e David Hutchison
e Elizabeth Lloyd

16. UK Government (UKG) colleagues involved with for the FVCV programme were as follows:
¢ Ben Pledger — Deputy Director, Vaccines Taskforce
e Ben Golding — Director of Strategy, Vaccines Taskforce
e David Edwards — Deputy Director, Delivery & Supply chains, Vaccines Taskforce
e Paul MacNaught — Director, Covid-19 Taskforce, Department for Health and Social
Care (DHSC)
e Antonia Williams — Director, Covid-19 Vaccine Deployment, DHSC
e Laura Squire — Deputy Director Covid-19 Vaccine Deployment, DHSC
e Julie Alexander — Covid-19 Vaccine Deployment, DHSC.
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17.

18.

19.

It should be noted that Scottish Government also worked with colleagues in NHS England

and across the other devolved administrations across the UK.

Structures and Processes

The initial FVCV structure is displayed below, showing the key groups and their interrelations

under the FVCV Programme Board as the Executive Decision Making Group:
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The governance structure was amended regularly in line with programme developments, in

particular to include a Clinical Governance Group and a workstream with a focus on inclusion

and equalities. This later iteration of the structure is shown below:

Scottish Immunisation Programme Group (SIPG)

Scottish
Immunisation
Programme

Projects

Workstreams

Governance

Covid/ Flu —A/W 21 Project Team

v
Clinical Governance (Via
GG)

Policy

Strategy

Management

s
5
B
g
a

INQO00474350_0006



20.

21.

22.

23.

24.

Flu Vaccination Covid Vaccination programme (FVCV) governance

A decision was taken early in June 2020 to plan and prepare for the delivery of both the
seasonal flu vaccine and a potential Covid-19 vaccine [CL10/005 - INQ000261179]. The
rationale for this was based on the impact seasonal flu could have if circulating alongside a
peak of Covid-19 cases. On that basis the existing seasonal flu programme was brought into

the governance structure for the FVCV programme in Scotland.

There were regular meetings with the Cabinet Secretary with responsibility for Health and
Social Care to update on the progress of the programme. These meetings were
scheduled weekly however, this was sometimes altered to be more or less frequent
depending on the status of the programme. Alongside these meetings, Ministerial
submissions were issued to either provide an update or seek decisions on issues relating to

the FVCV programme.

A list of FVCV meetings is being provided to the Inquiry by National Services Scotland (NSS).
While the FVCV programme was led by the Scottish Government, it was delivered by the
NSS programme management team. As such, associated documents for the FVCV
programme delivery groups are not held the Scottish Government. An overview of these
FVCV programme delivery groups is provided, [CL10/006 — INQOO0376395].

The structure included a Clinical Governance Group which was operated by Public Health
Scotland (PHS) and several workstreams and short life working groups (SLWG) led by
Scottish Government. The Clinical Governance Group was initially co-chaired by the medical
director of PHS and a Scottish Government Senior Medical Officer prior to PHS operating.
SLWGs were set up at various stages of the programme to plan for key stages in detail (for
instance on the roll out of vaccines to children and young people, and on the roll out of new

vaccine types).

This structure was supported initially by a twice weekly Delivery Group meeting with
representation from all NHS Health Boards and workstream leads, which, in the course of

2021, reduced to a weekly meeting. Extraordinary meetings were held when necessary.
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25.

26.

27.

28.

The FVCV programme was run in partnership with a range of delivery partners including PHS,
NHS Education for Scotland (NES) and NSS. Pariners sometimes continued to operate
existing relevant groups but expanded their remit to include FVCV. NES co-chaired the
workforce workstream with Scottish Government, and NSS led on the phoneline workstream.
Scottish Government’s Digital Health and Care Directorate led on the digital aspects of the
programme with NSS Digital and Security (DaS) and NES as delivery partners. Furthermore,
NSS PgMS (Programme Management Services) was commissioned to provide programme
management support (PMO) for the Programme from the summer of 2020 and was initially

supported with the setup of this function by KPMG.

Managing and monitoring risk was key to delivering the programme. The commission of
NSS PgMS included management and responsibility for a risk register that covered all
workstream areas. Risks were regularly reviewed and were standing agenda items at
various governance forums such as regular (often daily) stand up meetings, Delivery
Group and the Programme Board to ensure mitigations were in place, where possible.
Key risks and dependencies were regularly discussed and shared with senior officials

and Ministers through meetings and reflected in formal advice to Ministers.

Membership of the key governance groups comprised a range of representatives from
territorial and national Health Boards, Scottish Government and other partners including a
Convention of Scottish Local Authorities (COSLA) member on the Delivery Group

representing Local Authority interests.

The FVCV Programme Board was stood up in July 2020 and originally met every 2 weeks
until August 2021. The Programme Board was designed to provide strategic direction and
oversight to the planning and delivery of the programme. The original Terms of Reference)

(ToR) for the Board noted the group was designed to:

e Work to ensure that the Programme will provide a lasting legacy for Scotland which will
build on excellence in vaccinations across Scotland in the long term

e Inform the evolution of the Strategic Document suite (Service Delivery Guide; Service
Delivery Framework; Strategic Policy Framework; Communications and Engagement
Strategy) to ensure the Programme has local Health Board leadership and innovation
whilst ensuring appropriate national governance and oversight and ensuring equitable
access for all, particularly those who are most vulnerable

e Ensure that Programme Developments are informed by ongoing clinical and scientific
evidence emerging from JCVI, MHRA, SAGE and others

8
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29.

30.

31.

e Have oversight of a workforce strategy which links to the wider SG Covid-19 ambitions,
priorities and activities (e.g. the Accelerated Recruitment Portal) and takes cognisance of
wider impacts across the system. It will include workforce planning, a communications
plan, education plan and support mechanisms

e Have oversight of the digital and data developments ensuring that they are sustainable
and in line with the wider legacy work of the Programme

e Monitor risks associated with programme delivery and planning providing guidance and
decision making where risks have been escalated through the FVCV structure

e Provide strategic direction and linking with the wider Covid response and how
Vaccinations links to this.

The Programme Board continued to meet on a fortnightly basis until February 2022 when it

moved to monthly.

The Scottish A h to Vaccine Deli

Context

A memorandum of understanding (MoU) linked to the General Medical Services (GMS)
contract 2018, was agreed and published in November 2017 as part of a wider primary care
transformation programme in Scotland [CL10/007 — INQ0O00376366]. Part of the MoU was to
transfer the duty to deliver vaccinations from GMS (i.e. GP practices and their own contracted
staff) to Health Boards. This change was delivered through the Vaccination Transformation
Programme (VTP). The VTP was planned to be a 3-year phased approach, however, the
programme was only part way though when the pandemic commenced, with some Health
Board areas more advanced in their implementation than others. Although the completion of
the VTP was postponed until April 2022 due to the pandemic, the fact that Health Boards had
commenced this transfer of duties pre-pandemic meant that they were well placed to take on

the responsibility of local FVCV vaccine delivery.

Engagement with stakeholders led to the decision to postpone the transfer date as it
became clear that many of the same people within local Health Boards were also working
on the Covid-19 response and this was agreed as the priority. Health Board Business
Change Managers (BCM) were consulted through the BCM Steering Group and the final
recommendation was made by the VTP Programme Board. The Cabinet Secretary for
Health and Sport, Jeane Freeman provided the final sign-off for the pause [CL10/087 -
INQ0O00499444, CL.10/088 - INQO00489447 and CL10/089 - INQ000499448]. Chief

9
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32.

33.

34.

Professional Officersadvised through CMO letters on 20 March and 9 April 2020 that
immunisations other than Covid-19 should continue to be offered where safe and
practicable to do so [CL10/020 - INQ000499449 and CL10/091 INQ000419273].

The VTP, together with issues around the initial availability of the Pfizer BioNTech Covid-19
vaccine and its complex characteristics, including transportation and storage at ultra-low
temperatures, thawing requirements, further storage conditions once thawed and dilution and
administration requirements, including that diluted product could not be transported, meant in
most cases Scotland did not use GP practices either in the initial stage of the FVCV
programme, or as a standard throughout. Neither did Scotland make routine use of
community pharmacies for the FVCV programme, unlike other parts of the UK, however some
Health Boards did choose to use them in their local delivery plans. Accordingly, the model in
Scotland was delivered in the main by local Health Boards (with oversight from the central
Scottish Government FVCV Delivery team), with staff contracted by Health Boards or working
contracted shifts (whereby many GPs and practice nurses may have worked separate to their
GMS contract agreement). This approach recognised the need to adapt and respond to
emerging clinical advice, availability of vaccine supply coupled with the need to provide
maximum protection to mitigate, at pace, against both the direct and indirect impact of the
Covid-19 virus on society. This alignment provided staff resource and flexibility for the

programme to effectively respond to rapidly changing circumstances.

This model of vaccine delivery also allowed Scotland to co-administer the Covid-19 vaccines
alongside the flu vaccine during winter 2021, and in subsequent winter programmes.
Critically, this also allowed more GPs, community pharmacists and primary care generally, to
focus support on the wider pandemic response, rather than being tied up in vaccine delivery.
Had this arrangement not been in place, GPs, community pharmacists and primary care may
have had to pause essential primary care service in the community that only they could

provide.

As highlighted in paragraph 32, the characteristics of the Pfizer BioNTech and Moderna
vaccines meant that they were distributed directly to NHS Vaccine Holding Centres (VHCs) in
Scotland where they were stored in ultra-low temperature facilities. From there the vaccines
were packed down and distributed within the Health Board to the various NHS vaccination
clinics. This ensured Health Boards operated within the extant regulations and the relevant
licensing requirements for the supply of vaccines. As most Health Boards did not hold a

manufacturing and import authorisation and/or a wholesale distribution authorisation they

10
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35.

36.

37.

38.

could not distribute vaccines to a different legal entity, which would include GP practices and

community pharmacies.

Although the Scottish Covid-19 vaccination programme did not routinely use GP practices or
community pharmacies, a mix of mass clinics and smaller local community venues were
available across Scotland. Health Boards were asked to plan their venues with their local
communities in mind, with many established in trusted locations such as places of worship,
workplaces or settings such as supermarkets or community centres. Although not routine
throughout Scotland, some Health Boards — in particular in rural and island Boards — did work
with their GP practices to offer the vaccine on-site to more vulnerable patients and some
Health Boards trialed delivery in community pharmacies and the retailer Superdrug once a

suitable Covid-19 vaccine became available in January 2021.

The AZ Covid-19 vaccine was the most suitable for delivery to primary care locations because
it could be stored at +2 to +8°C. Initially, the vaccines were distributed to most GP practices
weekly, based on available supplies under a storage and distribution contract with Movianto.
This contract was managed by NSS. The delivery arrangements were the same service used
for the historical flu vaccine distribution. Every primary care location had a weekly order cut-
off time and a weekly delivery day. Where there was any spare vehicle capacity, the
opportunity was taken to bring forward deliveries to a date earlier than the practices standard
weekly delivery day. In a small number of Boards, a different arrangement was in place with

vaccines directly distributed to practices from the Health Board VHC.

Data from PHS [CL10/095 - INQ000147517] indicated that GP administered vaccines were
predominantly used for older age cohorts and feedback was provided through evaluation work
[CL10/097 - INQO00283320], also undertaken by PHS, that consideration needed to be given
to this as it was not sustainable under VTP. The Programme responded to this by ensuring
suitable and accessible venues were available across communities. The PHS evaluation work
did not, however, make recommendations for future delivery on increasing the use of GP
practices or community pharmacies to achieve higher vaccine uptake in underserved

communities.

As above, the use of community pharmacies and GP practices was considered in the delivery
of the Covid-19 programme and used only in areas that were deemed appropriate for their
communities to ensure maximum reach. The programme also engaged with these
stakeholders to help inform planning and decision-making. This included engagement with the

GPs at the Deep End group, which represented General Practice in areas of deprivation, and

11
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39.

40.

41.

bilateral negotiations with the British Medical Association (BMA) regarding the use of GP
practices for the delivery of the Covid-19 vaccination which resulted in the publication of the
Covid-19 Vaccination Directed Enhanced Service guidance letter in November 2020
[CL10/096 - INQO00480991].

To further explain the difference in approach between Scotland and England, it may be
helpful to set out the different structures in place for delivery of GP services and some further
considerations which applied to the Scottish context. GPs in England are organised into
Primary Care Networks (PCNs) of multiple practices in densely populated areas. This is
different to the individual practice model of delivery which operates in Scotland. This was
important in the context of vaccine distribution; for example, the Pfizer vaccine was packaged
in a single licensed box of 195 vials providing 1170 doses and the licensing terms did not
allow for these vials to be further ‘broken down’ by the NHS for onward distribution to, for
example, GP practices [CL10/106 — INQ000499465].

PCNs in England, typically serving between 30,000 to 50,000 people, were operating at a
scale that did not require the Pfizer Covid-19 vaccine to be broken down in the way it would
have needed to have been in Scotland if distributed to individual GP practices. As vaccine
packs can only be broken down by licensed distributers, this would have been a constraint to
implementation of a GP-led delivery model in Scotland. In addition, out with the PCN model.
NHS England commissioned commercial distributors to pack down and distribute thawed
vaccines to primary care locations, tracking the transport time. Whilst this could have been
done in Scotland, it would not have been cost-effective and was more challenging because of
geography and limited commercial providers with relevant licenses/scale within Scotland. The
Health Board distribution of frozen vaccine to VHCs was therefore viewed as the better option

for these vaccines.

In Scotland, delivery of childhood vaccinations is the responsibility of Health Boards, with
children aged 6 months to 2 years (at risk) and 2-5 years (not at school) offered vaccination in
community clinics. During the pandemic however, the delivery of childhood Covid-19 vaccines
followed the same model as adult Covid-19 vaccination. From 2020, the flu vaccination offer
was extended to include secondary school children, with all primary school (P1 to P7) and
secondary school pupils (S1 up to S6) being offered vaccination in school. For Covid-19
vaccinations, as the Joint Committee on Vaccinations and Immunisations (JCVI)
recommended descending age groups of children, the FVCV national delivery team worked
with local Health Boards to explore options for delivery in or outwith the school setting,

dependent on size of these sub-cohorts and time of year.
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42.

43.

44.

45.

As above, Scotland’s FVCV Programme differed in a variety of minor ways from the other UK

nations. This was due to a range of reasons including the different epidemiology and

prevalence levels of the virus at certain times, different NHS structures and delivery

mechanisms, the healthcare system experiencing different pressures often linked to the

spread of the virus, demographics and geography and stakeholder interests. Overall, though,

the four nations generally took similar approaches to most of the Programme, despite these

differences. Some of the differences to Scotland’s delivery include but are not limited to:

e The duty to deliver vaccinations sitting with Health Boards in Scotland instead of Primary
Care in the rest of the UK

e Scotland uses the National Vaccination Scheduling System (NVSS) to support call and
recall for vaccinations and to enable appointment creation, lettering and prompting,
whereas in England, public communications are used as a call to action to encourage
people to book their own appointment

e Vaccine supply management in Scotland is undertaken nationally by NSS, whereas in
England this is done locally by Primary Care teams

e Scotland uses a large number of healthcare support workers in FVCV delivery whereas

England is not so reliant on this part of the workforce.

Cohort Prioritisation

In Scotland, vaccination policy is informed primarily by the advice of the Joint Committee
on Vaccination and Immunisation (JCVI) which informed all four UK nations' decisions on

vaccination and immunisation.

The advice from JCVI was often high level and afforded flexibility in how the vaccines
were to be delivered. In addition, it is important to note that unlike England and Wales,
Scotland is not legally bound by JCVI advice, and it was therefore possible to make some
decisions around cohort prioritisation and inclusion that were not explicitly stated within
the JCVI advice. Whilst accepting the JCVI advice, the programme tailored the delivery

approach to the needs of the Scottish population.

Early in the planning for the programme the JCVI provided interim advice on prioritisation
highlighting front-line health and social care workers and those at increased risk of serious
disease and death from Covid-19 infection, stratified according to age and risk factors. This
supported early planning assumptions to ensure that people in these cohorts were

appropriately supported to come forward to receive their vaccine.

13

INQO00474350_0013



46.

47.

48.

49.

The Scottish Government prepared a Cabinet paper in November 2020, which built on the
initial JCVI recommendations from September 2020 [CL10/008 - INQ0O00232664]. The paper
covered the considerations in relation to the development of a Covid-19 vaccination policy
and sought agreement on an approach to priority groups. This paper was presented to and

approved by the Cabinet on 1 December 2020.

From an early stage there were queries about the definition of frontline and non-frontline
health and social care workers. A short life working group led by the Professional Advisor
to the Chief Nursing Officer Directorate (CNOD) considered this. The group’s work led to a
letter being issued on 28 January 2021 by Paul Hawkins, Director for Covid-19
Vaccination Delivery, to provide clarification to delivery partners and others [CL10/009 —
INQO00376373 and CL10/010 —INQ000242939].

The Scottish Government recognised early in the rollout that a process was required to
consider issues around how JCVI advice was implemented in practice, and to also consider
groups that weren’t explicitly covered in JCVI advice. A Policy Panel group was established
in March 2021 comprising clinical, policy, operational, and legal experts. This allowed holistic
consideration of the merits of vaccinating specific cohorts, particularly where there was no
explicit basis in JCVI advice to do so [CL10/011 - INQ000244062 and CL10/012 -
INQO00243615]. Advice from the group was then considered by the Minister and a final
decision taken. This is laid out in the Policy Panel Terms of Reference [CL10/013 —
INQO00376328]. Some of the issues considered by the Policy Panel included:
e Prioritisation of foster carers
e A review of the current policy and practice around in-hospital vaccinations, including
those in mental health wards
e Vaccination of those entering and resident in drug and alcohol rehabilitation residential
centres [CL10/014 — INQO00376399].
e Vaccination of seafarers

e Vaccination of primary care givers of babies in neonatal intensive care units.

The FVCV Programme drew on coding that General Practitioners had undertaken for their
patients to identify those with eligible conditions. However, it became clear as the programme
rolled out, that this data was not as reliable as had been originally anticipated. This was due

to several reasons including inaccurate coding (e.g. medical conditions coded usingdiffering
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criteria in different areas) and incomplete diagnoses (e.g. historical diagnoses of
cancer/immunosuppression marked as ongoing despite remission). Further sources of data
were also utilised to help improve the reliability of this dataset, including hospital records,
specialist databases and medication prescriptions. This, therefore, made the scheduling of

cohorts, including the severely immunocompromised, challenging for NVSS.

50. Therefore, the Scottish Government encouraged Health Boards to use existing local referral
pathways for identifying those with undocumented comorbidities, including those who were
immunosuppressed and severely immunosuppressed. Health Boards were provided with

template referral forms and encouraged them to continue using existing mechanisms.

51. Members of the public were also encouraged to speak with their clinician or General
Practitioner if they thought they should be in a priority group but had not received an

invitation.
The Effect of Supply Issues on Prioritisation Decisions

52. It was recognised early on from discussions at four nations meetings that supply may be a
limiting factor in Scotland and the wider UK’s vaccine rollout. Logistical challenges, such as
ensuring the vaccines were stored and transported at the appropriate temperature, were

compounded by Scotland’s geography and population distribution.

53.  Through policy engagement across the Scottish Government, it became clear that several
non-health and social care groups were likely to seek priority access to vaccination based on
their occupation and were making representation to officials and politicians on that basis. This
included key workers who perceived themselves to be at higher risk of infection, such as
teachers, other blue-light services including the police, the prison service and those in critical
infrastructure roles. Due to this and given the likely limited supply, the policy team's approach
was to focus on the JCVI's interim guidance, aimed at reducing severe illness and vaccine-
preventable death from the virus. The Scottish Government concluded that the clinical risk of
these groups lobbying for inclusion was not increased due to their occupation therefore they

were not initially included in the priority access groups.

54.  This approach to prioritisation was noted in the aforementioned Cabinet Paper (1 December
2020) which detailed the initial approach to Covid-19 vaccines deployment [CL10/008 -
i INQ000232664 ;T,onsiderations around supply and prioritisation were also set out in the
Scottish Government’s FVCV Delivery Framework [CL10/015 — INQ0O00376367] and the
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