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Dated: 20 March 2025

UK COVID-19 INQUIRY
MODULE 7

Background

1. In relation to the issues raised by the Rule 9 request dated 17 December 2024 in

connection with Module 7, |, Richard Foggo, will say as follows: -

A. Introduction

Role and responsibilities

2. lam Richard Foggo, currently co-Director of Population Health at the Scottish

Government.

Background and Role

3. lam Richard Foggo, currently co-Director of Population Health within “DG Health and
Social Care” (DG HSC) (the organisational structure overseen by the Director
General of Health and Social Care) at the Scottish Government. | have been a civil
servant in the Scottish Government since 2001. | have held eight posts in
government to January 2020. Those include Fast Stream posts (2001-2005); team
leader post (head of counter- terrorism policing, anti-sectarianism, and violence
reduction); unit head post (head of community safety); deputy director posts (sport,
primary care); Director post (population health, interim from February 2019, made

substantive in August 2019).

4. | was Director of Population Health in January 2020. | was appointed co-Director of

Covid Health Response (with Donna Bell) on 16 March 2020. | was appointed
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Director of Covid Public Health on 1 June 2020. | reverted to Director of Population
Health (with Christine McLaughlin and, initially, Michael Kellet) on 1 June 2022.

5. 1 have prepared this statement myself by reference to records and material provided
to me by the Scottish Government. | have also received assistance from the Scottish

Government Covid Inquiries Response Directorate.

6. Unless stated otherwise, the facts stated in this withess statement are within my own
knowledge and are true. Where they are not within my own knowledge, they are
derived from sources to which | refer and are true to the best of my knowledge and
belief.

7. References to exhibits in this statement are in the form [RF2/number - INQOQO0Q0OQ].

Role in decision-making

8. Throughout the period under consideration by the Inquiry | acted in line with the
constitutionally and contractually understood role of a UK civil servant (employed by
the Scottish Government). That meant understanding my role primarily to be to
support Ministers (in my case Scottish Ministers) to make decisions through the
provision of advice. In many cases these were executive decisions made by
Ministers provided for variously in legislation, and in some cases, it was supporting
Ministers in their engagement with the Scottish Parliament in its legislative decision-

making role.

9. As a civil servant | was authorised to make decisions in particular as regards, first,
advice, i.e. how it was to be drafted, what considerations were to be included, which
recommendations to be made, and so on; second, on the deployment of resources in
particular staff but also spending in line with the authority delegated to me; and third,
as regards various other matters relevant to the proper discharge of my
responsibilities including engagement with stakeholders and partners. These
delegated decisions were made in the context of either explicit Ministerial authority or
authority from my line manager (including Accountable Officer functions — these are
functions established in the Public Finance and Accountability (Scotland} Act 2000
and as further specified in guidance issued as the Scottish Public Finance Manual
[RF2/001 - INQ0O00102909]. My line manager throughout the period in question was
the Director General for Health and Social Care, and Chief Executive of NHS

Scotland. This was in turn Malcolm Wright, Elinor Mitchell, and Caroline Lamb.
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10. The period in question was by some way the most difficult in my career. The pace,
pressure and responsibilities were considerable, with working days regularly between
12 and 16 hours, with advice being provided quickly on muitiple subjects often not
well understood (due to the emerging nature of science on SARS-CoV-2). However, |
would want to stress that | undertook my work at all times in line with the Civil Service
Code. | also consider it relevant to say that | undertook my work at all times in line
with relevant Covid regulations and guidance. | worked from home during the

pandemic.

11. I would reflect that | acted at all times in keeping with the Scottish Government (SG)'s
policy on the use of informal communications including WhatsApp and SMS. No
decision | am aware of — certainly none | was responsible for — was made on
WhatsApp. All decisions were properly recorded in the SG’s electronic records
management system. WhatsApp, and other informal means, were used to share
information on, for instance, the time of meetings, that a colleague was running late,
to inquire after a person’s health, or to seek to console them or cheer them up. In
addition, a number of the WhatsApp group chats that | was on, including, for
instance, ones involving DG HSC Directors, in line with my understanding of the SG’s
Mobile Messaging Apps policy [RF2/002 - INQ0O00222963], had the deletion function
activated (automatic after 7 days) and from early 2020 my line managers were
advising me, along with all DG HSC Directors, to abide by the SG’s records
management policy, viz., to review and record any message of corporate value and
to delete all non-corporate value material including regularly deleting manually
content of all group chats not covered by the auto-deletion function. It is for these
reasons that | no longer have copies of the majority of messages sent in the period
covered by this request. | have provided copies of some SMS messages that | did
retain from 2020 and 2021 (these were retained unintentionally on my personal
phone and only discovered recently while | was assuring myself that every possible
source of relevant information had been explored). To emphasise, | did not routinely
retain messages because no decisions were made in this way so they were not a
relevant part of the corporate record and that | strongly believed that deletion of non-
corporate record material was a matter of corporate policy and therefore my
responsibility to implement. Also, | did not and still do not consider it good practice to
use my personal phone for any work purposes. Out of hecessity, use of my personal
phone was more prevalent during the Covid pandemic because of the need for out of

hours contact and assurance that those who needed could get through to me. In
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relation to WhatsApp, although | am unable to provide the messages due to deletion,
I have provided a list of as many of the WhatsApp groups | can recall being part of.
There are likely to be other groups, but | am unable to recall them all in detail. The

SG records management policy was applied to all of these groups.

12. | also find it relevant and necessary to say, in relation to my frequent engagement
with Ministers, that | found that they understood and undertook their responsibilities
at all times in line with the Ministerial Code and in line with relevant Covid regulations
and guidance. So, the vast majority of meetings were virtual, and when they were in
person meetings (in line with regulations) face coverings were worn and social

distancing was observed.

Overview of roles
13. | hope it is helpful to the Inquiry that prior to offering more detailed responses | offer
an overview of my role during the period in question. | offer a few general remarks
about consistent elements of my role throughout the whole period, and some more

specific remarks about the three Director posts | occupied over the period.

14. | take the consistent thread through the three Director posts | am being asked about
(as relates to Module 2A) to be my role as SG policy lead for non-clinical public
health advice. That is to say, providing advice to support decision making on matters
of public health broadly conceived, including health protection. | want to explain
briefly what | mean by that in particular to draw two distinctions, first, between policy

and delivery; and second, between clinical and non-clinical advice.

15. First “policy lead”. A critical part of my role, in particular as regards the period
January to June 2020 (the period covered by my role as Director of Population
Health and, with Donna Bell, Director of Covid Health Response) was “policy
initiation”. So initial comprehensive advice to Ministers on topics such as shielding,
testing, contact tracing, vaccinations, surveillance, outbreak management, elements
of exit strategy and Non-pharmaceutical Interventions (NPIs), certification,
international travel, and so on, came from my Directorate, and in some cases in
advice written by me personally. However, each of these issues in themselves
became significant to the whole of Government and whole system endeavours, so at
various points, sometimes almost immediately, new teams, and eventually whole
Directorates were established within the SG to take responsibility for these matters.

So, for instance, within six months of the first cases, there was a Directorate for
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16.

17.

18.

Shielding, for Vaccinations, for Test and Protect, for Outbreak Management and so
on. In effect a series of Directorates “spun out” from the Directorate of Population
Health, and at various points have folded back in (which occurred after the end point

of the period this rule 9 relates to, i.e., April 2022).

There is a further distinction that helps clarify the role of my team: | will distinguish
between policy and policy implications of delivery (delivery oversight). This distinction
helps explain, for instance, why there was a Director of Test and Protect, while
simultaneously | retained policy responsibility for testing and contact tracing. The

former focused on delivery oversight, while | focused on policy in a narrower sense.

“Policy” relates more specifically to the setting of overall aims and outcomes,
identification of strategic risks, equalities considerations, strategic choices of how to
deliver and through whom (so NHS or local government or third sector), budgetary
considerations, parliamentary and UK relations, and so on. “Delivery oversight”
covers the development of structures of governance and means of delivery
(technology, workforce, etc.) in relation to specific services (including testing,
vaccinations, certification, shielding etc). SG teams involved in delivery oversight
were not directly responsible for the delivery of services but would work particularly
closely with delivery partners including NHS Boards (both national, e.g., NHS
National Services Scotland (NSS), Public Health Scotland (PHS), and territorial),
local authorities, and so on, to support delivery efforts. In some cases, for example
vaccination, the delivery of the service was overseen and coordinated directly by SG.
In other cases, for instance, testing, the situation was more complex involving
partnership with the UK Government. The basis of the distinction — between policy
and delivery oversight - cannot be the provision of advice, as, typically, these
“delivery oversight” teams would also provide advice to Ministers on operational
choices (that includes delivery channels and pathways, pace and quantity of delivery

and so on).

These distinctions were not always clearly articulated (given the pace of the
pandemic and legitimate overlap in responsibilities etc.) but good collaboration
internally (within SG) and externally {(out with SG, e.g., NSS, PHS etc.) meant,
typically, that that did not interfere with delivering required outcomes. Clarity of roles
and responsibilities would though remain an area for reflection and formal lessons

learned.
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19.

20.

21.

| seek to clarify these points to emphasise that defining the role and function of my
Directorates over the course of the pandemic is complicated. With the creation of
new teams, certain functions often remained; some came and went; and others went
altogether. In relation to my responsibilities, in some cases both policy and delivery
oversight were transferred to a new team (e.g. vaccinations). In other cases, policy
remained with me and my team throughout the period in question, but delivery
oversight was transferred (e.g. testing and contact tracing). In some other cases, my
team retained policy and delivery oversight responsibility throughout (e.g.

certification).

Decisions to stand up new teams were made by Directors General based on
discussions with Ministers with a focus on ensuring civil service staffing was not a
rate limiting factor in delivering outcomes. My views on such matters were sought
and | provided my views. The issue, generally, of workforce planning and deployment
(at such scale) would be a useful issue for further reflection and lessons learned. (I

come oh to say more about lessons learned below.)

Secondly, “non-clinical”. This phrase is used to distinguish between the advice
offered by myself and my team and the advice provided by SG’s senior clinicians, in
particular the Chief Medical Officer (CMO). This again is not a clear cut distinction
(partly because the CMO is also a Director in DG HSC and line manages a nhumber
of policy teams, e.g., women'’s health). The key point | wish to make is that very early
in the pandemic (January 2020) it became clear that the pace and urgency of
securing the very best and latest scientific and clinical advice meant that the usual
pattern of providing advice — in particular as that relates to the relevance of clinical
advice to policy matters - needed to be refined and that Ministers would often seek
clinical public health (and, on occasion, scientific advice) from senior clinicians (and
others) direct. In other circumstances, Ministers might have chosen to seek such
advice from, e.g., the Director of Population Health, asking them to incorporate all
relevant clinical and scientific advice into a single comprehensive product. However,
there was often no time to undertake the usual analysis and synthesis of clinical and
scientific views into traditional long-form advice, so it was provided directly whether
orally at meetings or in written advice. | was typically in receipt of such advice as a
copy recipient (or attendee at relevant meeting) and so this advice was subsequently
incorporated into any advice offered by my team. | am not aware of any substantial
disagreement between senior clinicians and my team in relation to the provision of

public health advice.
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22. Another reason for the separation of clinical and non-clinical public health advice, as
well as the need to avoid unnecessary steps in the chain of advice, was that the
CMO and other senior clinicians were involved (in ways SG non-clinical civil servants
never were) in the public aspects of decision making (in particular explaining those
decisions). That includes the daily Covid briefing. So it became clear as early as
January 2020 that the CMO and then the group of senior clinicians made up of CMO,
Deputy Chief Medical Officers (DCMOs), Chief Nursing Officer (CNO), Deputy Chief
Nursing Officers (DCNOs), National Clinical Director (NCD) and Deputy National
Clinical Director (DNCD) would be principal sources of clinical (and, on occasion,
scientific) advice to Ministers. The CMO, for instance, attended Cabinet throughout
the period of the pandemic (I attended only a small number to observe specific
agenda items) and was with the First Minister in person frequently (I met with the

First Minister only occasionally and never one to one).

23. In the case of both the clinical and scientific advice, this was drawn from wide
sources, with various networks and groups in place. In relation to scientific advice in
particular not only the relevant UK structures of the Scientific Advisory Group for
Emergencies (SAGE) etc., are relevant, but also, from March 2020, the
establishment of the Scottish Government Covid-19 Advisory Group (SG C19
Advisory Group) (the secretariat for which sat in my team). So, while there is a
distinction to be made between the advice offered by me and my team, and that
offered by the CMO and other senior clinicians, the evidential sources of that advice

tended to be the same.

Director of Population Health (January — March 2020)
24. In relation to my role as Director of Population Health between January and March
2020 | would identify four specific functions that help explain that role. | will come on

to narrate my involvement in specific critical decisions, events, etc, separately below.

25. First, lead Director (“policy lead”) for health protection including response on high
consequence infectious diseases (HCID). My team, along with Senior Medical
Officers (from CMO’s Directorate) are standardly the first in SG to be notified (by an
NHS Board, or other source) of an outbreak or threat of outbreak of a HCID. At the
outset of the pandemic (before it was designated a pandemic) the lack of
understanding of the virus and the disease it causes meant it was treated as a HCID

(similar to Ebola). Second, line manager for Health and Social Care Analysis
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(HSCA). This team fulfilled a key role at each stage of the pandemic including
eventually overseeing the SG’s publication of daily data. Third, sponsorship of NHS
Health Scotland (including Health Protection Scotland (HPS)) and lead Director for
the creation of Public Health Scotland. Practically and most relevantly this relates to
the first function above: our health protection function worked in close partnership
with HPS. But through to April 2020 | continued to lead on work to create the new
agency (PHS). Fourth, and finally, there are other policy responsibilities that had
increasingly to take cognisance of the emerging threat (that includes sport, burials

and cremations, and so on).

26. In relation to this fourth function, | would make two points in particular: first, at the
time Covid emerged as a global threat Scotland was already experiencing a “public
health emergency” relating to drugs deaths. That was a factor in the relative priority
afforded to pandemic preparedness in my Directorate’s work. In other words,
Scotland was already experiencing a public health emergency when Covid struck.
Second, as Director of Population Health | was responsible for the policy on health
inequalities. | am clear that both the responsibility for drugs policy and for health
inequalities more generally influenced the nature of early policy development on
Covid. We were, for instance, particularly concerned about the impact of Covid on
the already highly vulnerable cohort of people who use drugs. We were alive to the
potential for a new viral pathogen to have other differential impacts, whether relating
to age, gender, ethnicity, existing conditions (multi- morbidities). This remained a
theme over the course of my involvement in responding to the pandemic including
the completion of equalities impact assessments. In relation to the early phase of
pandemic response this is reflected in emerging policy responsibilities for the
clinically vulnerable (work led by clinical colleagues and Linda Pollock) and the non-

clinically vulnerable (work led by SG Director Shirley Laing (social justice)).

Director of Covid Health Response (March 2020 — June 2020)

27. By February 2020 the vast majority of my time was dedicated to supporting the
collective SG and DG HSC effort in particular, to develop a response to Covid, which
was first an outbreak, then a “Public Health Emergency of International Concern”
(PHEIC) (as declared by World Health Organisation (WHO) on 30 Jan 2020) and
then a pandemic (as declared by WHO on 11 March 2020). | was providing “care and
maintenance” cover relating to the fourth set of functions above (that means available
on escalation only, for most critical requirements, and there to discharge accountable

officer functions including delegated financial authority). | was however confident that
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28.

29.

30.

my Deputy Directors and team leaders were progressing non-Covid work

appropriately.

Early in March 2020 in discussion with DG Health and Social Care Malcolm Wright it
was decided that | would be abstracted from those wider duties and lead the DG
HSC policy response to Covid [RF2/003 - INQ000222943]. It was agreed that the
extent of these responsibilities were such that to ensure resilience | should undertake
this work with a partner. Donna Bell (at that point Director of Mental Health in DG
HSC) offered to partner with me in a new role “Director of Covid Health Response”.
This Directorate was established on 16 March 2020.

This role, as described in advice at the time [RF2/004 - INQ000222944], was two-
fold. First, it was to provide a credible and coherent Covid policy function for DG
HSC, that would provide advice to Scottish Ministers primarily the Cabinet Secretary
for Health, but also increasingly directly to the First Minister. | would make two points
about this function. First, increasingly the response to Covid was becoming a whole
of Government endeavour, so by the time we get to March 2020 we were seeing
wider functions emerging to mean that by “Covid policy” | would now mean work
increasingly focused within DG HSC (and in support of the Cabinet Secretary for
Health). Second, this function was focused on what | described above as “policy
initiation”. Donna Bell and | oversaw the production of advice on testing, contact
tracing, surveillance, shielding, very early preparations for any future vaccination
programme, elements of overall non-pharmaceutical interventions policy (NPI) and
exit strategy. This function was led at Deputy Director (DD) level by Derek Grieve,
Daniel Kleinberg and John Nicholson. Often the advice produced would be submitted
in the name of others; very little of the advice referred to above is in my name
personally. | attach the advice in my name (or jointly) contained in my archive
[RF2/005 - INQO00249511,, RF2/005a - INQ000261165, RF2/005b - INQ0O00249513,

RF2/005c¢ - INQ000261376, | RF2/005d - INQ000249515, RF2/006 - INQ000249507,

RF2/006a - INQ000250768, RF2/006b - INQ000250769, Eand RF2/007 -

INQ000249510].

It is clear from the subject matter of this advice that the focus of my personal efforts
for the period from March to June 2020, as it had been from January to March, was
on building the capacity of testing and contact tracing, toward the launch of

Scotland’s Test and Protect service on 28 May 2020.
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31. By early April 2020, various functions previously led by myself (and Donna) had
already “spun out” and Donna and | were referring explicitly in our advice to DG HSC
and others, of the need to work in partnership with, for example, Dominic Munro as
lead SG Director on NPIs and exit strategy, Annabel Turpie on testing, and Michael
Chalmers on shielding. In relation to the first point above, there were in addition

emerging Covid functions in other DG “families” (e.g., economy, communities etc.).

32. The second function of Directorate for Covid Health Response was to establish the
DGHSC “group hub”. Since January 2020, as part of the health protection and health
resilience “stand up”, there was a “hub” arrangement in place. This grew in size and
responsibility over the period to the point when at the outset of the new Directorate in
March we had assighed two Deputy Directors to oversee its creation and
management (Lesley Sheppard and Willie Cowan). The principal functions of the hub
were to, first, coordinate Ministerial situation reports (“sitreps”) (within DG HSC and
contributing to SG sitreps), and second, to handle Ministerial briefing and
correspondence on Covid. This would include the drafting of Parliamentary
statements for the Cabinet Secretary for Health [RF2/008 - INQ000222945]. The Hub
function transferred to DG HSC office (managed by Michael Kellet) on 1 June, at the

point when the Directorate of Covid Health Response was stood down.

33. I should also note that | retained management responsibility for Health and Social
Care Analysis (HSCA) over the full period covered by this request. The critical
aspects of this work (as regards Covid) were, first, the creation of the Covid
Analytical Hub (led by Dr Audrey MacDougall in DG SEA) which took on
responsibility for Covid modelling specifically; second, supporting the creation of the
SG C19 Advisory Group (HSCA Deputy Director Niamh O'Connor was the initial
secretary of the Group); and, third, working with newly established PHS and other
partners including the National Records of Scotland (NRS) on development and

reporting of Covid data (deaths, hospitalisation etc).

34. The two principal functions of the Directorate of Covid Health Response were
delivered through a matrix management structure that operated effectively “24/7 365"
shift patterns using both on duty and on call arrangements. These structures were
fluid and responsive, with advice being produced collectively (more than one author)
and work allocated on a day by day basis. We were being supported by military
liaison officers at this point, in particular on the Group Hub function to ensure

effective information flows.
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35. This was undoubtedly the most challenging period in the whole of the pandemic. We
were working at home (after the 23 March stay at home order), with rudimentary
technology, with on duty shifts covering 6am to 10pm (sometimes earlier, often later).
A focus for my time during this period was line management support. A number of
colleagues experienced forms of “burn out”. The overall staffing of the Directorate
was enhanced significantly in March 2020 with surge capacity of around 100 staff,
consisting of volunteers from around the SG. The induction and management of
these staff was a significant focus for Donna Bell and me. This was sufficient to count
as a function in its own right. As stated above | would consider workforce planning
and deployment in national emergencies to be an area for further reflection and
lessons learned. That would include ensuring a skills match (so a volunteer is only
helpful if they have the right skills) and adequate well-being support (down-time,
leave etc). An example of an important measure | implemented is to have SCS
“buddying” or “partnering” so that critical roles are covered by two full-time staff. That
is distinct from “job-share” in which the staff input is less than 2.0 whole time
equivalent. DG HSC Directors were engaged in a reflective exercise on this in
Summer 2020 through the implementation of what became known as “the Cattermole
Principles” (Brigadier Ben Cattermole was head of military liaison at this time)
[RF2/009 -INQ000222946].

Director of Covid Public Health (June 2020 — June 2022)

36. In May 2020, with Donna Bell, | undertook a review of the Directorate of Covid Health
Response [RF2/010 - INQ000222847]. This was provoked in part because of the
unsustainability of the ways of working (especially extended shift working), and, more
positively, that we were beginning to see more stable structures emerging as roles
and functions were clarified. This led to the decision that we end the matrix model
and re- introduce a more “traditional” Divisional structure. This meant appointing
Senior Civil Service (SCS) Heads of Division (SCS1) with more stable, clearly
defined team structures with clear delegation of functions and budget (if possible). It
was around this time that “recovery” and future strategy became more prominent in
our thinking. This was in service of a wider endeavour as set out in the SG’s
Framework for Decision Making (published 23 April 2020) [RF2/011 -

INQ000369689]. ESo, as well as Covid “response”, Donna and | provided advice on

Covid “recovery”.
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37. In June 2020, the Directorate of Covid Public Health was created. It was decided (by
DGHSC Elinor Mitchell) that | would lead that Directorate on my own (with Donna

Bell moving on to be Director of Mental Health and Social Care).

38. The Directorate initially had five Divisions: (1) HSCA,; (2) Covid Ready Society (initial
DD, Lesley Sheppard); (3) Vaccinations (initial DD, Derek Grieve); (4) Community
Surveillance (initial DD, John Nicholson); and (5) Testing and Contract Tracing Policy
(initial DD, Niamh O’Connor). Daniel Kleinberg replaced Niamh O’Connor as

secretary to the SG’s C19 Advisory Group.

39. These Divisions effectively define the functions of the Directorate over the period of
interest to this request. The size and spread of the responsibilities mean that | was
not directly involved in every meeting, piece of advice, issue and so on faced by the
Directorate. | am taking seriously the fact that this request is a personal one, and so |
will not narrate what my team did, or what | was responsible for as manager, etc., but
will focus on a description of my own personal contribution to the Covid response
over the period of the request. The wider contribution of my team will be collected

either in other personal statements or in corporate narratives.

40. A full description of changes to Directorate functions, SCS staff involved, etc., is
provided in the paragraphs 9 to 15 in the corporate statement provided by DG HSC
in relation to Module 2A [INQO00346089]. | don’t repeat that here. A key change was
over January and February 2021 when the full vaccine function (policy and delivery
oversight) moved to a newly created Directorate (led by Stephen Gallagher). | would
also note the point in Autumn 2020 when the outbreak management function led by
Andrew Bracewell transferred from Directorate of Outbreak Management (headed by

Paul Cackette and then Penelope Cooper).

41. What | do want to offer though is a form of words that features in that statement that
specifically covers the key responsibilities of the Director of Covid Public Health over
the period June 2020 — April 2022:

42. There were three primary functions of the Director for Covid Public Health from June
2020 that are relevant to how advice was formed to assist Ministerial decision

making:
< Management responsibility for the Five Divisions (and other
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functions) in Covid Public Health, with line management

responsibility for the Deputy Directors;

+  Coordinate liaison with both PHS and [NHS] Directors of Public
Health, which included the establishment of a “Daily Huddle” at
which information was shared (this was not a decision-making
forum). This was in addition to on-going daily liaison calls with PHS;

and

» Lead policy advisor on public health, working closely with the senior
clinicians (CMO, CNO and the NCD) to provide advice both on
development of key Covid-19 strategies within DG HSC (e.g. test
and protect, surveillance and response, vaccinations, certification
etc) and on the health and social care contribution to the “Four
Harms” decision making process (focused on harm 1 — direct Covid-
19 harm). The Director for Covid Public Health would attend
Scottish Government Resilience Room (SGoRR) meetings (both
official and Ministerial), “Four Harms” meetings, topic specific deep

dives with Ministers including the First Minister.”

43. The nature of the role covered in the third bullet point are those set out above in
relation to “non-clinical” advice. A very substantial part of my time between June
2020 and April 2022 was dedicated to staff management. It might be helpful to
explain that | adopt a deliberate “empowering” and “enabling” approach to
management — as opposed to “micro- managing” — which means that | was clear
about delegation, authority, etc., and then focused on ensuring that my staff had the
resources, skills, etc., to deliver on the tasks. To understand that and what the
Directorate delivered (in terms of advice, attendance at meetings etc), statements
would be required from those staff, the SCS Deputy Directors in particular. | note this
because in relation to certain of the Inquiry’s requests for information, | don’t have
anything to offer in terms of personal involvement. That includes, for instance,
involvement in various meetings and fora with UKG and other administrations (as

described below).

44. Across the three distinct periods covered by this request the lead for UK relations

tended to be the policy leads for specific issues (so one or more DD in my
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45.

46.

Directorate) and then those fora tended to focus on delivery (e.g. test and
trace/protect, vaccinations etc) and so the lead Director would be the “delivery
oversight” Director for that issue. Again, the paragraphs 119 to 242 of DG HSC
corporate statement for Module 2A [INQ000346089] set much of this out. I will offer

comment below on exceptions to this.

| clarify this in part as context for bullet point two above: coordinating liaison with
PHS and local Directors of Public Health. This was a very significant, and distinctive
focus for my (personal) work as Director of Covid Public Health, and it traces a

thread through all | did over the period.

I would suggest that a key piece of learning from the first period covered by this
request (Jan — Mar 2020) was that there were insufficiently clear or direct lines of
communication between SG and local Directors of Public Health. This is set out in

“Covid-19 initial health and social care response: lessons identified” [RF2/012 -

INQ000147847] published on 6 August 2021 (see chapter 5, section 1 “Public

47.

48.

Health” in particular).

Insufficiently clear lines of communication between national and local structures was
not a serious issue in relation to the well-functioning health protection services that
these local teams provided, which were coordinated through local and national
Incident Management Team (IMT) arrangements. But as we moved through the
pandemic it became clear that there was a gap in providing occasions to discuss
both emerging policy and the local capacity and capability to respond the pandemic

proactively.

The initial recognition of this need for greater collaboration is captured in advice note
“Public Health Perspective on Next Steps in Covid-19 response” [RF2/013 -
INQO000222948]. As far as | can recall the group recommended in this note (co-
drafted with the colleague who was Head of Testing Policy) — the public health
coordination group described at para. 8 — was not created. However, this chain of
thinking led (eventually) to actions including the establishment of a “daily huddle”
between SG, PHS and local Directors of Public Health, that the lessons identified
report commends as a positive step. | chaired that meeting throughout (it eventually

became a twice weekly, then weekly huddle, and then ended in Spring 2023).
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49. This collective endeavour gained a further focus in Summer 2020 on the idea of
developing a “world class public health system”. This phrase features in advice at the
timeé [RF2/014 - INQ000147847]. |Such a system would require systematic

coordination at both a national and local level. This helped set the conditions for
detailed, technical discussions on issues such as testing, contact tracing, and
vaccinations, both on the financial and human resource requirements, and how such
services could be seen as part of a systemic approach, including integration with
national services provided by, e.g., PHS and NSS (including national contact centre).

Equalities and inequalities remained a focus for this work.

50. This work included local government (both strategically, through representative
organisations like COSLA (Convention of Scottish Local Authorities), functionally (in
relation to critical local authority functions such as environmental health and
resilience), and directly, with many of the local authorities (typically through their

Chief Executives).

51. Before moving on to provide more specific detail on the periods and relevant issues, |

want to cover the issue of groups and committees attended.

Directorate responsibilities: Covid Health Response and Covid Public Health

52. The broad facts of my functions as Director of Covid Health Response and Covid
Public Health are covered in paras 1-49 of my previous statement, attached above.
These posts emerged from my role as Director of Population Health at the point
when the threat of pandemic emerged. As Director of Population Health with
oversight for health protection | was the principal policy adviser for the Scottish
Government’s domestic response to the emerging situation in Wuhan, that was likely
to become a global problem. Day to day responsibility for advice, relationship
management including liaison with UK government was primarily delegated to
Deputy Director Health Protection Derek Grieve and his team, with me providing
supervision, oversight and line management support. The nature of that oversight
role is demonstrated in exhibit [RF2/015 - INQO00147345] which is the first note to
the Permanent Secretary of the Scottish Government on organisational readiness in

response to the emerging threat of coronavirus.

53. The initial advice drafted by the Health Protection team was prepared with input from

CMO Directorate, from Health Resilience (covering NHS operational readiness), and
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54.

55.

56.

from Health Protection Scotland. This approach was based on established protocols
and procedures for dealing with public health incidents (as set out primarily in
“Management of public health incidents: guidance on the roles and responsibilities of
NHS led incident management teams”). [RF2/017 - INQO00130954].

There came a point in late February 2020 when it was clear to me and the Director
General for Health and Social Care Malcolm Wright that we needed to bolster the two
main functions discharged by my relatively small team, namely to provide non-clinical
public health advice to Ministers, and to coordinate the significant briefing
responsibilities required in relation to a profound threat to public health. To discharge
these functions, it was agreed (by DG HSC Malcolm Wright) that we required,
effectively, a dedicated Covid Response Directorate (DCHR) for DG HSC (there were
emerging Covid related functions in other DG structures). | led the creation of DCHR.
It was also agreed (based on my own assessment) that this function would have to
operate on a close to 24/7 hour basis and so could not sustainably by overseen by
one individual. So at this point, my Director colleague Donna Bell was identified to be
co-Director for Covid Health Response, and we established the function together.

We remained co-Directors until June 2020.

My day to day responsibilities as co-Director of the DCHR were to oversee the work
of the Directorate, provide strategic direction in line with overall SG policy, to liaise
with key partners, provide support and advice to Ministers through attendance at
regular meetings but also either drafting advice (see exhibits) or providing quality
assurance for advice drafted by others. As line manager for the heads of Health and
Social Care Analysis Division this meant a key role in overseeing and signing off
early data reports, in advance of the establishment of the more routinised PHS-led
data release and creation of the central Covid Analysis Division led by Professor
Roger Halliday and Audrey MacDougall. A significant portion of our time was also
spent on organisational development including resourcing (on-boarding significant
numbers of staff) and line management including pastoral support. As mentioned,
this was undoubtedly the most difficult phase of the pandemic, and this resulted in

exhaustion and burn out amongst staff.

| believe that DCHR worked effectively. It was at least what was required at that point
in the pandemic. | certainly continue to believe it provided a credible and coherent
Covid policy response for DG HSC. But it was a structurally reactive function that

was not designed to undertake more systematic, proactive policy making. As the
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57.

58.

scale of the emergency became clear, it also became clear that we were in this for
the long run, and that a reactive 24/7 briefing function was neither adequate nor
sustainable. Hence, we reviewed what was needed and established the Directorate
of Covid Public Health in June 2020. The review makes clear what could be

improved.

An internal review of the DCHR was carried out by its directors in May 2020. That
review was internal and informal. It was led by me, in consultation with colleagues
and then presented to the Director General. | did not seek external input. The
conclusions of the review are outlined in exhibit [RF2/009-INQ000222946]. They
were largely adopted. The review focused on developing a resourcing model that
was more resilient and able to provide broader, more proactive policy, and looks
ahead to when the functions might be folded back into the Directorate of Population
Health. That was not done until June 2022, when the management of the pandemic

was largely a matter of business as usual.

In response to the review, the Directorate of Covid Public Health (DCPH) was
established and functioned in the way a policy Directorate traditionally does within
the Scottish Government and for most of the UK Civil Service. It is a more
hierarchical structure with identified policy responsibilities embedded in Divisions,
managed by named individuals at Deputy Director level. Prior to the review, DCHR
had an entirely matrix structure with responsibilities for tasks being assigned purely
on the basis of who was on shift on a particular day. It became clear that that put
intolerable strain on those individuals and prevented us developing subject matter
expertise. Following the review, the traditional Divisional structure of the DCPH was a
deliberate attempt to address these weaknesses and establish a solid foundation for
good quality policy making. My reflection is that DCPH worked very well, both
structurally but also in terms of relationships and resilience. | believe that helps
evidence that the transition from DCHR to DCPH was sensible. Both Christine
McLaughlin and 1, plus a number of the DCPH deputy directors continue to work
together on non-Covid related issues. And to ensure the point is understood | would
say, equally, that DCPH may not have been as much of a success if we had moved
from DPH to DCPH without the intervening DCHR structure. The pace and
uncertainty of the period from March to June 2020 required a much more agile set of

functions.
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59. As indicated above, DCHR had no divisional structure, which was rectified, based on
review, with the creation of the DCPH in June 2020.

60. As regards further learning from my role as Director for DCHR relevant to
establishment of a TTI system, | would highlight the question of whether it was right
or not to establish Public Health Scotland (PHS) at the time we did, viz during an
emerging pandemic. | remain firmly of the view that it was the right thing to do, and
the establishment of Test and Protect in Scotland | believe demonstrates this. PHS
were instrumental in the establishment of Test and Protect in Scotland and having
PHS in place allowed us to develop a coherent genuinely national service. That is not
of course to minimise or disagree with the reflections from colleagues in PHS about

the challenges of establishing PHS at that time.

61. In terms of how the role as Director of DCPH compared to being Director of DCHR, |
would make a number of comments. First, as regards the question of the factors that
contributed to my appointment, | believe that was simply a natural progression from
being Director of DCHR. | would have presumed if either my skills or performance
had given Ministers or my manager cause for concern, they may have chosen either
a different person to fulfil the role or put in place a process to allow others to apply
(there was little time especially at this stage in the emerging crisis for lengthy
recruitment processes). Second, | would note the decision to end the co-Director
approach. | was not convinced by this given the benefits of co-Directing with Donna
Bell in DCHR. However, given the extraordinary pressures on DG HSC at this time
the Director General Elinor Mitchell was clear that there was no choice, and that
Donna Bell was required to support critical work on social care. When the opportunity
presented itself (in 2021), the co-Director model for DCPH was effectively re-
established (between me as Director of Covid Public Health and Christine
McLaughlin as Director of Test and Protect), and in fact | continue to work in a co-
Director model with Christine McLaughlin as Director for Population Health. Third, as
mentioned above, the establishment of a Divisional structure changed the role to a
more strategic one, allowing me to depend more fully on a very effective team of
Deputy Directors. Fourth, and finally, by this stage in the pandemic, there was total
organisational mobilisation in the SG so there were other teams now leading on
elements that DCHR has previously led on, so it was natural to re-organise to reflect
those changes. Examples include Directorate of Exit Strategy, Directorate of Covid
Coordination, Directorate of Outbreak Management and Directorate for Vaccine

Policy and Strategy.
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62. The most significant factor, which is directly relevant to test, tfrace and isolate (TTIl)
policy, which pre-dates DCPH, was the establishment of both a “Delivery Director”
role for Test and Protect (Caroline Lamb, 5 May 2020 — August 2020) [RF2/016 -
INQO00249518], and a Director of Testing (Annabel Turpie, 6 April - 8 May 2020). In
relation to both developments this simply and sensibly reflected the move into a more
detailed, practical implementation phase in relation to both testing capacity and
capability across a range of sectors, and the establishment of a wider national
contact tracing service that required dedicated focus. The workload of both
formulating policy and delivery of that policy on TTl had become too much for one

person.

63. As is demonstrated by various exhibits [e.g. RF2/007 - INQ000249510] during the
approximately five week period when there was a Director of Testing, overall strategy
for TTI remained with me and Donna Bell as DCPH. So there remained a degree of

continuity and coherence.

64. As part of the review of responsibilities and to recognise the advantages of a simpler
leadership structure from the establishment of DCPH in June 2020, responsibility for
policy and strategy for TT1 was confirmed to rest with the Director for DCPH, and
responsibility primarily for system capacity and capability (delivery) issues for TTI
rested with the Director for Test and Protect (initially Christine McLaughlin and Jill

Young).

65. As part of the establishment of DCPH in June 2020, we established a specific
Testing and Contact Tracing Policy Division, initially led by Niamh O’Connor (then
jointly with John Nicholson from July 2020). The purpose of this Division was
effectively twofold: first, to develop, maintain, and revise SG strategic (overall) policy
on testing, contact tracing, etc., at a whole population level. That not only meant
writing advice to ministers, but also engaging with key partners (including various
advisory groups) and relevant briefing including for Parliamentary statements etc.
Second, this Division had responsibility for overall policy and strategy on testing etc.
It did not have responsibility for how that policy and strategy was developed and
implemented in all the various sectors that required testing etc. So, for example,
colleagues in Learning Directorate remained responsible for testing policy in schools.
However, the Testing and Contact Tracing Policy Division in DCPH sought to ensure

that these sectoral policies aligned with the overall SG position. That was done in
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part through convening various Boards and groups. These groups included the
Testing Operational Delivery Group and the Testing Programme Board, which
operated across the Scottish Government, involving key sector leads such as
economy, food and drink, schools, universities, health and social care, prisons, and
emergency services; in addition to key clinical, public health, communications,
marketing, workforce, finance, data, and digital staff. My level of involvement was
essentially risk based, so that when there was an issue or a significant piece of work
to be completed (for example, the testing strategy and its various iterations) | would
be more personally involved. Otherwise, in line with my general approach to
management, | was confident to allow the Deputy Director(s) as much latitude as

they needed to deliver their objectives without interference.

66. | would accept that over the period between April-June 2020 there was a complex
leadership and management structure overseeing TTI, with a number of senior
individuals involved, which had the potential to create unhelpful uncertainty and lack
of clarity on leadership. Despite the complexity of the structure, close and effective
working between the key individuals helped managed the risk (that too many people
had strategic roles that overlapped in functions and authority). And from June 2020,
the Testing and Contact Tracing Policy Division serviced both Director of Covid
Public Health and Test and Protect. This meant that despite their title the Division
were not just focused on policy but on system capacity and capability, and
operational issues including working very directly with those delivering testing etc. |
would commend this as a model — multiple Directors serviced by one Division - in any

future situation of a similar nature and scale.

Pandemic Preparedness

67. In relation to Scotland’s preparedness for a pandemic with specific reference to a
scalable TTI system, | don’t have any specific views to offer that are not covered in

the Scottish Government’s corporate response to Module 1 [INQ0O00184897].

68. | took on the substantive role of Director of Population Health including policy
responsibility for health protection in August 2019. | had been Director of Population
Health on an interim basis since February 2019. By the time that it became clear that
the threat of “Wuhan coronavirus” was sufficient to be likely to become a pandemic
(in January/February 2020) | had developed a basic grasp of policy, capacity and

capability to deal with pandemic threats. As part of that basic grasp, | was not aware
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69.

70.

71.

72.

of the possibility of what is now understood to be a scalable, rapidly deployable TTI

system, at least as a national, integrated infrastructure.

As well as an awareness and limited involvement in the implementation of the 2011
plan | had engaged directly on the policy and operational systems in place to respond
to emerging public health/health protection threats§ [RF2/017 - INQ000130954]. | This

function was overseen in Health Protection Division under the leadership of Deputy

Director Derek Grieve.

My reflection on the adequacy of the 2011 UK Influenza Plan is that while that plan
covers the use of testing for clinical and relatively limited contact tracing purposes, it
does not envisage either general stay and home orders (“lockdowns”) or population
level testing. What was effectively part of the “delay” element of the UK coronavirus
strategy from March 2020. | comment on this point at para 69 of my statement for
Module 2A [INQO00339842].

| attended COBR(M) on 23 March to support the Cabinet Secretary for Health. This
was the meeting at which the Prime Minister tabled and discussed the proposal to
enact a “national lockdown” (through a stay at home order/regulations). As the
Cabinet paper from 10 March indicates, such an order as a population level measure
was not under active discussion (within my team, or, by me personally, with
Ministers). This was not a measure | recall from the 2011 UK Influenza Plan, which
presumed a significant degree of “life as usual” during a pandemic. The population
measures included in options even as late as the 10 March paper only include
“isolation” for symptomatic cases, “household isolation” for contacts of symptomatic
cases, and “social distancing” for vulnerable people including over-70s. Options on
closure of schools and restricting large events were not recommended at that point

(although they were subsequently enacted).

In relation to pre-existing structures and/or legal instruments which contributed to
Scotland’s preparedness for implementing a TTI strategy and system, | was aware of
a laboratory network for the (non-population wide) testing purposes that the 2011
Plan envisaged. Also the limited local capacity and capability for contact tracing
managed by Public Health/Health Protection teams in NHS Boards. | was not
directly aware of any other infrastructure relevant to what became a full TTI system

adequate to provide population level testing and contact tracing.
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Building capacity and capability

73. 1 had a role in relation to building public health capability to the point of deliver of a
TTI system. At the very outset of the pandemic testing and contact tracing capacity
and capability was very limited, as indicated in the submission Strengthening
Scotland’s Contact Tracing Capability as Part of a Wider Test, Trace, Isolate (TTI)
Approach (paragraph 13), 25 April 2020 [RF2/007 - INQ000249510}:

“As we entered the COVID-19 pandemic Scotland’s limited contact tracing
capability was not able to provide a sustainable service (there may have been
around 100 staff dedicated to this locally across Scotland). Significant steps
have been taken since to build that capability to be ready to ramp up as we
loosen social restrictions. This provides a strong but not sufficient basis for

any decision to proceed with the approach suggested in this paper.”

Public health teams in local NHS Boards (including health protection teams) are
resourced based on local need and scaled up or down as required. They clearly
cannot maintain permanent resource sufficient to deal with every risk, not least a

pandemic. This seems entirely appropriate.

74. As community transmission took hold, and as Scotland (along with the rest of the UK)
moved to the “delay” phase, it was confirmed (to the Scottish Parliament by Cabinet
Secretary Jeane Freeman on 12 March 2020) that routine testing would end, and by
implication the intensive programme of contact tracing managed by small local teams
(referenced in para above) would effectively be stood down, and NPls, in particular a

general stay and home order, would be used to suppress transmission.

75. In parallel as part of a joined-up UK approach Scotland played its part in the
development of testing capacities adequate to cover the sorts of numbers of
infections a pandemic would generate. There was never any doubt that at its highest
volume this needed to be a four nations endeavour, and Scotland played its part. |
provide exhibits [RF2/005 - INQ0O00249511, RF2/006 - INQ0O00249507, RF2/018 -
INQO000249517] that refer to the work in particular of Deputy Director lan Davidson as
DCHR lead for the UK testing programme in Scotland. lan worked closely with Ainslie
Mclaughlin, SG Director of Procurement who was able to secure expert advice on
procurement [RF2/006 - INQ000249507].
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76. As a team we were intensively involved both in ensuring Scotland’s key role in a UK
programme including the creation of a Scottish “lighthouse” lab (operational from 21
April 2020) and building Scotland’s own dedicated NHS testing capacity and
capability. From 10 February 2020 two NHS labs (Glasgow and Edinburgh), began
processing samples for Covid-19. The UK Government led on the development of the
UK Lighthouse Laboratory network and Scotland received a population share of the
Lighthouse Labs capacity. Scaling up Covid-19 testing capacity in Scotland during
early 2020 was a complex, multi-phased process. My team and | worked
collaboratively with NSS, PHS, territorial health boards, local authorities, and the UK
Government. The strategy evolved to meet increasing testing demand, focussing on
expanding sample collection infrastructure, increasing laboratory capacity, and

improving accessibility across diverse communities.

77. The key relationship here was with Mary Morgan, subsequently Chief Executive of
National Services Scotland (NSS), who was appointed Senior Programme Director
for Scotland’s Testing Programme [RF2/006 - INQ000249507, RF2/006a -
INQO00250768, RF2/006b - INQ000250769], advice on testing strategy paragraph
12. At the same time given distinctive factors relevant to the devolved NHS in
Scotland we advised the creation of a national TTI service [RF2/007 -
INQO00249510] “Strengthening Scotland’s Contact Tracing Capability”, advice dated
25 April 2020, paragraph 31.

78. The conclusion of the initial phase of policy work on capacity, capability and
approach was the publication of the TTIS strategy on 4 May 2020 [RF2/016-
INQO00249518]. That contains the following statement, which summarises what we
had achieved on testing capacity: “We have already rapidly expanded NHS testing
capacity in Scotland, from 350 samples a day at the start of the outbreak to 4,350
samples now, and with plans to increase that further to 8,000 samples each day by
mid-May. In addition to this, we will be able to access significant testing capacity of

around 4000 per day through the Lighthouse Laboratory arrangements.” (para 13).

79. This work was overseen by the Test and Protect Operational Steering Group which
was established in June 2020. The Terms of Reference are provided [RF2/019 -
INQO00571350]. The specific purpose of the group was “to provide strong leadership
and oversight over the delivery of Scotland’s Test and Protect strategy, published on
4th May 2020".
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80. That strategy also pointed the way to the development of the national Test and
Protect service on 28 May 2020. | would refer here to exhibit [RF2/007 —
INQO00249510] which is advice to the First Minister and Cabinet Secretary for Health
from Donna Bell and myself which effectively seeks authority for PHS to lead the
development of a comprehensive national contact tracing service. That advice
narrates in some detail the work undertaken to that point and the next steps. it builds
on detailed expert input from the newly established Covid-19 Advisory Group and in
particular on the advice of Professor David Crossman as Scotland’s Chief Scientific
Advisor Health who chaired the Scientific Advisory Board on Testing (SABoT), a sub

group focused on testing (see below).

81. SABoT first met on 1 April 2020. The scientific advice provided was based on the
latest available evidence and was used to inform policy advice, decision making and
strategies. Feeding into the Testing Strategy was a key priority for the group, and
they received regular updates to inform their advice in areas such as capacity,
workforce, and reporting. Additionally, they undertook a review of the international
approach to Testing, tracing, and isolating which informed the deep dive event with
Ministers in May 2020. Through Professor Crossman in particular, but also through
our work with the UKG, led by Deputy Director lan Davidson, we also were able to
benefit from the latest private sector insight (for instance, see references to critical
role of Thermofisher in early development of testing technologies [RF2/006 -
INQO002495077). | had relatively little direct contact with the UKG on these issues

and no direct contact with commercial partners.

82. 1 am not aware of any obvious tensions or challenges between expert advice and
policy. In my experience, Scottish Ministers were respectful and responsive to the
best expert advice and so there was an expectation that policy officials fully reflect
that in our advice. That's clear from the advice drafted by me and my team and is
clear from Cabinet papers on overall strategy (see, for instance, paragraph 8 of
advice on testing strategy dated 5 April 2020 [RF2/006 - INQ0O00249507]. Equally, it
was clear to expert advisors, especially on the Covid-19 Advisory Group and its sub-
groups, that Governments are required to reflect a wider set of interests than just
science. Those wider interests were often reflected in the need for public support
secured through Parliament and effective communications. The need to balance
wider factors was at the heart of the Scottish Government’s “four harms” approach
and Scotland’s Covid strategy. | believe that the people of Scotland benefitted from

this (at least in terms of coherence and rationality, and potentially in terms of
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83.

84

outcomes) and | remain of the view that the “four harms” approach is an excellent

model that should be adopted as part of any future pandemic response.

The clearest tension was simply the pressure to move as quickly as possible to
establish effective testing and contact tracing systems. That need to respond to the
emerging threat sometimes required judgements to be made by policy officials (in
advice) and Ministers in decision-making, in advance of a definitive consensual
statement of best science (as provided by groups like SAGE or Scotland’s Covid-19
Advisory Group). This was not a source of tension with expert advisors who
understood entirely that Ministers could not always wait for the best or better science

or definitive technical advice but had to use what evidence and advice was to hand.

. As well as tensions referred to above, there were significant practical challenges in

building testing capacity and capability, and introducing a reliable national contact
tracing service. | was not aware of any ready-made prescription or plan for national
population level testing and contact tracing that was tailored to the Scottish context.
As stated above, although we were aware of such systems in Asia (South Korea etc)
as part of the response to MERS in 2015, as far as | was aware it was not part of our
pandemic preparedness plan. That is in part because the nature of the specific virus
determines the rationality and effectiveness of any such system. An example being
simply whether there is an effective test available for the virus, and whether the
evolution of that virus would outstrip our ability to test for it reliably. We were all
coming to terms with these critical facts that are unavoidable when the specific
nature of the virus is not predictable and is completely novel. It would be worth
reflecting on whether the experience of, for instance, the MERS epidemic in south
east Asia in 2015 might have justified updating our approach to pandemic
preparedness. My view is that, generally, learning from international experience is
valuable but the virology of MERS as it stands means it does not currently have
pandemic potential and aspects of the collection and use of personal data in South
Korea which would not be accepted here; both meant that the international
experience of MERS would not necessarily be a precedent for establishing
population level testing and contact tracing — the model in Scotland drew on sexual
health and existing health protection services for high consequence infectious
diseases (HCIDs). So one would have to be very careful in drawing any direct

connection to international experience.
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85. The other factor was simply the availability of the technology and supporting material
(chemicals etc) in the context of global demand. In that context being in close
partnership with the UK Government was essential, in part to benefit from
procurement power but also to avoid competing for the same resources. At the outset
of the Covid-19 pandemic, demand for PCR tests in Scotland outpaced available
capacity. The Scottish Government initially imposed strict eligibility criteria, prioritising
testing for hospital inpatients, symptomatic NHS staff, and care homes. Laboratory
capacity was constrained by limited equipment, shortages of reagents, staffing

limitations, and a largely untested logistical framework for mass testing.

86. The Scottish and UK governments rapidly expanded testing infrastructure. Notably,
the Lighthouse Lab at the University of Glasgow was established to increase
throughput. NHS Scotland laboratories also scaled up their testing capacity by 1 May
2020.

87. As well as physical resources, human resources were also an issue. The technical
part of testing required scientific skills that were in significant demand. In relation to
contact tracing at scale, there were some technical skills needed but the issue there
was more one of scale. Our early advice showed that we were estimating requiring
contact tracers in the thousands. These challenges were all worked through using
the governance we had in place, and primarily through the operational leadership of
NSS (procurement), PHS and so on. Examples of that governance are set out at

paragraph 65 above.

88. | have provided the inquiry with a list of advice | drafted personally or was most
directly involved in. There would undoubtedly be a significant number of other pieces
of advice or briefings provided by my team. On functions | am confident that | have

set out my role adequately.

Co-working

89. In relation to co-working with the UK Government and other administrations, | quote

here from paragraph 55 of my Module 2A statement:

“ would reflect, for reasons given above, that | was involved personally in
relatively few four nation or UKG bilateral meetings. Most of this engagement
on the issues | had policy responsibility for, came through the “delivery

oversight” functions. So on testing and vaccinations, involvement in the four
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nation/UKG approach was either delegated to Deputy Directors with relevant
responsibilities, or to the separate “delivery Director” (for testing, contact
tracing, vaccinations etc). | would infrequently attend such meetings, although
| have no separate record of which specific meetings | attended. | would
comment that this was entirely in line with a well recorded and agreed division
of roles and responsibilities so although | was not involved other appropriate

colleagues were.”

90. We worked incredibly closely and in the main effectively with the UK Government
and other UK administrations. From the very outset it was clear that there would be a
UK wide testing infrastructure. There was absolutely no question at any stage that
Scotland would exempt itself from that. The distinctive focus in relation to testing was
to build our own NHS Scotland capability to provide additional capacity and to allow
for more direct control (for instance, the decision to use NHS Scotland testing
capacity to cover care home testing). In relation to contact tracing, the advice
provided does indicate that we recognised reasons to take a distinctive Scottish
approach [RF2/007 - INQ000249510], paragraph 31 — see para 26 above.

91. | do not recall specific advice considering whether Scotland should be part of Test
and Trace. But the advice we did produce shows in particular that Scottish Ministers
were keen to take a more integrated national and local approach that built on existing
health protection expertise. That was a point of difference from the UK Government,
who, partly due to sheer scale, were looking at outsourced, commercial options. My
sense was that over time the UK Government came to see that having a contact
tracing service more integrated with local public health systems was a more effective
approach, and the UK Government approach (for England primarily) evolved to come
closer to the starting point of the Scottish system. In that sense the divergence was
by England from Scotland. That emphasises a point about the value of warranted

difference.

92. Nevertheless, despite whatever differences there were in platform and provider, it
was essential that there be seamless operational cooperation between contact
tracing systems in the various jurisdictions. That for one thing simply reflects the
complexity of contact tracing cases that could easily involve travel and movement

between localities in different parts of the UK and internationally.

27

INQO00475184_0027



93. In relation to travel outwith the Common Travel Area (CTA), the International Travel
Regulations introduced measures including a requirement on passengers to provide
journey details, contact details and details of their intended onward travel to support

contact tracing. This was provided in a Passenger Locator Form (PLF).

94. The Home Office was responsible for the PLF, but changes to it were discussed on a
four nations basis. Border Force had the operational responsibility of checking PLFs
when people arrived at the international border, but again would liaise with all four
nations in terms of making sure they knew about any differences in policy between
the four nations (for example, some professions were exempt from testing or
quarantine regulations, but the list of professions wasn’t consistent across the four

nations).

95. An effective testing and contact tracing system was fundamental to our exit strategy
as it allowed us to have some confidence in increased social interaction and so a

return to “normal” (assuming reasonable degrees of compliance).

96. In relation to divergence in approach between Scottish Government and UK
Government | have nothing to add beyond what | provided previously (for Module 2A,

paragraphs 111-116):

Scotland’s approach to NPIs - Divergence and what worked

97. Overall, my impression was that Scotland sought to and to a significant degree
succeeded in taking a rational, evidence-based approach to the introduction,
maintenance, and withdrawal of NPls. Overall, | agree with the four CMOs’

“Technical Report on the Covid-19 Pandemic in the UK Report”, published 1

December 2022 | [RF2/020 - INQ000203933] iand updated in January 2023, which

talks about NPlIs in terms of typically seeking the least bad rather than best options.
The SG’s four harms process, supported by a well-developed data and analysis
function, allowed for transparent and defensible decision making. Ministers and
senior clinicians engaged directly with the public to explain the decisions, and the
decisions were defended (and supported) in the Scottish Parliament. | see that as a
very significant positive. All of this was set out clearly in a regularly updated Strategic
Framework, which came with equality impact assessment and evidence. [RF2/024 -
INQO00246121], [RF2/033 - INQ0O00235137], [RF2/034 - INQO00353777], [RF2/035 -
INQO00147446]. My team were consulted routinely on changes to the Scottish

Government’s strategic framework for Covid to reflect relevant policy interests
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including testing and contact tracing. This was to ensure that the overall framework

and testing strategy, for instance, were fully aligned.

98. I don’t have any evidence to suppose that the simple fact of the four harms approach
in a strategically defined framework put Scotland in a better position than the other
three nations. However, it was designed specifically for Scotland (in terms of
geography, demography, and political structures). So from that structured, deliberate
perspective “divergence”, wherever there was such, seems largely warranted. (|
would reflect that even the idea of “divergence” could imply a negative, i.e.,
unwarranted variation, when | am very clear that Scotland needed a “divergent”
approach, i.e., was a positive.) Certainly, no part of my reflection on the lessons from
Covid would suggest any obvious benefit from more centralised or singular control by
the UK Government. Indeed, the understood doctrines of effective management of
outbreaks and so on suggest the need for devolution of decision making to the
appropriate level, which in the case of a pandemic might at least be drawn at national
level (due to different legal frameworks} or even at a more local level, e.g. local

authority.

99. On the whole, despite the critical differences in approach, my experience was one of
collaboration across the four nations on NPls. There were political differences
expressed, and there were one or two obvious substantive differences, not least on
border controls and economic support, where Scottish Ministers had occasion to
comment publicly on divergence. There were one or two particularly frustrating
anomalies including the failure primarily by England-focused authorities (not just
UKG) to recognise the different term calendar for Scottish schools, which impacted
on modelling and then decisions on the deployment of measures, and a general poor

understanding of devolution.

100. The UK Government proposed that travel within the CTA should be exempt from the
requirement to provide contact/locator details and to self-isolate. This exemption
reflected the challenges in relation to the land border on the island of Ireland. Given
the lack of border controls within parts of the CTA, it was accepted that the focus
would be on self-enforcement. This became challenging when rules around isolation

and testing differed between the four nations.

101. The Scottish Government put in place a range of additional financial support

schemes for businesses in Scotland. Almost all of these were grant payments made
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directly to businesses. Most were paid in relation to periods of time where restrictions
were in place; a small number of schemes were designed to provide support with the

costs of reopening or adapting premises.

102. The timing of school terms differed particularly in the start of summer holidays. UKG
modelling, policies and planned actions were not aligned with Scotland’s term dates
and did not account for the potential increase in the spread of Covid when Scottish
schools returned. This risked supply and demand of TTI resources (in the UK

programme) not being aligned.

103. The school return being in August in Scotland meant that, for example in August
2020, Scotland was the first part of the UK to experience the impact of school return
on demand for covid testing. Demand for testing increased significantly and this led to
short term impact in terms of lack of availability of booking slots for tests in
Scotland. There was learning for other parts of the UK from this increased demand

which supported their preparation in advance of later school return.

104. Having an earlier school year starting date than England also impacted on the
method of testing we could offer at the start of term for schools and the Standard
Operating Procedures (SOPs) for testing that were in place and signed off by clinicians
in time. For example, in Scotland we could not implement the model of setting up a
test site on a school campus (as were set up in England in some schools from the
Sept 2020) as the SOPs — which were led by the UK Government as part of the 4
Nations Testing Programme - were not developed or signed off by clinicians in time for
the return of schools in Scotland in August 2020. As a result, we had to rely our local
PCR test sites capacity to deal with the rise in demand (resulting in the pressure
referenced above) and then in February 2021 we moved to offering LFDs (which were

not available as early as August 2020) for testing in schools after the lockdown period.

105. In relation to public health capabilities such as vaccination and testing, on the whole
there was good collaboration. My reflection would be that there remained a lack of
clarity at times on whether Scotland was a fully equal partner in a genuine four nations
approach or a key customer for an essentially English service run by the UKG. This
would show through in a lack of engagement on certain decisions, a lack of willingness
to invest to ensure that Scotland could, if it thought it necessary, offer a more
extensive service, and in how the funding for such services worked. For example, early

in the pandemic, the UK Government moved quickly to centralise testing procurement
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and lab processing capacity (e.g., the Lighthouse Labs network). The Scottish
Government was brought into the decision-making process only after many key
operational details had been decided, leaving less room to shape delivery models that
would meet Scotland’s needs (such as quick turnaround times for rural and island
communities). Despite a desire to expand testing capacity or invest in Scotland-based
lab infrastructure early on, there was uncertainty about whether and how quickly
Scotland would receive corresponding Barnett formula funding (or whether separate,
additional allocations would be possible). That uncertainty disincentivised investing
immediately in new labs or additional distribution networks. Improved communication
and understanding would be of benefit in any future pandemic response. This could
include the establishment at the very outset of any future pandemic governance that
appropriately acknowledged the constitutional position in the UK including the fully

devolved nature of health and social care services.

106. There were some specific divergences including Covid certification (which was
adopted in Scotland and Wales but not England). | have no particular comment to
make on whether that was to the advantage of either. The decision to introduce
certification in Scotland, in line with such schemes elsewhere in the world, was

explained and justified (including in the face of legal challenge) in its own right.

107. The fundamental issue as regard TTl related to whether the UK Government would
support an enhanced service (including testing capacity) in Scotland to reflect changes
to Scotland’s Covid strategy (as approved by the Scottish Parliament). My experience,
as reflected in statements by former Ministers was that no such enhanced support was
available. That was not the situation in relation to England. When the UK Government
changed its Covid strategy, whatever enhancement (including funding) required to
service that change, in relation to TTl, was forthcoming without discussion with other
nations and certainly not on basis of any negotiation. The situation was improved, but
not resolved, on the basis of the sighing of a Four Nation Memorandum of
Understanding (MOU) in April 2021, provided [RF2/036 - INQ000203654].

108. The MOU formalised cooperation and clarified responsibilities between the UK
Government and the devolved administrations for Covid-19 testing. The MOU was
grounded in key principles and included provisions for new and emerging technology
such as lateral flow devices. The MOU replaced the previous population-based
approach to testing resources with an approach tied to the Barnett formula. This shift

allowed devolved administrations to choose whether to receive consequential funding
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if Scottish Ministers did not wish to participate in a particular testing innovation with a

value of over £25m.

109. Additionally, the MOU highlighted that Scottish Ministers should be included in
decision-making from the outset, requiring the Secretary of State to consult them on
any proposed changes to the testing programme’s governance structure or processes
that may have affected Scotland. Despite this progress, the MOU did not resolve all
complexities of coordinating a UK-wide testing strategy. For example, governance
arrangements continued to evolve under the newly formed UK Health Security Agency,
and although the Test and Trace Executive Committee (ExCo) signed off on key
decisions prior to ministerial approval, devolved administrations were not permitted to

attend ExCo meetings.

110. A clear example of issues created by a lack of clarity on whether the UK’s approach
was genuinely one of partnership between four nations was the decision by the UK
Government to end population level testing on 1 April 2022. As stated by the First
Minister at the time, while the overall aims to stand down population level testing were
the same, the Scottish position was to prefer a longer transition. However, no funding
was available to support this, with the First Minister stating: “Regrettably, our freedom
of manoeuvre here is severely limited by the fact that our funding is determined by UK

Government decisions taken for England.” (statement 22 March 2022)

Testing

111. | was involved, indeed the policy lead for “community testing” and, after Hugh
McAloon, for “surveillance”. | offer the advice drafted by me personally on these
issues. This includes advice dated 22 March 2020 on increasing testing capacity in
Scotland as part of the UK programme; a letter (co-drafted with DD lan Davidson, lead
for collaboration with the UK testing programme) to University of Glasgow (dated 24
March 2020) confirming them as the preferred site for Scotland’s Lighthouse Lab as
part of the UK programme [RF2/18- INQ0O00249517]; and advice on testing strategy
[RF2/005 - INQ000249511,; RF2/005a - INQ000261165, | RF2/005b - INQ000249513,

i RF2/005¢ - INQ000261376, i RF2/005d - INQ000249515], [RF2/006 - INQ0O00249507,
RF2/006a - INQ000250768, RF2/006b - INQ000250769] ; and [RF2/007-

INQO00249510]. In particular | would refer the Inquiry to this latter advice on testing
strategy from 5 April 2020, which marks a significant transition. It both sets out the
position as regards NHS Scotland capacity, relationship with UK testing programme,

notes work on surveillance being led by Hugh McAloon, and sets out the decision to

32

INQO00475184_0032



create a distinct “Executive Director” role within SG (Annabel Turpie) to lead the
delivery of the testing programme. It should be noted that in addition to Annabel
Turpie, Caroline Lamb was appointed “Delivery Director for test, trace, isolate, support”
on 5 May 2020. That advice comes relatively late. My team, working with NHS Boards
(national and territorial}, UK government, commercial providers (Thermofisher), etc.,
had been working on developing Scotland’s testing capacity since January 2020. This
was the focus for much of my work over the period January to June 2020 (and
subsequently), as stated at para 28 above. In relation to policy, this culminated in the
publication of Scotland’s “test, trace, isolate, and support” (TTIS) strategy on 4 May
2020. | co-authored, with Donna Bell and Caroline Lamb, a delivery plan for TTIS,

which was submitted to Ministers on 6 May 2020 [RF2/016 - INQ000248518]".

112. In relation to my interaction with SABoT see paragraph 81 above. | do not recall nor
do | have a clear record of my specific attendance at SABoT. However, | am clear that
establishing a good working relationship with Professor David Crossman in his wider
capacity as Chief Scientist Health and as chair of SABoT was essential. That point
was made at para 8 of my advice to Ministers on testing strategy [RF2/006 -
INQO00248507] and also para 5 of my advice on updating Scotland’s testing strategy
dated 10 June 2020 [RF2/021 - INQ000222956]. These excerpts indicate where |
gained specific insight that informed the development of the Scottish Government’s

testing strategy:

113. “Beyond political authority the other important source of direction is best scientific
and clinical advice. Professor David Crossman, Chief Scientist (Health) has set up an
oversight group with a primary purpose being to provide the programme with the
scientific and clinical leadership it requires. This would include advice about effective
forms of testing, access and links with the HE sector and a connection to the CMO’s
Advisory Group o/n evidence.” [RF2/006 - INQ000249507]

114. “As part of getting robust clinical and scientific advice CMO has commissioned David
Crossman to do some follow up work on his recent report. That will look at the clinical
value of asymptomatic testing in low prevalence contexts, which is the most contested
part of the strategy.” [RF2/021 - INQ000222956]

115. 1 did that and gained critical insight that assisted in the development of the initial TTIS
strategy published on 4 May 2020, provided [RF2/022 - INQ000093618], and then as
part of the advisory structure for the development of all subsequent testing strategies.

That engagement reflected the directive communicated to officials from Ministers that
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our policy not only reflect but be led by (when appropriate) the latest and best science
(as reflected in consensus statements from not just SABoT but SAGE, NERVTAG etc).

116. In relation to the advice | provided to Ministers on testing on 22 March 2020 [RF2/005
- INQO00249511] and 5 April 2020 [RF2/006 - INQ000249507]. (I refer above to the
reasons for the decision to create an Executive Director for testing, Annabel Turpie
para 14 above). | have commented above on the advice dated 22 March 2020 which
was intended to update Ministers on developments in relation to the UK testing
programme and to secure their agreement to continued involvement (para 28). The
advice of 5 April was effectively setting out the first testing strategy for Scotland. That
advice was accepted, with some comments, and was used as the basis for action in
the subsequent period. | recall no substantial disagreement with the approach. The
overwhelming concern was with capacity and capability of the emerging system, rather
than policy coherence. But it remains essential to set out the purpose of our approach.
The internal strategy became public as part of the TTIS strategy published on 4 May
2020 [RF2/022 - INQO00093618].

117. In relation to my specific role in the publication of an update to Scotland’s testing
strategy on 21 March 2021, by the time of the establishment of the Testing and
Contact Tracing Policy Division led initially by Niamh O’Connor in June 2020 and then
from July 2020 with John Nicholson, there was a significant degree of confidence in
our policy approach so my primary role was to provide support and oversight to the
Deputy Directors who led, with essential input from clinicians and experts, on the
drafting of the original testing strategy in 17 August 2020. From Summer 2020 the
revised strategic intent as set out in the Testing Strategy published in August 2020
[RF2/023 - INQ000147448] became using testing to attempt to drive transmission, and
therefore the number of cases of Covid-19, down to the lowest possible levels and to

maintain that level.

118. The March 2021 updated Testing Strategy followed a review undertaken by the Chief
Medical Officer, Chief Nursing Officer, National Clinical Director and Chief Scientist
(Health) of the principles and priorities of the strategic approach to testing which led to
a publication in October 2020 — the principles outlined in that publication remained

core to the March 2021 Testing Strategy.

119. The reason for the update in March 2021 was simply to reflect the fact that Scotland
had revised its overall Covid strategyi [RF2/024- INQ000246121]. EThe implications of
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the updated strategic framework for testing were twofold: first; that as we worked to
suppress the virus to as close to elimination as possible, and keep it there, we needed
to actively seek out every possible case using all of our new testing capabilities to their
optimal potential; and second; that testing for COVID-19 was likely to become a
permanent feature in our lives — though one whose form would continue to change and
adapt as the pandemic, and the virus itself, did. In addition, given the strategic intent
was to support the resumption of life as close to normal as possible, testing would
increasingly play a role in supporting wider social and economic goals, by further
reducing transmission risks through active case finding as we returned to variable
levels of restrictions across Scotland. And, as had been the case since the beginning
of the pandemic, our overall testing strategy would continue to adapt to both the

pandemic conditions facing us, and the technology and capability at our disposal.

120. Christine McLaughlin and | worked together to develop Scotland’s community testing
programme. Christine and | chaired a Community Testing Programme Board [Terms of
Reference and Minutes have been provided under General Disclosure] which was
focused on partnership with NHS and local authorities to target local areas of particular
risk. This was to supplement the various other testing capabilities available as part of
the national programme (both UK and Scottish}. This was focused on delivery of small
scale asymptomatic test sites (trialled in areas including Johnstone in Renfrewshire)
which were rolled out in January 2021. This was intended to support distinctive action
by local partners to suit their needs and to ensure that testing was available to those
who did not otherwise meet testing criteria (for the UK programme etc). Although the
targeting was based on identified local demands, PHS developed an interactive
dashboard to monitor and track virus data trends at test site and neighbourhood level
to support targeting of testing resources. This programme was seen as a way to
address particular needs relating to outbreaks or to support particular communities,
including equalities groups (for example, ethnic minority communities). It was this
approach that supported work in the South of Glasgow where the “delta variant” was
first detected in Scotland, and where we introduced specific measures relating to both
testing and vaccinations. [RF2/025 - INQ000222961] provides a clear example of how
the community testing programme and dashboard was deployed. The material in
[RF2/025 - INQ000222961] was collated and presented by me as a way to support a
“deep dive” with Ministers. | collated this advice with support from colleagues in
COVID Public Health Directorate, drawing from input from policy officials, analysts,
and clinical leads within the Scottish Government, as well as from input from delivery

partners in NHS Boards and clinical experts in Public Health Scotland.
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121. “Deep dives” were comprehensive, in-depth exploration, analysis and briefing with
Ministers, usually as part of an online meeting, which enabled a discussion on the
existing evidence, information, and options. Generally, these involved a presentation

by officials followed by a discussion.

Asymptomatic testing etc

122. | had no specific role in relation to the roll out of the asymptomatic testing for the
wider adult social care workforce. | was not involved in (and | did not attend) the Adult

Social Care Testing Board.

123. My team worked closely with UK Government and NSS to ensure that we maintained
sufficient supplies and stocks of Lateral Flow tests to support the increased frequency
of testing during the December 2021 Omicron wave — testing action plan included at
section 1.12: [RF2/026 - INQO00571351]. However, daily asymptomatic testing in HSC
workforces was led by the relevant HSC Directorate rather than Covid Public Health
Directorate, which led responsibility for overall test and protect strategy at a whole
population level. In addition, there was some daily testing introduced relating to
isolation during Omicron [RF2/027 - INQO0O0571375]. The key measure monitored was
levels of infection. Increased testing was just one part of the response to the Omicron
variant — there were also changes to isolation requirements until evidence was
gathered on the severity of this variant. [RF2/027 - INQO0O0571375]

124. Between November 2020 and June 2021, analysts across the Scottish Government
carried out an extensive programme of evaluation of asymptomatic testing. This was
led by HSCA Division which sits within my Directorate structure. | did not participate
personally in the evaluation. The work included analysis of Public Health Scotland
data on LFD testing and separate evaluations of individual testing pathways. Nine
testing pathways that are some of the largest and/or a part of Scotland’s critical
infrastructure were evaluated: (i) targeted Community Testing; (ii) Early Learning and
Childcare settings (ELC); (iii) Health and Social Care Workforce; (iv) Police Scotland
and Scottish Fire and Rescue Service (SFRS) high risk staff groups testing; (v) Prison
Staff testing; (vi) Schools testing (vii) University and College testing; and (viii) universal
testing, with specific research on the highest risk individuals (previously termed

‘shielding’} and their households, alongside economic analysis.
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125. The evaluations aimed to answer a set of specific questions relating to the
performance and public health impact of the asymptomatic testing programme in
Scotland. The questions explored four main themes: the public health impact of
testing; attitudes and behaviours; models and delivery; and value for money. The
evaluation period ended in June 2021 and the output was published in December
2021. Insights were fed to relevant Health Boards throughout the period of the
evaluation to inform understanding of and decision-making on the rollout of the

pathways, performance, and communications.

126. The key findings of this evaluation included an assessment of the public health
impact: “between 18 January and 26 September 2021, TCT conducted a combined
total of 699,219 PCR and LFT tests, of which 93,466 were positive. Around a third
(31%) of these cases were in those without symptoms. These are cases that may not
otherwise have been detected in the continuing absence of symptoms or were
identified earlier than they otherwise would have been via PCR-based testing once
symptomatic.”; [RF2/028- INQ000243924], RF2/037 - INQO00243926].

Tracing

127. | had no day to day operational role in relation to contact tracing which was a matter
for local health boards up to the ending of contact tracing in March 2020, and then a
parthership between PHS and local teams as part of Test and Protect launched on 28
May 2020.

128. In terms of policy my role was effectively two fold: first, to work with PHS and other
partners on the establishment of a national contact tracing service as part of Test and
Protect; and second to oversee advice to Ministers, based on clinical and scientific
evidence, to refine policy on contact tracing. The determination of the fundamental
criteria for tracing (who, what, when) was a matter for clinical and scientific advice
which was decided by Ministers. Those criteria came to be reflected in strategies,
guidance, etc covering a great many sectors and situations. | do not have a complete
recollection of all such material, not all of which, indeed little of which, would be
produced by my team (Testing and Contact Tracing Policy Division). Material was

produced by PHS and others.

129. The significant steps taken to build contact tracing capability through to the

establishment of Test and Protect are set out in the advice from me and Donna Bell
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dated 25 April 2020 [RF2/007 - INQ000249510]. That advice sets out the necessary

steps that we took to build capacity and capability:

“We propose rapid introduction of a sustainable contact tracing system built on
existing Scottish infrastructure including call centre and expanded NHS Health Board
health protection teams (an estimated 1-2000 additional staff); that is fully integrated
with rapidly increasing testing capacity; that does not rely initially on untested
technology but looks to use all available tools over an extended period; and relies on

extensive public understanding and compliance.”

130. In relation to the Protect Scotland and Check in Apps, responsibility for oversight of
the development of these apps sat with the Digital team in DG HSC, who in turn
coordinated technical development with National Education Scotland and others. |
liaised with the Digital team as | did with other teams, that is, primarily through virtual
meetings and emails. My role was to ensure that the requirements for such apps that
flowed from policy and strategy decisions were communicated to the relevant teams

and any pertinent feedback provided in advice to Ministers.

131. In relation to viable alternatives to contact tracing, | know that the Scottish
Government (in partnership with the UK Government) explored various technologies
that could provide an alternative to traditional models of contact tracing. An example is
given at annex B of the Test, Trace, Isolate, Support Strategy published on 4 May
2020 [RF2/022 - INQO00093618]. However, such technologies are still effectively
forms of contact tracing. As indicated above (para 39) | did not have a direct role in
such technologies with the focus of my team being ensuring that any
recommendations or proposals concerning such approaches be presented to ministers
in a credible way. Any such proposals would have to have the backing of the best
clinical and scientific, as well as technological, advice. Examples of sources of clinical,
scientific and technological advice that would support decisions around potential
alternatives would include the 4 Nations CMOs, SAGE, WHO as well as input from key
delivery partners such as the National Incident Management Team, Public Health
Scotland, NHS National Services Scotland and experts within territorial health boards

(including Directors of Public Health).

Isolation

132. My recollection is that the Four Nation CMOs were critical in providing advice to

Ministers on isolation policy, as relates to both symptomatic and asymptomatic
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(household) contacts. | indicate | was involved in various discussions. Those included
SGoRR and so-called “Gold” meetings. These were meetings in which the CMO (or
DCMOs) would communicate the consensus position, based on their engagement with
SAGE etc. My team would then seek to reflect that position in policy advice, update
relevant strategies, and ensure that partners including PHS would update relevant

guidance.

133. The responsibilities for the financial aspects of our isolation policy sat with colleagues
including J. P. Liddle, who was a Deputy Director in DG Economy and policy lead for

the self-isolation support grant during the pandemic.

134. Isolation was seen as essential to manage transmission but not something without
significant cost. At one extreme, shielding was a form of isolation, and the hugely
challenging personal cost of extended periods of shielding was understood, through to
the personal and economic costs of large scale isolation especially for household
contacts. There was consideration given in various discussions with Ministers, and in
advice, to the extent to which effective testing could be seen as an alternative to
isolation, or at least to limit isolation as far as possible. My team would be involved in
these discussions and advice collated as part of our corporate submission on Module
7 will set that out in some detail. | do not recall being directly responsible for decisions

on such matters including whether to provide financial support.

135. As to whether self-isolation should have been a legal requirement and whether the
Four Nations of the UK should be in sync on this matter, | have no particular opinion
on this other than to say that whatever means, whether legal or financial, to encourage

maximum compliance with the need to isolate would have my support.

136. Director General Caroline Lamb has made statements on the range of services to
mitigate potential harms caused by isolation. | don’t have any further comment beyond
the key messages contained in the Equality and Fairer Scotland Duty Impact
Assessment on Test and Protect published on 17 March 2021. This sets out the
potential harms including for specific communities and considers the mitigations
including the National Support Helpline and Local Self-Isolation Support Service.
[RF2/029 - INQO00147449] The key finding of that report, that reflects my view is: “a
significant package of practical and financial support for people self-isolating, where
needed, to minimise the impact of self-isolation requirements on people in low-income

households and older people.”
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Conclusion of TTI

137. As with other developments in policy both within Scotland alone and in response to
decisions of the UK Government, the team managed by myself and Christine
McLaughin (Testing and Contact Tracing Policy Division) were directly involved in
advising ministers on transition and for drafting the plan based on what was agreed by

Ministers.

138. The key insight is that whatever political differences there were we had a clear plan
for transition in Scotland that sought to, and in my view, did, retain public confidence in
our approach. We took a transparent and phased approach to scaling back our testing
programme. Rather than ending all free testing, we clearly communicated our timeline
and rationale in the Testing Transition Plan. The plan-maintained testing for
surveillance and individuals and settings at highest risk, to support clinical care, and
for contingency purposes if required. Our approach was grounded by sound scientific
and clinical advice, with practical safeguards in place for scaling back up, and
maintained population-wide testing for as long as possible within the funding envelope
available. We were clear that we would have liked the transition to last longer and that
was not possible due to the UK Government ending funding for free testing in England.
This clear communication helped people to understand what we were doing and
maintain their trust in the Scottish Government's cautious transition out of its

emergency response.

139. Caroline Lamb also made statements relating to the impact of UK Government
decisions on SG’s ability to decide on transition for Test and Protect. | would refer to

comments | made above at paragraph 95 onwards. | don’t have any more to add.

Equalities

140. As Director of Population Health prior to the pandemic | was responsible for policies
on health inequalities (as well as having wider responsibilities as a policy maker in a
public authority to pursue my work in furtherance of the Equalities Act 2010). As

stated at paragraph 24 of my statement for module 2a:

141. “...as Director of Population Health | was responsible for the policy on health
inequalities. | am clear that both the responsibility for drugs policy and for health
inequalities more generally influenced the nature of early policy development on Covid.

We were, for instance, particularly concerned about the impact of Covid on the already
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highly vulnerable cohort of people who use drugs. We were alive to the potential for a
new viral pathogen to have other differential impacts, whether relating to age, gender,
ethnicity, existing conditions (multi-morbidities). This remained a theme over the
course of my involvement in responding to the pandemic including the completion of
equalities impact assessments. In relation to the early phase of pandemic response
this is reflected in emerging policy responsibilities for the clinically vulnerable (work led
by clinical colleagues and Linda Pollock) and the non-clinically vuinerable (work led by

SG Director Shirley Laing (social justice).”

142. This meant that | and my team were aware of the deep, long-standing structural
inequalities impacting on Scotland’s health not least from socio-economic deprivation
(which intersects essentially with inequalities related to age, gender, ethnicity and so
on). Our understanding of the specific inequalities relating to Covid developed as our
understanding of the virus developed. We were attentive to the best clinical and
scientific evidence on this. | recall as far back as SAGE 4 specific references to
uncertainty about impact of Covid on children. In relation to ethnicity, | note as late as
June 2020 there was a recognition of a potential for greater impact, but that that was
being associated with the socio-economic status of ethnic minority communities rather
than any other factors. [RF2/030 - INQ0O00182794]

“There is some current debate on whether minority ethnic people could be at greater
clinical risk from COVID-19. Public Health Scotland released preliminary analysis of
COVID-19 and ethnicity data on 20 May. The analysis appears to show that there is
not a higher level of COVID-19 cases than would be expected, given the size of our
black, Asian and minority ethnic population. However, it is crucial to note that the
data is very limited. Additional analysis is being undertaken, and will be improved and

updated as more data becomes available.”

143. | would simply wish to emphasise that as policy makers in relation to all issues
including TTI our view on the differential impact of Covid was tied to the latest clinical
and scientific evidence and much of that was not confirmed until relatively late in the
pandemic. This is reflected in the EQIA on test and protect [RF2/029 -
INQO00147449]

144. However, as well as particular focus on equalities derived from my role as Director of
Population Health, | would emphasise that from the very outset of the Scottish
Government’s response to the pandemic there was a clear recognition from Ministers

that although everyone in Scotland was affected not everyone was affected equally. |
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understood that to be as much a statement of principle as fact in the sense that
sensitivity to equalities considerations is required in principle (as set out in the
Equalities Act and elsewhere) whether or not there are obvious facts of the matter.
That the Scottish Government was committed to equalities was clear from statements
by the First Minister, discussions, and decisions at Cabinet [RF2/031 - INQ000214463]

and in every statement of strategic purpose. For instance, in the Framework for

Decision-Making published on 23 April 2020 [ [RF2/011 - INQ000369689] it is stated:

“COVID-19 affects everyone but the harms caused by the pandemic are not felt
equally. Our response to this pandemic must recognise these unequal impacts. Just as
we have sought to shield those most at risk, we must continue to provide additional
support for those who need it and seek to advance equality and protect human rights
in everything we do”. The significance of these statements are that the policy
environment that we operated in was attentive to its legal and ethical duties from the

very outset.

145. In relation to equalities considerations relevant to Scotland’s TTI approach. In the
TTIS Strategy published on 4 May 2020 [RF2/022 - INQ0O00093618] it is stated that: “In
order to keep each other safe we will need to ask and support individuals to self-isolate
— a difficult thing to do - and so keeping human rights and equalities considerations at
the heart of our approach will be very important.” And in our testing strategy of August
2020 [RF2/023 - INQO0O0147448] we state: “The third current priority is protecting the
vulnerable and preventing outbreaks in higher risk settings — which we know from
experience and from evidence includes healthcare and social care sefttings. In addition
to these settings having experienced transmission rates that were generally higher
than the community, they can also contain large numbers of people who are elderly,

frail and in poor health, putting them at increased risk should they become infected.”

146. This pattern of attentiveness to differential impact is present in the development of
our policies not just on testing but also contact tracing and isolation. This attentiveness
grows more sophisticated as our understanding developed. We were attentive to all
relevant factors, as represented in all equalities groups, but it was clear from the
evidence provided to us that age and ethnicity were particular factors, alongside more
formally defined clinical risk groups (as covered by shielding and then Covid Highest

Risk policy).

147. As an example of that developing understanding, for instance, on ethnicity, a

significant part of our developing understanding came with the publication of the
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recommendations of the Expert Reference Group on Covid-19 and Ethnicity (ERG)
[RF2/032 - INQO00571349] in September 2020. Recommendation 3 of the ERG report
“Systemic Issues and Risk: Initial report” relates to Test and Protect. That

recommendation states:

“26. There must be Minority Ethnic participation at all levels of the COVID response.
It is also important to ensure that communication with individuals from minority ethnic
communities by Test and Protect teams is effective and that Test and Protect teams
have incorporated processes and expertise which reflect the diversity of the
communities they serve and the intersectional framing of their experiences. 27.
Further, as other health policies, such as shielding and vaccinations, are being
developed the Scottish Government must ensure that the needs of minority ethnic
communities are considered and acted upon. There is a risk of undermining the
broader zero COVID-19 community transmission approach if this is not done. 28.
Culturally competent health promotion and disease prevention programmes, relating
to issues such as the higher risk of diabetes and Cardio-Vascular Disease among
South Asians, is well known but efforts to tackle it may have diminished recently and
it is important that such efforts are reinvigorated. Further, the Independent Race
Equality Framework Advisor had previously made a recommendation involving
funding the implementation of a low cost community intervention project with the aim
of bringing about lifestyle changes that would a} prevent and b) improve

management, of these diseases.”

148. | am not aware whether we undertook a formal assessment of our compliance with
this recommendation, but | do recall that we were aware that it had been made, and
that as a policy team, we should respond to it. The best evidence | can offer that both |
personally and my team were attentive to what was recommended in the ERG report
(including culturally competent health promotion and disease prevention) was the work
| referred to above in relation to community testing in response to the “delta variant”
outbreak in south of Glasgow in May/June 2021. The exhibit [RF2/027 -

| INQ000571375] idemonstrates an attentiveness in the data to the ethnicity of those

affected, and to the need for culturally competent action.

Lessons learned

149. | attended the first four meetings of the Standing Committee on Pandemic
Preparedness. My role was to support the secretary to the group Daniel Kleinberg to

establish it including how to ensure an effective transition from the Covid-19 Advisory
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Group, given the significant overlap in members. We discussed whether we required
additional expertise on the group, who should chair the group, how the outputs from

such a group would relate to developments in the UKG in particular.

150. As relates to lessons learned on TTI | would refer explicitly to the findings published
as part of the initial lessons learned for Health and Social Care published in August

2021 (I was interviewed for this report).

“Finding B: Test and Protect

The design and deployment of Test and Protect was also cited as a key theme and a
case study in itself by stakeholders. Within Scotland, a comprehensive network of
testing sites was rapidly established, which now includes eight Regional Testing
Sites, 45 Local Testing Sites, and a fleet of over 40 Mobile Testing Units on rolling
deployment. This network is now supporting the roll-out of asymptomatic testing and
more targeted community testing to finding cases in identified higher prevalence
areas and support targeted local interventions. Public Health teams felt that the work
around Test and Protect exemplified what worked well for the Public Health

response.

In particular, stakeholders reflected on SDPH and Public Health Consultants and
Specialists making a huge contribution in taking on key roles in advising on response
to the pandemic including co-development of Test and Protect as a local/ national
partnership. This was a clear example of how to benefit from collaborative
relationships between teams at local and national level. Specific reference was given
to the role of local outbreak control teams as well as local resilience partnerships,
who have been able to quickly respond to identified local issues with much more
flexibility and pace that might have been possible through a solely national response.
To highlight the importance of local knowledge and insights, stakeholders fed back
that the UK Government-wide testing model was challenging at times in contrast to
what was being done locally in Scotland. Local Public Health teams reported
struggling to navigate a system that they felt was not amendable to adjustment when
system failures were clearly evident, e.g. allocation of nearest testing location,
national switch off and divergence of testing capacity with little or no warning. This
further supports the benefits of the approach taken by teams in Scotland to balance

the best of local and national responses.”
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151. This emphasises that effective collaboration between national and local resources
including human is fundamental o the effectiveness of any TTI system. | am reassured
that we had that in mind from the very outset [RF2/007 - INQ000249510]. | quote from
that advice: “Our collective starting point is that we are more likely to deliver an
effective and sustainable contact tracing service by rapidly enhancing our current
contact tracing capabilities and capacities, and using our own digital infrastructure,
than by building a new system from scratch. No new system could be ready quickly”.

That expresses a fundamental lesson for any future pandemic.

152. | make points in my previous witness statement and above about the need for greater
clarity on the relationship between the UK Government and devolved administrations
on decision making and funding (as expressed in the Memorandum of Understanding
of April 2021, see paragraph 41 above). To express a relationship of equals any future
memorandum of understanding needs to allow for some warranted variation in delivery
of TTl that does not simply favour England. This is not only because of geographical
and demographical variation (Scotland’s preponderance of remote rural locations and
a poorer underlying health status); there being distinct health and social care systems
given health and social care is fully devolved under the Scotland Act; and also entirely
legitimate political differences as settled in the respective Parliaments or Assemblies of
the UK nations. Such differences do not make it plausible to think that there could be
a single TTI system for the whole UK in any future pandemic, nor that that would even

be desirable.

153. A final point is simply a point | recall being made by David Nabarro from the WHO at
a session of the Covid-19 Advisory Group attended by ministers. He said that the
greatest protective factor in relation to a pandemic is good population health (and that
the greatest risk is poor population health). A lesson from the pandemic is that no part
of the public health system whether TTI or vaccination is adequate if our aim is to save

any and all lives. We must ensure good underlying population health.
Statement of Truth
| believe that the facts stated in this withess statement are true. | understand that

proceedings 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 of its truth
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Signed: Personal Data

Dated: 20 March 2025
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