
HEALTH AND SPORT COMMITTEE 

HEALTH HAZARDS IN THE HEALTHCARE ENVIRONMENT 

SUBMISSION FROM THE HEALTH AND SAFETY EXECUTIVE 

1. Before answering the Committee’s questions it might help to explain the HSE role in
regulating the control of risk in the healthcare environment.

2. HSE is the independent regulator for health and safety in the workplace across Great
Britain and enforces the Health and Safety at Work etc. Act 1974 (HSWA) and associated
legislation. HSWA sets out general duties, which employers, the self-employed and people
in control of premises have towards workers and other people who could be affected by
work activities.  Section 3 of HSWA places duties on employers (including NHS Boards or
private service providers) to take reasonably practicable measures to avoid exposing non-
employees to risk arising from their work activities. This includes risks to patients and
service users within healthcare settings.

3. HSE focuses on risks to health and safety arising from work activity and the
adequacy of the management systems to control them. HSE will generally not investigate or
act in relation to patients where other regulators are best placed to act.  HSE does not
therefore become involved in investigating matters of clinical judgement or the provision of
care because other regulators, inspectorates and professional bodies have greater
expertise in such matters.

4. Reportable incidents involving patients or employees are notified to HSE under
RIDDOR1. HSE selects which to investigate against its published incident selection criteria2.
Healthcare associated infections (HAI) are not reportable to HSE under RIDDOR and will
not normally be investigated. HSE does not proactively inspect the healthcare sector to
assess the adequacy of the control of HAI as this is carried out by the Healthcare
Improvement Scotland/Healthcare Environment Inspectorate (HEI).

5. The Crown Office and Procurator Fiscal Service (COPFS) may ask HSE to make
initial enquiries into patient deaths that are not reportable under RIDDOR, where they feel
there may be a possible breach of health and safety at work legislation. While COPFS does
not direct HSE, we aim to respond appropriately to these requests and will consider
investigating where our inquiries indicate that there may have been a systemic
management failure to control risk.

6. Such requests can be challenging but we strive to make consistent decisions and
use our published situational examples to help us decide whether to investigate. The most
relevant situational example for this inquiry is where a patient(s) has died following a
healthcare acquired infection.  It says:

Healthcare associated infections (HAI) are not reportable to HSE under RIDDOR 
and will not normally be investigated. The following criteria set out some of the 
factors tending both towards and away from investigation:  

1 RIDDOR – Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 
2 http://www.hse.gov.uk/foi/internalops/og/ogprocedures/investigation/incidselcrits.htm 
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Factors tending towards investigation: 
  
a) There has been a recognised infection outbreak which has resulted in deaths; and  
b) There has been a clear failure to meet an established standard; and  
c) This was due to a systemic management failure; and  
d) Factors (b) and (c), on balance of probability, led to the outbreak and 
consequential deaths. The death certificates indicate that the infection was a 
contributory or causal factor.  
 
Some factors tending away from investigation: 
 
a) There is no clear evidence that a breach of an established standard led to the 
outbreak or deaths; or  
b) A failure to meet an existing standard was not directly attributable to systemic 
management failure; or  
c) The deaths could not, on balance of probability, be attributed to these failures 

 

Our answers to the questions asked by the Committee are as follows: 

Q1: What is the scale of health problems acquired from the healthcare environment 
in Scotland? 

7.  As healthcare associated infection (HAI) is not reportable to HSE we do not hold this 
information and are not best placed to answer. Other organisations invited to appear before 
the committee will be better placed to respond to this question.    

Q2: What/where are the main risks? 

8. Any failure to implement and maintain a robust management system for controlling 
risk can pose significant potential for harm to occur. We have seen this in healthcare and 
other industry sectors in the control of pathogens such as legionella. We cannot however 
comment on the specific risks of HAI and other organisations are better placed to respond.  

Q3: Are the current systems and processes in Scotland adequate for monitoring, 
reporting, eliminating or controlling these hazards? 

9. HSE does not proactively inspect the health care sector to assess the control of 
healthcare associated infection and has a limited role in investigating incidents so we 
cannot fully answer this question. 
 
10. HSE does believe that where specialist expertise is deployed appropriately, and duty 
holders implement and maintain effective management systems for the control of risk an 
effective standard can be achieved in the healthcare sector.  
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