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The Committee will meet at 9.30 am in Committee Room 1, Committee
Chambers, George IV Bridge, Edinburgh.

1. Item in private: The Committee will consider whether to take item 6 in private.

2. Subordinate legislation: The Committee will consider the following negative
instruments—

The Kava kava in Food (Scotland) Regulations 2002, (SSI 2002/523)

The Food Labelling Amendment (Scotland) Regulations 2002, (SSI
2002/524)

The Road Traffic (NHS Charges) Amendment (No.2) (Scotland) Regulations
2002, (SSI 2002/528)

The Community Care (Joint Working etc.) (Scotland) Regulations 2002,
(SSI 2002/533)

The NHS Quality Improvement Scotland Order 2002, (SSI 2002/534)

The NHS Quality Improvement Scotland (Transfer of Officers) Regulations
2002, (SSI 2002/535)

3. Hepatitis C: The Committee will take evidence from—

Lord Ross, Chair of the Expert Group on Financial and other Assistance for
NHS Injury

Philip Dolan, Member of the Expert Group on Financial and other
Assistance for NHS Injury and the Haemophilia Society

Malcolm Chisholm MSP, Minister for Health and Community Care

Andrew McLeod, Scottish Executive Health Department

Bob Stock, Scottish Executive Health Department

Dr Aileen Keil, Scottish Executive Health Department
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4. Petition PE 247: The Committee will consider an Executive response on PE 247.

5. Cancer Services in Scotland: The Committee will consider an Executive
response.

6. Inquiry into GM crops: The Committee will consider a draft Report.

Jennifer Smart
Clerk to the Committee

Room 2.5
email jennifer.smart@scottish.parliament.uk
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HEALTH & COMMUNITY CARE COMMITTEE – 11 DECEMBER 2002

STATEMENT BY LORD ROSS

1. Speaking generally, my position is that I fully support the Preliminary Report of the
Expert Group.  While recognising that the Minister is not obliged to accept the
Group`s recommendations, and that the decision on whether to do so is a political
one, the Group is disappointed that the Minister has not accepted what they
recommended.  The Group was set up by the Minister to advise him.  It includes
representatives of many different interests in Health Care, representatives of persons
suffering from HCV, and lawyers with experience in dealing with claims against the
NHS.  The Group`s recommendations were made unanimously. They were three in
number. (See para 2.7)

2. In a letter to me dated 5 November containing his response to the Preliminary Report,
the Minister appears to accept Recommendation 2 and Recommendation 3, and
indeed indicates that work is already underway in implementing these
recommendations.  The main recommendation in the Preliminary Report was
Recommendation 1.  The Minister has not accepted that recommendation, at least at
present.  As I understand it, he has not rejected the proposal out of hand, but states it
“has required careful consideration from both financial, medical and legal
perspectives.”   He does not state in terms that it is not being accepted because of the
cost of implementing the proposal, but from conversations I had with the Minister
prior to the publication of the Report, I certainly understood that the cost of meeting
the payments we recommended was the principal reason for not accepting
Recommendation 1.

3. Before dealing with cost may I say a word about two other reasons that appear to
have weighed with the Minister.  One was the possible effect on social security
payments, and the other was the fact that in England the Government has apparently
decided not to make an exception in favour of persons who contracted HCV from
blood transfusions, or treatment with blood products.

4. As regards social security payments, concern was expressed by the Minister that steps
would have to be taken to ensure that sums derived from any arrangement such as the
Group proposed would be disregarded in accruing entitlement for income related
Social Security payments, Community Charge benefits, or Housing Benefits. In the
case of HIV, the payments made under the MacFarlane and Eileen Trusts were the
subject of a derogation provided for by the UK Parliament.  It might therefore be
necessary to seek a similar derogation for our proposed HCV scheme.  Unless such a
derogation were obtained,  beneficiaries under the scheme would lose social security
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benefits,  and so would be treated less favourably than beneficiaries under the
equivalent HIV schemes. Alternatively, if the shortfall in social security payments
was made up by increased ongoing payments from the proposed discretionary trust,
this would increase the funding that the Scottish Executive would have to meet.

5. Whilst recognising the problem, the Group does not believe that their first
recommendation should be rejected for what are really technical objections about the
possibility of claw back.  It should be possible to deal with this by legislation.  In
other words, it should not be beyond the wit of politicians to ensure, in co-operation
with the UK legislature, that any necessary derogation is obtained. Moreover, where
financial support is calculated on the same basis as common law damages, assistance
may be found in existing legislation dealing with the treatment of social security
benefits where common law damages have been awarded.

6. Another consideration appears to have been that in England it has been decided not to
make special provision for people in a similar position. We are aware that in the
House of Commons on 22 October 2002, the UK Government made it plain that they
were not prepared to make an exception in favour of HCV sufferers such as the
Group has proposed.   However, there is no reason why a different view should not be
taken in Scotland.  Indeed that is something that can, and in appropriate cases, should
happen when powers have been devolved.  Health is a devolved matter, and so
Scotland has the opportunity to take a different line to the UK legislature, and, as you
all know, the Scottish Parliament has done so in other areas.

7. But the principal reason appears to be cost, and I would like to elaborate on what we
said in our Report.  With hindsight, I am inclined to think that the Group should have
said more in the Report about the estimates of cost.  These are stated very briefly in
paragraph 4.7.  It is said that funding the proposed discretionary trust is likely to cost
between £62m and £89m. I should now like to say a little more about the basis of
these figures.

8. We received advice from our advisers who drew on information contained in a Paper
by Dr Kate Soldan, an epidemiologist at the Department of Health`s Public Health
Laboratory Service Communicable Disease Surveillance Centre.  She had written a
previous paper dealing with HCV infection in England.  The estimates which our
advisers made of the cost of providing the sums described in our first
Recommendation involved numerous assumptions made by Dr Soldan.  The estimate
was that 3498 people in Scotland had been infected by blood transfusion and tissue
transfer.  Of these 1886 were considered likely to be deceased by 1995 leaving 1612
survivors, but because of their age and state of health, no more than 50% should be
assumed to be alive today.  That gives in round figures 800 survivors, and 2,700
deceased from the original figure of 3498 (or in round figures 3500.)  As regards
haemophiliacs the figures of those given contaminated blood in Scotland is 365 who
survive and 135 deceased. i.e a total of 500  This produces a figure of 4,000.  Details
are given below, and we have used these figures in our calculations.
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Surviving Deceased
Blood & Tissue Patients 800 2700
Haemophiliacs 365 135

Total 1165 2835

Total: 2835 plus 1165 = 4000

9. In calculating lump sum payments, we had regard to figures paid by the MacFarlane
Trust to HIV patients.  We concluded that where patients had died, their dependants
would succeed to any claim. We then had to consider what proportion of infected
persons would be likely to claim.  We had regard to information from England
regarding the MacFarlane Trust. We also bore in mind that people who have been
infected with HCV via blood transfusion, are often unaware of their infection, and
may never become aware, particularly if other unassociated medical conditions
supervene, and it has been a long time since the date of likely infection.  In the event
having regard to all the considerations placed before us, we decided to apply a take-
up figure of 31%.

10. On the basis of material before us including the Scottish Executive publication
Hepatitis C : Essential Information for Professionals, we concluded that 20% of the
4,000 infected patients would be likely to clear the virus within 2 to 6 months.  We
decided that such patients should each receive a sum of £10,000 for anxiety, stress
and social disadvantage only.  The remaining 80% of the 4,000 infected patients who
had developed chronic HCV should each receive an additional sum of £40,000 (i.e. a
total of £50,000.). We also concluded that 16% of the 4,000 infected patients would
be likely to suffer serious deterioration e.g. cirrhosis, liver cancer, or other similar
conditions. They should receive ongoing financial support calculated on the same
basis as common law damages Accepting a take-up of 31%, as explained in paragraph
9, we thus arrived at a total of £62m or £89m depending on differing estimates of the
level of common law damages. We regard our figures, and particularly the figure of
£89m, as representing the worst case scenario.

11. Even if the higher figure is taken, i.e £89m, that appears to us to be not unreasonable.
I appreciate that comparisons are sometimes thought to be odious, but within our
Group it has been observed that the Scottish Executive has apparently found it
possible to accept an increase from £40m to around £400m for its new Parliament
building. We also understand that a recent Parliamentary answer indicated that Health
was one of the main underspending departments, and that its underspend amounted to
£120m –considerably more than our proposals would cost, and that the total
Executive underspend was £718m If that is so, the Group find it difficult to see why
the Minister appears to regard our proposals as prohibitively expensive. We fully
recognise that many competing demands are made on the Health budget, but the
claim we support appears to us to be a strong one.
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12. I wish to make two further points.  Firstly, the total costs we estimate would not come
from a single year`s budget but would be spread over a number of years. Secondly, it
will be appreciated that the Minister has not accepted any part of our
Recommendation 1. Yet it is in three parts.  The first part proposes an initial lump
sum of £10,000 to cover anxiety, stress and social disadvantage.  Surely this could be
accepted and implemented as a first step in righting the wrong done to these people?
The disadvantages listed by us are very real – they include anxiety about the chance
of infecting spouses or children, anxiety about possible deterioration in their own
condition, the fact that some members of the public through ignorance treat them as
pariahs, and difficulty in obtaining mortgage and insurance.  Moreover, a payment of
£10,000 to patients who had developed chronic HCV, would at least go some way
towards righting the wrong done to them.

13. Again in his letter to me, the Minister says “We do share the Group`s concern for
those who are experiencing serious long-term harm and hardship.”  If that is so, why
does he not accept the third part of our recommendation? He says that a number of
issues still have to be explored, but why does he not at least accept our proposal in
principle?

14. The Group discussed the Minister`s response at its last meeting on 21 November.  It
continues to feel strongly that it is wrong that people who have contracted HCV
through receiving blood, blood products or tissue from the NHS in Scotland should
be treated less favourably than people who have contracted HIV under similar
circumstances.  It was for that reason that it proposed that lump sum payments and
additional financial support should be made to such HCV sufferers, and that in
assessing such payments, regard should be had to the loss suffered by the individual.
It continues to believe that these payments are necessary to avoid a palpable
injustice.



Hepatitis C

Note by the clerk

Background

1. The Health and Community Care Committee published its report on hepatitis C in
October 2001. In response the Executive announced the appointment of an
Expert Group on Financial and Other Assistance for NHS injury in January 2002.

2. The Expert Group reported its interim recommendations on 6 November 2002.
These included the recommendations that lump sum payments should be offered
to all individuals who contracted hepatitis C through NHS treatment, that further
payments should be available to those who contacted chronic hepatitis C, and
that those who suffer serious subsequent physical deterioration should be entitled
to further financial support.

3. The Minister for Health and Community Care in private discussions with the
Committee on 6 November, indicated that the Executive wanted to be able to
offer assistance to those who had suffered long-term harm and hardship through
no fault of their own. However the Executive was reluctant to implement the
Expert Group’s recommendations in full, for financial, practical, and legal
reasons. The Minister indicated that the Executive was still deciding its
considered position.

4. After hearing from the Minister, the Committee agreed that while the Executive
should be given some time to work through the implications of the group’s report,
it was important that progress was made as soon as possible. The Committee
also noted that the Executive would have known of the expert group’s interim
conclusions by September 2002.

5. On 13 November 2002 the Committee agreed to invite the following to give
evidence on the expert group’s interim recommendations on hepatitis C, on
11 December:

� Lord Ross (Chair of the Expert Group)
� Philip Dolan (a member of both the Expert Group and the Haemophilia

Society)
� The Minister for Health and Community Care

Jennifer Smart
Clerk
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Convenor
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The Scottish Parliament
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_____ _____

CANCER SERVICES IN SCOTLAND

Thank you for your letter of 4 September 2002 enclosing a paper setting out a number of issues
raised during the Health and Community Care Committee’s “snapshot” inquiry into cancer services
in Scotland in June of this year.

The Health Department’s responses to the questions raised are set out in the enclosed paper.   I hope
you and members of the Committee find this helpful.

MALCOLM CHISHOLM
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Petition PE247: Co-ordinated Health and Social Services for those with Epilepsy in Scotland

Thank you for your letter of 9 October seeking further clarification of matters raised in my letter of
25 June 2002 about the above petition.  I will follow your numbering in responding.

On point 1, the Committee draws a comparison with the position in England, which is said to have
adopted a national framework for epilepsy services.  That implies that such a framework is already in
place.  I understand that this is not the case and will not be for several years to come. The UK
Government has made a commitment to develop a long-term chronic neurological conditions
framework, which will include epilepsy. The reference group, which is to advise on the development
of the framework, has not yet had its first meeting.  The framework will, if all goes to plan, be
published in  2004, and will be implemented over the next 10 years. The Executive will watch with
interest the development of this framework and any other developments in the management of
epilepsy in England.  However, the Executive’s preferred approach to dealing with conditions such
as epilepsy is that of Managed Clinical Networks, which because they constitute a  “bottom up”
rather than a  “top down” approach can be put into place more quickly than a National Services
Framework.

On point 2, you ask under what circumstances the Executive might adopt a National Services
Framework for Epilepsy  and when a decision is likely to be taken on whether to do so. Point  3 asks
why the Executive would suppose that the development of a number of National Services
Frameworks covering the more dangerous and widespread chronic conditions would be to the
detriment of the NHS.  I do not think we ever suggested that National Services Frameworks would
be detrimental.  I have said that the Executive would not rule out the possibility of a Framework for
epilepsy in the future, and that would apply equally to other dangerous and widespread chronic
conditions.  However, there are no current plans to add to the existing number of Frameworks, and it
would clearly not be feasible to develop Frameworks for all the potential candidates at once.
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Point 4 asks about the Executive's policy on MCNs and in particular how they can be promulgated
evenly across Scotland.  We have recently reaffirmed our policy commitment in this area with the
issue on 18 September 2002 of HDL (HDL(2002)69) on “Promoting the Development of Managed
Clinical Networks in NHSScotland”, which encourages NHS Boards to develop MCNs and provides
further guidance on the key areas which have been clarified to date and the pump priming financial
assistance available.  Incidentally, a bid for funding for an epilepsy MCN involving Lothian, Fife and
Tayside is currently under very active consideration. We also held a National Conference on
Managed Clinical Networks at Murrayfield on 12 November, which provided a platform to further
their development in front of a large audience drawn from across NHSScotland.

At Point 5, the Committee seeks reassurance that the lack of specialist neurologist staff in particular
areas will be taken into account when allocating training posts to specialties in respect of the targeted
increase of 375 junior doctors.    The number of higher specialist training posts available in Scotland
is regularly adjusted to meet the projected number of new consultants needed to meet known and
anticipated turnover and local service developments. The specialist registrar establishment  for
neurology was increased from 12 to 14 in March 2001. Of the  14 trainees in post, there are two each
in Aberdeen and Dundee and 5 each in Edinburgh and Glasgow with the potential for a further 2
posts in Glasgow.  We will consider whether training  posts for neurologists should be part of the
targeted increase of 375 junior doctors which was announced on 2 April 2001 for the period to 2004.
Targeting will be based on service needs and take account of a number of factors.

Point 6 asked if the Executive could set about assembling statistical information providing a
breakdown of the number  of epilepsy nurses in each health board area.  We will do so as soon as is
practicable.

Point 7 dealt with the steps taken to ensure that the Executive's core principles for MCNs are adhered
to, and also asked about the monitoring of compliance with SIGN guidelines. One of the core
principles of MCNs is that each should have a Quality Assurance programme approved by the
Clinical Standards Board for Scotland (CSBS), and the Board takes that responsibility, which will be
inherited by its successor, NHS Quality Improvement Scotland, very seriously. CSBS has already
approved the quality assurance programme relating to the pilot MCN in cardiac services in Dumfries
and Galloway, and it is the intention that QIS  will continue this kind of function in relation to other
MCNs.

SIGN guidelines represent good clinical practice.  NHS Trusts, through their clinical governance
arrangements, are expected to review and apply SIGN guidelines in the light of local circumstances
and priorities.  An overall survey of progress by NHSScotland in implementing SIGN guidelines was
carried out in 2001 and a summary report was published in July of this year.  A copy can be found on
the Clinical Resource and Audit Group (CRAG) website at http://www.show.scot.nhs.uk/crag/.  The
survey indicates that of the NHS Trusts which responded to the part of the survey concerning the
existing epilepsy guideline, 77% had either fully or partially implemented the guideline.  This does
suggest that the existing and planned SIGN guidelines on epilepsy will, over time, be implemented.

We would expect NHS Board Clinical Governance Committees to be picking up the issue of
implementation of SIGN Guidelines as they move forward.  Another of the core principles of MCNs
is that they should operate according to a recognised evidence base, such as SIGN Guidelines.
MCNs also therefore offer a mechanism for implementing SIGN Guidelines.

Finally, point 8 sought information on waiting times to see a consultant neurologist, in particular
what waiting time the Executive would consider to be acceptable for a first appointment. There are
many reasons why a person may need to be referred to a neurologist. The timing of an outpatient
appointment will reflect the clinical judgement of the relevant consultant, based on the information
provided in the General Practitioner's referral letter, so that those with the most serious

http://www.show.scot.nhs.uk/crag/
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conditions/symptoms receive the earliest appointments. The development of Managed Clinical
Networks will help to address waiting times by smoothing the patient care pathway.

Tackling outpatient waiting times is a key priority for the National Waiting Times Unit which I
established earlier this year. It is working with NHSScotland to improve performance by making
better and more effective use of NHS capacity across Scotland. The Unit is also developing a
National Waiting Times Database which is planned for full launch by the end of this year. This will
provide GPs and the public with information on routine out-patient waiting times, by specialty, in
every NHS Board area in Scotland and give patients the choice of being seen at an outpatient clinic
in another NHS Board area, if waiting times are shorter there.

I hope the Committee finds this information helpful.

MALCOLM CHISHOLM



A: The Beatson Oncology Centre

Long-term plans for West of Scotland cancer services
1. The Committee is aware that the Minister is awaiting the results of the study by

the consultancy firm FRMC Decision Support Ltd on the long term plan for the
organisation of services in the west of Scotland. The Committee wishes to be
kept appraised of the results of that plan and any decision of the Minister to
reconfigure services in the West of Scotland.

Rezoning
2. The Beatson Action Group – a patients’ group – suggested to the Committee that

rezoning the Beatson’s catchment area (for instance by taking out Forth Valley
health board) might help solve the Beatson’s problems in coping with such a
large number of patients. We also note Dr Gregor’s comments at our 10 June
meeting (OR, HC col 2764) that single establishment cancer centres that serve
2m people and over become too large and are difficult to manage effectively. In
view of this, is the Minister minded to alter the geographical area covered by the
West of Scotland cancer centre?

Possible shortfall of oncologists
3. Have any contingency plans been prepared at national level (as opposed to

internally at the Beatson) to deal with the danger of there not being 20 consultant
oncologists in post at the Beatson by September? If so, might this include
rezoning?

Leadership
4. The Committee notes that Dr Bryson may be able to stay on at the Beatson until

after his current secondment expires, but that, as of 10 June, when Dr Bryson
disclosed this to the Committee, this matter had not yet been conclusively settled.
The Committee has concerns regarding any hiatus between the end of Dr
Bryson’s tenure and the appointment of a new medical director. Can the Minister
confirm that steps are being taken now to address the future vacancy at the head
of the Beatson?

Administrative control of the Beatson
5. The Committee notes the view of the Beatson Action Group that the Beatson

should not be returned to the control of the North Glasgow University Hospital
Trust, and that consideration should be given to making the Beatson self-
managing (subject to overall central control). What is the Minister’s response to
these strongly-held views?

Purchase of HCI / Adequacy of provision of scanners
6. What effect, if any, will the purchase of the HCI hospital in Clydebank have on the

provision of cancer services in the West of Scotland, or on the rest of Scotland for
that matter? In particular, will this free up scanner time (we heard strong evidence
of unacceptable delays in the west of Scotland in providing scans during
treatment for cancer – the turnover time for diagnostic scans by contrast
appeared to be largely satisfactory)? Or will this require the recruitment of more
specialised staff rather than simply more scanners to speed up waiting lists for



treatment scans? If so, what are the minister’s plans (both short and long term) to
address this shortage in specialised staff?

Short-term action on improving the patient and staff environment at the Beatson
7. The Committee was impressed by the open and bright physical ambience at the

new Gartnavel Beatson campus. We hope that the rest of the Gartnavel campus,
when it is developed, will be of a similar character – especially the wards.
Nonetheless, it is projected that the new Beatson will only be fully operational by
2009, and we presume that until then considerable reliance will continue to be
placed on the Western campus of the Beatson. On its visit there, the Committee
was struck by the gloominess of some of the wards, as well as the over-crowding
and lack of privacy. This was of course despite the best efforts of the Beatson’s
ward staff. What action will the Minister take in the short and medium term to
address this serious problem, which has negative consequences for patients’
dignity and morale?

B: Physicists and radiographers

A grade physicists
8. The Committee heard evidence that the NHS in Scotland is facing a shortage in

clinical physicists, physics technicians, and therapy radiographers. Amicus MSF
informed the Committee that the growing problem of the lack of clinical physicists
could be partially addressed if more physicists currently ranked at A grade could
be upgraded to B grade. This would make it possible for these physicists to be
trained to clinical standards in a shorter time. Amicus MSF told us that this
suggestion was also supported by the Scottish radiotherapists’ professional body.
Does the Minister have any plans to approve the re-grading of a relatively small
number of clinical physicists to help prevent a shortage? If not, could the Minister
please outline his reasons for not supporting such a move and set out what
alternative plans the Executive has for ensuring that there will be in the future an
adequacy of clinical physicists working in cancer services in Scotland.

Competitiveness of salaries
9. Another comment made by some of the physicists to whom we spoke was that

physicists and other allied health professionals other than doctors and nurses
working in the NHS tend to be left out of pay agreements entered into by the
government and medical doctors or nurses. We were told that this has eroded the
competitiveness of salaries paid to these professions. The Committee
appreciates that it is necessary to prioritise the allocation of financial resources,
which are obviously finite. However, we have some sympathy with the argument
that the competitiveness of physicists’ and radiographers’ wages may have
suffered partly through their being lower profile members of the cancer services
workforce. Does the Minister intend to review salaries paid to physicists and
radiographers to ascertain whether they are competitive enough and, if not,
whether any action requires to be taken?

Vocational education for therapy radiographers
10. As concerns therapy radiographers, the Committee again heard evidence of staff

shortages, and that the situation is likely to deteriorate. We were told that there
been an absence of strategic thinking at higher level as to how university courses



in radiotherapy could be tailored to help ensure that a new crop of potential
therapy radiographers willing to work for the NHS in Scotland could be produced
each year. In the words of one of our witnesses, Scottish universities’ priorities

are different from the health service's priorities, but it would appear that the
health department does not speak to the education department about work
force planning for allied health professions. The situation is different for
medical staff and nursing staff for whom there is an element of strategic
planning that does not exist for allied health professions. (HC, 10 July 2785).

Does the Minister agree that there is likely to be a problem in the near future in
recruiting therapy radiographers for the NHS in Scotland? If so, what action does
he propose to take, and would this include working with universities to help
produce a bespoke university course in therapy radiography that will deliver
graduates with appropriate vocational skills, who would be potentially able and
willing to work in the NHS in Scotland?

C: Primary care

Work schedules of GPs and primary care nurses
11. By way of preliminary comment, the Committee notes that a recurring theme in

our evidence-taking was that GPs and primary care nurses say they work to
increasingly busy schedules, and have less time with individual patients than they
would often wish. This may make it more difficult to spot the symptoms that may
indicate the onset of cancer (“an art not a science”, according to one of our GP
witnesses), which provides the crucial entry point for cancer sufferers into cancer
services. The Committee recognises that the relevance of this point extends far
beyond cancer services, but we would nonetheless be interested in hearing the
Minister’s views on how this difficult issue could be addressed.

Cancer referral guidance
12. The Committee heard evidence that GPs found cancer referral guidance useful

and a good start, but that these are only in paper form, which limits their
usefulness when doctors are actually carrying out surgeries. Does the Executive
have any plans to prepare a software version of the guidelines? If so, when will
this be available?

Continuing professional development
13. The GPs and nurses we took evidence from generally agreed that there is

inadequate CPD in diagnosing and treating cancer. This should be balanced
against the fact that GPs and nurses seemed to be in agreement that they were
kept extremely busy in their core work. Does the Minister consider that extending
CPD on cancer diagnosis and treatment is a matter solely for the professions
themselves or does he consider that the cancer plan should include developing a
strategy for extending CPD for primary carers?



D: Patient-centred care and improving communication

Patient discharge plans
14. The Committee took evidence from cancer patients that sometimes insufficient

attention is paid to producing adequate discharge plans for people whose cancer
is in remission. In other words, insufficient attention is paid to the needs of
patients after they come out at the “other end” of a spell of cancer treatment to
prepare them for readjusting to life without treatment. Does the Scottish
Executive propose to take any action to develop good practice in patient
discharge plans and to monitor its application?

Information following on from diagnosis
15. The Committee also heard evidence that much of the important information

communicated to patients after cancer has been diagnosed is not absorbed
because patients may understandably be in a state of shock. (The figure
anecdotally quoted to us was that only some 15-20% of the information delivered
to patients at clinics is actually absorbed by the patient). It was suggested that it
would be good practice to have follow-up clinics where crucial information about
treatment and lifestyle issues can be appropriately discussed in a peaceful
environment, at an appropriate time after the diagnosis has been communicated
to the patient. Does the Minister agree that it would be good practice to
standardise this approach across Scotland?

Promoting good communication
16. The evidence the Committee took from cancer patients suggested that the

medical profession’s record in communicating effectively with patients and with
each other is patchy. Some patients told us of distressing and frustrating
experiences when important information about diagnosis or treatment was not
relayed in good time, or was not made clear, or where medical professionals to
whom they had been passed appeared not to have grasped basic information
about their case history. While patients were keen to stress that they had had
good experiences as well as bad, the evidence we heard pointed towards there
being some continuing institutional problems within the medical profession, or
perhaps more generally in the NHS, when it comes to promoting and practising
good communications. In the committee’s view, good communication should be
one of clinicians’ core vocational skills: there should be training and CPD in good
communication, and it should be monitored as part of any appraisal system
applied within the NHS. Can the Minister tell to the Committee whether promoting
good communication is within the ambit of the cancer plan, or is a strategy being
actively promoted within the NHS as a whole. If so, what plans are there to
promote good communication with the medical profession.

Delays in communication
17. The Committee heard deeply disappointing evidence about delays of days or

even weeks between a diagnosis or a treatment decision being made and the
patient actually finding out about it in a letter. It was suggested that one problem
was a lack of medical secretaries. Alternatively or additionally it was suggested
that there might be institutional problems within some sectors of the NHS in
communicating information of great personal importance as quickly as ought to
be the case. Whatever the exact reason, in the Committee’s view it is simply



unacceptable that any patient should be kept waiting for weeks to find out crucial
information simply because the letter has not yet been dictated, written, or
posted. Does the Minister plan to take any action to address this?

Secure email systems
18. Another suggestion that we heard on addressing the frustrating time lag between

a diagnosis or a decision being made and that being communicated either to the
patient or to another member of the cancer services team was to make greater
use of email. Doctors told us of their frustration that they are currently unable to
use email to send information containing patient details, which drastically slows
down the communication process. We were told that there should be investment
in a secure email system that would allow patient details to be sent electronically.
Are there any plans to introduce such a system within the NHS?

E: Palliative care

Caring for terminally ill patients at home
19. The Committee understands that there is a wide disparity between the number of

cancer sufferers who would prefer to spend their final days at home and the
number who actually do. GPs told us that this might be addressed through the
recruitment of more nurses with vocational experience in caring for the dying, and
the appropriate personal empathetic skills. (The Royal College of Nurses
cautioned that caring for the dying at home was a skilled vocation and would
require nurses with specialised skills.) Does the Minister have any views on this
suggestion?

F: Cancer research

Spending
20. Cancer Research UK told the Committee that the Executive ought to match

charitable giving to Cancer Research UK pound-for-pound. In the US, for
instance government spending per capita on cancer research is, according to
Cancer Research UK, almost three times that of the UK. Does the Minister have
a view as to whether increasing Executive (or UK government) spending on
cancer research should be a priority?
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Malcolm Chisholm MSP
Minister for Health and Community Care
St Andrews House
Regent Road
Edinburgh

4 September 2002

Dear Malcolm

Cancer services in Scotland

As you will recall, the Committee in June carried out a short “snapshot” inquiry
into cancer services in Scotland. This included visiting both campuses of the
Beatson Oncology Centre in Glasgow, and taking evidence from a number of
stakeholders in cancer services in Scotland, including yourself.

Although the Committee was grateful for the opportunity to put questions to
you when you appeared before us in Glasgow, a number of further issues
arose from our evidence-taking. These are set out in the attached paper. We
would be interested in receiving your responses to the issues raised.

Yours sincerely

Margaret Smith MSP
Convener
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