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PUBLIC PETITIONS COMMITTEE

 
AGENDA

 
19th Meeting, 2017 (Session 5)

 
Thursday 26 October 2017

 
The Committee will meet at 9.15 am in the David Livingstone Room (CR6).
 
1. Consideration of new petitions The Committee will consider the following new

petitions—
 

PE1671 by Lisa Harvey and Andrea Goddard on behalf of Let's Get MAD
For Wildlife on Sale and use of glue traps;
and will take evidence from—
Andrea Goddard, Let's Get MAD for Wildlife; Claire Bass, Executive
Director, Humane Society International UK; and Dr Elizabeth Mullineaux,
Veterinary surgeon, Wild Animal Welfare Committee; and
PE1670 by James Cassidy on Reform the Scottish electoral system to
make it democratic and accountable
 

2. Consideration of continued petitions: The  Committee  will  consider  the
following continued petitions—

 
PE1408 by Andrea MacArthur on Updating of Pernicious Anaemia-
VitaminB12 Deficiency understanding & treatment;
PE1517 by Elaine Holmes and Olive McIlroy on behalf of Scottish Mesh
Survivors - "Hear Our Voice" campaign on Polypropylene Mesh Medical
Devices;
PE1545 by Ann Maxwell on behalf of Muir Maxwell Trust on Residential
care provision for the severely learning disabled;
PE1596 by Paul Anderson, James McDermott, Chris Daly on In Care
Survivors Service Scotland;
PE1607 by Peter Gregson on behalf of Kids not Suits on Congestion
charging in major Scottish cities;
PE1616 by John S Shaw on Parking Legislation;
PE1621 by James Robertson on Sepsis Awareness, Diagnosis and
Treatment;
PE1627 by Annette McKenzie on Consent for mental health treatment for
people under 18 years of age;

http://www.parliament.scot/GettingInvolved/Petitions/gluetraps
http://www.parliament.scot/GettingInvolved/Petitions/reformthescottishelectoralsystem
http://www.parliament.scot/GettingInvolved/Petitions/PE01408
http://www.parliament.scot/GettingInvolved/Petitions/scottishmeshsurvivors
http://www.parliament.scot/GettingInvolved/Petitions/PE01545
http://www.parliament.scot/GettingInvolved/Petitions/PE01596
http://www.parliament.scot/GettingInvolved/Petitions/CongestionCharging
http://www.parliament.scot/GettingInvolved/Petitions/parking
http://www.parliament.scot/GettingInvolved/Petitions/PE01621
http://www.parliament.scot/GettingInvolved/Petitions/PE01627
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PE1631 by Maureen McVey on Child Welfare Hearings;
PE1646 by Caroline Hayes on Drinking water supplies in Scotland; and
PE1647 by Angus O'Henley on Protection for all employees in NHS
Scotland.
 

 
Catherine Fergusson

Clerk to the Public Petitions Committee
Room T3.40

The Scottish Parliament
Edinburgh

Tel: 0131 348 5186
Email: petitions@parliament.scot

http://www.parliament.scot/GettingInvolved/Petitions/PE01631
http://www.parliament.scot/GettingInvolved/Petitions/PE01646
http://www.parliament.scot/GettingInvolved/Petitions/PE01647
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The papers for this meeting are as follows—
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PRIVATE PAPER PPC/S5/17/19/1 (P)
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Note by the Clerk PPC/S5/17/19/3
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Note by the Clerk PPC/S5/17/19/5

Note by the Clerk PPC/S5/17/19/6

Note by the Clerk PPC/S5/17/19/7

Note by the Clerk PPC/S5/17/19/8

Note by the Clerk PPC/S5/17/19/9

Note by the Clerk PPC/S5/17/19/10

Note by the Clerk PPC/S5/17/19/11

Note by the Clerk PPC/S5/17/19/12

Note by the Clerk PPC/S5/17/19/13

Note by the Clerk PPC/S5/17/19/14
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Public Petitions Committee 

19th Meeting, 2017 (Session 5)  

Thursday 26 October 2017 

PE1671 Sale and use of glue traps 

Note by the Clerk 

Petitioners Lisa Harvey and Andrea Goddard on behalf of Let’s Get MAD for 
Wildlife 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
ban the sale and use of glue traps and boards in Scotland. 

Webpage parliament.scot/GettingInvolved/Petitions/gluetraps  

 

Introduction 

1. This is a new petition that collected 5803 signatures and 877 comments. A 
submission in support of the petition has been provided by the Scottish SPCA. 
 

2. The petitioner will give evidence to the Committee, and has provided a written 
submission which is in the form of an open letter from ten wildlife charities to 
the Cabinet Secretary for the Environment, Climate Change and Land Reform. 
The Committee is invited to consider what action it wishes to take. 

Background (the following is taken from the SPICe briefing) 

3. Glue traps, also known as glue boards, are trays coated with a strong adhesive. 
Any animal that touches one becomes stuck and is unable to escape. The 
animal is immobilised but not killed outright (Humane Society International, 
Undated). Glue traps are most commonly used by professional contractors in 
food premises, where the use of rodenticide poisons are undesirable due to the 
risk of poison contamination. 

4. The Humane Society International has a number of concerns related to glue 
traps— 

 animals are not killed outright and may suffer before the trap is inspected 
and the animal killed 

 non-target species may be trapped 

 guidelines are not followed. 

Code of practice and legislation 

5. The National Pests Technicians Association has developed a non-statutory 
code of practice for the humane use of glue traps. It states— 

http://www.parliament.scot/GettingInvolved/Petitions/gluetraps
http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB17-1671.pdf
http://www.hsi.org/world/united_kingdom/work/glue-traps/qa/glue-traps-faqs.html?referrer=https://www.google.co.uk/
http://www.cieh.org/uploadedFiles/Core/Policy/Environmental_protection/Pest_management/NPAP/COP_Glue_Boards.pdf
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“the use of rodent glue boards remains an important last choice option when 
all other control methods have been considered and deemed unsuitable.” 

6. The Animal Health and Welfare (Scotland) Act 2006 (the 2006 Act) is 
concerned with the health and welfare of protected animals. Protected animals 
are defined under section 17— 

“(1) In this Part, an animal is a “protected animal” if it is— 

(a) of a kind which is commonly domesticated in the British Islands, 
(b) under the control of man on a permanent or temporary basis, or 
(c) not living in a wild state. 

7. The Guidance on the Animal Welfare Provisions (Part 2) of the Animal Health 
and Welfare (Scotland) Act 2006 provides an animal caught in a trap as an 
example of an animal under the control of man on a temporary basis (page 2, 
para 7). It is clear from this that in Scotland animals caught in traps are 
considered to be under the control of man and therefore protected. The person 
who sets a trap in Scotland has a legal responsibility to deal humanely with any 
animals caught in them. Failure to do so is an offence under the 2006 Act. 

8. However, there is no specific requirement either in the Act itself or in any 
secondary legislation under the 2006 Act requiring traps to be checked. 

9. The Scottish Government has told SPICe that the Wildlife and Countryside Act 
(WCA) 1981 prohibits the use of glue boards to trap birds. 

10. Primary legislation would be required to ban glue traps in Scotland. Section 11 
of the WCA would have to be amended to prohibit glue boards as a method of 
taking wild animals. 

Scottish Government or Parliament action 

11. There has not been any recent Scottish Government action in relation to the 
issue raised by the petition. In May 2014, Jim Hume MSP lodged a written 
question which asked the Scottish Government “whether it plans to ban the use 
of glue traps for catching rodents.” 

12. Paul Wheelhouse, then Minister for Environment and Climate Change, 
responded for the Scottish Government— 

“The Scottish Government currently has no plans to ban glue traps for catching 
rodents although we do plan to review aspects of policy in relation to animal 
traps in the near future, consulting with the Partnership for Action Against 
Wildlife Crime Scotland Legislation, Regulation and Guidance sub-group and 
other relevant stakeholders.” 

Conclusion 

13. The Committee is invited to consider what action it wishes to take. Options 
include — 

http://www.legislation.gov.uk/asp/2006/11/part/2
http://www.gov.scot/Resource/Doc/972/0040944.pdf
http://www.gov.scot/Resource/Doc/972/0040944.pdf
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 To write to the Scottish Government and the National Pests Technicians 
Association, seeking their views on the petition 

 To take any other action the Committee considers appropriate. 

Clerk to the Committee 

Annexe  

The following submissions are circulated in connection with consideration of the 
petition at this meeting— 

 PE1671/A: SSPCA submission of 20 October 2017 (8KB pdf) 

 PE1671/B: Petitioner submission of 20 October 2017 (5KB pdf) 

All written submissions received on the petition can be viewed on the petition 
webpage.  

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1671A_SSPCA.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1671_B.pdf
http://www.parliament.scot/GettingInvolved/Petitions/gluetraps


PE1671: Sale and use of glue traps 

 

Petitioner Lisa Harvey and Andrea Goddard 

Date 
Lodged 

25 July 2017 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
ban the sale and use of glue traps and boards in Scotland.  

Previous 
action 

Lisa Harvey and Andrea Goddard met with Kate Forbes MSP to 
discuss the possibility of banning the sale and use of glue traps in 
Scotland. Ms Forbes indicated she would speak with Roseanna 
Cunningham, Cabinet Secretary for Environment, Climate Change 
and Land Reform about the issue before the summer recess. 

Previous UK government petitions have failed in their attempt to 
obtain a ban of these products for sale or use. 

 

Background 
information 

Glue traps are cruel, indiscriminate, and cause immense prolonged 
suffering to any animal caught in them. The indiscriminate nature of 
these traps was illustrated by the recent case of a female blackbird 
discovered by a customer at a pet shop in Inverness. The bird had 
struggled to escape so desperately and for so long that she had 
pulled off one leg and most of her feathers on her tail and underside. 
She must have been in immense pain and distress. 

Guidelines state that these traps be checked frequently and any 
caught animal be killed by a swift blow to the head. However, these 
are only guidelines, are often not followed and the animal dies slowly, 
overcome by its injuries, suffocation in the glue, or by starvation. 

Glue traps often catch non-target species, such as wild birds, and 
guidelines for their use are often not followed. There is at present no 
regulation over these devices, they are for sale to the public and their 
use is not monitored to check compliance with guidelines.  

A ban on the sale of these traps is necessary to stop animals from 
being trapped in these devices and suffering terribly. Even 'pest' 
species which may need controlled for hygiene or health and safety 
reasons can be trapped in much more humane ways, including those 
ways which bring about a swift death, minimising suffering. 

Similar UK wide petitions have been launched, which in itself 
indicates the scale of public abhorrence at their sale and use. We 
believe if the Scottish Government agrees to ban these products that 
this will set an important precedent for the rest of the UK to follow suit. 

Glue traps and boards are banned in Ireland, New Zealand and the 
Australian state of Victoria. 

 



 

Briefing for the Public Petitions Committee 

Petition Number: PE01671 

Main Petitioner: Lisa Harvey and Andrea Goddard on behalf of Let's Get 
MAD For Wildlife 

Subject: Sale and use of glue traps 

Calls on the Scottish Parliament to urge the Scottish Government to ban the 
sale and use of glue traps and boards in Scotland. 

Background 

Glue traps, also known as glue boards, are trays coated with a strong 
adhesive. Any animal that touches one becomes stuck and is unable to 
escape. The animal is immobilised but not killed outright (Humane Society 
International, Undated). Glue traps are most commonly used by professional 
contractors in food premises, where the use of rodenticide poisons are 
undesirable due to the risk of poison contamination.  

The Humane Society International has a number of concerns related to glue 
traps -  

 animals are not killed outright and may suffer before the trap is 
inspected and the animal killed 

 non-target species may be trapped 

 guidelines are not followed. 

Code of practice and legislation  

The National Pests Technicians Association has developed a code of practice 
for the humane use of glue traps. It states that -  

“the use of rodent glue boards remains an important last choice option 
when all other control methods have been considered and deemed 
unsuitable.” 

The code of practice is not statutory.  

http://external.parliament.scot/GettingInvolved/Petitions/gluetraps
http://www.hsi.org/world/united_kingdom/work/glue-traps/qa/glue-traps-faqs.html?referrer=https://www.google.co.uk/
http://www.hsi.org/world/united_kingdom/work/glue-traps/qa/glue-traps-faqs.html?referrer=https://www.google.co.uk/
http://www.cieh.org/uploadedFiles/Core/Policy/Environmental_protection/Pest_management/NPAP/COP_Glue_Boards.pdf
http://www.cieh.org/uploadedFiles/Core/Policy/Environmental_protection/Pest_management/NPAP/COP_Glue_Boards.pdf
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The Animal Health and Welfare (Scotland) Act 2006 is concerned with the 
health and welfare of protected animals. Protected animals are defined under 
section 17 –  

(1) In this Part, an animal is a “protected animal” if it is— 

(a) of a kind which is commonly domesticated in the British Islands, 
(b) under the control of man on a permanent or temporary basis, or 
(c) not living in a wild state. 

The Guidance on the Animal Welfare Provisions (Part 2) of the Animal Health 
and Welfare (Scotland) Act 2006 provides an animal caught in a trap as an 
example of an animal under the control of man on a temporary basis (page 2, 
para 7).  It is clear from this that in Scotland animals caught in traps are 
considered to be under the control of man and therefore protected.  The 
person who sets a trap in Scotland has a legal responsibility to deal humanely 
with any animals caught in them.  Failure to do so is an offence under the 
Animal Health and Welfare (Scotland) Act 2006.   

However, there is no specific requirement either in the Act itself or in any 
secondary legislation under the 2006 Act requiring traps to be checked.   

The Scottish Government has told SPICe that the Wildlife and Countryside 
Act 1981 (WCA) prohibits the use of glue boards to trap birds. 

Primary legislation would be required to ban glue traps in Scotland.  Section 
11 of the WCA would have to be amended to prohibit glue boards as a 
method of taking wild animals. 

Scottish Government Action 

None 

Scottish Parliament Action 

Jim Hume (South Scotland) (Scottish Liberal Democrats). (S4W-21151) 

To ask the Scottish Government whether it plans to ban the use of glue traps 
for catching rodents.  

Paul Wheelhouse (20 May 2014): The Scottish Government currently has no 
plans to ban glue traps for catching rodents although we do plan to review 
aspects of policy in relation to animal traps in the near future, consulting with 
the Partnership for Action Against Wildlife Crime Scotland Legislation, 
Regulation and Guidance sub-group and other relevant stakeholders. 

Wendy Kenyon  
Senior Researcher 
21 August 2017 

http://www.legislation.gov.uk/asp/2006/11/part/2
http://www.gov.scot/Resource/Doc/972/0040944.pdf
http://www.gov.scot/Resource/Doc/972/0040944.pdf
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SPICe research specialists are not able to discuss the content of petition briefings 
with petitioners or other members of the public. However if you have any comments 
on any petition briefing you can email us at spice@parliament.scot  

Every effort is made to ensure that the information contained in petition briefings is 
correct at the time of publication. Readers should be aware however that these 
briefings are not necessarily updated or otherwise amended to reflect subsequent 
changes. 

 

Published by the Scottish Parliament Information Centre (SPICe), an office of the 
Scottish Parliamentary Corporate Body, The Scottish Parliament, Edinburgh, EH99 

1SP 

 

mailto:spice@parliament.scot


PE1671/A 
SSPCA submission of 20 October 2017 
 
Members of the Public Petitions Committee. 
 
The Scottish SPCA supports the above petition lodged by Lisa Harvey and Andrea Goddard. 
 
The Scottish SPCA accepts the need for humane pest control for human health and safety 
reasons; however, the Society expects this to be carried out in the most humane manner possible. 
 
Glue traps are totally indiscriminate and will entrap any creature that comes into contact with them.  
 
There are many other types of live traps that are covered by legislation such as snares, Larsen  
and Cage Crow traps, such traps must be checked by the operator within a 24 hour period and 
any target animal or bird caught humanely dispatched or non-target animal released unharmed. 
 
The same principle applies to glue traps, however, many are supplied without the necessary  
guidance and when this is supplied it is often not followed, many people cannot bring themselves 
to dispatch an animal with a swift single blow and as a result the animal is left to die a slow death 
through starvation, dehydration or exhaustion in an attempt to escape. 
 
Pest of vermin species in the wild state have little legal protection, however in the case of glue 
boards, once an animal has become trapped it is under the control of man and as such is 
technically protected by the Animal Health and Welfare Scotland Act 2006, which could come into 
play if the general acceptance of dispatch within 24 hours is not carried out. 
 
If these boards were deliberately set to trap a wild bird it could be deemed illegal under the Wildlife 
and Countryside Act 1981. 
 
As with other live traps, if a non-target species is caught it should be released unharmed within a 
24 hour period, it would be extremely unlikely that a non-target animal or bird could be released 
unharmed without treatment to remove the glue from fur or feathers. 
 
There are many alternatives to the use of glue boards. There are many types of instant kill traps 
available that are very effective, there are also a number of humane live traps that capture the 
animal unharmed whereby the trapped animal can be released away from the property it was 
caught in. 
 
The Scottish SPCA does believe that glue traps do cause unnecessary suffering and stress to the 
animals that are caught on these glue traps and would ask the Committee to recommend that 
measure are taken to ban the sale and use of these glue boards. 



PE1671/B 
Petitioner submission of 20 October 2017 
 
We write to you on behalf of the above named animal protection organisations and 
wildlife research organisation, who collectively represent many thousands of animal 
lovers across Scotland, to request your action to prohibit the use and sale of rodent 
glue traps.  
 
For many years, animal welfare groups have raised serious concerns regarding 
these devices. As you may already be aware, a recent petition urging the Scottish 
Parliament to pursue a ban on glue traps received over 5,000 signatures, a strong 
signal that this issue matters to Scottish people.  
 
While the UK government has been slow to respond to calls to prohibit rodent glue 
traps, despite considerable public support, we believe that the Scottish government 
is ideally positioned to take decisive action. We respectfully request a meeting to 
present further evidence and discuss options for legislative measures.  
 
Every year across the UK, glue traps, widely available for as little as 99p, cause 
untold numbers of trapped rodents to suffer horrific injuries and an agonising and 
protracted death from starvation, dehydration, suffocation or stress. Animals caught 
on these devices are known to break and dislocate limbs, tear of fur and skin and 
even attempt to gnaw off limbs in order to free themselves. Glue traps are also 
indiscriminate. While it is an offence under the Wildlife and Countryside Act (1981) to 
install glue boards in a place where wild birds could be captured, many instances 
have been recorded of birds being trapped, as well as small mammals and reptiles, 
and even pets.  
 
The Guidance on the Animal Welfare Provisions (Part 2) of the Animal Health and 
Welfare (Scotland) Act 2006 makes clear that animals caught on or in traps are 
protected under the Act, and therefore failing to deal with trapped animals humanely 
is an offence. In practice, members of the public are very often unaware of their 
responsibility to deal with a captured animal and/or unwilling or unable to dispatch 
trapped animals in a humane manner. The vast majority of high street manufacturers 
do not include any specific information on their packaging or fail to provide any 
instructions at all for the user.  
 
A UK YouGov opinion poll commissioned by Humane Society International UK (HSI) 
in 2015 found that over half of respondents said they either would not know what to 
do with a trapped animal or would recommend an action that risked committing an 
offence under Section 19 of the Animal Health and Welfare (Scotland) Act. This 
included 9% who suggested drowning and 6% who stated that they would leave the 
animal to die on the trap or would throw the trap away with the live animal still 
attached. Such actions would clearly cause ‘unnecessary suffering’ and therefore put 
the person at risk of prosecution.  
 
In recent years there has been increasing support for bans or restrictions on the use 
of rodent glue traps, including from the pest control industry and veterinary experts. 
Both the Pest Management Alliance and the British Pest Control Association (BPCA) 
have voiced their serious concern over the use of glue traps by non-trained members 



of the public, with Simon Forrester, Chief Executive of the BPCA, stating that his 
association ‘would recommend their immediate removal of sale’ to any persons 
without full professional qualifications. The British Veterinary Association ‘consider 
them to be inhumane’ and ‘would ultimately like to see the use of traps by 
professionals banned and their sale to the public banned’.1  
 
In addition, several high street retailers, including Poundland, The Range and B&Q, 
and major wholesale companies, including Booker Group and MX Wholesale, have 
chosen not to stock glue traps after examining evidence of the animals’ suffering and 
the legal risks for users.  
 
The 2015 YouGov poll also showed that 71% of Scottish respondents were in favour 
of a ban on the use of glue traps, with only 5% actively opposed to the introduction of 
such legislation. Internationally, they have already been outlawed in New Zealand, 
the Republic of Ireland and the Australian state of Victoria on animal welfare 
grounds.  
 
Following this extremely well-supported petition, the Scottish Government now has a 
unique opportunity to set an example for the rest of the UK as a champion for the 
welfare protection of all wildlife, demonstrating that no sentient animal should be 
knowingly subjected to fear, suffering and a prolonged and agonising death. We urge 
you as Cabinet Secretary to initiate legislative action to prohibit the use of glue traps 
as a method to catch wild animals, potentially via amendment of Section 11 of the 
Wildlife and Countryside Act. Mindful that professional pest controllers may advance 
a case for the use of glue traps as a last resort in limited circumstances, we refer you 
to the New Zealand Animal Welfare (Glueboard Traps) Order 2009, which allows 
exemptions for the use of glue traps upon application, subject to governmental 
approval and in compliance with a number of restrictions and requirements. We 
believe this legislation could be adapted for use in Scotland.  

We would be pleased to discuss this and other legislative options with you and your 
team at your earliest convenience. 

 

 

 

 

 

 

 

 

 

 

1https://www.bva.co.uk/uploadedFiles/Content/News,_campaigns_and_policies/Policies/Ethics_and_
welfare/rodent-glue-traps-policy.pdf 

https://www.bva.co.uk/uploadedFiles/Content/News,_campaigns_and_policies/Policies/Ethics_and_welfare/rodent-glue-traps-policy.pdf
https://www.bva.co.uk/uploadedFiles/Content/News,_campaigns_and_policies/Policies/Ethics_and_welfare/rodent-glue-traps-policy.pdf
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Public Petitions Committee 

19th Meeting, 2017 (Session 5) 

Thursday 26 October 2017 

PE1670: Reform the Scottish electoral system to make it democratic and 
accountable 

Note by the Clerk 

Petitioner James Cassidy 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
review the current Scottish electoral system so that, when the relevant 
powers under the Scotland Act 2016 are devolved, candidates 
standing for a constituency seat are not also able to stand on the 
regional list. 

Webpage parliament.scot/GettingInvolved/Petitions/reformthescottishelectoralsy
stem 

Purpose 

1. This is a new petition that collected 485 online signatures, and 83 comments in 
support.  

2. Members have a summary of the petition and the Committee is invited to 
consider what action it wishes to take. 

Background (taken from the SPICe briefing) 

Scotland Act 1998 

3. There are no statutory restrictions on candidates standing for both constituency 
seats and regional seats in Scottish Parliament elections. 

4. Section 5 of the Scotland Act 1998 relates to candidates for Scottish Parliament 
general elections. It states that— 

(1) At a general election, the candidates may stand for return as constituency 
members or regional members. 

5. It also says, in subsection 7, that the regional list must not include a person— 
 

(a) who is included in any other list submitted under subsection (4) for the 
region or any list submitted under that subsection for another region 
 
(b) who is an individual candidate to be a regional member for the region or 
another region 
 

http://www.parliament.scot/GettingInvolved/Petitions/reformthescottishelectoralsystem
http://www.parliament.scot/GettingInvolved/Petitions/reformthescottishelectoralsystem
http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB17-1670.pdf
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(c) who is a candidate to be a constituency member for a constituency not 
included in the region, or 
 
(d) who is a candidate to be a constituency member for a constituency 
included in the region but is not a candidate of that party. 
 

6. When the Scotland Bill was being scrutinised there does not appear to have 
been any discussion on restricting dual candidacy. However, during its report 
stage in the House of Commons (12 May 1998 columns 226-230) the Liberal 
Democrats did propose an amendment on the kind of list which could be used 
by parties for the regional votes— 
 

“Mr. Gorrie: We have tabled a number of amendments, covering two 
particular points. First, we propose to make the closed-list system an open-list 
system. Under the Bill, after putting an “X” for their first-past-the-post 
constituency Member, the voters would put an “X” against the name of the 
party they support. 
 
“We propose that they should put the name of a candidate of the party that 
they support on the list. Candidates on that list would be elected in order of 
the number of votes they received from the electorate. The electorate would 
choose who got in from the party’s list, rather than the party managers. We 
feel that that would be much more democratic, as a closed list gives too much 
appearance of manipulation by the party and leads to the sort of thing that the 
hon. Member for Linlithgow (Mr. Dalyell) mentioned.” 

Arbuthnott Commission 

7. In July 2004, the Commission on Boundary Differences and Voting Systems 
was set up by the Secretary of State for Scotland, Alistair Darling, under the 
chairmanship of Professor Sir John Arbuthnott. 

8. The Commission published its final report, Putting Citizens First: Boundaries, 
Voting and Representation in Scotland, in January 2006. The Commission had 
looked at issues including the closed lists for the regional votes and dual 
candidates 

9. Although in 2006 the issue of banning dual candidates was progressing for the 
National Assembly for Wales (see below) the Arbuthnott Commission found 
that in Scotland— 

“There is no survey evidence to suggest that dual candidacy is an issue for 
voters, or a disincentive to their participation in the political process. Few of 
our consultation responses raised dual candidacy as an issue, nor was it 
raised spontaneously in our focus groups. 

[…] Barring dual candidacy could also create tensions between constituency 
and regional candidates within the same party, since the chances of a 
regional candidate being elected would be enhanced when candidates from 
his or her party perform poorly in the constituency election. It might therefore 

https://publications.parliament.uk/pa/cm199798/cmhansrd/vo980512/debtext/80512-26.htm
https://web.archive.org/web/20070614143505/http:/www.arbuthnottcommission.gov.uk/
https://web.archive.org/web/20060922165818/http:/www.arbuthnottcommission.gov.uk:80/docs/Final%20Report/Low%20Res%20Arbuthnott%20Print.pdf
https://web.archive.org/web/20060922165818/http:/www.arbuthnottcommission.gov.uk:80/docs/Final%20Report/Low%20Res%20Arbuthnott%20Print.pdf
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be in the interests of a regional candidate of any party to see colleagues lose 
constituency elections. 

Dual candidacy is a common and accepted feature of mixed member 
proportional systems across the world – indeed, in some cases candidates 
are expressly required to stand in both contests. We suggest that dual 
candidacy only seems problematic to some people here because of the 
legacy of constituency representation within British political culture and the 
hegemony which this has secured for some parties. Candidates coming in 
second or third place who are then elected through the regional list are only 
“losers” in the context of a first past the post, “winner takes all”, electoral 
system. This logic does not sit well within a proportional system and 
introducing it devalues and undermines the concept of proportionality. The 
criticism, and the pejorative terms in which it is sometimes put, does little to 
enhance the legitimacy of regional MSPs. 

The Commission believes that preventing dual candidacy would be 
undemocratic and agrees that it would place “an unnecessary restriction on 
the democratic rights of potential candidates, parties and local electors to 
have as unrestricted a choice as possible in an election”. 

The Commission has put the interests of the constituent at the centre of our 
concerns and we would not favour any action which might have a negative 
impact on these. While we acknowledge that there might be an issue 
regarding the accountability and legitimacy of regional members elected via 
closed party lists, we do not believe that barring dual candidacy would be an 
appropriate or democratic means of addressing it. Open lists present a better 
way forward for dealing with this concern.” 

10. So, although the banning of dual candidates was introduced in Wales, it did not 
happen in Scotland. 

National Assembly for Wales 

11. In the first two elections to the National Assembly for Wales there was no 
restriction on candidates standing for both a constituency and regional seat. 

12. However, this changed with the Government of Wales Act (GOWA) 2006, 
Section 7 of which included a restriction on standing as both a constituency and 
a regional candidate in an Assembly election. This restriction affected the 2007 
and 2011 elections to the National Assembly. 

13. This restriction was removed with the passing of the Wales Act 2014. In its 
report on its scrutiny of the draft Wales Bill the Welsh Affairs Committee noted 
that— 

“Several witnesses, such as the Electoral Commission and Professors Wyn 
Jones and Scully, supported the removal of the ban. Professor Scully argued 
that banning dual candidacy “represents a fundamental misunderstanding of 
the AMS [Additional Member System] electoral system”. He also argued that 
the ban might inhibit the quality of representatives returned to the National 

https://publications.parliament.uk/pa/cm201314/cmselect/cmwelaf/962/96206.htm#a20
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Assembly for Wales. The Electoral Reform Society Wales said that 
independent evidence “overwhelmingly supports the position that a ban on 
dual candidacy is anomalous”. It was concerned, however, that the political 
debate on this issue may appear partisan to voters: “the danger, in terms of 
public perception, is that parties that support the ban could arguably benefit 
from it; whilst parties that oppose the ban would benefit the greatest from its 
reversal”. The Electoral Commission said its views had not changed on this 
issue since its opposition to the initial proposals to prohibit dual candidacy as 
part of the GOWA 2006. The Commission also pointed out that there was no 
similar prohibition in Scottish Parliament elections.” 

14. However, the Welsh Government did not support the lifting of the restriction. 
The First Minister for Wales told the Committee— 

“We do not support the removal of the ban on dual candidacy. We take the 
view that the public did not understand the system where somebody could 
stand in a constituency and then reappear elected from a list. That situation 
has not changed.” 

15. The 2014 Act also introduced an amendment to say that a person could not 
stand as a candidate in a constituency outside of the region in which they are 
standing, which echoes the restriction in the Scotland Act 1998. 

Scottish Government Action 

16. Following the devolution of powers over Scottish Parliament elections the 
Scottish Government plans to consult on electoral legislation later in 2017. This 
is reiterated in the Scottish Government’s submission in relation to petition 
PE1666, which states its commitment to— 

“…take forward a consultation exercise to find out what electoral reforms 
Scottish citizens would like to see taken forward in future legislation. The 
publication of the consultation paper on electoral reform is planned for this 
year.”  

Conclusion 

17. The Committee is invited to consider what action it wishes to take on this 
petition. Options include— 

 To write to the Scottish Government and the Electoral Commission to seek 
their views on the action called for in the petition 

 To take any other action the Committee considers appropriate. 

Clerk to the Committee 

 

 



PE01670: Reform the Scottish electoral system to make it democratic and 
accountable 

Petitioner James Cassidy 

Date 
Lodged 

28 August 2017 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
review the current Scottish electoral system so that, when the 
relevant powers under the Scotland Act 2016 are devolved, 
candidates standing for a constituency seat are not also able to stand 
on the regional list. 

Previous 
action 

I have contacted the seven regional list MSPs for my area. 

Background 
information 

We are told that we have a democratic parliament. We are told that if 
we do not like the elected representative we have we can vote them 
out. That is not quite the case.  

In the 2016 Scottish Parliament election numerous constituency 
candidates were resoundingly rejected by their constituents, yet by 
the parties placing them favourably on the regional list, were elected 
anyway. For example, 35 of the 56 regional MSPs, from all of the 
parties currently represented in the Scottish Parliament, were rejected 
in the constituency vote but were still elected through the regional list 
system. 

How can this be said to be in line with the wishes of the people? It is 
entirely undemocratic. 

In my view, to prevent this from occurring constituency candidates 
should not be allowed to be placed on the regional list, and should 
gain office on merit. Furthermore, to prevent manipulation of the list 
by the parties themselves, the ranking system should be removed. If 
a party gains for example three list places, those three posts should 
be drawn at random from the supplied list. 

In addition the actual system of regionally allocating members fails to 
truly represent the percentages of votes cast nationally, creating an 
imbalance to the detriment of the smaller parties, and I consider this 
needs to be reviewed to reflect the national balance and to ensure 
that the regional list system is not used by all political parties to create 
a safety net where the electorate cannot remove constituency MSPs 
from parliament. Representing the people of Scotland is a privilege 
granted by the people, not a right. 

By allowing candidates who have clearly been rejected by the 
electorate to be elected despite the electorate’s wishes is an affront to 
democracy and is akin to the Westminster practice of moving rejected 
MPs to the Lords. 

 



 

Briefing for the Public Petitions Committee 

Petition Number: PE1670 

Main Petitioner: James Cassidy 

Subject: Reform the Scottish electoral system to make it democratic and 
accountable 

Calls on the Parliament to urge the Scottish Government to review the current 
Scottish electoral system so that, when the relevant powers under the 
Scotland Act 2016 are devolved, candidates standing for a constituency seat 
are not also able to stand on the regional list. 

 

Background 

Scotland Act 1998 

There are no statutory restrictions on candidates standing for both 
constituency seats and regional seats in Scottish Parliament elections. 

Section 5 of the Scotland Act 1998 relates to candidates for Scottish 
Parliament general elections. It states that: 

(1) At a general election, the candidates may stand for return as 
constituency members or regional members. 

It also says, in subsection 7, that the regional list must not include a person: 

(a) who is included in any other list submitted under subsection (4) for 
the region or any list submitted under that subsection for another 
region 

(b) who is an individual candidate to be a regional member for the 
region or another region 

(c) who is a candidate to be a constituency member for a constituency 
not included in the region, or 

(d) who is a candidate to be a constituency member for a constituency 
included in the region but is not a candidate of that party. 

When the Scotland Bill was being scrutinised there does not appear to have 
been any discussion on restricting dual candidacy. However, during its report 

http://external.parliament.scot/GettingInvolved/Petitions/reformthescottishelectoralsystem
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stage in the House of Commons (12 May 1998 columns 226-230) the Liberal 
Democrats did propose an amendment on the kind of list which could be used 
by parties for the regional votes: 
 

“Mr. Gorrie: We have tabled a number of amendments, covering two 
particular points. First, we propose to make the closed-list system an 
open-list system. Under the Bill, after putting an "X" for their first-past-
the-post constituency Member, the voters would put an "X" against the 
name of the party they support.  
 
We propose that they should put the name of a candidate of the party 
that they support on the list. Candidates on that list would be elected in 
order of the number of votes they received from the electorate. The 
electorate would choose who got in from the party's list, rather than the 
party managers. We feel that that would be much more democratic, as 
a closed list gives too much appearance of manipulation by the party 
and leads to the sort of thing that the hon. Member for Linlithgow (Mr. 
Dalyell) mentioned.” 

 
Arbuthnott Commission 
 
In July 2004, the Commission on Boundary Differences and Voting Systems 
was set up by the Secretary of State for Scotland, Alistair Darling, under the 
chairmanship of Professor Sir John Arbuthnott. 
 
The Commission published its final report, Putting Citizens First: 
Boundaries, Voting and Representation in Scotland, in January 2006. The 
Commission had looked at issues including the closed lists for the regional 
votes and dual candidates. 
 
Although in 2006 the issue of banning dual candidates was progressing for 
the National Assembly for Wales, see below, the Arbuthnott Commission 
found that in Scotland: 
 

“There is no survey evidence to suggest that dual candidacy is an issue 
for voters, or a disincentive to their participation in the political process. 
Few of our consultation responses raised dual candidacy as an issue, 
nor was it raised spontaneously in our focus groups. 
 
[…] Barring dual candidacy could also create tensions between 
constituency and regional candidates within the same party, since the 
chances of a regional candidate being elected would be enhanced 
when candidates from his or her party perform poorly in the 
constituency election. It might therefore be in the interests of a regional 
candidate of any party to see colleagues lose constituency elections. 
 
Dual candidacy is a common and accepted feature of mixed member 
proportional systems across the world – indeed, in some cases 
candidates are expressly required to stand in both contests. We 
suggest that dual candidacy only seems problematic to some people 

http://www.publications.parliament.uk/pa/cm199798/cmhansrd/vo980512/debtext/80512-26.htm#80512-26_spnew3
https://web.archive.org/web/20070614143505/http:/www.arbuthnottcommission.gov.uk/
https://web.archive.org/web/20070611125639/http:/www.arbuthnottcommission.gov.uk/docs/Final%20Report/Low%20Res%20Arbuthnott%20Print.pdf
https://web.archive.org/web/20070611125639/http:/www.arbuthnottcommission.gov.uk/docs/Final%20Report/Low%20Res%20Arbuthnott%20Print.pdf
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here because of the legacy of constituency representation within British 
political culture and the hegemony which this has secured for some 
parties. Candidates coming in second or third place who are then 
elected through the regional list are only “losers” in the context of a first 
past the post, “winner takes all”, electoral system. This logic does not 
sit well within a proportional system and introducing it devalues and 
undermines the concept of proportionality. The criticism, and the 
pejorative terms in which it is sometimes put, does little to enhance the 
legitimacy of regional MSPs. 
 
The Commission believes that preventing dual candidacy would be 
undemocratic and agrees that it would place “an unnecessary 
restriction on the democratic rights of potential candidates, parties and 
local electors to have as unrestricted a choice as possible in an 
election.” 
 
The Commission has put the interests of the constituent at the centre of 
our concerns and we would not favour any action which might have a 
negative impact on these. While we acknowledge that there might be 
an issue regarding the accountability and legitimacy of regional 
members elected via closed party lists, we do not believe that barring 
dual candidacy would be an appropriate or democratic means of 
addressing it. Open lists present a better way forward for dealing with 
this concern.” 

 
So, although the banning of dual candidates was introduced in Wales, it did 
not happen in Scotland.  

National Assembly for Wales 

In the first two elections to the National Assembly for Wales there was no 
restriction on candidates standing for both a constituency and regional seat.  
 
However this changed with the Government of Wales Act 2006, Section 7 of 
which included a restriction on standing as both a constituency and a regional 
candidate in an Assembly election. This restriction affected the 2007 and 2011 
elections to the National Assembly. 
 
This restriction was removed with the passing of the Wales Act 2014. In its 
report on its scrutiny of the draft Wales Bill the Welsh Affairs Committee noted 
that: 
 

“Several witnesses, such as the Electoral Commission and Professors 
Wyn Jones and Scully, supported the removal of the ban. Professor 
Scully argued that banning dual candidacy "represents a fundamental 
misunderstanding of the AMS [Additional Member System] electoral 
system". He also argued that the ban might inhibit the quality of 
representatives returned to the National Assembly for Wales. The 
Electoral Reform Society Wales said that independent evidence 
"overwhelmingly supports the position that a ban on dual candidacy is 

https://publications.parliament.uk/pa/cm201314/cmselect/cmwelaf/962/96206.htm#a20
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anomalous". It was concerned, however, that the political debate on 
this issue may appear partisan to voters: "the danger, in terms of public 
perception, is that parties that support the ban could arguably benefit 
from it; whilst parties that oppose the ban would benefit the greatest 
from its reversal". The Electoral Commission said its views had not 
changed on this issue since its opposition to the initial proposals to 
prohibit dual candidacy as part of the GOWA 2006. The Commission 
also pointed out that there was no similar prohibition in Scottish 
Parliament elections.” 

 
However, the Welsh Government did not support the lifting of the restriction. 
The First Minister for Wales told the Committee: 
 

“We do not support the removal of the ban on dual candidacy. We take 
the view that the public did not understand the system where 
somebody could stand in a constituency and then reappear elected 
from a list. That situation has not changed.” 

 
The 2014 Act also introduced an amendment to say that a person could not 
stand as a candidate in a constituency outside of the region in which they are 
standing, which echoes the restriction in the Scotland Act 1998. 

Scottish Government Action 

Following the devolution of powers over Scottish Parliament elections the 
Scottish Government plans to consult on electoral legislation later in 2017. 

Francesca McGrath 
Senior Researcher 
7 August 2017 

SPICe research specialists are not able to discuss the content of petition briefings 
with petitioners or other members of the public. However if you have any comments 
on any petition briefing you can email us at spice@parliament.scot  

Every effort is made to ensure that the information contained in petition briefings is 
correct at the time of publication. Readers should be aware however that these 
briefings are not necessarily updated or otherwise amended to reflect subsequent 
changes. 

 

Published by the Scottish Parliament Information Centre (SPICe), an office of the 
Scottish Parliamentary Corporate Body, The Scottish Parliament, Edinburgh, EH99 
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Public Petitions Committee 

19th Meeting, 2017 (Session 5)  

Thursday 26 October 2017 

PE1408: Updating of Pernicious Anaemia-VitaminB12 Deficiency 
understanding & treatment  

Note by the Clerk 

Petitioner Mrs Andrea MacArthur 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
review and overhaul the current out-dated and ineffective method of 
diagnosing and treating Pernicious Anaemia/VitaminB12 Deficiency. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01408 

Introduction 

1. This is a continued petition that was last considered at the Committee’s 
meeting on 25 May 2017 when the Committee heard oral evidence from the 
Scottish Government. The Committee agreed to reflect on the evidence heard 
and to consider a note by the clerk at a future meeting. 

2. In the course of the evidence session, the Minister undertook/Committee 
agreed to ask for more information about the work of the Short Life Working 
Group. That information was provided in a letter from the Minister of 20 July 
2017 and a further submission from the petitioner has also been received. 
Copies are provided in the annexe to this note. 

Summary of evidence heard and subsequent written submissions 

3. At the meeting on 25 May 2017, the Committee heard evidence from the 
Minister for Public Health and Sport. The Minister was accompanied by 
Elizabeth Sadler, Deputy Director for Planning and Quality, and by Dr Padmini 
Mishra, Senior Medical Officer in the Office of the Chief Medical Officer. 

Guidelines 

4. The Minister’s opening statement referred to the guidelines available to 
practitioners and noted that, since the petition was lodged in 2011, guidance 
had been updated by way of the British Committee for Standards in 
Haematology (BSH) guidelines for the diagnosis and treatment of cobalamin 
and folate disorders which were published in 2014. 

5. Following publication of the BSH guidelines, the diagnostic steering group1 
indicated it did not consider the to be suitable for use in the practice-setting. 

                                                           
1
 The diagnostic steering group is a group of the Scottish Clinical Biochemistry Managed Diagnostic 

Network and provides “a forum where the National Managed Diagnostic Networks(NMDN’s) can 
access support from specialist disciplines and professionals.” 

http://www.parliament.scot/GettingInvolved/Petitions/PE01408
http://onlinelibrary.wiley.com/doi/10.1111/bjh.12959/full
http://onlinelibrary.wiley.com/doi/10.1111/bjh.12959/full
http://www.mcns.scot.nhs.uk/scbmdn/working-groups/diagnostic-steering-group/
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This indication and the variety of actions in relation to providing guidelines 
suitable for use was addressed in some detail in the course of the evidence 
session. 

6. In summary, in November 2014 the diagnostic steering group requested the 
Scottish Haematology Society (SHS) to provide a summary of the guidelines – 
this was explained in a letter from the Scottish Government to the Committee in 
December 2014. 

7. Work was subsequently undertaken by SHS with a draft summary document 
being produced. This draft summary was provided to the diagnostic steering 
group and subsequently to the Committee in November 2015 to enable the 
petitioner to provide comments. The process thereafter was summarised by 
Elizabeth Sadler— 

“…the summary document went to the diagnostic steering group—that was the 
version that the committee has seen. The committee asked Mrs MacArthur 
whether she had any comments on the draft, and she had a number of 
comments, which she made to the SHS. It responded to those comments, and 
that was the point at which it withdrew from the process, because it felt that it 
was being asked to change the content of the guidance, rather than just 
summarising it. The document was never finalised, therefore, and it has not 
been back to the diagnostic steering group since the version that the committee 
has seen.” 

8. It is on the basis of this process that the SHS guidance document has not been 
published. 

9. On the issue of why the request was made to SHS, the Minister stated— 

“The BSH guidelines address the majority of the issues that were raised in the 
petition. However, at the time of their publication, Scottish Government advisers 
felt that the guidelines were not in a suitable format for use in GP practices—
that is, they were not in a format that GPs were familiar with, such as the 
Scottish intercollegiate guidelines network or National Institute for Health and 
Care Excellence guidelines. As a result, the Scottish Haematology Society was 
asked to prepare a draft summary document of the guidelines. An initial draft 
was prepared but the SHS advised the committee that, because of the level of 
work required to complete the document, it had taken the decision to withdraw 
from the process, leaving the document in draft.” 

10. Asked to clarify the extent to which the SHS work was incomplete, the Minister 
explained— 

“There has to be a set of processes that are gone through. Ms Lamont said that 
the process would be straightforward, but it requires a lot of discipline to make 
a concise document out of something that is in depth. A lot of work and effort is 
required to make sure that nothing is missed or omitted and that nothing is 
included that overstates a particular way in which a system should be 
approached. 
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Also, there has also been no consultation on the document and there has not 
been the required level of peer review and research to look at the guidance, so 
it would not be appropriate or responsible for the Government—or anybody—to 
publish the summary document at this point.” 

11. As noted above, the Minister referred in her evidence to the BSH guidelines not 
being in a format that GPs were familiar with, giving the examples of guidelines 
from the Scottish Inter-collegiate Guidelines Network (SIGN)2 or the National 
Institute for Health and Care Excellence (NICE) as familiar formats for guidance 
suitable for use by GPs. 

12. NICE produced a clinical knowledge summary on Anaemia – B12 and folate 
deficiency in July 2015. The Minister stated that— 

“Clinical knowledge summaries are designed to be concise, accessible 
summaries of current evidence for primary care professionals and are in a 
format that GPs are familiar with.” 

13. The Minister went on to note that the NICE clinical knowledge summary “does 
not contradict anything in the original BSH guidelines” and that there is no need 
now for the SHS summary stating— 

“The clinical knowledge summary follows on and flows from the original BSH 
guidance, which at that time was considered to be in a format that GPs were 
not used to. Since then, NICE has produced a clinical knowledge summary and 
there is plenty of information for GPs to use. Furthermore, much more authority 
is attached to the NICE guidelines.” 

Testing and treatment 

14. In relation to diagnostic testing, the Minister set out in her opening statement 
that the second request made in the petition— 

“was for an overhaul of the diagnostic tests that are used and to adopt the 
active B12 test, and for homocysteine and methylmalonic acid tests to be used 
regularly. I understand that there is no definitive test for diagnosing vitamin B12 
deficiency, which is an area for experts in haematology that is addressed in the 
guidelines. The committee will understand that it is not appropriate for Scottish 
ministers or their policy officials to intervene in or contradict the evidence-based 
guidance that is produced by specialists in the field.” 

15. The Committee asked about the availability of second-line testing and whether 
there had been an increase in demand for such testing since the BSH 
guidelines were published. Dr Mirsha responded that— 

“We have no evidence on how much the demand has increased or decreased 
as a result of the guidelines. However, the guidelines suggest that the 
diagnosis is not clear cut. If required, clinicians can access the second-line test. 

                                                           
2
 Members may wish to note that the Scottish Government raised the issue with SIGN in 2012 but that, 

as the BSH was developing guidelines, any work by SIGN was considered to be duplicative. 

https://cks.nice.org.uk/anaemia-b12-and-folate-deficiency#!topicsummary
https://cks.nice.org.uk/anaemia-b12-and-folate-deficiency#!topicsummary
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It is not universally available in Scottish laboratories, but it is available to them 
from elsewhere.” 

16. When asked why second-line testing is not universally available in Scotland, Dr 
Mirsha explained— 

“The tests themselves are not dependable. What can be surmised from a result, 
whether positive or negative, might not help with the management of a case. It 
is difficult to interpret the tests. Therefore, more research is required so that we 
have standardisation of the tests and cut-off points, so that people know what is 
a low level and what is a sub-clinical level. Those are not available yet, so it is 
difficult for clinicians. At present, that is in the realm not of GPs, but of 
specialists and researchers.” 

17. This led to a question about what the Scottish Government can do to address 
this issue. In this regard, both the Minister and Dr Mishra referred to the role of 
the Chief Scientist Office (CSO). The Minister stated— 

“The chief scientist office within the Scottish Government, which has 
responsibility for the funding of clinical research in Scotland, would welcome 
applications for research projects aimed at the diagnosis and treatment of 
people with pernicious anaemia. The petitioner may want to consider that route, 
aided by the Pernicious Anaemia Society to identify researchers willing to move 
that forward.” 

18. Asked whether submissions for research were actively being sought, Dr Mishra 
noted— 

“Submissions can be made by patients, the public or clinicians; it is not up to 
the Government to ask the CSO to look at research proposals. We have asked 
the CSO to look positively at any proposal that is made in this area. That is all 
that we can do—encourage the CSO to keep an open mind and make it aware 
that this is an area of need. We cannot set up the proposals; a researcher must 
approach the CSO.” 

19. Given the lack of definitive diagnostic testing, and the role of clinician 
judgement, clarification was sought as to whether there is any data on the most 
likely outcomes of decisions made on the basis of such judgements. Dr Mirsha 
explained— 

“There is no readily available data. The British Society for Haematology 
acknowledged that there are no randomised controlled trials in this area. It 
recommended a pragmatic approach. 
 
Because every patient starts from a different level, it is very difficult to compare 
the journeys that people make from the beginning of the process to the end. It 
also depends on patient preference—some patients would like a lot of testing to 
be done, some would just like to get the treatment, and some would like to wait 
and see. Therefore, it is extremely difficult to find any data on the issue.” 
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20. On this issue of treatment available to patients, the Minister addressed both 
trial injections and self-injection in her opening statement— 

“The next request was for patients displaying advanced symptoms to be 
automatically offered trial injections of vitamin B12. Again, the BSH guidelines 
state that that could be considered. The petitioner also asked that folate and 
ferritin be checked for, along with other coexisting conditions. The BSH 
guidelines also provide advice on folate deficiency, coexisting conditions and 
the provision of folic acid. 
 
Lastly, the petitioner asked for patients to be able to self-inject vitamin B12 as 
and when they need it. All matters of treatment are for discussion and 
agreement between the individual and clinician concerned, and that is not and 
cannot be a matter for Scottish ministers to become involved in. However, I 
have been advised that self-administration can be challenging as it requires an 
intramuscular injection that has risks associated with it. As a result, some 
patients might not wish to self-inject, so that would have to be a matter for 
discussion between the individual and a clinician.” 

Short-life working group on haematology 

21. In addition to the possibility of submissions to the CSO, the evidence session 
also highlighted the establishment of a short-life working group on haematology 
“which will be able to pursue some of the issues that the petition has raised.” 
Asked for further information about the remit of the group, Dr Mishra sated— 

“The group intends to look at the management of vitamin B12 deficiency in the 
totality. Once the group is set up, it will decide its remit. If looking at the gaps 
requires more guidance and research work, that will be the group’s aim. The 
group is keen to do some work in this area, but not exclusively on testing; its 
remit is the general management of vitamin B12 deficiency.” 

22. It was also clarified that the group has been set up by the National Services 
Division of NHS National Services Scotland and that further information about 
the group would be provided to the Committee. 

23. A letter of 20 July 2017 set out information that the National Services Division 
had provided about the group, including: 

 The Haematology Short Life Working Group has been established as a 
subgroup of the Scottish Clinical Biochemistry Managed Diagnostic Network. 

 The remit of the group is to link all the professionals working in laboratories 
within the haematology and transfusion services across Scotland in order to: 

o Identify key pieces of improvement work that could be progressed 
within the lifespan of the SLWG 

o Scope the need for a standalone NMDN for haematology. 

 At the first meeting, B12 deficiency and the protocols and practice applied to 
it were discussed. The group noted the current evidence-based practice in 
place across Scotland and will be happy to review this on presentation of 
any new evidence. 

http://www.mcns.scot.nhs.uk/scbmdn/working-groups/diagnostic-steering-group/
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 The SLWG were also keen to ensure that Scottish Government’s recently 
published paper on demand optimisation was adhered to. 

 The group’s chair, Dr Alistair Hart, notes the request for ongoing liaison with 
the petitioner and a request for a meeting. SLWG activity is at a very early 
stage and is still to be fully scoped, so a meeting at this stage would be 
premature. 

 All ratified minutes of group discussion will be publicly available on the 
SCBMDN website. 

Petitioner submission 

24. In her response the petitioner makes a number of comments in relation to the 
evidence heard from the Minister and the Government submission of 20 July 
2017. The petitioner states— 

“None of my requests have been met and the subject to parietal cells has not 
even been acknowledged any time I’ve mentioned it.” 

25. The petitioner also explains a concern that has arisen about information being 
sent to some patients in relation to B12 injections and provides an extracts of a 
letter sent to a patient in Lothian which she states is being replicated across the 
UK. 

26. The petitioner refers to surveys/polls that have been conducted among the 
online support group for patients with pernicious anaemia with which she is 
involved in relation to the management of the condition and re-states her 
request that the licensing of injectable B12 for subcutaneous use be considered. 

27. The petitioner concludes by requesting that she is “permitted to speak directly 
to those whose responsibility it is to monitor and improve the way this condition 
is treated, and to be permitted to attend a future petitions committee meeting.” 

Conclusion 

28. The Committee is invited to consider what action it wishes to take. Options 
include — 

 To consider whether members may wish to seek any further evidence and, if 
so, from whom. 

 To close the petition under Rule 15.7 of Standing Orders on the basis that 
updated guidance suitable for use in the GP setting is available in the NICE 
clinical knowledge summary and that the Chief Scientist Office has been 
requested to look positively at any proposal for research in relation to the 
diagnosis and treatment of pernicious anaemia. 

 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee 

http://www.gov.scot/Publications/2017/02/5322/1
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Annexe 

The following submissions are circulated in connection with consideration of the 
petition at this meeting— 

 PE1408/NN: Scottish Government submission of 20 July 2017 (57KB pdf)  
 

 PE1408/OO: Petitioner Submission of 28 August 2017 (387KB pdf)  
 

http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1408NN_Scottish_Government.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PET_submission20170828.pdf


PE01408: UPDATING PERNICIOUS ANAEMIA/VITAMIN B12 DEFICIENCY 
UNDERSTANDING AND TREATMENT 

Petitioner Mrs Andrea MacArthur 

Date 
Lodged 

17 October 2011 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
review and overhaul the current out-dated and ineffective method of 
diagnosing and treating Pernicious Anaemia/VitaminB12 Deficiency. 

Previous 
action 

1. Featuring in a major newspaper article in 2009. This raised 
awareness of the general symptoms and alerted many people to what 
may be wrong with them. It brought many personal responses and 
increased membership of the Pernicious Anaemia Society as a 
source of valuable information. www.pernicious-anaemia-society.org 
2. Contacting the Scottish Parliament through my MSP in 2009, 
achieving responses from a Speciality Advisor which confirmed what 
we know to be the present but flawed understanding of how best to 
diagnose and treat this condition. 
3. Adding my support to various e-Petitions at Westminster, lodged by 
the Pernicious Anaemia Society or members of it. 
4. Personally appearing in a professionally produced DVD by the 
Pernicious Anaemia Society this year and which makes clear the 
failings in the current diagnosis and treatment of this condition. 

Background 
information 

I submit this petition due to my personal experience of and concern at 
the major failings in the diagnosis and treatment of Pernicious 
Anaemia/Vitamin B12 Deficiency. This condition is no longer a simple 
result of patients having gastric antibodies which prevent them being 
able to absorb VitB12 from their food or having a diet which excludes 
the foods which contain it. 

There appear to be other reasons for an occult deficiency, many of 
which do not result in a depleted serum level.  'Occult' deficiency 
refers to the dictionary's description: 

Medicine (of a disease or process) not accompanied by readily 
discernible signs or symptoms. 
There are many cases of patients having experienced long-term, 
serious and permanent damage to their health, typical of that 
associated with untreated Pernicious Anaemia (PA), but they do not 
necessarily have any of the haematological markers, such as a low 
serum B12 level, macrocytosis (enlarged red blood cells) or gastric 
antibodies to the stomach's parietal cells or the Intrinsic Factor they 
produce and which are crucial for the absorption of B12. 

Other possible known reasons for a hidden deficiency are: 

1. A problem with transcobalamin (a carrier protein to which B12 
needs to bind). 



2. A methylation cycle defect where B12 interacts with other 
substances which enables it to be metabolised. 
3. Treating a folate deficiency without first identifying a coexisting B12 
deficiency. This may correct the haematological signs of macrocytosis 
(ie - bring their MCV level back within a normal range) and will mask 
the B12 deficiency allowing it to remain hidden in the background and 
continue to cause neurological damage. 
4. There are also quite a few patients for whom it is never known why 
they need a considerable level of B12.  I am one such case but have 
now identified a probable reason as being mercury poisoning from the 
high number of dental amalgam fillings I had from a child. There are 
many patients who have received diagnoses of Fibromyalgia, Chronic 
Fatigue Syndrome or ME, however, since there is no option to test for 
environmental toxicity within the NHS, only those who can afford to 
pay privately are in a position to have this possibility explored. This is 
the route that I have had to go down. 

An undiagnosed B12 deficiency over many years causes devastating 
health problems, many of them permanent, and the patient is often 
unable to hold down employment yet is unable to receive any 
assistance as they don't have a diagnosis of any condition. Despite 
serious permanent damage to my own health, my serum B12 level 
was still well within the normal range and this is one of the major 
concerns with the current diagnostic tests. I responded immediately 
and spectacularly to VitB12 injections but have continued to need 
them extremely frequently (3 a week) rather than the 3-monthly 
frequency to which most patients are restricted, regardless of whether 
it is controlling their symptoms. 

I was already off to a good start in that I have excellent GPs, one of 
whom saw me before I began to deteriorate and who believed what I 
was telling him and had at least some documented and visual 
evidence of my decline. I have never been diagnosed with PA and no 
longer even believe that is what I have, however, I came across the 
term 'Pernicious Anaemia' by chance while browsing the internet and, 
purely out of curiosity, looked to see what it was. It was the 
recognition that I had almost every one of the advanced symptoms of 
it that I approached my doctor and asked if I'd ever been tested for it. 
Incredibly, and after 13 years of seeing various specialists, I hadn't 
ever been tested. However, since my serum B12 was still within the 
normal range even after all that time, it would probably have been 
dismissed as a reason and that is what I am trying to get over to the 
medical profession that patients are slipping through the net due to 
the unreliability of the test. Although I have said that I don't now 
believe I have PA, there is no doubt that the treatment I was given 
saved me from what I expect would have been death within the next 
few months. It literally saved my life and bought me time to search for 
the true reason for my excessive need for B12 and folic acid. 

I explained to my doctor why I was asking about B12 deficiency and it 



was agreed that it was reasonable to test me for it and, by the time 
the result was received, I had already discovered from my own 
research that a result which fell within the 'normal' range did not 
necessarily mean I did not have the condition. Since my doctor saw I 
had all the advanced symptoms, he was happy to let me try B12 
injections but this is not at all typical of the vast majority of members 
who relate their stories on the PA Society website forum. There are 
even quite a few who have tested as being deficient yet are still 
denied injections as they don't have antibodies or their doctors think 
they "are not very deficient". 

Again, although my response to the treatment was dramatic, it was 
very short-lived and I could not last more than a couple of days before 
the return of major symptoms. I admit I was a challenge to my doctors 
but they rose to the occasion and, I presume, after checking out for 
themselves the safety of such a high level of treatment, they allowed 
me to remain on it. My very frequent need of B12 may sound like an 
exception but, sadly, it is not. I read stories all the time of others 
struggling on the standard treatment but not being allowed whatever 
level of B12 keeps them stable. In essence, most doctors are basing 
all their clinical decisions on an out dated and unreliable test. Those 
who have their treatment decided on the results of this test, rather 
than their symptoms, are left with the options of either continuing to 
deteriorate or seek other ways of obtaining treatment. Quite a few of 
them consult private clinics or buy their own supplies from the internet 
or mainland Europe (where it is freely available in pharmacies) and 
learn how to self-inject. 

Where I am also an exception is in having doctors who treat me as an 
individual and I have so far come across maybe only two other people 
in the UK whose doctors treated them symptomatically. This is 
despite the British National Formulary (section 9.1.2) making 
provision for those with neurological symptoms to be given an 
injection on alternate days until they gain as much improvement as is 
possible. This can take years and, I presume, has to also mean that 
they are not then allowed to deteriorate again by having their injection 
frequency reduced to a level which is insufficient for that individual 
person. 

I have been extremely fortunate to have a doctor who listened to and 
believed me, allowing me trial injections despite a ‘normal’ serum 
level and, once confident of the safety of this, agreed to let me have 
whatever amount keeps me stable and this is another area which is 
fraught with problems.  I am an exception. Doctors are simply not 
believing their patients, either those that have been diagnosed with 
PA or those presenting with symptoms that B12 helps them at all or 
that that they need more frequent injections than are currently offered. 
Rather, most patients are at some point offered anti-depressant 
medicine which is not appropriate, is more costly and does not 
address or halt the worsening symptoms and damage that the patient 



is experiencing. 

I would say that, in almost every case, the reason why doctors 
routinely offer anti-depressants is because no other reason can be 
found for the patient’s symptoms and that doctors underestimate the 
diverse range of seemingly unrelated symptoms and damage which 
this condition causes. It is known that both B12 and folate deficiencies 
can cause a form of depression but it is usually resolved as soon as 
the deficiencies are effectively addressed. For this reason, anti-
depressants will not have any effect on the physical, emotional or 
psychological symptoms of vitamin B12 deficiency. 

We, as in members of the Pernicious Anaemia Society as well as the 
society itself, cannot understand why the Health Service is so 
reluctant to prescribe this treatment which is extremely safe, very 
cost-effective (each ampoule costs the NHS just 50 pence!) and is 
much safer than giving the patient other types of serious medication 
and investigations to simply try to manage their symptoms rather than 
address them and prevent further damage. 

This is not a condition which is affecting just a handful of patients in 
Scotland. For example, and taken from the Scottish Government’s 
own prescribing data for 2011, around 109,000 patients were 
identified as having Pernicious Anaemia and it cost the NHS in 
Scotland over £800,000 to treat them. Astonishingly, half of that cost 
was spent treating just 9% of the patients concerned and, worse still, 
this was using the least effective form of treatment available, oral 
Cyanocobalamin tablets. 

The reason why patients should be given injections is because they 
are unable to absorb their B12 in the stomach or intestinal tract.  It is 
claimed that perhaps 1% of these tablets may be absorbed through 
passive diffusion but, in reality, they are completely ineffective and will 
not manage an actual B12 deficiency, unless it is solely due to a 
dietary lack, as in veganism. However, taking these tablets will 
elevate the serum level resulting in the doctor assuming all is well. 
Some (but not all) patients get a degree of benefit from high-strength 
Methylcobalamin sublingual tablets but these are not available on the 
NHS and are still nowhere near as effective as an injection. 

Added to this is the fact that many patients are not included in these 
figures as they never get the length of having their deficiency 
identified and, for those who do, it is not necessarily recorded as PA, 
particularly if no gastric antibodies are present, and so these official 
figures are only the tip of the iceberg. Then there are those who are 
denied treatment and whose only option is to buy their own supplies 
from abroad, either by internet from Germany or Australia, or in 
person in several mainland European countries where it is freely 
available without prescription from any pharmacy. They then self-
inject, often without any instruction or guidance. A few have even 



resorted to asking for help at a Drug-Abuse Centre for 
needles/syringes and tuition in self-injection. 

In summary, the following changes have to be introduced: 

1. Doctors need to be made aware of the most common set of 
symptoms experienced and be able to think of B12 deficiency as one 
of the first options to explore. This is often the last thing to be 
checked, if it is checked at all. 
2. The diagnostic tests need to be overhauled and more reliable 
forms of testing used. This would include adopting a new Active-B12 
Test (Axis-Shield Diagnostics) which has now recently been made 
available at a private clinic in the London Area. The existing options to 
test Homocysteine and Methylmalonic Acid (MMA) levels should also 
be routinely used. At the moment, these tests are rarely used. 
3. Some patients show no haematological signs of a deficiency but 
have all the advanced symptoms of one and any patient in this 
position should automatically be offered trial injections, regardless of 
apparently ‘normal’ blood test results. (In my own case, there is 
virtually no other doctor who would have even considered treating me 
due to all the above tests showing normal results). 
4. Other important levels should be checked and addressed where 
necessary, particularly folate and ferritin, and other coexisting 
conditions considered, such as hypothyroidism and adrenal 
insufficiency, which are very common. At the moment, most doctors 
are unaware of the importance of particularly folate, and are 
misinterpreting the British National Formulary guidance which warns 
against giving folic acid without first checking B12 status. Despite the 
presence of a folate deficiency, some doctors are wrongly withholding 
folic acid supplementation until the patient has had their initial course 
of aggressive B12 treatment and thereby vastly reducing the 
effectiveness of the injections which cannot be absorbed without 
sufficient folate. This usually leaves the patient in an even worse state 
of health leading the doctor to assume the injections are not helping 
and even in cases withdrawing them. 
5. Each patient should be treated symptomatically as each responds 
differently to the condition and its treatment, as is true of every 
condition.  Those who need much more frequent treatment to keep 
stable should be given it and the option of being shown how to self-
inject which frees up surgery time and resources and is much more 
convenient for the patient. 

I urge the Scottish Parliament to listen to what patients are telling you 
and work with them, and groups such as the Pernicious Anaemia 
Society, to make the management of this condition more efficient, 
effective and cost-effective. This can only be in everyone’s interests 
both from a health perspective and in savings on the NHS budget. 
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Scottish Government submission of 20 July 2017 
 
Following the meeting on 25 May 2017 and the subsequent letter dated 31 May 
2017, requesting further information on the remit and membership of the NHS 
National Services Division’s (NSD) short-life working group on haematology.  I have 
contacted NSD and have been provided with the following response: 
 

The Haematology Short Life Working Group has been established as a 
subgroup of the Scottish Clinical Biochemistry Managed Diagnostic Network 
(http://www.mcns.scot.nhs.uk/scbmdn/).  
  
The remit of the group is to link all the professionals working in laboratories 
within the haematology and transfusion services across Scotland in order to: 
 
 Identify key pieces of improvement work that could be progressed 

within the lifespan of the SLWG 
 Scope the need for a standalone NMDN for haematology 

 
At the first meeting, B12 deficiency and the protocols and practice applied to it 
were discussed. The group noted the current evidence-based practice in 
place across Scotland and will be happy to review this on presentation of any 
new evidence.  
  
The SLWG were also keen to ensure that Scottish Government’s recently 
published paper on demand optimisation was adhered to: 
http://www.gov.scot/Publications/2017/02/5322/1 
 
  
The group’s chair, Dr Alistair Hart, notes the request for ongoing liaison with 
the petitioner and a request for a meeting. SLWG activity is at a very early 
stage and is still to be fully scoped, so a meeting at this stage would be 
premature.  
  
All ratified minutes of group discussion will be publicly available on the 
SCBMDN website.  

 
I believe the information above meets the request of the Committee.  As noted above 
the short-life working group have considered the protocols and practice applied to 
B12 deficiency. The evidence is currently up to date and the Group will not be 
reviewing it again until there is new evidence.  Accordingly, we consider that the 
request made by the petitioner has been met 

http://www.mcns.scot.nhs.uk/scbmdn/
http://www.gov.scot/Publications/2017/02/5322/1
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Petitioner – Mrs Andrea MacArthur of 28 August 2017  
 

Since my last submission in February 2017, I have received a response from the 
Scottish Minister for Health. All her replies referred to my original petition 

document in 2011 and the situation has evolved since then. The most obvious 
development has been the updated British Society of Haematology (BSH) 

guidelines in 20141, and it is certain elements of these that I am now also 
challenging. However, no mention was made of my long-term concerns, namely, 
the fate of those patients who do not manage on the standard maintenance 

treatment, and the guidelines themselves admit that: ‘Although there is little 
evidence that more frequent dosing is harmful, specific objective studies 

demonstrating clinical benefit are absent, and the GWG2 cannot make specific 
recommendations.’ These patients are therefore left to deteriorate despite there 
being no justifiable reason why they can’t receive whatever level of treatment 

controls their symptoms. Again, there was also no response to my repeated 
comments on the relevance of Parietal Cell antibodies (PCABs). When is 

someone going to address both these issues? 
 
Worryingly, a third major concern has recently come to light, and this is that an 

increasing number of GP surgeries are sending almost identical letters to all their 
patients on B12 injections, claiming that they don’t have Pernicious Anemia (PA) 

if they test negative for Intrinsic Factor antibodies (IFABs). In some cases, 
treatment will be withdrawn for no other reason than their B12 level is within the 
normal range, which is inevitable once on maintenance therapy and the BSH 

Guidelines confirms that, once on treatment, ‘No further testing of cobalamin 
levels is required.’ Below is replicated the text of one such letter received by a 

patient in the Lothian area but this is being replicated across the UK.  
 
Dear, 

 
We are conducting a review of B12 injections in the practice. We are going to 

request a test for something called “Intrinsic Factor” on your next visit. If this test 
is positive then it means you definitely have Pernicious Anaemia and you will 
need to continue with your injections every 3 months. 

 
If you[r] test is negative it means we can review the need for the injections and it 

is likely that you do not need more. (The initial 5 loading doses are usually all that 
is needed for long lasting protection) We would then simply check your blood 
once a year to make sure your levels of B12 have not fallen. 

 
Please ask the nurse next time you are in. 

 
Dr 
 

Medical Practice 
 
 
 

                                                 
1 http://onlinelibrary.wiley.com/doi/10.1111/bjh.12959/fu 
2 Guidelines Working Group 



 
 

This course of action seems to have sprung up from nowhere and I appeal to the 
parliament to investigate its origin as the author urgently needs to be re-educated 
on their understanding of PA. Not only should it be six loading doses that patients 

are to be given, but the letter also directly contradicts the 2014 Guidelines, which 
specifically say: 

 
‘IFAB is positive in 40–60% of cases, i.e., low sensitivity, and the finding of a 
negative IFAB assay does not therefore rule out pernicious anaemia. In addition, 

the positivity rate increases with age . . . Patients negative for IFAB, with no other 
causes of deficiency, may still have pernicious anaemia and should be treated as 

anti-IFAB-negative pernicious anaemia. Lifelong therapy should be continued in 
the presence of an objective clinical response’ 1 
 

Indeed, the Health Minster referred to these guidelines in her response: 
‘Healthcare professionals are expected to follow agreed local and national 

guidelines, in the case of pernicious anaemia this has been addressed in the 
publication of the British Committee for Haematology Standards (of the British 
Society for Haematology - BSH) guideline published in 2014. The guide features 

a section on clinical features for Vitamin B12 and folate deficiency.’ However, the 
evidence I have provided clearly shows that not only are doctors disregarding the 
current guidance but are also giving a spurious reason, which directly 

contravenes it, in order to withdraw vital and lifelong treatment. I was so 
dismayed at hearing from yet another patient who had received such a letter that I 

‘phoned her GP practice and was told that the doctors decided on this action 
themselves, after ‘extensive research’, which clearly was not true. The following 
day the Pernicious Anaemia Society also contacted the practice and the patient 

subsequently received an apology and had her injections  reinstated. 
 

I am involved with what is presently the largest online support group for this 
condition, with over 16,000 members, and I conducted a short survey of UK 
patient experience. I realise that the medical profession will instantly dismiss it as 

irrelevant but the findings are what I expected and are a sorry indictment of the 
way PA patients are being treated. Of the many UK members that completed the 

survey: 
 

 91% of them had, at some point, received an official diagnosis of PA or 
B12 Deficiency. Diagnoses were based on various clinical findings.  

However, 43% of all patients later had their diagnosis withdrawn. 
 

 47% had to fight to be given injections following evidence of PA. 

 

 51% were not given the full course of loading injections, and some were 

not given any at all. 
 

 39% waited between 4 and 9 years for a diagnosis, and a further 27% 
waited over 10 years. 

 

 14% were refused treatment altogether, despite their diagnosis. 
 

 62% of patients had to directly ask their doctor to test their B12 level and 
some doctors refused to do so. A number of patients were only tested after 



seeing a different doctor or consultant. Some doctors even refused to 

follow the advice of a consultant to start the patient on injections. 
 

 89% say they do not do well on their current maintenance injection level. 

The remainder are those who either self-inject or have persuaded their GP 
to let them have whatever injection frequency keeps them stable. There 

were 0% of patients managing on a 3-monthly maintenance injection 
frequency, which is the current recommendation for most patients. 

 

 Of the 75% who requested more frequent maintenance injections, only 9% 
of these were successful, but rarely to a level that controlled their 

symptoms.  
 

 17% were offered oral B12. Of those who tried it, 95% did not respond to it, 
but it inevitably raised their B12 serum level, making it appear that they 

were B12 replete and was often used as an excuse to deny them injections. 
 

 A staggering 93% say they are unhappy with their current level of 

treatment as it is not sufficient to manage their symptoms and prevent 
continued deterioration. Quite a few self-inject at home to top up what they 

can access from their GP. Most though are afraid to admit to this in case 
they are refused any further injections from their GP, and this does actually 

happen. 

After seeing the above statistics, how can anyone say this condition is being well 
managed? 

In a separate poll, with 539 respondents, 352 of them had taken the decision to 
self-inject, 324 of these without their doctor’s cooperation or knowledge. The 

remaining 28 patients had their GP’s approval, however, only 16 of them were 
provided with the B12 and equipment.  The other 12 were forced to purchase it 

themselves from mainland Europe, despite their doctors agreeing it was helping 
them. This is shocking that people are forced into this in order to try and manage 
a medical condition that the NHS is refusing to treat in many cases, and which 

would cost very little if they would allow patients to self-inject at home. 

GPs are giving the impression that there is perhaps an increasing incidence of 
B12 Deficiency and, if so, I can accept that GP surgeries could possibly become 

overwhelmed with the amount of appointment time needed to administer 
maintenance injections, but solving that problem by withdrawing  treatment 
altogether is appalling and would not be tolerated for any other lifelong medical 

condition.  
 

I’ve suggested before that injectable B12 be additionally licenced for 
subcutaneous use, as certain brands of hydroxocobalamin already are, and 

patients can then be taught how to self-inject at home in the same manner as 
diabetic patients.  Indeed, as already mentioned, many of them have already 

been forced to adopt this practice using supplies they purchase online or in other 
EU countries, such as France, Spain and Germany, where it is freely available in 
pharmacies.  Again, I ask that this be seriously considered since there is no 

known danger of toxicity, and since diabetic patients are trusted to administer 
their own insulin, which has definite danger of overdose, then why can’t PA 

patients be trusted to do the same with innocuous B12? I had to self-inject three 



times a week for five years, with my GP’s full cooperation, and it was what kept 

me alive until, by chance, I found the actual reason for my extreme deficiency 
which, fortunately, was one of the very few causes which can be resolved with the 
appropriate medicine. However, I am also proof that such frequent dosing is not 

at all harmful. 
 

Lastly, the Health Minister says, ‘In conclusion, we consider that the request 
made by the petitioner has been met.’ A similar response was received from the 

Short Life Working Group (SLWG) in their letter of 20th July: ‘Accordingly, we 
consider that the request made by the petitioner has been met.’ 
None of my requests have been met and the subject of parietal cells has not even 

been acknowledged any time I’ve mentioned it. An extract from a respected 
medical source3 confirms what I have been saying all along: 

 
‘This study provides evidence that testing for gastric parietal cell antibodies is an 
appropriate screening test for pernicious anaemia, with intrinsic factor antibodies 

reserved for confirmatory testing’ 

The current guidelines prefer to rely exclusively on the IFAb test and ignore the 
PCAb one so they can’t both be right. This is why the medical profession have to 

address the issues that I have repeatedly brought before them because real 
people are suffering greatly as a result of it. I am an example of how effectively a 

patient can be managed without it placing a burden on the GP practice. It is 
surely a far greater cost to the NHS to have to treat PA patients’ progressively 
worsening health problems than it ever would be to effectively treat their PA when 

first discovered, restoring them to health before permanent neurological damage 
occurs. 

I again request that I am permitted to speak directly to those whose responsibility 

it is to monitor and improve the way this condition is treated, and to be permitted 
to attend a future petitions committee meeting. Surely, after almost six years, my 
request is not unreasonable, 

 
 
 

       
 
 

                                                 
3 https://www.ncbi.nlm.nih.gov/pubmed/19398595 
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Public Petitions Committee 
 

19th Meeting, 2017 (Session 5) 
 

Thursday 26 October 2017 
 

PE1517 on Polypropylene Mesh Medical Devices 
 

Note by the Clerk 
 

Petitioner Elaine Holmes and Olive McIlroy on behalf of Scottish Mesh Survivors 
– “Hear Our Voice” 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to: 

1. Suspend use of polypropylene Transvaginal Mesh (TVM) 
procedures; 
2. Initiate a Public Inquiry and/or comprehensive independent 
research to evaluate the safety of mesh devices using all evidence 
available, including that from across the world; 
3. Introduce mandatory reporting of all adverse incidents by health 
professionals; 
4. Set up a Scottish Transvaginal Mesh implant register with view to 
linking this up with national and international registers; 
5. Introduce fully Informed Consent with uniformity throughout 
Scotland’s Health Boards; and 
6. Write to the MHRA and ask that they reclassify TVM devices to 
heightened alert status to reflect ongoing concerns worldwide. 

Webpage parliament.scot/GettingInvolved/Petitions/scottishmeshsurvivors 

Purpose 
 

1. This is a continued petition, last considered by the Committee at its meeting on 
28 September, at which the Committee took evidence from the petitioners and 
Dr Wael Agur. Each of the witnesses was a member of the Independent Review, 
but resigned before publication of the final report. 

 
2. Members have previously been provided with a copy of the final report. This note 

invites the Committee to reflect on the evidence heard at its previous 
consideration, and to consider what action it wishes to take on the petition. 
 

Committee consideration 
 

3. In evidence to the Committee, Dr Agur repeated his request that the independent 
review’s final report be subject to a public consultation process. He stated that 
this is a process used by NICE and the EU with regard to regulations, and 
considered that by opening the report to consultation it might allow further 
evidence on the benefits and risks of mesh procedure, particularly with regard to 
safety and efficacy.  

http://www.parliament.scot/GettingInvolved/Petitions/scottishmeshsurvivors
http://www.gov.scot/Publications/2017/03/3336
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4. Dr Agur told the Committee that he disagreed with the MHRA’s position on the 
benefit-to-risk ratio. He said that there was a “trade-off” for patients to consider in 
terms of mesh procedures versus non-mesh procedures, in the context that both 
are equally effective: between the swift recovery time and being able to return 
home shortly after a procedure versus the longer-term quality of life.  
 

5. In evidence, Dr Agur explained his concerns about how evidence was or was not 
considered. It was his view that it would have been helpful for the Independent 
Review to consider all evidence that became available within the medical or 
scientific literature, to ensure that the group had the opportunity to discuss any 
conflicting evidence but with a view to reaching agreement on the most likely 
outcomes for patients. 
 

6. Further to this, Dr Agur considered that due to the fact that adverse effects of 
mesh procedures can often not become apparent until a number of years 
following the procedure, there was limited evidence from any retrospective 
studies. 
 

7. In terms of the findings on safety and efficacy, Dr Agur considered that more 
could have been done within the final report. He considered that the removal of 
the original chapter 6 and the dispersing of the tables from the interim report led 
to ambiguous conclusions (particularly conclusions 7 and 8). He suggested that 
while chapter 5 of the final report was drafted very professionally it was 
exceptionally difficult to understand. 
 

8. When asked about his understanding of the effect of the Cabinet Secretary 
announcing the establishment of the review and the moratorium, Dr Agur 
explained that the decision to halt mesh procedures ultimately rested with NHS 
Boards. He was unaware of whether boards provided feedback to the Cabinet 
Secretary or Scottish Government officials about their views on the announced 
moratorium. 
 

9. In their evidence, the petitioners referred to their concerns about the process of 
the review and that they were marginalised within the process. They explained 
that it had been their understanding that patients were intended to be at the 
heart of the review.  
 

10. They explained that they felt there was a culture within the review which resulted 
in them not being informed of meetings and that they did not have the 
opportunity to view minutes of meetings that they did not attend. They stated 
that, for example, they did not receive any updates for ten months. 
 

11. During their evidence, the petitioners also reiterated their concerns that the EU 
reclassification of mesh was downplayed in the final report. 
 

12.  The petitioners acknowledged the review of the review to be led by Professor 
Alison Britton, although they expressed doubts about how transparent the 
process of that review will be. They indicated that they had not as yet been 
invited to contribute to the Britton review. Members may wish to note that 
Professor Britton has contacted the Committee with a view to meeting with the 
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Convener to discuss the issues that have been raised in evidence provided to 
the Committee. 

 
Action 
 
13. The Committee is invited to consider what action it wishes to take on the petition. 

As members will recall, the Committee has previously agreed to seek time in the 
Chamber for a debate on the petition and to publish a report on the petition. 
(Time for a debate has been secured, although the timing of that debate has not 
yet been confirmed.) Members are invited to— 
 

 Note that the Convener and Deputy Convener intend to meet Professor 
Britton, as outlined above 

 Consider whether they would wish to seek any additional evidence prior to 
consideration of a draft report  

 To take any other action they consider appropriate 
  
 

Clerk to the Committee 
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Annexe  
 
The following submissions are circulated in connection with consideration of the 
petition at this meeting— 
 

 PE1517/KKK: Fiona Paterson submission of 20 September 2017 (4KB 
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PE01517: Polypropylene Mesh Medical Devices 

Petitioner Elaine Holmes and Olive McIlroy on behalf of Scottish Mesh Survivors 
- "Hear Our Voice" campaign 

Date 
Lodged 

30 April 2014 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government 
to: 

1. Suspend use of polypropylene Transvaginal Mesh (TVM) 
procedures; 

2. Initiate a Public Inquiry and/or comprehensive independent 
research to evaluate the safety of mesh devices using all 
evidence available, including that from across the world; 

3. Introduce mandatory reporting of all adverse incidents by 
health professionals; 

4.  Set up a Scottish Transvaginal Mesh implant register with 
view to linking this up with national and international registers; 

5. Introduce fully Informed Consent with uniformity throughout 
Scotland’s Health Boards; and 

6. Write to the MHRA and ask that they reclassify TVM devices 
to heightened alert status to reflect ongoing concerns 
worldwide. 

Previous 
action 

1. Meeting with Scottish Health Secretary Alex Neil to raise 
concerns over the safety of polypropylene Transvaginal Mesh 
implants. 

2. Victims have taken part in a working group alongside health 
officials to draw up improved consent forms to include all 
possible adverse effects and information about alternative 
procedures. 

3. Victims have engaged in a nationwide awareness campaign 
and established Scottish Mesh Survivors to educate and 
provide support, engaging in dialogue with medical experts 
across the world. 

Background 
information 

The wholesale use of polypropylene mesh medical implants to treat 
pelvic organ prolapse (POP) and stress urinary incontinence (SUI) 
has been described as one of the biggest medical disasters of all 
time, with ongoing litigation in countries such as the US, Canada, 
Australia, New Zealand, Israel and the UK. Australian media report 
that mesh litigation could become the biggest class action in 
Australian legal history. In just two US courts there are 59,561 legal 
cases pending, including over 21,695 against Ethicon, a subsidiary of 
Johnson and Johnson – with thousands more throughout the US.  In 
a number of US cases manufacturers have been ordered to pay 
millions of dollars in compensation. 

With surgeons able to perform as many as six mesh operations 
compared to one using natural tissue, mesh has become the “gold 



standard” for treating stress urinary incontinence in NHS hospitals. 
However, while the majority of operations appear successful, the life-
changing complications when mesh procedures go wrong can be 
devastating, leaving many women facing a life on, or fighting for, 
disability benefits and facing multiple operations. 

Globally, tens of thousands of victims have suffered life-changing side 
effects, with many ending up in wheelchairs, enduring multiple organ 
trauma and extensive nerve damage. Mesh implants are meant to be 
permanent. They are designed to encourage tissue growth through 
and around the mesh structure. Surgeons warn attempts at removal 
can cause further nerve damage and liken it to “removing chewing 
gum from hair”. Yet many Scottish patients were unaware the mesh 
implants they were treated with are permanent. Many Scots victims 
have already been subjected to a dozen or more operations as 
surgeons battle to remove it from inside their bodies. 

One of the main reasons our petition is asking for the immediate 
suspension of mesh procedures, to treat pelvic organ prolapse and 
stress urinary incontinence, is the wildly differing ‘official’ figures 
charting how many patients have actually had the procedure and how 
many have had to undergo corrective surgeries. 

Figures relating to TVM implants obtained from NHS Information and 
Statistics Division (ISD) reveal that 2915 women have received mesh 
implants since 2007 while other data from the same ISD source 
shows inconsistency. 

However, figures from individual health boards, obtained through 
Freedom of Information requests, show three times as many women - 
over 10,700 - have had Transvaginal Mesh devices implanted. With 
no time limit on mesh going wrong, many women describe implants 
as a “ticking time bomb” inside them. 

Official figures for those suffering adverse effects or serious 
complications are also full of discrepancies. Initially the Cabinet 
Secretary Alex Neil reported that six ‘adverse incidents’ had been 
reported but Parliamentary Answer (S4W-18274) detailed that 101 
women had devices partially or fully removed. 

However, information from individual health boards, obtained through 
FOI, shows that 328 women have had mesh removed. Because of the 
impending implications and the unacceptable discrepancies between 
‘official’ figures, we are calling for the Scottish Government to 
suspend these procedures until such times as independent and 
comprehensive research and/or a public inquiry is undertaken and 
completed to give the true scale of the problem. 

Alex Neil has publicly stated that the current consent system “is not 
working” and that he wishes patients to be given all available 



information some time before they undertake any mesh procedure 
and that they should be offered alternatives. Until accurate data is 
available and there is uniformity throughout Scotland’s Health Boards 
we cannot achieve informed consent. Until we are able to provide 
patients with accurate data, we ask that mesh procedures are 
suspended. 

One of the key factors in achieving accurate data is to ensure every 
doctor is compelled to report adverse incidents. At present, it is not 
mandatory for doctors to report such matters. Because of this, official 
figures state just six adverse incidents have been reported from 
Scotland. This glaring failure has allowed mesh manufacturers to 
continue to insist their products are safe, despite the hundreds or 
thousands of women suffering adverse incidents and complications 
worldwide. Anything less than mandatory reporting represents a 
failure by doctors in their duty of care. 

It is documented that as long as accurate coding is used in theatre 
then the data would provide an accurate reflection of procedures 
undertaken but the use of operation codes are not specific enough to 
identify a particular mesh device or indeed specific organs in some 
operating procedures. 

To monitor the safety of implants, along with mandatory reporting, we 
urge the Scottish Government to establish a register of devices 
detailing the patient, manufacturer, batch and serial numbers and 
when and where it was made and used. Currently, and unlike cars or 
electrical devices, there is no Scottish Register for TVM devices to 
follow up patient progress or recall devices if potential problems arise. 

 



PE1517/KKK 
Fiona Paterson submission of 20 September 2017 
 
I had mesh inserted for a cytocele and rectocele prolapse repair in 2005. I am now 
having to have an operation to have it removed as it has eroded and made a hole in 
my vagina and has been the cause of recurring Bacterial Vaginosis for a number of 
years. The cause of the recurring infections was not known until I had a recent 
internal examination at the maternity hospital at the Queen Elizabeth University 
Hospital in Glasgow. I am now scheduled to have it removed in November. This will 
mean that I will be off work for at least 2 months and will not know what damage the 
removal may cause. I am already experiencing stress incontinence, have to wear 
pads every day and avoid certain situations so that I am not caught in an 
embarrassing situation. 
 
The original prolapse operation has left me with some numbness in my genital area 
and I have suffered from chronic back pain and more recently Plantar fasciitis for 
which I have had to attend the Podiatrist and has limited my mobility greatly. I will 
also at some point over the next year or so require further surgery to fix the urinary 
incontinence caused by the erosion of the mesh. 
 
Please ban the use of mesh for both men and women permanently and don't let it be 
used again. I would never have agreed to have it in the first place if I knew what lay 
ahead of me. The prolapse operation was bad enough, recovery was long and slow 
and very painful. The removal of the mesh is a much more difficult operation and 
more invasive. 
 
Please listen to what we are saying, we do not share our stories lightly but if it gets 
the mesh banned then I am willing to speak to anyone about the issues I am having. 
I don't know what lies ahead for me and the horror stories of how some women can 
now barely live a normal life scares me. The mesh has also robbed many women of 
a healthy sex life and in some cases their relationships as well. 
 
The harm that a few inches of polypropylene has done was never envisaged, it was 
just a quick fix. Hopefully in future, such devices will be tested better and allergy 
testing will also be carried out. I don't know the full extent of the harm that this has 
done me as the medical profession are reluctant and ignorant of the effects that this 
has had on people. The medical profession has to be better educated on such 
devices and start listening to us and to investigate better why we are suffering the 
way we are. Too often our symptoms are attributed to age, weight, lifestyle, etc 
Maybe now we will get heard and not sound like hypochondriacs. 
 
The list of ailments caused by the mesh is not finite and I may never know if it is the 
mesh that is the cause of many of my problems. I can only hope that once I get it 
removed that I may manage to get my life back to some extent. Hopefully our petition 
to parliament will help other men and women in the future. 
 
We also need easier access to our medical records to show what has been done to 
us.  



PE1517/LLL 
Damian Murtagh submission of 26 September 2017 
 

I want mesh implants stopped as I have mesh and live daily in chronic pain  
 

 

 

 

 

 

 

 

  



PE1517/MMM 
Bea Burrows submission of 24 September 2017 
 

I had a TVT implant for SUI in 2006 when I was aged 38. 

For the last 10 years I have 'lived ' with excruitiating pain in my lower back, 
groin,hips, knees, legs & feet. 

I also  have neuropathy in my limbs &  constant Urinary tract Infections. 

I have incontinence which is far worse than it was originally & I have had to have 
BOTOX injections into the bladder wall 4 times to help with the irritable bladder 
symptoms that I now live with. 

I struggle to walk great distances & have to crawl up my own stairs at night to get to 
bed. 

I have had numerous medical investigations but no reason has ever been found as 
to why I have these problems. 

Instead I have been prescribed prescription pain killers & medications for the 
neuropathic symptoms. 

Pregabalin being one of the medications  which is very much in the news at the 
moment. 

These medications have affected my memory. 

I have recently seen a Urogynaecologist  who has said that I have foreign body giant 
cell reaction & possible permanent nerve damage because of the Mesh. 

I am having to have the implant removed & then face further surgery. 

I am just one of thousands & thousands of  ladies & gents that are suffering from 
greed put before patient safety. 
 

 

 

 

 

  



PE1517/NNN 
Melanie Hill submission of 26 September 2017 
 
We have been asked to email yourselves ref our  horrific relationship with Mesh, up 
intill 6 years ago I was  a healthy lady , mother of 3 and a wife who worked full  time, 
I became unwell and uncomfortable and was diagnosed  with a cystocel and was 
told thatthis could be rectified by  a simple quick operation.Post op I mentioned to my 
surgeon  that I couldn't hold my feaces I was messing myself he  said things  will 
settle down don't worry, 6 month post  op check mentioned this again was examined 
and told I had  thinning of the anal wall was sent for investigation and  eventually had 
to undergo surgery to have a sacral nerve  stimulator fitted under the skin in my left 
buttock this  works the muscles for me.Two years ago I started to feel  extremely 
tired, confused and is terrible pain, getting out  of bed hurt so much standing on my 
feet felt like my leg  muscles were going to snap and so much pain I couldn't  do 
simple tasks of lifting a saucepan as my grip had gone  and I would drop things my 
arms and wrists were so painful  and weak, I was sent to have tests done for carpel 
tunnel,  arthritis and lots of other things all negative given pills  and told I had 
fibromyalgia and to  Get on  with it but sadly that wasn't it I have been happily  
married for almost 30 years but the last 2 there has been  very little sexual activity 
none in the last year a sit made  me cry and my husband was getting constantly cut 
he said it  was like being a piece of cheese on a grater.My external  vain all area was 
constantly covered in broken sores and had  trouble siting work was becoming 
impossible I class myself  as one of the lucky ones I had my coil removed in May this  
year , I asked my nurse to check me as I could feel  something cutting my insides 
and it hurt to walk she said  she could see and feel my mesh it had eroded through 
the  vaginal wall, she referred me and in August I had it removed  and my bladder 
restitched at the same time.I am 4 weeks post  op have had set backs and return to 
hospital but the amazing  thing is my legs are pain free, my wrists and arms also the  
only pain I have is post op pain my external vaginal area I  see like a baby's smooth 
skin no lumps, cracks, sores or  scabs WHY NO MORE MESH is inside me 
poisoning my body.This  should be banned and not used bring back surgeons wo 
can  actually operate who can stitch and not just use mechanical  type kits as an 
alternative BRING BACK PROPER PROCEDURES. 
The mesh was originally introdused to save  money all it has done is ruin lives and 
cost the NHS  thousands  BAN THE MESH  BAN  CRUILTY TO HUMANS 
 

 

 

 

 

  



PE1517/OOO 
Joy Clarkson submission of 27 September 2017 
 
I had mesh used for incontinence and a prolapse in December 1999. Ever since then 
I have had bowel and bladder problems. 
 
In January 2011 I found I started getting a dreadful smell and staining on my undies. 
No-one thought about the mesh. 
 
I have only found out what is causing all of my problems four months ago when I saw 
a segment on the TV. 
 
I now know that the mesh used for the incontinence has eroded and has cut through 
my vagina wall, another piece has gone down into my rectum and the mesh used for 
the prolapse is now wound around my bowel. 
 
I have continual trouble with my bowels and my urine, a dreadful staining on my 
undies and a fowl smell. I have little relief from pain in my pelvic area, buttocks and a 
cutting pain in my groin. 
 
In January 2014 I was diagnosed with a nasty autoimmune muscle disease called 
Polymyositis. The specialist thought something else was going on in my body but 
didn't know what. He now believes it was my body trying to fight off the toxins from 
the mesh. This muscle disease has reeked havoc on my body, affecting the muscles 
in my throat, heart and digestive system as well as my limbs. I now have to take 
several medications as well as Norspan patches, and I can’t have surgery of any 
kind because of the muscle disease. 
 
I need to use a walking frame to get around and have someone do my housework 
and help with shopping. Physically my future looks bleak. I will most likely have to 
have bags for my waste and go into residential care. I cannot sit, walk or stand for 
longer than ten minutes. Driving the car is extremely painful. 
 
My costs for health care would total many thousands. 
 
I want to urge the powers that be and have control over the use of this rotten stuff to 
ban it from being used. 
 
 



PE1517/PPP 
Julie Barr submission of 21 September 2017 

 
I am mesh injured and its greatly impacted on mine and my family's life. Mesh has 
left me disabled. 
 
I support the continuations of the suspension on the use of mesh and would like to 
see a UK suspension until further investigations have been carried out. 
 



PE1517/QQQ 
Debbie McGeachy submission of 26 September 2017 
 
 

Mesh has destroyed me.   I have no life anymore.   I exist in the shell of a once 
healthy, very fit and active body.   I had a job in the Scottish Ambulance Service that 
I loved and it is gone.   A distant memory.   I loved helping people.   I've brought new 
life into the world in my job.  I've also held the hands of people as they drew their last 
breath on this earth.   Those people, to me now, are the lucky ones.  7 years ago I 
had Mesh Surgery for SUI which was caused by lifting heavy patients and long 
periods of time spent without going to the loo. 
 
My "gold standard" treatment eroded through my vaginal wall. Numerous painful 
Botox treatments, mesh removal and Autologus surgery followed. Today I have to 
self-catheterise to empty my bladder. Not only that but I am incontinent every time 
my bladder is full and I stand up.   Chronic pain, fatigue, nausea, depression and 
anxiety are just the tip of the iceberg for me. A cocktail of medication to try and 
combat these symptoms leaves me feeling and looking like a "zombie".   I'm just not 
"me" anymore.   I've thought about ending my life so many times in the past year or 
so. I've had it planned out and even took am overdose several months ago. I just 
can't cope. 
 
I'm moving to the countryside with my husband to see if it will help my physical and 
mental health.   I'm a recluse. I don't go out. I don't talk to anyone. I don't feel I have 
anything to say anymore.  My family are heartbroken, bitter and scared. I'm not a 
proper mum, wife, daughter or friend. I stopped being those things years ago.   I 
can't walk far. I use sticks or a wheelchair. I ran 10k's before mesh. 
 
So, how can any sane person say that this barbaric procedure is worth the risk? "The 
benefits outweigh the risks" I've lost count how many times I've heard supposedly 
clever educated people say those words. Wake up please to the actual physical 
suffering that is going on in front of your eyes due to mesh. It's real. It's not a lie. 
Come visit me and see how I live now. 
 
Alex Neil gave me hope in 2014.   This final report is a disgrace.  How could there 
ever be independence in the report when there was clearly a conflict of interests with 
some of its members?   When it got to the stage where 4 members resigned, this 
should've rang alarm bells with the powers that be. It should've been stopped. It 
should've been scrapped completely.   Why did this not happen? Money? 
Pharmaceutical Company influence? We deserve the truth so please tell us. 
 
How many more lives are you all prepared to destroy?  You haven't listened to me 
up until now but please hear my voice.   I won't go away.  I won't give in.   I can't.   
Not until Mesh is banned. 
 



PE1517/RRR 
Joanne Lloyd submission of 21 September 2017 
 

I wish to add my voice to the Petition against the use of surgical mesh in Scotland 
and the rest of the UK. I had a TVT mesh operation in Feb 2004 age 38 and 13 
years later I have severe complications including double incontinence, constant pain, 
nerve damage, allergies, fibromyalgia, vaginal pain and bleeding, loss of sex life as 
well as other health problems caused by mesh. 
 
It has had a devastating effect on my quality of life, health, relationships and work. I 
think that the Scottish Parliament should maintain the ban on mesh operations to 
protect other people from going through this. 
 
More help is also needed for the people who have been badly affected by mesh and 
are suffering with their health and financial implications of being disabled and unable 
to work because of it. The Government, NHS and MHRA needs to help those 
affected and stop it happening to others! 
 



PE1517/SSS 
Janis Nicolson submission of 26 September 2017 
 
My name is Janis Nicolson I'm 57 years old. Three & half years ago I took part in the 
SIMS study to help bladder incontinence to bolster my confidence to return to work 
after a messy divorce. I was at rock bottom. 
 
When the local anaesthetic eventually started to ware off (hours after it should have) 
I was kept in hospital & the pain was immediate. I have been in constant pain ever 
since. I now have trocenteric Bursitus in both hips due to the way I walk due to pain. 
I have Sacroilliac Ligament damage in my back. 
 
I can't drive long distance any more, I can't walk as much as I use to. I have dogs so 
they don't get walked the same. 
 
I have done everything asked of me by numerous doctors. Taken every medication 
asked. I'm on a high dose of nerve blockers to function. I can't work full time as I 
wanted. I've used my pension to save my home & I'm mortgaged till I'm 75 to keep 
the one thing in my life that's stable, my home. 
 
To say this has ruined my life puts it mildly & I know I'm not the worst affected 
 
I was told the risk was infection or a few days more pain. 
 
I've had pain from the moment I could feel, over 3 yrs ago. 
 
Please stop others suffering needlessly. 
 
Thank you for reading 
 



PE1517/TTT 

Sheila Cassidy submission of 21 September 2017 

My name is Sheila Cassidy and l had mesh implanted in 2004 not realising the 

implications this would have on my life. l was assured that this operation was safe 

and would stop my leakage. From 2004 l had unexplained back pain and pain in 

groin and infections. When l was see by consultant was told l was retaining urine and 

if l took daily antibiotics that would stop the problem. I still had infections over the 13 

years l was on these tablets and over the years my health has deteriorated. I was 

never seen by the consultant again and according to bcus l should have been 

checked on yearly. Never happened!  

In 2010 my pain was put down to gallbladder and gallstones both removed and my 

health continued to deteriorate. Auto immune disease was diagnosed and put on 

various tablets and not only did the rheumatoid arthritis get worse so did my 

movement and the back pain and groin pain worsen to the stage l had to take early 

retirement. I was continually sweating at nights and during the day to the extent that 

my hair was like l had just come out of the shower. I was still attending the doctor 

and asked if my symptoms were mesh related he said no this situation went on for 

another year until l happened to read an article on mesh survivors. My symptoms to 

a tee. Went to doctor for a referral not an easy thing to do.  

Now l cannot walk more than 20 yrd need stick for support have no quality of life in 

pain all the time bloating, sweating and now l have 2 large indents on either side is 

my stomach where the mesh is pulling my flesh inwards. I am waiting for an 

appointment for Edinburgh to see consultant for removal of this mesh that has 

destroyed my life and still is every day l have to wait to be seen. Then every day until 

removal then the worry of the destruction of my life. Please hear our voice and 

continue the suspension in Scotland until there is more data  

 



PE1517/UUU 
Marion McMillan submission of 14 September 2017 
 
I am so messed up by the total shock of what TVT has done to my body its a mental 
struggle to bring a coherent sentence together. I live 24/7/52 with severe leakage,   
Since partial removal two years ago, which brings with it untold misery in the nether 
regions.I never know what it is to be dry,  and at times my urine evacuates my body 
with pressure and force, you would never believe humanly possible.  INSOMNIA is  a 
real problem as the bladder gives NO RESPITE. Coupled with living with this 
condition, the excruciating nerve pain, when you have to use a Tens Machine  at its 
highest point it burns your skin, medication brought on a stomach ulcer, so the Tens 
and rest/pacing  is all I have. RECLUSE is who you become, withdrawn, due to fact 
where you go on a daily basis, could result in a spasm and total embarrassment for 
me, and those present witnessing, and believe me it has happened many times from 
day one yet since mesh partial removal, the nightmare has magnified tenfold.How in 
this day and age, when science has brought about a satellite landing on a planet at 
26,000MPH, the world's  Urologists /Urogynacologist's   Scientist's have no answers 
for us mesh damaged women. Further to this destruction to our lives, we are thrown 
out to dry by NHS when it comes to after care after mesh removal. I was on the 
verge of a complete breakdown FIGHTING two years with the various bodies to 
provide PRODUCTS FIT FOR PURPOSE. The hidden cost to  not accounted for by 
NHS of 24/7/52 hygiene both physical and within the home, is simply never brought 
into this equation, how many mesh damaged pensioners like myself find a HUGE 
amount is spent on trying to keep ourselves infection free/clean. I. Would like to put 
this proposal, ALL mesh damaged women be provided with sanitised containers to 
dispose of products hygenically, also when  incontinence products are provided, 
correct sanitised disposal bags be provided.FINALLY NERVE PAIN, severe leg 
cramps, restless leg syndrome,  loss of ability to walk to mention but a few, all pooh 
pooed by NHS now has recognition  in research available on the legacy of TVT 
Mesh being done across the world. Live in my shoes for just ONE DAY...you would 
ban ALL MESH forthwith, I rest my case. 1.32am  14/9/preparing Tens to try and 
settle inflammation. Just part of my life or what's left of it dealing with the fall out of 
mesh damage.  
 

 

 

 

 

 

 

 

  



PE1517/VVV 
Alison Bradshaw submission of 21 September 2017 

 
Mesh consumes your life but in the background normal life continues to rumble on 
regardless. I feel guilty letting my family deal with things while I can do nothing 
because I suffer so much pain due to the effects that this apparently "simple" 
operation have caused me. I wish I could turn back time and refuse to have a TVT-O 
put inside my body. 
 

 

 

 

 

 

 

 

  



PE1517/WWW 
Linda McLaughlin submission of 21 September 2017 

 
I am a mesh injured woman whose life has been ruined by a gold standard product. I 
was in a job a loved working with troubled children. My husband and I loved 
walking.10 operations x a mini stroke hip replacement x femoral nerve damage in leg 
has left me with no power in my right leg x there is so much more .It is too late for me 
but to stop other women getting this so called gold standard product I beg you to ban 
it . 

 

 

 

 

 

 

 

  



PE1517/XXX 
Jacqueline Day submission of 23 September 2017 

 
I am mesh injured. I had tvto in dec 2011, partcial removal in 2012 and further 
removal in 2015. I suffer from constant pain and discomfort on a daily basis, and fully 
support the suspension of this barbaric procedure. Ban the mesh please so that 
others do not have to suffer what thousands of men and women are already going 
through. 

 

 

 

 

 

 

 

  



PE1517/YYY 
Susan McLarnon submission of 26 September 2017 

 
I myself am a mesh injured woman.  

This barbaric procedure has left me partially disabled it has taken a massive toll on 
my family life. 

I would like to support the Scottish women and call upon their Parliament to ensure 
the suspension of mash continues.  

I have included my story in the link below for your information: 

http://www.bbc.co.uk/news/uk-northern-ireland-40386726 

 

 

 

 

 

 

 

  

http://www.bbc.co.uk/news/uk-northern-ireland-40386726


PE1517/ZZZ 
Angela Spaniak submission of 26 September 2017 

 
Hi my name is Angela and i would like to tell you why mesh should be banned. 

My first mesh was put in the year 2000.and my 2nd in 2007.i am unsure if it was 
even legal in our country for the first one but only four months later it eroded through 
my vaginal wall. 

That was the start of a 17year medical nightmare. 

I have suffered a recurring illipsoas abscess 3 years running they spread and caused 
abdominal and peritoneal abscesses. 

I got blood poisoning and had a myocardial infarction and was on life support. 

I have had numerous laparotomies and been cut hip to hip and pubic to navel. I have 
lost my umbilicus and have permeant nerve damage. 

I underwent a full hysterectomy and salpingo-oopherectomy sending me into instant 
menopause. the dr. was unable to save even one ovary as everything was stuck 
together  

I had my second myocardial infarction day 2 post op after it. 

I have ended up with a blood disorder polythycemia heart and lung disease and 
currently have prolapsed bowel bladder and rectum as well as more mesh eroding 
through my vaginal wall, 

I no longer have sex  

I have joint problems and tummy problems constantly and believe the mesh has 
poisoned my body 

I live with pain every day 

Mesh is dangerous and should be banned worldwide 

 

 

 

 

 

 

 

  



PE1517/AAAA 
Sharon Davies submission of 26 September 2017 

I have had both tape and mesh inserted and now removed. 

Before mesh was inserted I was working full time and had a hectic busy schedule. I 
was part of civilisation and would say I was just an ordinary working wife, mother and 
grandmother. 

Straight after having the first operation for a prolapse using tape my whole life turned 
upside down. This was 10 years ago and I have never worked a day since. This 
makes me feel useless and I hate having to beg the government for benefits instead 
of working for a pay.  

I started off with bowel problems which was quickly diagnosed as severe ibs. My 
stomach swelling up and my ribs being crushed. This took years to be diagnosed 
and eventually confirmed as Costicondritis. The pain was debilitating. I already 
suffered with migraines but they were mow more often and the pain was more 
severe than ever. I was also diagnosed with fibromyalgia again this took years to be 
diagnosed. At no point was mesh ever considered as the reason for all these sudden 
ailments. Even after my visit to gynaecology for my post operation appointment. He 
sent me to someone to investigate the causes as he had never had anyone with 
these symptoms before after mesh. (I was later to find out it was mesh and I was not 
alone in this) I had never been told side effects as these were definitely on the list.  

The prolapse came back and I was given the mesh this time even though my health 
was not good. Again I was not told of side effects as I would have realised that this 
was my problem and would not have put more of this poison in my system. 

After this operation I kept falling over. My left leg kept forgetting to move. My worst 
fall was when I broke my hand and elbow. I fall all the time and am now on high 
mobility. This turned my life around again.  

I eventually read an article about mesh and finally I had the one answer to my 
problems.  

By this time I was in excruciating pain. After investigation my mesh had contracted 
and pulling my insides. I had to wait nearly year while in this pain after they knew I 
needed to have the mesh and tape removed. The reason for the delay was that 
firstly there were not many surgeons who could remove the mesh and secondly the 
patients on front of me where worse than me. I was regularly taken in through a&e 
for pain contol while waiting in this operation.  

Eventually it was removed. I was then told why I kept falling as the anchor in my left 
leg could not be removed due to the severe nerve damage. If removed it could have 
caused me to lose the use of my leg completely. 

Since the operation nearly 2 years ago I have pain in my left side. This has taken 
nearly 2 years to be investigated and at the moment I am waiting on the results from 
a recent mri scan. 



Having the mesh removed has stopped me getting worse. The immediate release of 
the mesh contracting was fantastic however I still have the other issues.  

I have no confirmation but I think I am allergic to the mesh material. I cannot believe 
that there is no test to check for allergies when hair dressers would not put a hair dye 
on your hair without a patch test. 

Mesh ruined my life. Had I been told the side effects and true statistics I would never 
have had the first operation never mind the second. 

I do understand that this is a quicker and more convenient way for surgeons 
however as not all gynaecologists that insert mesh deal with removals they do not 
really know the true effects. The surgeons that deal with removals are the only ones 
that know the real truth.  

Is it worth the risk in my opinion no.  

I know if someone is told there are side effects most just say yes snd trust the 
surgeon. This is not working for the woman and men of scotland we need someone 
to stand up for the patients. This operation is ruining more lives than it is bettering in 
my opinion.  

The first time I ever heard this operation had side effects was at my post op check-
up for my second operation. The check was done by a visiting gp who worked on 
gynaecology once a month. She said that although the operation was successful if I 
had any pain in the future I had to go straight to my gp. I was a bit confussed as I 
had never been told this before.  

I was eventually retired due to ill health and this devastated me. I just wanted to be 
normal again.  
 
Sorry for going on but I feel it is important to let you know what happened to me.  

I am in constant pain every day. I spend most days in bed and when I do go out I am 
exhaust and worry about falling over and hurting myself. I am not the same family 
member. Not the same wife mother and grandmother. I feel like a failure and as if I 
am lazy. I need to remind myself I am sick not lazy about 100 times a day. I am 
totally depressed.  

 

 

 

 

 

  



PE1517/BBBB 
Gill Hayward submission of 26 September 2017 

I have had both tape and mesh inserted and now removed. 

Before mesh was inserted I was working full time and had a hectic busy schedule. I 
was part of civilisation and would say I was just an ordinary working wife, mother and 
grandmother. 

Straight after having the first operation for a prolapse using tape my whole life turned 
upside down. This was 10 years ago and I have never worked a day since. This 
makes me feel useless and I hate having to beg the government for benefits instead 
of working for a pay.  

I started off with bowel problems which was quickly diagnosed as severe ibs. My 
stomach swelling up and my ribs being crushed. This took years to be diagnosed 
and eventually confirmed as Costicondritis. The pain was debilitating. I already 
suffered with migraines but they were mow more often and the pain was more 
severe than ever. I was also diagnosed with fibromyalgia again this took years to be 
diagnosed. At no point was mesh ever considered as the reason for all these sudden 
ailments. Even after my visit to gynaecology for my post operation appointment. He 
sent me to someone to investigate the causes as he had never had anyone with 
these symptoms before after mesh. (I was later to find out it was mesh and I was not 
alone in this) I had never been told side effects as these were definitely on the list.  

The prolapse came back and I was given the mesh this time even though my health 
was not good. Again I was not told of side effects as I would have realised that this 
was my problem and would not have put more of this poison in my system. 

After this operation I kept falling over. My left leg kept forgetting to move. My worst 
fall was when I broke my hand and elbow. I fall all the time and am now on high 
mobility. This turned my life around again.  

I eventually read an article about mesh and finally I had the one answer to my 
problems.  

By this time I was in excruciating pain. After investigation my mesh had contracted 
and pulling my insides. I had to wait nearly year while in this pain after they knew I 
needed to have the mesh and tape removed. The reason for the delay was that 
firstly there were not many surgeons who could remove the mesh and secondly the 
patients on front of me where worse than me. I was regularly taken in through a&e 
for pain contol while waiting in this operation.  

Eventually it was removed. I was then told why I kept falling as the anchor in my left 
leg could not be removed due to the severe nerve damage. If removed it could have 
caused me to lose the use of my leg completely. 

Since the operation nearly 2 years ago I have pain in my left side. This has taken 
nearly 2 years to be investigated and at the moment I am waiting on the results from 
a recent mri scan. 



Having the mesh removed has stopped me getting worse. The immediate release of 
the mesh contracting was fantastic however I still have the other issues.  

I have no confirmation but I think I am allergic to the mesh material. I cannot believe 
that there is no test to check for allergies when hair dressers would not put a hair dye 
on your hair without a patch test. 

Mesh ruined my life. Had I been told the side effects and true statistics I would never 
have had the first operation never mind the second. 

I do understand that this is a quicker and more convenient way for surgeons 
however as not all gynaecologists that insert mesh deal with removals they do not 
really know the true effects. The surgeons that deal with removals are the only ones 
that know the real truth.  

Is it worth the risk in my opinion no.  

I know if someone is told there are side effects most just say yes snd trust the 
surgeon. This is not working for the woman and men of scotland we need someone 
to stand up for the patients. This operation is ruining more lives than it is bettering in 
my opinion.  

The first time I ever heard this operation had side effects was at my post op check-
up for my second operation. The check was done by a visiting gp who worked on 
gynaecology once a month. She said that although the operation was successful if I 
had any pain in the future I had to go straight to my gp. I was a bit confussed as I 
had never been told this before.  

I was eventually retired due to ill health and this devastated me. I just wanted to be 
normal again.  
 
Sorry for going on but I feel it is important to let you know what happened to me.  

I am in constant pain every day. I spend most days in bed and when I do go out I am 
exhaust and worry about falling over and hurting myself. I am not the same family 
member. Not the same wife mother and grandmother. I feel like a failure and as if I 
am lazy. I need to remind myself I am sick not lazy about 100 times a day. I am 
totally depressed.  

 

 

 

 

 

  



PE1517/CCCC 
Kylie Stott submission of 27 September 2017 

Hello, my name is Kylie and I am 40 years old.  

Before this procedure, I considered myself to be a good mother, a loving partner and 
passionate primary school teacher. If I’d known a piece of plastic would rob me of my 
identity, crush my spirit, destroy my physical and sexual activity I would have chosen 
not to have surgery, and continued living with Stress Urinary Incontinence.  

Some of the side effects I have experienced include frequent catheterisations; acute 
groin pain; frequent urinary tract infections to the extent that I am now resistant to 
two forms of antibiotics; pain during sex with the inability to have an orgasm. The 
internal trauma subsequently affects my urethra and bladder function. This 
procedure has impeded my ability to, exercise which was integral to my day-to-day 
wellbeing. I can no longer run or cycle without distressing pain. I suffer from 
depression and Post-Traumatic Stress Disorder as I have no trust in medical 
practitioners. I discovered 2 years post procedure my surgeon had not in fact 
performed the operation as promised – instead a trainee doctor. I feel isolated and 
alone. I feel angry and violated and live in fear not knowing which way to turn. My 
self-esteem is low; I am consumed with negative thoughts and require ongoing 
counselling.  

I was not made aware of the potential complications; instead I was assured the 
insertion of a 'mid urethral sling' was a 'simple day-surgery procedure with a very low 
complication rate'. Had I been aware of the full extent of potential complications now 
listed on the TGA website, I would not have risked surgery. My surgeon insisted it 
was safe and was not the same product causing complications in women overseas.  

I was not told this implant was permanent and could not be removed easily if need 
be. I was informed there was a 3 week post-op window for removal before the 'flesh 
gelled with the sling,’ it was clear something was wrong directly after the procedure; 
it is now clear there was nobody who could remove the tape at the time, including my 
surgeon. Why was an internal examination NEVER performed at any of my post-op 
consultations particularly when I was experiencing extreme discomfort?  

Earlier this year, a gynaecologist, indicated he could remove the mesh, albeit with 
limited experience in such a procedure. A second opinion with a 4D ultrasound 
proved it is placed  

incorrectly and pressing into my vaginal wall.  

I am emotionally and physically crippled, I struggle to cope with the fear of the 
unknown. The intimacy in my relationship has decreased; I feel sexually inadequate 
and have pushed away friends due to my lack of self-worth and inability to see 
myself as anything other than a burden when times are tough. 

My condition now defines me. I survive as the victim of what I consider gross medical 
negligence from many parties. What does the future hold for myself and the many 
other women worldwide who are suffering?  



PE1517/DDDD 
Justine Watson submission of 27 September 2017 
 
I think all medical mesh should be banned from my personal experience and that of 
1000’s of others i have been in touch with. Gynaecare TVT tape has ruined the last 6 
years of my life 

I have suffered 

 Pain 
 anxiety 
 severer incontinence 
 fibromyalgia 
 chronic fatigue 
 accusations of hyperchodria 
 Loss of income and assets 
 my career 
 stress in relationships due to ill health 
 Isolation 
 judgement 

 



PE1517/EEEE 
Christine Whitewood submission of 27 September 2017 
 
I am a UK born citizen living in Australia. I was implanted with mesh  in 2011. I now 
have pain in groin and down leg to knee. I cannot walk  properly as my right leg 
cannot do a full stride therefore I am always  being told I limp. I have developed 
Crohnes disease. I have urinary  urgency and incontenance  which is the reason I 
had mesh in the first  place. I haven't had a good nights sleep without pills in years. I  
have dry eyes and mouth. Nerve pains down the back of my legs.  Tingling and 
numbness in my arms and numerous other problems because  my body is being 
slowly poisoned by the Mesh. Scotland has shown  itself to be a leader in 
renewables and I am sure lots of other forward thinking ideas.  
 
BAN MESH 
 



PE1517/FFFF 
Sharon J Mercado submission of 22 September 2017 
 
I had a TVT mesh operation in 2012 for treatment of SUI. I went through a number of 
examinations and tests prior to be offered this type of treatment but at the time of 
being offered the operation I was not informed of the risks associated with a mesh. I 
was not informed of how the operation is conducted only that the mesh is fitted 
vaginally and it is a simple operation that would be done as a day patient. I was 
informed of the normal risks associated with any surgery when an anaesthetic is 
being used. Following the operation I was discharged with no aftercare other than a 
standard letter to be given to my GP.  
 
Several months after my TVT operation I started experiencing severe itching and a 
rash to my hands, arms, legs and abdomen. I attended my GP and was told it was 
common for women to develop dry itchy skin during the menopause and prescribed 
body moisturiser.  
 
Since my operation the following symptoms have been reported to my GP, but each 
symptom has been dealt with as a separate issue rather than any connection being 
made to the mesh.  
 

 Itchy skin rash to various parts of body 

 Pain in legs, especially upper thighs 

 Pain in buttocks 

 Pain in lower back 

 Return of SUI and some bowel incontinence 

 Depression 

 Severe pain in abdomen, (period type cramps and cutting sensation) 

 Occasional bleeding from vagina 

 Headaches 

 Painful internals  

 Sexual intercourse is impossible due to pain 

 Vertigo – initially diagnosed as a TIA mini stroke 

 Angina 

 Weight gain 
 

I have questioned the connection with my symptoms and the TVT mesh, but it has 
been dismissed by clinicians, without any reasonable discussion. Nobody wants to 
admit or even hint that the TVT has caused these issues. 
 
My quality of life has been severely affected. I used to work full-time in a responsible 
job within criminal justice (I am now on sick leave). I used to love walking and 
dancing. I now can only walk a very small distance and have to use crutches. I 
cannot even go to the shops without experiencing pain. Driving is now becoming an 
issue due to pain which may eventually lead me to being unable to work as my job 
requires the use of a car for community outreach work. 
 
I beg you to read and listen to people’s experiences of the mesh, not just the 
clinicians that have fitted them and appear to be fudging the real truth! I have been 
injured by this mesh and want the Scottish Government to continue to take action 
now. 
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Public Petitions Committee 

19th Meeting, 2017 (Session 5)  

Thursday 26 October 2017 

PE1545: Residential care provision for the severely learning disabled 

Note by the Clerk 

Petitioner Ann Maxwell on behalf of Muir Maxwell Trust 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
recognise residential care as a way severely learning disabled 
children, young people and adults can lead happy and fulfilled lives 
and provide the resources to local authorities to establish residential 
care options for families in Scotland. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01545 

 

Introduction 

1. This is a continued petition that the Committee last considered at its meeting on 
11 May 2017. At that meeting the Committee agreed to write to the Scottish 
Government. Responses have been received from the Scottish Government 
and the petitioner. The Committee is invited to consider what action it wishes to 
take.  

Committee consideration 

2. The Scottish Government’s written submission dated 13 June 2017 provides an 
update on the preliminary results of a project to improve data collection on 
demand for residential care and identify suitable alternatives to out-of area 
placements. The submission highlighted that the themes emerging from phase 
one of the project include solutions to improving the discharge of people with 
learning disabilities with complex needs, focussing particularly on suitable 
accommodation.  

3. The Scottish Government also noted that meetings have been held with 
representatives from a number of Integrated Joint Boards to discuss local 
issues and potential solutions. The submission highlighted that further 
consultation will be required before any recommendations can be made in 
terms of strategic direction to support people with learning disabilities with 
complex needs.  
 

4. The Scottish Government’s written submission also addressed the concerns 
raised by the petitioner that the project will not address the gap in knowledge 
about people with profound and multiple learning disabilities. The submission 
outlined range of work streams that have been commissioned to address the 
data visibility of people with learning disabilities in Scotland including the work 

http://www.parliament.scot/GettingInvolved/Petitions/PE01545
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1545S_Scottish_Government.pdf
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of the Scottish Learning Disability Observatory (SLDO). Projects include the 
Scotland’s Census, 2011 and the ScotExed Scottish Pupil Census projects 
(specifically focussing on children and young people with learning disabilities). 
This project will look at : 

 
1. Trends, geographic variation, and cumulative frequency in antipsychotic 

prescribing 
2. Educational outcomes (e.g. absence, truancy, exclusion), and 

relationship to antipsychotic drugs. 
3. Birth, maternal, obstetric and early lifestyle factors relationships to 

antipsychotics. 
4. Rates of diabetes, ADHD, epilepsy, depression and asthma, and cancer, 

and prescribing patterns. 
5. Frequency and duration of hospital admissions for all causes, for 

ambulatory care-sensitive conditions, injuries, accidents and falls, and 
specialities. 

6. Standardised mortality ratio, and relationship with antipsychotic drugs. 
7. Cause-specific mortality rates. 

 
5. The petitioner’s view, as set out in her written submission dated 16 October 

2017, is that these projects fail to address the issues raised by the petition or 
the gap in data relating to people in Scotland, with profound and multiple 
learning disabilities to properly meet their needs and the needs of their families. 
The petitioner’s response goes on to suggest that as a result of the emerging 
themes from phase one of the current project into identifying suitable 
alternatives to out-of-area placements, the Scottish Government might appear 
to support this opinion.   

 

6. The petitioner’s submission also raised concerns that the focus of the work 
streams outlined by the Scottish Government to address the data visibility of 
people with learning disabilities in Scotland is largely centred on the 
prescription and effect of antipsychotic drugs. The petitioner’s submission 
highlighted that that the petition is not focussed on profoundly learning disabled 
adults and children in Scotland receiving this type of medication.  

7. The petitioner explained that the petition is about “identifying children and 
young people who have profound and multiple learning disabilities, and who will 
thrive in high end, supported residential care that will enable them to live safely 
in a protected environment, with a significant ratio of appropriately skilled carers 
to customers, enabling happy and fulfilled lives and peace of mind for families”.  

8. The petitioner concluded by expressing disappointment and frustration about 
the lack of progress and continued lack of understanding of the needs of this 
small group of children and young adults in Scotland with profound and multiple 
learning disabilities. 

Conclusion 

9. The Committee is invited to consider what action it wishes to take. Options 
include — 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1454T.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1454T.pdf
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 To ask the Scottish Government for information about the nature of the 
consultation that it considers will be needed to enable recommendations to 
be made in terms of strategic direction to support people with learning 
disabilities with complex needs and whether it will engage with the petitioner 
as part of this process and to respond to the petitioner’s comments in 
relation to antipsychotic drugs. 

 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee 
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Annexe 

The following submissions are circulated in connection with consideration of the 
petition at this meeting— 

 PE1545/S: Scottish Government’s submission of 13 June 2017 (50KB pdf) 

 PE1545/T: Petitioner submission of 16 October 2017 (109KB pdf) 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1545S_Scottish_Government.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1454T.pdf


PE01545: RESIDENTIAL CARE PROVISION FOR THE SEVERELY LEARNING 
DISABLED 

Petitioner Ann Maxwell 

Date 
Lodged 

03 December 2014 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
recognise residential care as a way severely learning disabled 
children, young people and adults can lead happy and fulfilled lives 
and provide the resources to local authorities to establish residential 
care options for families in Scotland. 

 

Previous 
action 

I met with Cabinet Secretary for Health Alex Neil to discuss this issue 
in May 2013 but no Scottish Government action was taken forward as 
a result.  I later sent him an open letter calling for more residential 
care options in Scotland but, again, the Scottish Government didn’t 
commit to taking a fresh look at this issue. 
 
In addition, I have brought up the issue of long-term residential care in 
formal written evidence submissions to Scottish Parliament 
consultations and have raised the issue in the local and national 
media. 
 
As the lack of suitable residential care options is a problem affecting 
the whole of the UK, I also met with UK Minister of State for Care and 
Support Norman Lamb MP to bring the issue to his attention. 

 

Background 
information 

The profoundly learning disabled have a range of complex physical 
and mental disabilities which leave them in need of 24 hour-a-day 
care and with no hope of living independently. 
 
The Scottish Government has placed a great emphasis on ensuring 
the disabled can live independently within the community, but for 
those with profound learning disabilities, even supported living in 
community settings is simply not appropriate. 
 
Right across the UK, it is recognised that access to appropriate 
residential care for profoundly learning disabled children is an issue, 
especially for those leaving school and unable to pursue further 
education or employment. 
 
The normal world in which we live is not a world in which the 
profoundly learning disabled can relate to; indeed, they must be 
protected from it while at the same time being given the opportunity to 
live a happy and fulfilled life.  The fear of many is that the profoundly 
learning disabled will be forced to live unseen behind closed doors 



with families who may struggle to cope with their needs or who may 
have to put up with an endless stream of visiting carers. 
 
There are many loving mums and dads who give up everything for 
their children but for some, the condition their child may suffer from is 
so extreme that the only way they can hope to lead a happy and 
fulfilled life is in the specialised environment offered by residential 
care.   
 
Right now, there are no suitable long-term residential care options for 
families in Scotland.  My own son Muir suffers from Dravet Syndrome, 
which has left him with a range of complex physical and mental 
disabilities.  He needs residential care, but the only suitable facility for 
him is in Surrey, in the very south of England. 
 
The reason for the lack of long-term adult residential care in Scotland 
is because the Scottish Government currently measures the demand 
for long-term residential care in part on the current number of children 
and young people currently in residential care.  This is a wholly flawed 
way of measuring demand and fails to capture the true need that 
currently exists in Scotland. 
 
Moreover, the Scottish Government have admitted that the statistics 
they hold are not fit for purpose and are far too generalised to form a 
meaningful basis for any policy decisions regarding profoundly the 
profoundly learning disabled.  It will be 2015/16 before this data on 
disabilities is reassessed, meaning families will have even longer to 
wait before policy catches up with their needs. 
 
In addition, many parents believe they can cope or are wrongly 
stigmatised for putting their children into what may be perceived by 
others as ‘institutions’.  Add to this the fact that the needs of 
profoundly learning disabled children can evolve greatly as they get 
older and many parents don’t realise they need residential care until it 
is too late. 
 
The Scottish Government should not wish to limit the profoundly 
learning disabled’s interaction with the world to a succession of 
visiting carers and a few hours respite away from home each week. 
 
More community care is not the answer for this group.  Scotland 
needs long-term residential care options for this vulnerable group and 
the Scottish Government should provide the funding in which to make 
this a reality. 

 

 

 

 



PE1545/S 
Scottish Government’s submission of 13 June 2017  
 
Following the Committee’s consideration of the above Petition on 11 May 2017 you wrote 
asking for an update on the preliminary results of phase one of the project plan currently 
underway by Dr Anne MacDonald. 
 
As the Committee will be aware Dr Anne MacDonald’s project commenced during May 2016 
and will end March 2018. 
 
Thus far 26 of the Integration Joint Boards (IJB’s) have now returned information with 5 
currently being followed up. Analysis of the data is underway. 
 
Themes that are emerging to date include solutions to improving the discharge of people 
with learning disabilities with complex needs, focussing particularly on suitable 
accommodation. In addition to data collection and analysis, meetings have been held with 
representatives from a number of IJB’s to discuss local issues and to ascertain their views 
on potential solutions. 
 
These discussions are at an early stage and further consultation is required with the sector 
as well as a range of other stakeholders before any recommendations can be made in terms 
of strategic direction to support for people with learning disabilities with complex needs. 
 
You also asked for a response to the concerns raised by the petitioner in her submission 
dated 25 April 2017 that the above project will not address the gap in knowledge about 
people with profound and multiple learning disabilities. 
 
Dr Anne MacDonald’s project is specifically focussing on out of area placements and NHS 
provision in Scotland for adults with learning disabilities with complex needs. In addition to 
this work the Scottish Government has commissioned a range of work streams to address 
the data visibility of people with learning disabilities in Scotland including the work of the 
Scottish Learning Disability Observatory (SLDO) 
 
A  number of projects are underway by SLDO which will fill the gap in data relating to people 
in Scotland with Profound and Multiple Learning Disabilities (PMLD) These include the 
Scotland’s Census, 2011 and the ScotExed Scottish Pupil Census projects ( specifically 
focussing on children and young people with learning disabilities )  This project will look at : 
 
1. Trends, geographic variation, and cumulative frequency in antipsychotic prescribing  
2. Educational outcomes (e.g. absence, truancy, exclusion), and relationship to  

        antipsychotic drugs. 
3         Birth, maternal, obstetric and early lifestyle factors relationships to antipsychotics. 
4.        Rates of diabetes, ADHD, epilepsy, depression and asthma, and cancer, and    
           prescribing patterns. 
5.        Frequency and duration of hospital admissions for all causes, for ambulatory care-  

         sensitive conditions, injuries, accidents and falls, and specialities. 
6.        Standardised mortality ratio, and relationship with antipsychotic drugs. 
 7.       Cause-specific mortality rates. 
 
I hope this information will be of assistance to the Committee in its continuing consideration 
of the Petition. 



PE1545/T 
Petitioner submission of 16 October 2017 
 

Response to Scottish Government’s submission to the Petition Committee of 13 
June 2017 

 

1. The work of Dr Anne MacDonald 

 

The Scottish Governments’s reply to the Committee regarding the points raised in 
our earlier submission of April 2017 is exactly as predicted. 
 

They said “As the Committee will be aware Dr Anne MacDonald’s project 
commenced during May 2016 and will end March 2018.” 

 

As stated in our submission of April 2017 it is our view that the work in progress 
referred to is only in line with recommendations 51 and 52 of Scottish Government’s 
review of services ‘Keys to Life” the aim of which is to bring those in out of area 
placements back to Scotland and to have relevant data, gathered from Integration 
Joint Boards and a proposed solution/recommendations by 2018.  
 

We stand by our opinion that this work fails to address the serious issues raised by 
our petition and in no way addresses the gap in data relating to people in Scotland, 
with profound and multiple learning disabilities, including the children, in order to 
properly meet their needs and the needs of their families. 
 

Our opinion appears to be supported by Scottish Government’s reference to 
“Themes that are emerging to date include solutions to improving the discharge of 
people with learning disabilities with complex needs, focussing particularly on 
suitable accommodation.”  Though their statement is most confusing. 
 

2. The work of Integration Joint Boards (IJBs)  
 

We are aware of one Integration Joint Board which is attempting to make some form 
of longer term provision in Scotland for adults with more complex needs but the 
focus of this provision thus far, is solely on accommodation (in keeping with the 
above statement) and does not address the supporting environment and services 
that will be essential to meet the profound needs of the group that we are referring to 
and enable a fulfilled life for them. Consultation with stakeholders, especially 
customers (families) will be vital, for such a project to be successful and a regard for 
the children and young people also coming behind will be necessary to ensure such 
a facility can accommodate all of its potential customers. Accurate data gathering is 
therefore fundamental for the success of such a project. Substantial funding will also 
be required - the needs of this group cannot be met with a restricted budget.  
 

The work of Scottish Learning Disability Observatory (SLDO) 

 

Scottish Government has referred to work they have commissioned to address the 
data visibility of people with learning disabilities in Scotland, including projects by 
SDLO. However, the focus of this work and its relevance is particularly alarming, 
being largely around the prescription, and effect, including mortality of antipsychotic 
drugs - the definition of which is below. 
 

“Antipsychotics, also known as neuroleptic or major tranquillisers, are a class of 
medication primarily used to manage psychosis, principally in schizophrenia and 
bipolar disorder.” 
 



As antipsychotic medication, including its prescription and consequences is the 
major focus of SLDO’s research, explained in Scottish Government’s submission to 
the Committee of June 13 2017, it is quite clear that we are talking about a very 
different group of profoundly learning disabled adults and children in Scotland who 
would for the most part, not be receiving a prescription for such a horrific form of 
medication.  
 

Our petition (PE1545) is about identifying children and young people who have 
profound and multiple learning disabilities, and who will thrive in high end, supported 
residential care that will enable them to live safely in a protected environment, with a 
significant ratio of appropriately skilled carers to customers, enabling happy and 
fulfilled lives and peace of mind for families.  
 

Summary 

 

It is now two years since the submission of PE1545 and we are not only 
disappointed but also deeply frustrated by the lack of progress and in particular, the 
continued lack of understanding of the needs of this small group of children and 
young adults in Scotland with profound and multiple learning disabilities. 
 

We are of the view that actions must now speak louder than words.  In adulthood this 
extremely vulnerable group may not be able to give any one their vote but 
nevertheless, we have a moral obligation to look after them properly and we must 
start doing that right now.   
 

We need action, we need substantial funding and we need a clear plan.  
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Public Petitions Committee 
 

19th Meeting, 2017 (Session 5) 
 

Thursday 26 October 2017 
 

PE1596: In Care Survivors Service Scotland 
 

Note by the Clerk 
 

Petitioner Paul Anderson 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
retain our essential, dedicated In Care Survivor Service Scotland in its 
current form. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01596 

 
Introduction 
 
1. This is a continued petition, which was last considered by the Committee at its 

meeting on 19 January 2017. At that time, the Committee welcomed the update 
provided by the Scottish Government, but agreed to write to the Deputy First 
Minister and Cabinet Secretary for Education and Skills, to seek clarity on the 
interim finance arrangements and to address concerns expressed by the 
petitioner in terms of the long-term sustainability of the funding, and the potential 
loss of skills and any impact this might have on service users.  

  
2. The Scottish Government’s response has been received and provided to 

members, together with a submission from the petitioner. The Committee is 
invited to consider what action to take on the petition. 

 
Committee consideration 
 
3. In its submission of 18 January 2017 the Scottish Government advised that 

“Open Secret received £110,000 from the In Care Survivor Support Fund in 
November 2016 as advance payment for November and December 2016”. It 
noted that this represented more than half of the funding Open Secret would 
ordinarily receive for a year’s service delivery, and that it had “ensured continuity 
of service” but also allowed survivors to access the new In Care Survivor 
Support Fund. 
 

4. With regard to the continuity of care for survivors working with Open Secret, the 
Scottish Government’s submission noted that officials and the In Care Survivor 
Support Fund were working together and meeting with Open Secret to agree the 
service requirements to ensure Open Secret can operate as an ongoing service 
provider. It stated that— 
   
 

http://www.parliament.scot/GettingInvolved/Petitions/PE01596
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“In practice this means current in care survivors receiving support from Open 
Secret can be assured their support will continue uninterrupted. It also means 
that should survivors also wish to access wider support which is not available 
through Open Secret (such as the discretionary element) they will have the 
option of registering with the Support Fund.” 

 
5. The Scottish Government submission stated that, to listen and engage with 

survivors, it had employed a survivor engagement manager and “will create an 
ongoing engagement plan to capture the views and concerns of more survivors 
in the future”. 
 

6. With regard to concerns expressed by the petitioner about the long-term 
sustainability of funding and the potential loss of skills, and the impact this might 
have on service users, the Deputy First Minister wrote to the Committee on 13 
February.  
 

7. The submission explains that, while the responsibility for delivering services for 
survivors lies with local statutory bodies, since 2007 the Scottish Government 
has invested over £10million to “improve the capacity and capability of third and 
voluntary services … to develop sustainable services to meet the needs of 
survivors at local level” and to “support developments that embed and sustain 
specialist services … as part of existing health and social care arrangements”. 
 

8. In response to the concerns expressed about the potential impact the change in 
funding might have on survivors, the DFM notes that “no survivor has had to 
change or lose support since the change in funding”. He reiterates that— 
 

“In care survivors who currently receive their support through Open Secret are 
able to continue to receive this support. In addition, for those who wish, in 
care survivors are also able to access a broader range of support to address 
their individual needs through the Fund.” 

 
9. The petitioner acknowledges that “there have been improvements” with regard to 

the steps taken by the Scottish Government to enable Open Secret to continue 
its support to survivors, but expresses his understanding that “this has not yet 
been agreed formally”. 
 

10. His continuing concern was that “survivors and their counsellors whom they have 
grown to trust over the past number of years continue in those relationships”. He 
raises two specific questions— 
 

 Have survivors from ICSSS been consulted about what they need, and 
about changes now in place and in the future? 

 Whether there is evidence that survivors have had the opportunity to 
provide input when decisions about their future health have been 
discussed 
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Action 
 
11. The Committee is invited to consider what actions it wishes to take. Options 

include— 
 

 To seek an update from the Scottish Government on the role of the survivor 
engagement manager and progress with the ongoing engagement plan, in 
light of the questions posed by the petitioner. To also invite the Scottish 
Government to clarify whether there is any formal agreement in place with 
Open Secret, that it may operate as an ongoing service provider to the new 
In Care Survivor Support Fund 
 

 To close the petition under Rule 15.7 of Standing Orders on the basis that 
the Scottish Government has provided assurances with regard to the service 
delivery crossover between Open Secret and the In Care Survivor Support 
Fund, and that these have been delivered, as acknowledged by the 
petitioner. In so doing, the Committee may wish to note that it encourages all 
parties to continue the close collaborative working, and to ensure that 
survivors have the opportunity to feed into discussions on the services they 
require.  
 

 To take any other action the Committee considers appropriate. 
 

Clerk to the Committee 
 

Annexe A 

The following submissions are circulated in connection with consideration of the 

petition at this meeting— 

 PE1596/N: Scottish Government submission of 18 January 2017 (116KB 
pdf) 

 PE1596/O: Scottish Government submission of 13 February 2017 (116KB 
pdf) 

 PE1596/P: Petitioner submission of 2 May 2017 (27KB pdf) 
 

All written submissions received on the petition can be viewed on the petition 
webpage. 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1596_N_ScottishGovernment.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1596_N_ScottishGovernment.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1596_O_SG.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1596_O_SG.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1596P_Petitioner.pdf
http://www.parliament.scot/GettingInvolved/Petitions/PE01596


PE1596: IN CARE SURVIVORS SERVICE SCOTLAND 

Petitioner Paul Anderson, James McDermott, Chris Daly 
 

Date 
Lodged 
 

12 January 2016 

Petition 
Summary 

Calling on the Scottish Parliament to urge the Scottish Government 
to retain our essential, dedicated In Care Survivor Service Scotland 
in its current form. 
 

Previous 
Action 

Chris Daly had meetings with senior civil servants after the 
proposed change to the ICSSS to raise concerns. 

The petitioners have sought and received support from a number of 
organisations regarding the continued funding for the ICSSS. The 
petitioners have received letters of support from several local 
authorities, Police Scotland, the Scottish Human Rights 
Commissioner, Celcis and others. These letters have been passed 
on to the Scottish Government. 
 

Background 
Information 

In Care Survivor Service Scotland 
 
The service was developed to highlight and address the long term 
effects, as well as current and future needs of those survivors 
subjected to neglect, physical, emotional and sexual abuse while in 
care. 

The background to the development of the essential dedicated 
service was; in 2001 a cross party working group for survivors of 
child sexual abuse was established. The Scottish Governments 
National Strategy was the outcome of that group’s effects in 2005. 

The In Care Survivors Service Scotland (ICSSS) provides a model 
of care that offers counselling, advocacy, informal support, group 
support and access to records. It provides a website and a part time 
helpline staffed by trained counsellors. 

The service has built up experience over the seven years that it has 
been operating. The uniqueness of the service is the approach of 
offering all of the different strands in one service and in many cases 
with one worker. This ensures that survivors do not have to develop 
trust with a number of different workers. Focus group results and 
consultations have evidenced that this is what survivors find 
particularly beneficial about the service.  

It is a crucial part of the service that the worker supports the 
survivor to access their records and then supports them to go 
through them.  Counsellors work with an integrative approach 
utilising a number of counselling modalities depending on the needs 



of the survivor. In focus group results survivors have expressed that 
the approach is life saving and they were unable to have their needs 
met in NHS or generic services. 

Broker Model 

The Scottish Government has indicated that it will put the services 
of the ICSSS out to tender.  The tender process will change the type 
of service that is being provided to survivors.  Rather than a 
specialist service where support workers develop a one-to-one 
relationship with service users, the new proposal is a broker service 
where survivors will be signposted to a number of other service 
providers 

With the new broker model a worker will make contact with a 
survivor either by phone, Skype or in person. The worker will not be 
a specialist counsellor.  They will then carry out an assessment of 
the needs of the survivor and will broker a service for them from 
existing services or the NHS. Where no service is available the new 
service will commission a service for them. We consider this to be a 
significant risk as currently none of the specialist survivor agencies 
with substantial experience of historic abuse have secured ongoing 
core funding. 

Services within the NHS offer time limited support and the medical 
model of care is triggering for people who have been abused, 
particularly in a care setting.  NHS staff, while very skilled in generic 
work, are not trained to work with complex trauma in many cases 
having utilised a time limited Cognitive Behavioural Therapy (CBT) 
approach, something that survivors do not feel works for them.  The 
voluntary sector is trusted by survivors, particularly the specialist 
organisations that can offer flexibility.  We understand NHS staff are 
being trained in complex trauma but this cannot be learned in short 
term courses it has to be a full organisational approach and NHS 
staff have many areas of support that they have to cover. 

There are many aspects of this model that we consider to be a 
risk.  First of all a worker who is not a specialist counsellor carrying 
out assessments could leave survivors having talked to the worker 
feeling suicidal but with no ongoing appropriate support.  Most NHS 
services offer a medical model and CBT, time limited approach. 
Many survivors are diagnosed with mental health conditions that are 
considered untreatable.  

Many clients of ICSSS report that the service has kept them alive 
and has kept them from being admitted to hospital. One survivor 
was in hospital at least four times a year and since accessing 
ICSSS has not required any admissions.  Another survivor has 
asked for the situation he faced to be included as an example. He 
was diagnosed with borderline personality disorder and his GP was 



informed that he was untreatable so would be discharged. On 
appeal by ICSSS he was offered a Community Psychiatric Nurse 
but that has now also been withdrawn.  On one occasion he called 
to say he felt suicidal and was told that was his choice. In areas, 
which ICSSS have discovered are many, where there is limited 
support survivors may be at significant risk of harm by having to 
wait for support. When support is offered it is unlikely to have the 
ability to offer the specialist services that ICSSS can offer. 

In the evaluation by Napier University in 2011 the ICSSS model was 
recommended as being the most appropriate to work with survivors 
of abuse in care and it was recommended that it could be a model 
of good practice to be rolled out to other services.  The new broker 
model without ICSSS to refer to would be potentially dangerous. 
Survivors campaigned for many years for a specialist service and 
now it will be altered with no evidence of need and not according to 
views of survivors in consultations. 

The service is in line with the Survivor Scotland national strategy 
which aims to improve services supporting those who have suffered 
childhood sexual abuse and other abuse including emotional and 
physical wellbeing. 

As we survivors see it the service model currently in place is the 
essential dedicated service which addresses our needs.  We 
survivors and service users believe the current model meets our 
needs. As it is a trauma informed counselling and advocacy support 
service for adults who experienced abuse in care. 

Moreover the work of the locally based development workers across 
Scotland is saving lives. It’s a lifeline to the service users some of 
whom have suicidal ideation and other mental and physical 
disorders. These are a legacy of the childhood trauma. 

The current model is the model that survivors trust. For some 
service users it has taken years to develop that trust. A change in 
service has a potential to cause harm. 
 

 

 



PE1596/O 

Scottish Government letter of 13 February 2017 

Following consideration of the public petition PE1596 at the meeting on 19 January 

you wrote to me seeking clarity on several issues raised by the Committee. Please 

find below the response to these issues. 

Interim finance arrangements 

In care survivors who were receiving services from Open Secret under previous 

grant arrangements have continued to do so without interruption or change. Open 

Secret is being paid for these services, whether or not the survivors have registered 

with the In Care Survivor Support Fund. The Fund is in the process of reconciling 

payments to Open Secret for support provided for November and December 2016 as 

these were paid on estimates provided by Open Secret. Further payments will 

continue to be reviewed with Open Secret in accordance with the level of support 

provided. 

Scottish Government and the In Care Survivor Support Fund are engaging regularly 

with Open Secret and its clients to provide information about the Fund, what 

additional support the Fund can offer, and how survivors can register with the Fund. 

We hope that Open Secret will become a supplier to the Fund and that all its current 

and future clients will benefit from this additional resource. 

Long term sustainability of funding and potential loss of skills 

Through providing services as part of the In care Survivor Support Fund Alliance, 

Open Secret is able to continue to receive funding to support in care survivors who 

currently access its services. It should be noted that the responsibility to deliver 

appropriate services for survivors lies with local statutory bodies including new 

integration authorities. That is why Scottish Government has invested over £10m 

since 2007 to improve the capacity and capability of third and voluntary sector 

services, including Open Secret, to develop sustainable services to meet the needs 

of survivors at local level. In this way the Scottish Government seeks to support 

developments that embed and sustain specialist services, such as those provided by 

Open Secret, as part of existing health and social care arrangements. 

Impact on survivors 

It is important to note that no survivor has had to change or lose support since the 

change in funding. In care survivors who currently receive their support through 

Open Secret are able to continue to receive this support. In addition, for those who 

wish, in care survivors are also able to access a broader range of support to address 

their individual needs through the Fund. 



The Scottish Government understands that survivors require access to support that 

is appropriate for them.  We recognise that for many survivors gaining access to the 

right support, including NHS services, has not been straightforward.  The work that 

we are taking forward has been based on up to date evidence about trauma which 

demonstrates that, in order to address individual needs, survivors may require 

access to support across a wide range of domains including, housing, education, 

physical, social, and psychological. 

I hope that the Committee find this additional information helpful. 



PE1596/P 

Petitioner submission of 2 May 2017  
 

I must acknowledge and thank the Scottish Government that there have been 
improvements as regards their support for the above mentioned service - however 
this has not yet been agreed with formally. 
 

Please refer to my previous response 
PE1596/M: Petitioner Letter of 22 December 2016 (55KB pdf) 
 
I appeal to the Scottish Government to continue consideration of PE1596 on the 

grounds that there are still some issues I am uncomfortable with. My paramount 
concern is that survivors and their counsellors whom they have grown to trust over 
the past number of years continue in those relationships; this will help survivors in 
their journey.  

 
The continued media coverage of child abuse in our society has proved again that 
services such as ICSSS must be there for them, they must have sincere and 
genuine support from counsellors who can give them the support they desperately 

need.    
 

May I ask, has anyone in the Scottish Government / Parliament asked survivors from 
the ICSSS what they need, have they consulted with them about some of the 

changes there are now in place and in the future?  
 
I have attended many meetings over the past number of years and time and again I 
have heard professionals say, “survivor engagement, survivor lead” among others. 

Can the Scottish Parliament / Government give me evidence that the engagement 
they refer to with survivors (ICSSS) has happened when decisions about their future 
health has been discussed?  

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202016/PE1596_M_Petitioner.pdf
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Public Petitions Committee 

7th Meeting, 2016 (Session 5) 

Thursday 24 November 2016 

PE1607: Congestion charging in major Scottish cities 

Note by the Clerk 

Petitioner Peter Gregson, on behalf of Kids not Suits 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
legislate for congestion charging in every major Scottish city 
(population over 300,000) with the proceeds from such charges to be 
used to subsidise more sustainable modes of transport, such as re-
opening suburban railways that were closed, or reduced to freight, due 
to Beeching cuts; fixing cycling black spots; better park and ride 
facilities; and improved road surfaces (e.g. filled potholes). 

Webpage parliament.scot/GettingInvolved/Petitions/CongestionCharging 

 

Introduction 

1. This is a continued petition, previously considered by the Committee at its 
meeting on 24 November 2016. At that meeting the Committee agreed to defer 
further consideration of the petition until it became clear whether relevant issues 
will be included within the draft third report on policies and proposals 2017-2032 
(RPP3). 

2. In the background information to this petition, the petitioner stated— 

“Congestion charging would reduce car usage in town centres and improve air 
quality. It would not apply to electric vehicles and would be weighted against 
gas –guzzlers. However it would not be levied on citizens living within congestion 
charge zones, whatever they drove.” 

3. The purpose of this paper is to provide an update on RPP3 and to highlight other 
relevant announcements in relation to air pollution levels and sustainable 
transport. 

Responses 

4. The draft RPP3 was published on 19 January 2017 and scrutiny of the report has 
been undertaken by four 1  parliamentary committees. In relation to transport 

                                                           
1
  

http://www.parliament.scot/GettingInvolved/Petitions/CongestionCharging
http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10656http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10525#ScotParlOR
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issues, the Rural Economy and Connectivity Committee included the following 
conclusions— 

 The Committee recognises that since 1990 progress in emissions 
reduction from the transport sector has been largely offset by increases in 
demand. It therefore recommends that greater consideration is given to 
policies that will control demand and encourage modal shift away from 
private cars. 

 In relation to Scottish TIMES, the Committee highlighted that more 
information on the traffic growth figures input into the model is required to 
better understand the policy and proposal outcomes.  

 The Committee notes that the Draft Climate Change Plan focusses on 
ways in which developments in technology will reduce transport emissions. 
The Committee recommends that detail is provided on any incentives 
proposed and the costs associated with encouraging uptake of ultra-low 
emission vehicles. 

 In relation to active travel, the Committee calls on the Scottish 
Government to set out how it intends to meet its walking and cycling modal 
shift commitments, in particular 10% of everyday trips by bike by 2020, in 
the final Climate Change Plan. 

 The Committee recommends that policies to incentivise bus patronage are 
outlined in the Plan. It also recommends further and increased support for 
the development of walking and cycling infrastructure to allow for 
integrated active travel and public transport journeys, with a view to 
encouraging modal shift from private cars. 

5. It is understood that the final RPP3 is due to be published in the first quarter of 
2018. 

6. Members may also wish to note that the Scottish Government’s programme for 
the year 2017-18 includes an undertaking to introduce a Low Emission Zone 
(LEZ) in one of our cities by the end of next year – and working with local 
authorities to introduce LEZs into our four biggest cities by 2020 and to all Air 
Quality Management Areas by 2023.” 

7. Additionally, the Environment, Climate Change and Land Reform (ECCLR) 
Committee is currently undertaking an inquiry into air pollution in Scotland. 

Action 

8. The Committee is invited to consider what actions it wishes to take. Options 
include— 

 To close the petition under rule 15.7 of Standing Orders, on the basis that 
the Scottish Government has indicated it will seek to introduce Low 
Emission Zones in Scotland’s four biggest cities by 2020. In doing so, the 
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Committee may wish to make the ECCLR Committee aware of the petition 
in relation to the inquiry into air quality in Scotland. 

 Any other action it wishes to take. 

Clerk to the Committee 

 

 



PE01607: CONGESTION CHARGING IN MAJOR SCOTTISH CITIES 

Petitioner Peter Gregson on behalf of Kids not Suits 

Date 
Lodged 

22 March 2016 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
legislate for congestion charging in every major Scottish city 
(population over 300,000) with the proceeds from such charges to be 
used to subsidise more sustainable modes of transport, such as re-
opening suburban railways that were closed, or reduced to freight, 
due to Beeching cuts; fixing cycling black spots; better park and ride 
facilities; and improved road surfaces (e.g. filled potholes).  

 

Previous 
action 

I have raised it as a motion at the Edinburgh CLP to call on Edinburgh 
Council to introduce the charge- it was remitted until after the election. 

I called for it to be implemented in every Scottish city by writing to 
Kezia Dugdale MSP, who has not replied to my e-mail as yet. I also 
copied in Sarah Boyack MSP and Neil Findlay MSP. 

I have also discussed it with Ian Murray MP. 

 

Background 
information 

Congestion charging would reduce car usage in town centres and 
improve air quality. It would not apply to electric vehicles and would 
be weighted against gas –guzzlers. However it would not be levied on 
citizens living within congestion charge zones, whatever they drove. 

Any new scheme must be simple and user-friendly. Decisions on how 
congestion charge income is spent would be subject to consultation 
by local authorities, who would, of course gain and control the 
proceeds of the congestion charges. 

The charge to any driver entering the congestion charging zone 
should be approximately equal to the costs of a day saver ticket on 
the bus, thereby incentivising them to leave their car at home- and 
keep the price to a level that most could afford, should car use be 
imperative due to work or family needs. 

HISTORY 

All will refer to the fact that only one Scottish city has dared consider 
congestion charging- that was Edinburgh Council, ten years ago. 

The Edinburgh referendum on congestion charging failed for three 
good reasons: 



• Politicians should never hold a referendum to ask people if they 
want to be taxed; they will always lose; if it is a manifesto commitment 
or has been ordained by a democratically- elected government, that 
should suffice. 
• Edinburgh's proposal for a doughnut arrangement with two 
congestion charging rings served only to confuse and enrage both 
citizens and neighbouring authorities. 
• Those living within the charging zone should not be expected to pay. 
Otherwise these citizens will be paying to leave their homes in their 
cars- a profoundly unfair arrangement. They will have no choice not to 
use their car if they have dependants, are self-employed with 
equipment, have to drive outside of the city to work, etc. It is patently 
unfair to charge people just for leaving their homes. 

WHY IT’S NEEDED 

I believe that concern about climate change is so widespread, and 
that advances in technology have made electric cars an attractive 
purchase, that this time the congestion charge would attract public 
support. 

Most cities are likely to experience an exponential growth in 
population over the next 20 years, with studies suggesting an 
increase of almost 30 per cent in Edinburgh alone. The current 
transport infrastructure will be unable to cope. 

There is an example of a service in Edinburgh that could benefit from 
the congestion charge. The South Suburban Rail Line was closed in 
1962 and is presently only used for freight. Its reinstatement to take 
passengers would provide endless possibilities and potential. 
Reinstating the South Sub could act as a catalyst for an integrated 
transport plan for Edinburgh that is truly fit for the 21st century. The 
station at Gorgie could serve Heart of Midlothian Football Club, 
Craiglockhart could serve Edinburgh Napier University, and Blackford 
and Newington could serve the University of Edinburgh. A new link to 
the Edinburgh Royal Infirmary that stems from the current South Sub 
station at Cameron Toll would vastly improve the transport options for 
patients and national health service staff, and it would serve the ever-
expanding Edinburgh Bio-Quarter. The congestion charge could 
provide the £18M-£30M funds needed to make the south sub rail line 
reinstatement, which has cross-party support, a reality. 

I believe the revenue generated from the Congestion Charge would 
also serve to fix the potholes, etc, thus making travelling by car, bus, 
taxi and bicycle a more pleasant experience and making every city a 
city to be proud to live in. Thus car drivers paying the charge would 
be paying into a fund from which they will directly benefit. 

This petition is one of a raft of Petitions to the Scottish Parliament 
launched in the run up to the Scottish Elections by Kids not Suits 



under the aegis “Vision for an emancipated healthy democratic 
Scotland“. 
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qrdzPublic Petitions Committee 

19th Meeting, 2017 (Session 5)  

Thursday 26 October 2017 

PE1616: Parking Legislation 

Note by the Clerk 

Petitioner John S Shaw 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
make it an offence to park in front of a dropped kerb. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01616 

 

Introduction 

1. This is a continued petition that the Committee last considered at its meeting on 
2 February 2017. At that meeting, the Committee agreed to defer further 
consideration of the petition until the Scottish Government's consultation on 
parking was complete.  

2. The consultation has now closed and the Committee is invited to consider what 
action it wishes to take.  

Committee Consideration  

3. The Scottish Government’s written submission of 23 November 2016 stated 
that a full review and stakeholder consultation on parking would be undertaken 
in the new Parliamentary session. 

4. The Improving Parking in Scotland consultation opened on 31 March 2017 and 
closed on 30 June 2017. The consultation sought views on how to address the 
issue of pavement parking as well as how best to manage disabled parking 
provision and determining what parking incentives local authorities can provide 
for the uptake of ultra-low emission vehicles. 
 

5. The consultation received 611 responses and it is anticipated that an analysis 
of these responses will be published in autumn 2017. 

 
Conclusion 

6. The Committee is invited to consider what action it wishes to take. Options 
include — 

http://www.parliament.scot/GettingInvolved/Petitions/parking
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202016/PE1616_D_TransportScotland.pdf
https://consult.scotland.gov.uk/road-policy/improving-parking-in-scotland/
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 To ask the Scottish Government to provide an update, once the outcome of 
the consultation has been published, of what action it intends to take in 
relation to the  concerns raised in the petition; 

 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee 



PE01616: PARKING LEGISLATION 

Petitioner John S Shaw 

Date 
Lodged 

5 October 2016 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
make it an offence to park in front of a dropped kerb. 

Previous 
action 

I have raised the issue with my local elderly forum and have 
contacted Fife Council. 

I have also contacted my MSPs to raise my concerns as the issue 
impacts on me personally as a wheelchair user. I received responses 
from two MSPs who were very sympathetic to my concerns but 
highlighted that, until recently, the Scottish Parliament did not have 
the power to legislate in this area. They stated that the Scottish 
Government would be able to bring forward legislation to tackle 
obstructive and irresponsible parking in this new session. 

Background 
information 

I am an 84 year old wheelchair user and I have great difficulty 
negotiating road crossings due to parked cars blocking them. 

It is illegal in England to park in front of a dropped kerb. Why not here 
in Scotland? 
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Public Petitions Committee 
 

19th Meeting, 2017 (Session 5) 
 

Thursday 26 October 2017 
 

PE1621: Sepsis Awareness, Diagnosis and Treatment 
 

Note by the Clerk 
 
Petitioner James Robertson 

Petition 

summary 

Calling on the Scottish Parliament to urge the Scottish Government to 

raise the awareness of Scottish Health Professionals and public of the 

early signs of Sepsis. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01621  

Purpose 

1. This is a continued petition, last considered by the Committee at its meeting on 
29 June. At that meeting the Committee agreed to write to the Cabinet 
Secretary, expressing its view that it would be appropriate for the Scottish 
Government to launch a national public awareness campaign, and seeking 
information on the ongoing CPD process for clinicians with regard to training 
and continued awareness of sepsis.   

2. The Cabinet Secretary responded on 11 August 2017. 

Committee consideration 

3. In her submission, the Cabinet Secretary indicated that, at that time, the 
Scottish Government did not consider that it was necessary to launch a national 
public awareness campaign.  

 
4. The Cabinet Secretary indicated that the Scottish Government’s commitment to 

ongoing work to support and promote work around sepsis remained, including 
continuing to work closely with NHS Scotland and the Fiona Elizabeth Agnew 
Trust (FEAT). The submission also highlighted the work of the Scottish Patient 
Safety Programme which is “tackling Sepsis with its unique national programme 
recognised as setting the benchmark for systemic approaches to health care 
improvement”. 
  

5. The submission acknowledged that the focus on early identification of Sepsis 
was critical and noted that “treatment within one hour of recognition has led to 
mortality rates among those identified at this stage falling by 21% since 2012”.  

 
6. While the Cabinet Secretary did not consider a national public awareness 

campaign to be necessary, she indicated Scottish Government officials would 
meet with FEAT and other stakeholders “to explore ways in which the 
Government could support their work to raise public awareness of sepsis”.  

http://www.parliament.scot/GettingInvolved/Petitions/PE01621
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7. Subsequently, on 27 September, following meetings with FEAT, the Cabinet 
Secretary announced a national public awareness campaign. 

8. The Cabinet Secretary advised that Sepsis is a component part of the CPD 
process, including— 

 Sepsis awareness through diagnosis, management, treatment and 
prevention is a common thread to all surgical curricula 

 The Royal College of Nursing website has a sepsis-specific clinical topic 
page, and the RCN has produced sepsis-specific subject guides and crib 
cards for health care support workers, nursing students and registered 
nurses 

 Sepsis is embedded in the curriculum for Emergency Medicine training 
with multiple learning outcomes 

 sepsis is listed in the Foundation school’s educational programme 
framework. 

9. The Cabinet Secretary confirmed the national public awareness campaign in 
correspondence to the Committee dated 17 October, adding that it is “expected 
to commence in early 2018”. 

10. The petitioner responded on 19 October, indicating his disappointment at not 
having been invited to the meeting between the Cabinet Secretary and FEAT, 
but that he was “very pleased” that a national public awareness will go ahead. 

Action 

11. The Committee is invited to consider what actions it wishes to take. Options the 
Committee may wish to consider include— 

 To close the petition, on the basis that the Scottish Government has 
confirmed that it will launch a public awareness campaign and indicated that 
it intends to launch this campaign in early 2018. 

 To take any other action the Committee considers appropriate. 
 

Clerk to the Committee 

Annexe  

The following submissions are circulated in connection with consideration of the 

petition at this meeting— 

 PE1621/V: Cabinet Secretary for Health and Sport submission of 17 October 

2017 (89KB pdf) 

 PE1621/W: Petitioner submission of 19 October 2017 (63KB pdf) 

All written submissions received on the petition can be viewed on the petition 

webpage. 

https://news.gov.scot/news/sepsis-awareness
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1621_V_Cabinet_Secretary_for_Health_and_Sport_submission.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1621_V_Cabinet_Secretary_for_Health_and_Sport_submission.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1621W_Petitioner.pdf
http://www.parliament.scot/GettingInvolved/Petitions/PE01621


PE01621: SEPSIS AWARENESS, DIAGNOSIS AND TREATMENT 

Petitioner James Robertson 

Date 
Lodged 

22 September 2016 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
raise the awareness of Scottish Health Professionals and public of the 
early signs of Sepsis.  

 

Previous 
action 

My wife's case has been through the full complaints proceedure of the 
Greater Glasgow and Clyde NHS Trust and the matter has now been 
referred to the Scottish Public Services Ombudsman. 

I have kept my MSP ( Rona Mackay ) fully informed of the situation. 
She suggested that I petition Parliament on the wider issue of 
awareness of the early signs of Sepsis. 

 

Background 
information 

I am concerned that NHS Scotland is doing less than NHS England to 
raise awareness of Sepsis. I would therefore suggest that NHS 
Scotland establish a working group, akin to NHS England's cross-
system sepsis programme board, to increase awareness of early 
identification, diagnosis and management of sepsis amongst the 
general public and clinicians across the NHS. 

The Scottish Government should encourage SIGN to review and 
refresh its existing guidance on sepsis and in doing so, consider the 
recent NICE Guideline 51 on sepsis recognition, diagnosis and early 
management. 

It is important that both the public and clinicians recognise the signs 
of sepsis and realise that it should be treated as an emergency in the 
same way as heart attacks. To help meet this goal, the Scottish 
Government could, for example, work with relevant charities such as 
the UK Sepsis Trust and the Fiona Elizabeth Agnew Trust to develop 
and disseminate information and materials for clinicians and the 
public on the diagnosis and treatment of sepsis in the prehospital and 
hospital setting. 

 

 

 



PE1621/U 
Scottish Government submission of 11 August 2017 
 
Thank you for your letter of 4 July 2017 regarding the above petition.  I hope the 
following information covers the specific points which the Committee members and 
the petitioner raised at the Committee meeting on 29 June 2017 and explains work 
already undertaken by both the Scottish Government and NHS Boards.  
 
The Committee considers that it would be appropriate for the Scottish 
Government to launch a national public awareness campaign, given the recent 
resolution by the World Health Organisation and taking account of the 
resources available to the NHS in Scotland in comparison with a small 
voluntary organisation. I would, therefore, be grateful if you would confirm 
whether the Scottish Government would agree to take forward a national 
public awareness campaign. 
 
As the Committee knows, the Scottish Government has for some time, fully 
supported and promoted work around public awareness of Sepsis and our 
commitment to this work remains.  The Scottish Government currently works 
closely with NHS Scotland and the Fiona Elizabeth Agnew Trust (FEAT), 
supporting the Sock it to Sepsis campaign and promoting and participating in World 
Sepsis Day which has done much to publicise the danger presented by Sepsis.   
 
We would also highlight the work of the Scottish Patient Safety Programme which is 
tackling Sepsis with its unique national programme recognised as setting the 
benchmark for systemic approaches to health care improvement.  Recognising that 
focusing on early identification of Sepsis is critical - and treatment within one hour 
of recognition, has led to mortality rates among those identified at this stage falling 
by 21% since 2012. 
 
Given this current work, we do not consider that a public awareness campaign is 
necessary at this time although my officials will meet FEAT  and other partners to 
explore ways in which the Government could support their work  to raise public 
awareness of sepsis.   
 
The Committee would also welcome information on the on-going CPD process 
for clinicians, with regard to training and continued awareness of sepsis.  
 
Sepsis is a component part of the Continuing Professional Development (CPD) 
process. This includes the following:  
 

 Sepsis awareness through diagnosis, management, treatment and prevention is 
a thread common to all surgical curricula and is a key theme in formative and 
summarise assessments.  

 The Royal College of Nursigg website has a sepsis-specific clinical topic page 
and the RCN has also produced sepsis-specific subject guides to introduce 
members to key resources, books and journals with our library service and has 
produced sepsis crib cards for health care support workers, nursing students and 
registered nurses to provide guidance and support with care delivery across all 
settings.  



 

 Sepsis is embedded in the curriculum for postgraduate Emergency Medicine 
training with multiple learning outcomes including awareness, identification and 
treatment of sepsis and it is also covered in multiple sessions on our eLearning 
platform.  

 The Foundation school has recognised the importance of this subject and 
lists sepsis in its delivered educational programme framework.  It has to be 
delivered to F1 trainees during block 1 i.e. between August – December.  The 
areas covered in this topic include early warning signs and appropriate antibiotic 
therapy.  

 
I hope that this information reassures the Committee that the Scottish Government is 
fully aware of the dangers of healthcare issues such as Sepsis and the need to make 
the public more aware of the symptoms. Our intention is to continue to work with 
stakeholders such as FEAT to explore how best this can work together to raise 
public awareness. 
 
As I have indicated previously, I will ensure that the Committee is kept up to date 
with developments and how we propose to develop much of the work already 
underway.   
 
 
 
 
 
 
 
 
  



 

St Andrew’s House, Regent Road, Edinburgh  EH1 3DG 

www.gov.scot   

 

 
PE1621/V 
Cabinet Secretary for Health and Sport submission of 17 October 2017 
 
Thank you for your letter of 29 September 2017 regarding the Scottish Government’s 
announcement of the launch of a public awareness campaign on sepsis. 
 
You may be aware that I met with representatives of the Fiona Elizabeth Agnew Trust 
(FEAT) on Wednesday 27 September and, following discussions with them, agreed that a 
public awareness campaign was indeed the next logical step in the process of promoting 
sepsis awareness.  Following this meeting, we wished to announce the campaign that day 
and, inadvertently, omitted to advise you and the Committee on the same date. 
 
I apologise for this oversight, and will certainly ensure that you are provided with regular 
updates on the work to be undertaken and note you will be discussing this Petition again on 
26 October. 
 
The campaign is expected to commence in early 2018. 
 
I hope you find this helpful. 
 
 



 

PE1621/W 
Petitioner submission of 19 October 2017 
 

SEPSIS AWARENESS, DIAGNOSIS AND TREATMENT 

I was very pleased to learn that at a meeting on 27th September 2017 with the Fiona 

Elizabeth Agnew Trust that Shona Robison, the Health Secretary, had agreed to my 

Petition to implement a National Sepsis Awareness Campaign. 

I was disappointed, as Petitioner, not to have been invited to the meeting.  However, I 

have read the press release issued by the Scottish Government and am therefore 

aware of the Health Secretary’s remarks 

I have recently learned that Dr Ron Daniels, who is the Chief Executive Officer of the 

UK Sepsis Trust and Global Sepsis Alliance and Clinical Adviser to the World Health 

Organisation, has been invited to meet with the Health Secretary’s Policy Team in the 

very near future.  I firmly believe that this will be of great benefit as Doctor Daniels has 

much experience of the delivery of such campaigns in England and elsewhere. 

Finally, I would like to take this opportunity to thank the Petitions Committee,  BBC 

Scotland, the Scottish Daily Mail and the UK Sepsis Trust for the part each have played 

in arriving at this result. 

 

 

 

 



PPC/S5/17/19/11 
 

Public Petitions Committee 

19th Meeting, 2017 (Session 5)  

Thursday 26 October 2017 

PE1627: Consent for mental health treatment for people under 18 years of age 

Note by the Clerk 

Petitioner Annette McKenzie 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
provide for consultation with and consent from a parent or guardian 
before prescribing medication to treat mental ill health if the patient is 
under 18 years of age. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01627 

Introduction 

1. This is a continued petition that the Committee last considered at its meeting on 
20 April 2017. At that meeting the Committee agreed to write to the Scottish 
Government and the Royal College of Psychiatrists Faculty of Child and 
Adolescent Psychiatry.  

2. Responses have now been received and the Committee is invited to consider 
what action it wishes to take. 

3. Members will also recall that, at the meeting on 20 April, there was also a 
discussion of the possibility of inviting the Minister for Mental Health to provide 
evidence on the petition. 

Committee consideration  

4. The Committee asked the Scottish Government how the petitioner can 
contribute to the Chief Medical Officer’s review of the consent process for 
people who receive care and support in Scotland. The Committee also asked 
what funding is in place for the Links Worker Programme in Scotland and  
information about the number and location of general practices participating in 
the programme 

5. In response to the first question, the Scottish Government stated that the— 

“…consent process for people we care for and support in Scotland is currently 
being reviewed by the Scottish Government, General Medical Council (GMC) 
and the Academy of Medical Royal Colleges to update advice to clinicians 
following the Montgomery Supreme Court judgement. The GMC has a defined 
process for reviewing guidance, which will be followed by a period of external 
review and consultation prior to publication. Patient groups are already 
represented in the process, and the team leading the review will consider how 

http://www.parliament.scot/GettingInvolved/Petitions/PE01627
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people, including the petitioner, can be further involved as proposals are 
developed.” 

6. On the question about the Links Worker Programme, the Government 
explained that— 

“…the Scottish Government has committed to recruiting an additional 250 
Community Links Workers, of which 40 will be in place by September 2017. 
Forty general practices will participate in the first year, with Links Workers 
placed in general practices in deprived areas of Glasgow, Edinburgh, Dundee 
and Inverclyde. We are also working with practices in Ayrshire, Fife, Tayside 
and Lanarkshire. The budget is currently going through a Parliamentary 
approval process and therefore cannot yet be confirmed.” 

7. The Committee asked Royal College of Psychiatrists in Scotland Faculty of 
Child and Adolescent Psychiatry for its view on the clinical guidelines for mental 
health conditions in children and adolescents in the context of this petition. In 
response, the Royal College firstly offered condolences to the petitioner before 
setting out the views that had been reached having canvased their Executive— 

“In relation to the petition, there was universal support for maintaining the right 
to confidentiality of young people who can give informed consent to treatment. 
It is important that young people with mental health presentations are treated in 
the same way as those seeking help regarding their physical and sexual health. 
In all cases, young people should be encouraged to seek the support of family 
and friends when they are vulnerable and usually sharing information about 
their difficulties, treatments and how to access services is in their best interest. 

In my opinion, the most salient point was made by a service user on our group. 
She highlighted the risk of young people not seeking help regarding their 
mental health, if they could not do this within a framework of confidentiality, 
appropriate to their level of capacity and competence. 

We would be very happy to think together with other colleagues about how to 
support young people accessing high quality, timely services for mental health 
disorders in Scotland.” 

Correspondence from the petitioner 

8. The petitioner was invited to make a submission in response to the Scottish 
Government and Royal College but has indicated in correspondence to the 
clerks that she has nothing new to add as she does not feel that answers have 
been received to the questions raised by the Committee. 

Conclusion 

9. The Committee is invited to consider what action it wishes to take. Options 
include — 

 To invite the Minister for Mental Health to provide evidence on the petition at 
a future meeting. 
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 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee 

 

Annexe 

The following submissions are circulated in connection with consideration of the 
petition at this meeting— 

 PE1627/J: Scottish Government submission of 25 May 2017 (45KB pdf) 

 PE1627/K Royal College of Psychiatrists in Scotland Faculty of Child and 
Adolescent Psychiatry submission of 4 July 2017 (10KB pdf) 

 

 

 

 

 

 

 

 

  

http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1627J_Scottish_Government.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1627K_Royal_College_of_Psychiatrists_in_Scotland_Faculty.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1627K_Royal_College_of_Psychiatrists_in_Scotland_Faculty.pdf


PE1627: CONSENT FOR MENTAL HEALTH TREATMENT FOR PEOPLE UNDER 

18 YEARS OF AGE 

Petitioner Annette McKenzie 

Date 
Lodged 
 

21 December 2016 

Petition 
Summary 

Calling on the Scottish Parliament to urge the Scottish Government 
to provide for consultation with and consent from a parent or 
guardian before prescribing medication to treat mental ill health if 
the patient is under 18 years of age. 
 

Previous 
Action 

Contacted local Member of UK Parliament regarding dispensing 
regulations and legislation. 
 
Contacted media outlets including Daily Record, Sunday Post, and 
Scottish Daily Mail to draw attention and highlight issues relating to 
prescribing to under-18s, resulting in a number of similar cases 
coming to attention in the media. 
 

Background 
Information 

My 16-year-old daughter Britney made an appointment with her 
local GP without my knowledge or consent.  She explained to the 
GP that she was a self-harmer and was having night terrors and 
suffering from depression and anxiety, and having suicidal 
impulses.  Britney was 16 years old at the time of the appointment. 

The GP subsequently prescribed 40mg of Propanol to be taken 
three times a day and this prescription was duly filled by the local 
pharmacist with 84 tablets issued – a month’s supply at once. 

At no stage was I aware of the consultation with the GP or that 
Britney had been prescribed this medication or the quantity of 
medication prescribed, because the law currently allows GPs to 
prescribe young persons under-18 medication without the 
knowledge or consent of the parents or guardians. 

Sixteen days later, Britney overdosed on Propanol.  The police 
confirmed there were no suspicious circumstances.  This was the 
first I know of my daughter’s prescription and consultation with her 
GP, despite the fact she express to her GP that she had mental 
health concerns.  I was not made aware of this until after my 
daughter’s death. 

I believe that the type of medication and care required specifically 
related to mental health issues requires a particular approach when 
diagnosing and treating these kinds of conditions in younger people. 

The strength and effect of some mental health medications make it 
important that parents and guardians are fully involved and aware of 
the circumstances, allowing them to support treatment and ensure 



that pathways of care are most appropriate for their children. 

The quantity and strength of medications prescribed to Britney 
represented a danger to herself, and I believe that my daughter may 
still be with us if I had been privy to the information that was vital to 
her care and health issues. 

There are undoubtedly cases where young people with mental 
health issues require prescription medication, in addition to other 
forms of care.  However this should only be done in the case of 
under-18s with the involvement, knowledge and consent of the 
parents or guardians. 

I ask the Petitions Committee to investigate this issue fully to try and 
ensure no more parents have to go through what I have gone 
through in recent months. 

 
 



PE1627/J 

Scottish Government submission of 25 May 2017  
 
Thank you for your letter of 21 April in which you have sought clarification from the Scottish 
Government on petition PE1627 in relation to how the petitioner can contribute to the Chief  
Medical Officer’s review of the consent process for people who receive care and support in  
Scotland as well as what funding is in place for the Links Worker Programme in Scotland and 
the number and location of general practices participating in the programme.  

I am happy to clarify these matters and to provide some additional information which I hope is 
helpful.  

I noted in my earlier response that the consent process for people we care for and support in 
Scotland is currently being reviewed by the Scottish Government, General Medical Council 
(GMC) and the Academy of Medical Royal Colleges to update advice to clinicians following the 
Montgomery Supreme Court judgement. The GMC has a defined process for reviewing 
guidance, which will be followed by a period of external review and consultation prior to 
publication. Patient groups are already represented in the process, and the team leading the 
review will consider how people, including the petitioner, can be further involved as proposals 
are developed.  

In terms of the Links Worker Programme, the Scottish Government has committed to recruiting 
an additional 250 Community Links Workers, of which 40 will be in place by September 2017. 
Forty general practices will participate in the first year, with Links Workers placed in general 
practices in deprived areas of Glasgow, Edinburgh, Dundee and Inverclyde. We are also 
working with practices in Ayrshire, Fife, Tayside and Lanarkshire. The budget is currently going 
through a Parliamentary approval process and therefore cannot yet be confirmed.  

I hope this is helpful to the Committee’s consideration of Petition PE1627 but would be happy 
to provide further information if that is necessary.  

http://www.parliament.scot/GettingInvolved/Petitions/PE01627


PE1627/K 

Royal College of Psychiatrists in Scotland Faculty of Child and Adolescent 

Psychiatry submission of 4 July 2017 

I am writing on behalf of the Royal College of Psychiatrists in Scotland Faculty of 

Child and Adolescent psychiatry in response to this petition, having canvassed the 

opinions of members of our Executive. 

Firstly we were very sorry to hear about the sad case which led to this petition and 

extend our condolences to her family.  

In relation to the petition, there was universal support for maintaining the right to 

confidentiality of young people who can give informed consent to treatment. It is 

important that young people with mental health presentations are treated in the same 

way as those seeking help regarding their physical and sexual health.  In all cases, 

young people should be encouraged to seek the support of family and friends when 

they are vulnerable and usually sharing information about their difficulties, treatments 

and how to access services is in their best interest. 

In my opinion, the most salient point was made by a service user on our group. She 

highlighted the risk of young people not seeking help regarding their mental health, if 

they could not do this within a framework of confidentiality, appropriate to their level 

of capacity and competence. 

We would be very happy to think together with other colleagues about how to 

support young people accessing high quality, timely services for mental health 

disorders in Scotland. 

I hope this is helpful and would be happy to discuss this further if required. 



PPC/S5/17/19/12 
 

Public Petitions Committee 

19th Meeting, 2017 (Session 5)  

Thursday 26 October 2017 

PE1631: Child Welfare Hearings 

Note by the Clerk 

Petitioner Maureen McVey 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
change the laws that govern the recording of discussions at Child 
Welfare Hearings (CWH) in Scotland so that presiding Sheriffs have 
access to such records. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01631 

 

Introduction 

1. This is a continued petition that the Committee last considered at its meeting on 
11 May 2017. At that meeting the Committee agreed to write to the Scottish 
Government and the Family Law Committee of the Scottish Civil Justice 
Council.   

2. Responses have now been received from these organisations and the 

petitioner. The Committee is invited to consider what action it wishes to take.  

Committee Consideration  

3. The Scottish Government has provided two written submissions, dated 13 June 

2017 and 2 August 2017. The most recent written submission provided updated 

cost information and additional information in relation to the sub-committee of 

the Family Law Committee about case management.  

Cost to implement digital recordings of child welfare hearings  
 
4. In its most recent written submission, the Scottish Government estimated that 

the total cost to install standard digital audio recording into all 39 sheriff courts 

in Scotland would be £390,000. The Scottish Government’s submission also 

highlighted that there would be additional running costs including maintenance, 

storage and retention and transcript costs. However, this cost information could 

only be fully identified once the volume of CWH was known. 

 

5. Regardless of cost, the Scottish Government stated that it would not be 

appropriate to have digital recordings of CWH. This is because they are not 

structured as evidential hearings and there is a risk that in recording the 

http://www.parliament.scot/GettingInvolved/Petitions/PE01631
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631F_Minister_for_Community_Safety_and_Legal_Affairs.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631F_Minister_for_Community_Safety_and_Legal_Affairs.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631HMinister.pdf
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hearings, it might increase their formality and make the parties more 

“entrenched”.  

 

6. The Scottish Government’s most recent submission reinforced a point 

previously raised by the Scottish Courts and Tribunals Service that CWH are 

not always held in traditional courtrooms. Indeed, these hearings can be held in 

chambers or other meeting rooms within the court. 

 

7. In response to the cost information cited by the Scottish Government, the 

petitioner’s written submission stated that it seemed “extremely expensive” and 

“prohibitive”. The petitioner went on to state that CWH should not be measured 

only in costs and questioned what price should be put on “Getting it Right for 

every Child”. 

 

8. The petitioner’s written submission also referred to Sheriff Court Ordinary 

Rules. The rules state that CWH at the Proof stage are recorded and 

questioned why this was not the case for ordinary CWH. The petitioner 

commented that by recording ordinary CWH’s, there may not be the need for a 

Proof to be heard which may be benefit the children involved and reduce court 

time.   

Adaption of proforma used for child hearings  

9. The Scottish Government’s written submission confirmed that while this would 

be a matter for the judiciary and the Scottish Courts and Tribunals Service, the 

proforma used in children’s hearings to produce a record of proceedings could 

be adapted for use in CWH’s. However, if key points were required to be 

recorded, a different type of form may be needed.  

 

10. In its written submission, the Scottish Government estimated that the cost to 

devise an alternative form for CWH’s and to seek views on the form would be 

around £10,000. The running costs associated with completing the forms and 

the reading of these forms by sheriffs was estimated to be around £855,000.  

Family Law Committee of the Scottish Civil Justice Council  

11. In its written submission of 21 June 2017, the Family Law Committee of the 

Scottish Civil Justice Council stated that no formal proposal regarding the 

recording of discussions at CWH has been submitted to the Committee for 

consideration by the Scottish Government. However, the Committee has set up 

a subcommittee to take forward work in relation to case management including 

considering ways to achieve greater continuity in how CWH are handled.  

 

12. The sub-committee will be considering research on case management which 

the Family Law Committee commissioned and published in March 2017. 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631G_Family_Law_Committee_of_the_Scottish_Civil_Justice_Council.pdf
http://www.scottishciviljusticecouncil.gov.uk/docs/librariesprovider4/flc-meeting-files/flc-meeting-papers-08-may-2017/paper-4-2a-case-management-in-family-actions---research-report-by-dr-richard-whitecross-and-dr-claire-lindsay.pdf?sfvrsn=2


PPC/S5/17/19/12 
 

Recommendation 3 of this research makes reference to a note sheet used in 

some courts designed to ensure information flows between sheriffs in situations 

where scheduling meant the same sheriff was not able to remain with the case. 

 

13. In response, the petitioner’s written submission states that “if digital recording is 

prohibitive due to cost implications then the use of notes via Sheriffs does seem 

to be the next best method of recording any anomalies and repetitions which on 

some occasions occur during Child Welfare Hearings”. 

 

14. The Scottish Government is represented on this sub-committee and has 

committed to ask other members of the sub-committee for their views on 

whether court rules should make provision for a form to produce a record of 

proceedings in CWH’s.  

 

15. The Scottish Government will provide an update to the Public Petitions 

Committee on this suggestion after the sub-committee has reported to the 

Family Law Committee on 23 October 2017. 

 
Conclusion 

16. The Committee is invited to consider what action it wishes to take. Options 
include — 

 To note the commitment made by the Scottish Government to provide an 
update to the Public Petitions Committee on the outcome of the Family Law 
Committee’s consideration of the sub-committee’s work; 

 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee 
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Annexe 

The following submissions are circulated in connection with consideration of the 
petition at this meeting— 

 PE1631/F: Minister for Community Safety and Legal Affairs submission of 13 
June 2017 (135KB) 

 PE1631/G: Family Law Committee of the Scottish Civil Justice Council 
submission of 21 June 2017 (135KB) 

 PE1631/H: Minister for Community Safety and Legal Affairs submission of 2 
August 2017 (68KB) 

 PE1631/I: Petitioner submission of 30 August 2017 (70KB pdf) 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631F_Minister_for_Community_Safety_and_Legal_Affairs.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631F_Minister_for_Community_Safety_and_Legal_Affairs.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631G_Family_Law_Committee_of_the_Scottish_Civil_Justice_Council.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631G_Family_Law_Committee_of_the_Scottish_Civil_Justice_Council.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631HMinister.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631HMinister.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1631I.pdf


PE01631: Child Welfare Hearings 

Petitioner Maureen McVey 

Date 
Lodged 

23 November 2016 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
change the laws that govern the recording of discussions at Child 
Welfare Hearings (CWH) in Scotland so that presiding Sheriffs have 
access to such records. 

Previous 
action 

1. I have met with my local MSP, Mr John Scott, to discuss my 
petition. I also contacted Ms Aileen Campbell, then Minister for 
Children, to see if there is any intention to update CWH. Her office 
emailed to say that verbatim recording of criminal cases in Scotland is 
currently very restricted and bound by legislation set out in section 93 
of the Criminal Procedure (Scotland) Act 1995. There is no 
comparable section in relation to CWH. 

2. I have also written under the auspices of Grandparents Apart UK to 
the Scottish Civil Justice Council (SCJC) in January 2016 relating to 
the recording of what is discussed during CWH. (Also contained 
within my letter were issues around specialised Sheriffs, judicial 
training, case management and mental health issues, however these 
were for the Lord President and SCJC Family Law Committee to 
consider.) 

I received a reply from the SCJC Secretariat advising that I contact 
the Scottish Government on recording discussions at CWH. The letter 
states: 

• The recording of what is discussed at Child Welfare Hearings 
(CWH) is presently that there are no rules of court providing for a 
“verbatim” recording of these discussions. They state that recording of 
such hearings would require a policy decision by the Scottish 
Government 

• Disclosure of personal data, Chapter 28, Rule 28.8 the Sheriff Court 
Ordinary Cause Rules makes a specific provision on confidentiality. 

However, SCJC suggests I may seek an update from the Scottish 
Government on the current position regarding confidentiality. 

Background 
information 

It states in the UN Convention on the Rights of the Child, Article 3. 
“The best interests of the child must be a top priority in all decisions 
and actions that affect children.” 

Also within the Family Law (Scotland) Act 2006 it can be noted that 
the welfare test (also known as the “best interests” test) which is used 
by courts to make decisions about parental rights and responsibilities 
– usually decisions about residence and contact – has been 



amended. 

The court time spent in some CWH is detrimental to both parents and 
the child involved. 

The Sheriffs presiding in CWH try and resolve issues surrounding 
contact as best they can. However, it is sometimes impossible when a 
few CWH become adversarial and protracted which is not in the best 
interest of the child. 

The modernisation of Scotland’s civil justice system was undertaken 
by Lord Gill. Lord Gill recommended substantial changes to 
modernise and improve the structure and operation of the courts, 
which he described as “slow, inefficient and expensive”. 

Lord Gill and his Project Board delivered the report on the review of 
Scottish Civil Courts in 2009. On 6 February 2014 the Courts Reform 
(Scotland) Bill was formally introduced in Parliament by Kenny 
MacAskill and the Royal Assent was received on 10 November 2014. 

I noted also with interest that within the Scottish Civil Courts Review 
Bill 2014, family courts were to be looked at. However, it is not clear if 
the term family courts encompasses both Children’s Hearing System 
and the Child Welfare Hearings. 

I therefore feel if the Child Welfare Hearings are not included within 
the changes then they should be. 

I have highlighted some changes/recommendations which I feel 
would be of benefit to all court users using Child Welfare Hearings. 

My recommendations regarding procedures which should happen 
during CWH are:- 

• Minute taking or recording what is said at CWH’s and made 
available to each Sheriff who presides over a particular case. This 
would fit in with what Lord Gill’s review proposed, regarding the 
development of the modern methods of communication and case 
management. 

• Recording or Minute taking may lessen the need for numerous CWH 
going over old ground again and again. It would also assist Sheriffs 
who are not familiar with the case to have a background on what has 
gone on before during CWH, rather than an interlocutor detailing only 
the outcome of the CWH. This is even more important since this 
would also have particular regard to the cost of litigation to parties 
and to the public purse. 

 

 



  
 

 
 
PE1631/F 
Minister for Community Safety and Legal Affairs submission of 13 June 2017  
 
CONSIDERATION OF PETITION PE1631 

 
1. I am grateful to Sigrid Robinson for her letter of 15 May 2017 to my official, Neil 

Robertson.   I am replying for the Scottish Government. 
 

2. The Committee asked about potential costs.   As outlined below, we have carried out 
some calculations.   These should be treated with caution, as there are a number of 
variables which could affect the final amounts.  
 

3. On the costs of implementing digital recording of Child Welfare Hearings, initial start-
up costs might be around £585,000.   This is on the basis that it would cost £15,0001 
to install digital recording facilities in a court room and that digital recording facilities 
would need to be installed in one room in each of the 39 sheriff courts in Scotland. 

 
4. There would also be running costs in relation to: 

 
 Maintenance. 

 
 Storage and retention. 

 
 Transcripts.   In accordance with usual practice, the parties would be expected to 

meet the costs if they required a transcript of the hearing.    If a party is legally 
aided, it is likely the costs would fall to the legal aid budget. 

 
5. Having considered the points made to the Public Petitions Committee, my view is that, 

regardless of costs, it would not be appropriate to have digital recordings of Child 
Welfare Hearings, for a number of reasons: 
 
 As the Scottish Courts and Tribunals Service (SCTS) indicated in their submission 

of 29 March 2017, Child Welfare Hearings are not structured as evidential 
hearings (where evidence would be recorded). 

 
 There is a risk that recording of hearings might increase their formality and make 

the parties more entrenched. 
 

6. You also asked whether the proforma used in children’s hearings to produce a record 
of proceedings could be adapted for use in Child Welfare Hearings.    Using a 
proforma of this nature in Child Welfare Hearings would be a matter for the judiciary 
and the SCTS.  It would be for the Family Law Committee of the Scottish Civil Justice 
Council to decide whether court rules should be laid down to make provision for a 
proforma of this nature. 
 

 
 
                                              
1 Lord Gill’s report on the review of the civil courts suggested that equipping a court fully for digital recording 
could cost up to £15,000 [paragraph 76 of Chapter 6 https://www.scotcourts.gov.uk/docs/default-source/civil-
courts-reform/report-of-the-scottish-civil-courts-review-vol-1-chapt-1---9.pdf?sfvrsn=4 ] 
 

https://www.scotcourts.gov.uk/docs/default-source/civil-courts-reform/report-of-the-scottish-civil-courts-review-vol-1-chapt-1---9.pdf?sfvrsn=4
https://www.scotcourts.gov.uk/docs/default-source/civil-courts-reform/report-of-the-scottish-civil-courts-review-vol-1-chapt-1---9.pdf?sfvrsn=4


  
 

 
7. However, the Scottish Government’s view is that it would be possible to adapt a 

proforma of this nature.  Clearly, some thought would have to be given as to the exact 
nature and purpose of any proforma.   In their written evidence on this Petition, the 
Scottish Children’s Reporter Administration say in relation to children’s hearings that 
“we record the reason for the hearing, those in attendance and the decision of the 
hearing.  We do not, however, record verbatim what is said in the hearing.” 

 
8. If it is intended that any proforma should record key points made in a Child Welfare 

Hearing as well as any decisions taken, then a different type of form might be needed.  
 

9. It might cost perhaps around £10,000 for an official to devise an appropriate form for 
Child Welfare Hearings and to seek views on a draft of the form. 
 

10. There would then be running costs.  In particular, sheriffs would need to complete the 
form and the sheriff handling the next hearing in the case would need to read the 
completed forms.  The exact costs would depend on how long this would take.   I 
understand from the SCTS that there were 12,794 Child Welfare Hearings fixed in 
2015/2016.   Based on this, estimated running costs of completing and reading 
proformas might be around £855,000 a year.   As I have indicated, estimated costs in 
this area should be treated with caution, given the large number of variables, such as 
how long it would take to write up and read proformas.  

      
11. In my letter of 24 March 2017, I indicated that the Family Law Committee (FLC) of the 

Scottish Civil Justice Council was due to consider case management in family actions 
at its meeting on 8 May.   On 8 May, the FLC decided to set up a sub-committee to 
consider the detailed issues on case management and to report back to the FLC for 
its next meeting on 23 October 2017.  
 

12. The Scottish Government is represented on this sub-committee.   My officials will ask 
the other members of this sub-committee for their views on whether court rules should 
make provision for a form to produce a record of proceedings in Child Welfare 
Hearings.     

 
 
 
 
 
 
 
     
 



 

PE1631/G 
Family Law Committee of the Scottish Civil Justice Council submission of 21 June 2017  
 
Thank you for your letter of 22 May 2017 addressed to Lord Brailsford. I am responding to 
you on his behalf in his capacity as Chair of the Family Law Committee. 
 
The Family Law Committee (“the Committee”) has been kept informed of the progress of 
this petition by its Scottish Government representative. However, no formal proposal 
regarding the recording of discussions at Child Welfare Hear ings has been submitted to the 
Committee for consideration. It is not something that the Committee has previously 
considered of its own accord. 
 
At its last meeting on 08 May 2017, the Committee agreed to form a subcommittee to take 
forward work in relation to case management. Child Welfare Hearings are an important 
case management tool in family actions, and the subcommittee is considering whether 
there are ways to achieve greater continuity in how they are handled. The subcommittee 
first met on 19 June 2017 and will meet again over the summer. It will present its 
recommendations to the Committee at the Committee’s next meeting on 23 October 2017.  
 



PE1631/H 
Minister for Community Safety and Legal Affairs submission of 2 August 2017 
 
Further to my submission of 13 June 2017, I am writing to provide some updates. 

In my submission of 13 June, I indicated that initial start-up costs to implement digital 
recording of Child Welfare Hearings (CWHs) might be around £585,000.  This was 
based on information in Lord Gill’s report on the review of the civil courts.  This 
suggested that equipping a court fully for digital recording could cost up to £15,000.  
We also assumed that such equipment would be needed in 39 rooms (one for each 
sheriff court). 

The Scottish Courts and Tribunals Service (SCTS) have now told me that an 
approximate cost to install their standard digital audio recording (DAR) solution into a 
courtroom is around £10,000 including VAT.  This would equate to £390,000 for 39 
courtrooms. The reason why costs are lower than the estimates provided in Lord 
Gill’s report is that installations are now completed in-house with cabling provided by 
a third party, whereas previously all aspects of DAR installations were outsourced.  

The SCTS have stressed that as rooms in a court building other than courtrooms 
may be used for various purposes, a DAR installation in anything other than a 
courtroom is not recommended given the potential impact on equipment integrity and 
security.   As the SCTS indicated in their submission of 29 March 2017, CWHs may 
be held in private and are not always held in traditional courtrooms. They are 
sometimes heard in chambers or other meeting rooms within the court.  

In my submission of 13 June, I mentioned that there would also be running costs in 
relation to maintenance, storage and retention and transcripts.  The SCTS have 
indicated that costs for maintenance and storage and retention could only be 
ascertained once the volume of CWH digital audio recordings was known.  On 
transcription, this is currently costed at £97 per hour excluding VAT.   

As I indicated previously, my view is that regardless of costs, it would not be 
appropriate to have digital recordings of CWHs as they are not structured as 
evidential hearings and recording them might increase their formality and make the 
parties more entrenched.  

On a different point, I mentioned that my officials would raise at the sub-committee of 
the Family Law Committee (FLC) on case management whether court rules should 
make provision for a form to produce a record of proceedings in CWHs.   The sub-
committee is also taking account of research on case management which the FLC 
has commissioned and published.   Recommendation 3 of this research, on page 31, 
makes reference to a note sheet used in some courts designed to ensure information 
flows between sheriffs in situations where scheduling meant the same sheriff was 
not able to remain with the case. 

The intention is that the sub-committee will report to the FLC for the FLC’s next 
meeting on 23 October.  Given this, I will write to you again after the meeting on 23 
October to provide an update on the suggestion that court rules should make 
provision for a form to produce a record of proceedings in CWHs.   

 

http://www.scottishciviljusticecouncil.gov.uk/docs/librariesprovider4/flc-meeting-files/flc-meeting-papers-08-may-2017/paper-4-2a-case-management-in-family-actions---research-report-by-dr-richard-whitecross-and-dr-claire-lindsay.pdf?sfvrsn=2


PE1631/I 
Petitioner submission of 30 August 2017 
 
I thank both the Minister for Community and Legal Affairs (PE1631/F and PE1631/H) 
13th June 2017 and 2 August 2017 and Family Law Committee of the Scottish Civil 
Justice Council (PE1631/G) on 21st June 2017 for their submissions to PE1631-
Recording discussions at Child Welfare Hearings (CWH) 
 
My response to PE1631/F and PE1631/H as regards costing of digital recording of 
CWH is that it seems extremely expensive and although the distressful impact on 
Children and their families of protracted CWH cannot be measured in only costs, the 
costs, in both submissions seems to be prohibitive. However what price do we put on 
Getting it right for every Child (GIRFEC) and also what is in “the best interests of the 
child?” 
 
It was also interesting to note that in the  Minister for Community and Legal Affairs 
submission PE1631/F it does mention in point 7 that the Scottish Government’s view 
is that it would be possible to adapt a proforma similar to that used in Children’s 
Hearings (CH) however as has been said before verbatim recording is not used at 
CH.  
 
Only if a CWH goes to Proof stage is it recorded.  
 
In Act of Sederunt (Sheriff Court Ordinary Cause Rules) 1993 No 1956 
Schedule 1 Chapter 29 Proof. 
Recording of evidence 
29.18. (1) Evidence in a cause shall be recorded by- 
 
a. a shorthand writer; to whom the oath then recording of de fideli 
administratione in 
b. connection with the sheriff court service generally has been administered, or 
c. tape recording or other mechanical means approved by the court,  
Unless the parties, by agreement and with the approval of the Sheriff, dispense with 
the recording of evidence. 
 
My point here is that a precedent has been set for verbatim recording at a Proof 
stage of CWH so why not at an ordinary CWH. If this was the case then there may 
not be any need for a Proof to be heard?  This may be better for child, be less 
adversarial and court time expenses would be less.  
 
It was refreshing to note that in PE1631/H from Minister for Community Safety and 
Legal Affairs submission of 2nd August in Para 8 that the Family Law Committee 
(FLC) has published and commissioned research on case management which the 
subcommittee is taking into account. They mention that Recommendation 3 of this 
research on page 31, makes a reference to a note sheet used in some courts 
designed to ensure information flows between sheriffs in situations where scheduling 
meant the same sheriff was not able to remain with the case. 
 
The note seems an excellent way to streamline what has happened at a previous 
CWH and I note in the final paragraph of PE1631/H that the intention of the sub-



committee will report to the FLC on 23rd October to provide an update on the 
suggestion that court rules should make provision for a form to produce a record of 
proceedings within the CWHs. In PE1631/G submission from Family Law Committee 
of the Scottish Civil Justice Council submission of 21st June 2017, I note the 
response on Lord Brailsford’s behalf as Chair of the Family Law Committee.(“the 
Committee”) 
 
The Committee has been kept informed of PE1631 however no formal proposal 
regarding the recording of discussions at CWH has been submitted to the Committee 
for consideration. 
 
I am pleased to note that CWH are seen as an important case management tool in 
family actions, and the sub-committee is considering whether there are ways to 
achieve greater continuity in how they are handled.  
 
I wonder then who submits a formal proposal to the Committee for consideration, or 
has this been done already? If not then I would welcome a formal proposal to the 
Committee. 
 
If digital recording is prohibitive due to cost implications then the use of notes via 
Sheriffs does seem to be the next best method of recording any anomalies and 
repetitions which on some occasions occur during Child Welfare Hearings. 
 
I look forward to hearing how this and case management within CWH is progressed 
by the Committee and hope that the Scottish Government as they have 
recommended take this forward as soon as is possible. 
 
 

 

 

 

 

 

 

 

  



PPC/S5/17/19/13 

Public Petitions Committee 

19th Meeting, 2017 (Session 5) 

Thursday 26 October 2017 

PE1646: Drinking water supplies in Scotland 

Note by the Clerk 

Petitioner Caroline Hayes 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
i) review the role of the Drinking Water Quality Regulator and ii) 
commission independent research into the safety of the 
chloramination of drinking water. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01646 

Purpose 

1. This is a continued petition, first considered by the Committee at its meeting on 
25 May. At that meeting the Committee agreed to write to Scottish Government, 
Scottish Water, Drinking Water Quality Regulator (DWQR), the Scottish 
Environment Protection Agency (SEPA), Water Industry Commission for 
Scotland (WICS), and NHS Highland. 

2. Submissions have been received and are included in the annexe. The 
Committee is invited to consider what action it wishes to take.  

Committee consideration 

3. In its submission, the Scottish Government states that it “is confident that the 
regulatory regime is robust and is working in the interests of customers”. It 
adds— 

“The roles and responsibilities of the Scottish Government, Scottish Water, 
Local Authorities and the Regulator are clearly set out in Acts of Parliament 
and there is no conflict of interest in the framework.” 

4. Submissions from the WICS, SEPA and the DWQR indicate that they do not 
consider there to be any conflict of interests within the process, with the DWQR 
noting that the “model of self-monitoring within a stringent regulatory framework 
environment is well established and mirrored across the UK and elsewhere in 
the world”.  

5. With regard to the role of the Regulator, the Water Industry (Scotland) Act 2002 
requires the Regulator to publish a comprehensive annual report. The Scottish 
Government notes that the most recent report “showed the highest ever level of 
compliance with the relevant quality standards”. The Scottish Government 
considers that the annual reports serve as evidence that the Regulator is 

http://www.parliament.scot/GettingInvolved/Petitions/PE01646
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performing her role effectively, and adds that it “does not intend to review her 
role”.   

6. In relation to the concern raised in the petition about the safety of 
chloramination of drinking water, the Scottish Government sets out its 
understanding that “this technology is used widely within the water industry … 
[and] is confident that, when selecting the appropriate treatment method, 
Scottish Water will have regard to the best industry advice and practice”. 

7. In terms of who is responsible for testing public drinking water supplies in 
Scotland, SEPA, the DWQR and Scottish Water indicate that principally this 
responsibility falls to Scottish Water, under the Public Water Supplies 
(Scotland) Regulations 2014 (the 2014 Regulations).  

8. The DWQR notes that the 2014 Regulations “also make provisions that allow 
for testing to be carried out by local authorities, although the extent to which 
this takes place varies”. 

9. The United Kingdom Accreditation Service (UKAS) has responsibility for 
accrediting water companies, including Scottish Water, to the required 
international standard (ISO 17025). UKAS carries out the same function in 
accrediting water companies, including Scottish Water, specifically with regard 
to drinking water (the Drinking Water Testing Specification). 

10. The 2014 Regulations require that key stakeholders are notified of any failures 
in water quality. These stakeholders include the DWQR, local authority 
environmental health teams, health boards’ health protection teams and Health 
Protection Scotland. Notification to the stakeholders is provided by Scottish 
Water’s Public Health Team. 

11. The DWQR clarifies that there is a specific duty within the 2014 Regulations 
which requires Scottish Water “to investigate all failures or likely failures and 
report on its findings”, after which the Regulator may decide to conduct further 
investigations. Confirmation is also provided that the DWQR has “the power to 
enforce recommendations for action either using the powers from the 2002 Act 
or using Regulation 22 of the 2014 Regulations”, and notes that her approach 
to enforcement is set in her Enforcement Policy. 

12. The DWQR submission includes a background note on the specific issue in 
Badenoch and Strathspey. This explains that the DWQR received nine 
complaints in 2012, following the change of water supply in the area. Those 
complaints were “predominantly concerned with the taste and odour of the 
supply”. 

13. The note states that following inspection of the treatment works, an assessment 
of chlorine residuals at service reservoirs and water tasting at various locations 
across the system, the DWQR concluded that “at no time was the new … 
supply unfit for human consumption or non-compliant with the standards set out 
in the water quality regulations”. The DWQR did find, however, that Scottish 
Water should have anticipated an increase in the chlorine residuals, but that it 

http://dwqr.scot/about-us/enforcement-policy/
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had been “slow to respond to consumers’ concerns” and had “not 
communicated effectively” about the change of water supply. 

14. The background note provided by DWQR observes that more recently 
concerns over skin irritation “have become more prevalent” and that it is 
“currently investigating a complaint against Scottish Water which relates to skin 
irritation”. 

15. The Committee sought comments from NHS Highland about the concerns 
raised in the petition about health impacts. In its submission, NHS Highland 
provides a summary report on the investigation conducted by its Health 
Protection Team. 

16. It concludes that, while the data on referrals and prescriptions does not suggest 
that the water supply has contributed to an increase in health impacts, such as 
skin complaints, the submission notes that— 

“Despite this data, and the lack of evidence of any increased prevalence of 
skin conditions in the Spey valley, a few of the local general practitioners still 
perceive that the new water treatment works has had an impact on some 
people’s skin but these GPs recognise that this is anecdotal opinion in the 
absence of firm data.” 

17. In her submission, the petitioner acknowledges that the water supply is safe, 
but asks whether the DWQR is sufficiently effective in ensuring that the water is 
also pleasant to drink.  

18. She states that “local residents have lost confidence in the supply”, adding that 
neither Scottish Water nor the DWQR undertook any action to address 
residents’ concerns over a period of five years until the local MP became 
involved. She considers that this casts doubt on Scottish Water’s self-
monitoring process and also the DWQR’s role in ensuring that the water 
provider complies with the regulations. 

19. With regard to chloramination, the petitioner repeats the concerns about 
disinfectant by-products (DBPs) set out in her petition. She specifically asks— 

“How are [Scottish Water] monitoring these DBPs as they are unregulated. I 
reiterate, the EU directive states that nothing in the water supply must cause a 
risk to human health and at present [Scottish Water] by chloraminating the 
water are potentially doing this.” 

Conclusion 

20. The Committee is invited to consider what action it wishes to take on this 
petition. Options include— 

 To write to Scottish Water to clarify what measures have or will be put in 
place to monitor the quality and safety of the water subsequent to the move 
from chlorination to chloramination in April 2017, particularly with regard to 
the potential of disinfectant by-products 
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 To take any other action the Committee considers appropriate. 

Clerk to the Committee 

Annexe  

The following submissions are circulated in connection with consideration of the 

petition at this meeting— 

 PE1646/A: Water Industry Commission for Scotland submission of 27 
June 2017 (47KB pdf) 

 PE1646/B: Scottish Government submission of 27 June 2017 (51KB pdf) 

 PE1646/C: Scottish Environment Protection Agency submission of 30 
June 2017 (71KB pdf) 

 PE1646/D: Drinking Water Quality Regulator for Scotland submission of 
30 June 2017 (125KB pdf) 

 PE1646/E: Scottish Water submission of 30 June 2017 (160KB pdf) 

 PE1646/F: NHS Highland submission of 4 July 2017 (369KB pdf) 

 PE1646/G: Petitioner submission of 30 August 2017 (81KB pdf) 
 

All written submissions received on the petition can be viewed on the petition 

webpage. 

 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646A_Water_Industry_Commission_for_Scotland.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646A_Water_Industry_Commission_for_Scotland.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646B_Scottish_Government.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646C_Scottish_Environment_Protection_Agency_.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646C_Scottish_Environment_Protection_Agency_.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646D_Drinking_Water_Quality_Regulator_for_Scotland.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646D_Drinking_Water_Quality_Regulator_for_Scotland.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646E_Scottish_Water.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646F_NHS_Highland.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1646_G_Petitioner.pdf
http://www.parliament.scot/GettingInvolved/Petitions/PE01646


PE01646: Drinking water supplies in Scotland 

Petitioner Caroline Hayes 

Date 
Lodged 

12/04/2017 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
i) review the role of the Drinking Water Quality Regulator and ii) 
commission independent research into the safety of the 
chloramination of drinking water. 

Previous 
action 

We have raised this issue with our MP and three local councillors, 
who have put our concerns to Scottish Water. 

We have also raised the issue with Kate Forbes MSP and in writing to 
John Finnie MSP. 

Background 
information 

Drinking Water Quality Regulator 

The role of the Drinking Water Quality Regulator (DWQR) is to ensure 
that Scottish Water complies with duties in relation to the quality of 
water supplies to households in Scotland, and to ensure that drinking 
water is not only safe but is pleasant to drink and has the trust of 
customers. 

We have previously raised concerns about the taste and odour of 
drinking water in Badenoch and Strathspey with Scottish Water. 
Despite conducting a full audit, the DWQR found no issues with the 
treatment works which it said were working within normal parameters. 
It took the intervention of a third party – our MP – to request an 
independent survey, which eventually revealed that the quality of the 
drinking water was substandard. This experience leads us to have 
concerns about the role of the DWQR and how it investigates 
complaints. These concerns include whether investigations test only 
for safety, but ignore concerns about the taste and odour. It does not 
instil the level of trust that we believe consumers should be able to 
have in their water supply. 

Research into chloramination of drinking water 

We are also aware that Scottish Water proposes to introduce a 
process of chloramination to improve the quality of drinking water. 

This raises separate concerns for us. The chloramination process 
involves a combination of chlorine and ammonia and can form toxic 
by-products, including cancer carcinogens. This process is being 
banned in some states in the USA as it has been shown that the by-
products can be connected to a range of health concerns including 
weakening the immune system and disrupting the central nervous 
system. 

Chloramines can’t be removed by quick boiling your water or by 
leaving it out in an open container as is recommended for chlorine. 



We are particularly concerned about the potential impact this may 
have in rural areas of Scotland which are not connected to the mains 
sewerage network. 

We believe that the safety of chloramination should be independently 
researched before it is introduced as a measure for improving the 
quality of drinking water and are calling on the Scottish Government 
to commission such research. 

 



 
PE1646/A 

Water Industry Commission for Scotland submission of 27 June 2017  
 

I am writing in response to your letter of 6th June inviting the Water Industry Commission for 
Scotland to provide its views on a petition regarding drinking water supplies in Scotland.  
 
The Water Industry Commission for Scotland is the economic regulator for the Scottish Water 
Industry. In line with its statutory duty, the Commission promotes the interests of customers by 
setting charges for water and sewerage services that deliver Ministers’ objectives for the water 
industry at the lowest reasonable overall costs. As economic regulator, the Commission 
ensures that Scottish Water has sufficient funding to deliver efficiently the investment to meet 
the drinking water quality and environmental standards. As such the Commission has no role or 
remit over the quality testing of water in Scotland.   
 
The Water Industry (Scotland) Act 2002 (The 2002 Act) established in statute the Drinking 
Water Quality Regulator (DWQR) to ensure that the drinking water quality duties imposed on 
Scottish Water are complied with. The Commission is aware that there are protocols in place to 
ensure robust testing and monitoring of drinking water quality parameters. Scottish Water 
provides a monthly data return of all regulatory samples to DWQR which then scrutinises the 
information to determine Scottish Water’s compliance.  
 
DWQR may also conduct technical audits or inspections and investigate drinking water quality 
incidents1. Based on its findings DWQR has a variety of options for enforcement ranging from 
advisory letters to submitting a report to the Procurator Fiscal.  
 
In addition to the role of DWQR, there is UK wide accreditation scheme for laboratories 
undertaking the sampling and analysis of drinking water. The United Kingdom Accreditation 
Service (UKAS) conducts an annual audit of laboratories. Based on their findings, UKAS can 
make recommendations for improvement, impose sanctions or can remove accreditation 
entirely.  It is the Commission’s understanding that Scottish Water’s accreditation has never 
been removed or suspended by UKAS.  
 
As established in The Water (Scotland) Act 1980, Local Authorities have a duty to remain 
informed of the quality and sufficiency of drinking water in their area. It is the duty of the Local 
Authority to monitor and enforce drinking water quality standards of private supplies. 
 
The Commission is not aware of any conflicts of interest that exist in the arrangements for 
testing water quality in Scotland.   
 
I hope that this information has been useful.  
 
 

                                              
1 Information on the range of audits and inspections carried out by DWQR along with the results of previous inspections can be found at: 
http://dwqr.scot/regulator-activity/audit-and-inspection/ 

http://dwqr.scot/regulator-activity/audit-and-inspection/


  
 

 

PE1646/B  

Scottish Government submission of 27 June 2017  
 
I refer to your letter of 5 June 2017 which seeks a response in regard to petition PE1646. 
 
The post of the Drinking Water Quality Regulator (the Regulator) was created by the Water 
Industry (Scotland) Act 2002 (the Act).  The Act recognised, for the first time in Scotland, the 
necessity of an independent regulator to ensure that Scotland’s drinking water quality, 
whether provided via public systems operated by Scottish Water or by private arrangements, 
meets necessary standards so as to protect public health. 
 
The Act enables Scottish Ministers to appoint a Drinking Water Quality Regulator.  The 
Regulator is accountable to Scottish Ministers and through them to Parliament.   
 
The Act specifies the Regulator’s duties and powers in relation to public supplies and 
supervisory role in relation to private supplies which are overseen by Local Authorities.  In 
particular, the Act provides the Regulator with enforcement powers to ensure that action is 
taken when drinking water quality is not of the appropriate standard.  There is no role for the 
Government in relation to the enforcement of these standards. 
 
The  Act requires the Regulator to publish a comprehensive annual report.  The most recent 
report, which covered the year 2015, showed the highest ever level of compliance with the 
relevant quality standards had been achieved for the public supply.  These results are based 
on an extensive monitoring regime as required by the Water (Scotland) Act 1980 and as 
detailed in the Public Water Supplies (Scotland) Regulations 2014.  As is evident from her 
annual reports, the Regulator is effectively performing her statutory duty, and the Scottish 
Government does not intend to review her role. 
 
In relation to chloramination, the Government understands that this technology is used 
widely within the water industry in the UK and internationally to ensure that drinking water is 
of the necessary quality both when it leaves the water treatment works and when it reaches 
customers’ taps regardless of the distance between the two.  The Government is confident 
that, when selecting the appropriate treatment method, Scottish Water will have regard to the 
best industry advice and practice.  Scottish Water is a member of WaterUK, an industry-led 
organisation which provides a forum for ensuring that Scottish Water keeps itself abreast of 
all relevant developments and research. 
 
The Scottish Government is confident that the regulatory regime is robust and is working 
effectively in the interests of customers.  The roles and responsibilities of the Scottish 
Government, Scottish Water, Local Authorities and the Regulator are clearly set out in Acts 
of Parliament and there is no conflict of interest in the framework. 
 
 
 
 
 
 



 

 

PE1646/C 
Scottish Environment Protection Agency submission of 30 June 2017 

Introduction 

The Committee has asked SEPA to provide its views on the action called for in the petition 
and has specifically asked five questions: 

1. Who tests the water? 
2. What are the test protocols? 
3. Who analyses the results and makes recommendations based on those results? 
4. Who has the power to enforce the recommendations? 
5. Is there any conflict of interest within the process? 

Background on SEPA’s statutory role  

The Scottish Environment Protection Agency (SEPA) is Scotland’s principal environmental 
regulator. Our statutory role is to protect and improve Scotland’s environment in ways that, 
as far as possible, also create health and well-being benefits and sustainable economic 
growth. 

Question 1 – Who tests the water? 

Legislation regarding the monitoring of public water supplies is set out in the Public Water 
Supplies (Scotland) Regulations 2014 (the “Regulations”).  

Scottish Water (SW) is responsible for monitoring public water supplies in accordance with 
these Regulations. 

The Drinking Water Quality Regulator for Scotland (DWQR) ensures that the drinking 
water quality duties imposed on a public supplier are complied with. 

SEPA monitors environmental water quality in some Drinking Water Protected Areas and 
works with SW in order to protect sources of public drinking water from pollution. SEPA 
does not sample, test or monitor water from consumers’ taps. 
 
Question 2 - What are the test protocols? 

The Regulations define parameters, sampling frequencies and analytical methods. Any 
further details on test protocols should be requested from Scottish Water or DWQR. 

Question 3 - Who analyses the results and makes recommendations based on those 
results? 

The Regulations require Scottish Water to investigate any failure of water quality 
standards and to take remedial action.  

 

 

 



 

 
 

Question 4 - Who has the power to enforce the recommendations? 

The DWQR has powers to enforce the Regulations. 

SEPA maintains a register of protected areas which include Drinking Water Protected 
Areas which are bodies of water used for the abstraction of water intended for human 
consumption. If environmental pollution is identified a causing a risk to drinking water 
quality, then SEPA has the powers to enforce controls over activities impacting on the 
water environment. 

Question 5 - Is there any conflict of interest within the process? 

The DWQR and SEPA are independent regulators of Scottish Water. SEPA does not 
believe that the responsibilities and processes identified above give rise to any conflict of 
interest. 



 

  
 

 
PE1646/D 
Drinking Water Quality Regulator for Scotland submission of 30 June 2017 
 
Thank you for the invitation to provide my views on this petition. The Drinking Water 
Quality Regulator for Scotland has the general function of ensuring that Scottish Water 
complies with its drinking water quality duties. In order to fulfil this function the Water 
Industry (Scotland) Act 2002 provides for specific powers which include: 
 

 Power to obtain information 
 Powers of entry and inspection  
 Enforcement action provisions 
 Emergency notice provisions 

 
I am also able to formally confer these powers onto others who can act on my behalf, so 
my officers are also able to obtain information, enter premises and if necessary serve 
enforcement notices. 
 
The Drinking Water Quality Regulator for Scotland is a Public Body and as such is subject 
to scrutiny by the Scottish Public Services Ombudsman. 
 
The Petitioners raise concerns that the audit my officers undertook of the Aviemore water 
treatment works did not reveal any deficiencies and this has led them to have concerns 
about my role and the investigations we undertake. I have appended a summary about the 
Badenoch and Strathspey supply and our involvement as background information for the 
Petitions Committee’s consideration. 
 
Once I become aware of a drinking water quality event1, either through notification from 
Scottish Water, notification from consumers or by media coverage, then my officers will 
investigate the circumstances. If that event is considered to be significant, in line with our 
ISO accredited processes, it will be classified as an incident and we will carry out a 
thorough investigation.  
 
During 2016 we assessed 659 water quality events and classified 26 of these as incidents. 
The primary purpose of a water quality incident assessment is to investigate the 
circumstances; assess the action taken during the incident by Scottish Water; determine 
whether Scottish Water has met its duties under the Public Water Supplies (Scotland) 
Regulations 2014 (“the 2014 Regulations”) and the Water (Scotland) Act 1980 and review 
lessons learnt and actions put in place to prevent a recurrence. Once complete we publish 
a summary of our assessment on our website. 
 
With regards to the Badenoch and Strathspey supply I was notified in March 2016 by 
Scottish Water that a number of consumers in the area remained dissatisfied with the taste 
and odour of their supply. Scottish Water outlined to me their plan for improvement of this 
through the introduction of chloramination and informed me that they intended to discuss 
this at a public meeting. This meeting resulted in further consumer concerns and media 
attention, as a result of which I considered this to meet the criteria of a water quality 
incident that required investigation. During that investigation and to satisfy myself of the 
validity of the improvement proposal my officers audited the treatment works to verify that 
the process was operating safely, satisfactorily and not producing water of varying quality. 
This was the second inspection of the works in response to perceived consumer concerns. 
                                              
1 DWQR Information letter 3/2012 – Matters to be notified to DWQR and Scottish Ministers via the 
Event Reporting Process 



 

  
 

 
Our audits cover a range of factors including compliance with industry best practice, 
instrumentation, calibration and daily testing regimes. We also review water quality data 
from site instruments and laboratory test results data to ensure that the requirements of 
the 2014 Regulations are being complied with.  
 
When investigating issues which relate to the taste or odour of water our starting point will 
generally be the source of the water and the supplying works to ensure that the safety of 
the supply is not in any way compromised. The standards set out in the EU Drinking Water 
Directive, which derive from the World Health Organisation’s Guidelines for drinking water 
quality, and the 2014 Regulations are there to ensure that the water is safe for human 
consumption. The 2014 Regulations include a ‘wholesomeness’ requirement that the water 
should not contain any substance or organism likely to present a risk to health and we will 
also review, if available, analytical data for substances not specifically listed in the 
Regulations against this requirement.  When I comment on the quality of a particular 
supply it is based on assessment of laboratory sample results against these standards and 
this includes standards for taste and odour. 
 
Once I am satisfied with the safety of the supply and compliance with standards then other 
factors come under consideration when reviewing water quality incidents or complaints of 
an aesthetic nature. These will include the numbers and nature of the complaints; whether 
the residual chlorine residual is higher than is necessary for ongoing microbiological 
protection; whether chlorine residuals fluctuate; whether Scottish Water have in place a 
flushing or maintenance programme; whether byelaws inspections have been carried out 
by Scottish Water; consideration will also be given to the potential impact domestic 
plumbing arrangements can have and whether Scottish Water has investigated this; and 
we will assess whether Scottish Water has a programme of improvement. If I do not 
consider that Scottish Water has fully investigated an issue, or has no improvement plans, 
should one be required, then I will consider whether some type of enforcement 
proceeding2 is necessary.  
 
In regard to the Badenoch and Strathspey supply I did not consider it appropriate nor 
proportionate to instigate enforcement action because Scottish Water had not failed any 
drinking water quality regulatory duties; continued to sample extensively; continued to 
liaise with the community, local officials and NHS Highland; and had an improvement 
proposal.  
 
Scottish Water operate in a highly regulated environment, which has delivered significant 
water quality improvements over a number of years not only reducing the number of 
failures of regulatory standards at consumers’ taps and water treatment works from 971 in 
20053 to 179 in 2016, but also reducing the number of complaints relating to water quality 
from 22,553 to 10,659. I believe the approach taken to the regulation of drinking water 
quality to be robust and proportionate. The application of regulations and the procedures 
we operate are subject to continuous improvement under our ISO 9001 accreditation and I 
welcome any opportunity which brings about improvements in the effective delivery of the 
regulatory process. 
 
The Petitioners raise concerns over the improvement proposal which concerns the use of 
chloramination. I can understand that using a treatment process which involves the 
addition of ammonium sulphate to the water may sound alarming, but this is a recognised 
and extensively used water treatment process, using chemicals which are approved for 
                                              
2 DWQR Enforcement Policy February 2015 
3 Data on consumer complaints first published by DWQR in 2005 



 

  
 

this purpose. Chloramine has been used as a water disinfectant safely for many years and 
currently around 25% of drinking water in Scotland is chloraminated. The process is well 
understood and used in drinking water supplies around the world. In 2009, DWQR 
published research work that we had commissioned to explore the potential for by-product 
formation in chloraminated waters. It concluded that, in general, by-product formation was 
lower in chloraminated waters than those disinfected with traditional free chlorine methods. 
 
The Committee will also wish to be made aware that during 2015/2016 my officers 
investigated a number of drinking water quality incidents which highlighted short-comings 
relating to the ammonium sulphate dosing element of the chloramination process 
predominantly associated with monitoring. I considered it necessary to formally notify 
Scottish Water that I was considering enforcement action to require investigation and 
improvements. In response to this Scottish Water appointed an independent technical 
expert to review all their ammonium sulphate systems against industry best practice and 
will be reporting the findings of this to me later this year. 
 
The Committee also pose a number of additional questions and my responses to these are 
set out below.  
 
Who tests the water? 
 
Sampling and analysis of public drinking water supplies is carried out by Scottish Water in 
accordance with the requirements of the 2014 Regulations. In 2016 this amounted to 
311,560 tests taken across the country. These Regulations also make provisions that 
allow for testing to be carried out by local authorities, although the extent to which this 
takes place varies. 
 
What are the test protocols? 
 
The testing must meet the requirements of the Drinking Water Quality Directive 98/83/EC 
which establishes the requirements for collection, transport and analysis of samples. This 
Directive is transposed into Scots law by the 2014 Regulations. Specifically Regulation 15 
requires any laboratory analysing drinking water quality samples to have a system of 
analytical quality control that must be checked by a person who is not under the control of 
the laboratory or Scottish Water and is approved by the Scottish Ministers for that purpose. 
In the case of drinking water analysis in the UK, this is the United Kingdom Accreditation 
Service UKAS who are appointed as the national accreditation body. 
 
In collaboration with the other UK drinking water quality regulators, I have a Memorandum 
of Understanding with UKAS that sets out that UKAS is responsible for accrediting water 
companies, including Scottish Water, to the international standard ISO 17025 which is an 
international standard for laboratory analysis. Additionally, UKAS act on behalf of UK 
regulators to accredit water companies, including Scottish Water, to the Drinking Water 
Testing Specification (DWTS), which is an additional set of requirements relating 
specifically to drinking water.  UKAS carry out annual audits of the laboratories and my 
staff will attend the audit close out meeting and receive feedback on the audit findings. In 
addition, my officers audit Scottish Water’s analysis on a risk basis. 
 
Most of the analytical methods used by Scottish Water are water industry standard 
protocols, agreed as best practice by the Standing Committee of Analysts who are set up 
to develop and approve water industry analytical methods.   
 
 



 

  
 

Who analyses the results and makes recommendations based on those results? 
 
Scottish Water has a Public Health Team who are notified of all sample failures and they 
will provide internal advice within Scottish Water to ensure failures are adequately 
investigated and remedial action is taken. The team also notify key external stakeholders 
as required by the 2014 Regulations. In practice, these stakeholders are Health Boards, 
Local Authorities and DWQR. Scottish Water has a specific duty in the 2014 regulations to 
investigate all failures or likely failures and report on its findings to me, and I may choose 
to investigate further. Scottish Water is also required to make a monthly data return to me 
which includes all their regulatory sample results. It is my role to assess the likelihood of 
any failure to recur and review the action that Scottish Water has taken to secure 
compliance with standards. 
 
Who has the power to enforce the recommendations? 
 
I have the power to enforce recommendations for action either using the powers from the 
2002 Act or using Regulation 22 of the 2014 Regulations. My approach to enforcement is 
set out in my Enforcement Policy which is published on my website. 
 
Is there any conflict of interest within the process? 
 

I do not believe that there is any conflict of interest. The model of self-monitoring within a 
stringent regulatory environment is well established and mirrored across the UK and 
elsewhere in the world.  
 
I trust that I have answered your questions clearly and concisely and will be happy to 
discuss any aspects of my response and indeed the drinking water quality regulatory 
framework with the Committee. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

  
 

Annex 1 
 
Badenoch and Strathspey Supply – Background Note 
 
Background 
 
The Badenoch and Strathspey area is supplied by Aviemore water treatment works 
(WTW). The treatment works serves a population of 10,542. 
 
This area was until 2012 supplied by the Blackpark WTW which took its water from Loch 
Einich, an environmentally sensitive loch high in the Cairngorms. Blackpark WTW was 
included in Scottish Water’s enhancement plans because it needed improvements to 
address failures of standards relating to poor bacteriological quality, turbidity and poor 
disinfection control. Additional demands were also being placed on the WTW due to 
growth in the area and the existing works did not have sufficient capacity to meet future 
needs. In order to meet the growth forecast and provide additional volume, more water 
was required from Loch Einich which needed the level of the loch to be raised and the 
installation of a new pipe in an area covered by multiple environmental designations.  
Scottish Water carried out extensive engagement with a wide range of stakeholders but 
did not succeed in identifying a feasible solution and after lengthy review proposed an 
alternative source from boreholes located at Kinakyle. 
 
The new treatment works had ultrafiltration membrane treatment, with pH correction, 
orthophosphoric acid dosing for lead control and disinfection using chlorine and was 
brought into service in February 2012. Consumers soon noticed the change in water 
quality, both in terms of an increase in chlorine reaching their homes and changes in other 
quality parameters, such as hardness, caused by the different source. Scottish Water 
began to receive complaints from consumers reporting concerns over: 
 

 Unpleasant taste (especially chlorine) 
 Changes in appearance of tea 
 “Popping” noises coming from boiling kettles 
 Skin irritation 

 
DWQR Involvement 
 
Following the introduction of the new Aviemore WTW into supply, DWQR received 9 
complaints during 2012 which were predominantly concerned with the taste and odour of 
the supply. In response to these concerns, in May 2012, a DWQR officer carried out an 
inspection of the treatment works, assessed chlorine residuals at service reservoirs and 
tasted water at a number of locations in the system. DWQR concluded that at no time was 
the new Aviemore supply unfit for human consumption or non-compliant with the 
standards set out in the water quality regulations, and at the time of the inspection the 
taste of the water at several locations in the supply area was found by the DWQR officer to 
be acceptable. An incident investigation into the actions taken by Scottish Water was 
carried out and it was evident that when the new supply was introduced the chlorine 
residuals were much higher for a period of three weeks than those normally experienced 
by consumers in the area because the new water supply was cleaner and chlorine did not 
decay away to the same extent. It was concluded that Scottish Water should have 
anticipated this and made appropriate adjustments, but the company had been slow to 
respond to consumers’ concerns. 
 
 



 

  
 

 
In addition DWQR concluded that Scottish Water had not communicated effectively about 
the change from Blackpark WTW to Aviemore WTW and had not anticipated nor 
communicated to consumers in the area that the aesthetic properties and hardness of the 
water would be different. Scottish Water identified two improvement actions:  
 

(a) to review and communicate commissioning protocols for assessing potential 
customer impact of changing to a different raw water source and; 

 
(b) to amend Scottish Water’s Communication Plan to include full evaluation of 

appropriate communication when changing to a different raw water source. DWQR 
monitors the implementation of any incident recommendations made by Scottish 
Water. This particular incident was closed in 2013.  

 
In March 2016 Scottish Water informed DWQR that there continued to be on-going 
concerns regarding the taste of the Badenoch and Strathspey supply. Their investigations 
had led them to propose improvement by the use of chloramination to reduce the chlorine 
residual in supply. Scottish Water planned to announce this proposal at a public meeting in 
March. Following this meeting, Scottish Water received further complaints relating to: 
 

 Unpleasant taste (especially chlorine) 
 Skin irritation 
 Concerns regarding the proposal to introduce chloramination to the supply 

 
DWQR carried out a further assessment which included auditing the treatment works, a 
review of water quality data, and liaison with NHS Highland. Our investigations concluded 
that the borehole source created in 2012 is well constructed and of good quality; the water 
treatment process at Aviemore is extremely robust, well operated and fit for purpose; and 
the water supplied by the treatment works is fully compliant with the regulations and 
remains so throughout the distribution system. NHS Highland has reported no sustained 
increase in skin complaints since the water supply changed in 2012, and that the level of 
skin complaints within the community is comparable to the national average.  
 
Scottish Water committed to continue to investigate and optimise operations both at the 
treatment works and in the network and engage in a series of public meeting and 
community engagement to address concerns. DWQR did not consider it appropriate nor 
proportionate to instigate enforcement action because Scottish Water had not failed any 
drinking water quality regulatory duties; continued to sample extensively; continued to 
liaise with the community, local officials and NHS Highland; and had an improvement 
proposal. 
 
Concerns over skin irritation have become more prevalent than taste and odour issues in 
recent months. Any concerns which are health related must be investigated by health 
professionals and DWQR’s response will always guide consumers to their GP and 
Regional Health Board. NHS Highland have also been carrying out their own investigation 
and are engaged with GP practices in the area. 
 
DWQR is currently investigating a complaint against Scottish Water which relates to skin 
irritation and our investigation has included taking advice from NHS Highland and Health 
Protection Scotland. 
 
Chloramination was implemented in April 2017, and Scottish Water have continued to 
sample to monitor the impact this has had.  



 

  
 

 
 
Water Quality Data 
 
This is a summary of the water quality data from Regulatory samples for the treatment 
works and samples taken from consumers’ taps. 
 
Blackpark WTW  Aviemore WTW 
Year No. of 

samples 
No. of 
failures 

Year No. of 
samples 

No. of 
failures 

2007 497 9 2012 510 0 
2008 509 12 2013 697 0 
2009 492 14 2014 970 0 
2010 479 23 2015 552 0 
2011 460 6 2016 987 0 
 
Aviemore Regulatory Water supply zone – samples taken from consumers’ taps 
 
Year No. of samples No. of failures 
2008 715 1 
2009 712 1 
2010 713 0 
2011 711 0 
2012 729 0 
2013 608 0 
2014 747 0 
2015 731 0 
2016 736 0 
 
 



PE1646/E 
Scottish Water submission of 30 June 2017 

Thank you for the opportunity for Scottish Water to provide information to The Public 
Petitions Committee in consideration of Petition PE1646.   

We were asked to answer five specific questions by the Committee and we enclose 
a detailed response as part of our submission which outlines the regulations, 
processes and protocols, together with the input of regulators and other agencies to 
ensure the public water supplies in Scotland are appropriately monitored. 

It is important to stress that Scottish Water like other UK water companies operate in 
a highly regulated industry where public health is the prime concern.  We welcome 
this regulation and framework which we believe acts in the best interests of 
customers.  

We believe strongly that the role performed by the Drinking Water Quality Regulator 
is crucial to protecting and driving forward standards across the industry. This regime 
has seen drinking water quality in Scotland reach its highest ever levels across the 
country. 

In relation to the chloramination process which is used to treat a number of drinking 
water supplies across Scotland, the UK and worldwide, I can confirm that this 
disinfection process is globally used and accepted as being an appropriate way to 
treat water.  Should the Committee wish to consider information on this process we 
would suggest that this is done via an organisation such as the World Health 
Organisation.   

I hope the information provided is helpful and we are more than happy to discuss 
any aspects of the details should the Committee wish. 

1. Who tests the water? 

Scotland’s drinking water testing needs to meet the requirements of EC Directive 
98/83/EC on the Quality of Water Intended for Human Consumption. In this Directive 
the essential quality standards at EU level are laid down together with identifying 
who is responsible for meeting specified requirements for the collection, transport 
and analysis of samples of the water that is supplied.  
 
The Public Water Supplies (Scotland) Regulations 2014 sets out the requirements 
which Scottish Water must meet to monitor public drinking water supplies. These 
regulations set out the processes and procedures that organisations involved in 
sampling or testing drinking water must comply with. In addition, the frequency, 
performance and characteristics to be measured are stipulated in these Regulations 
and Paragraph 15 sets out the requirements for collecting and analysing samples.   

The regulations include a requirement to have the samples analysed by a laboratory 
which has a system of quality control that is subjected to checking by an approved 
person, in this case, the United Kingdom Accreditation Service (UKAS).  



 
UKAS has been approved by Scottish Ministers for this role.  The organisation is 
independent of the Government and has been appointed as the national 
accreditation body by the Accreditation Regulations 2009 (SI No 3155/2009) and the 
EU Regulation (EC) 765/2008.   It operates under a Memorandum of Understanding 
with the Government through the Secretary of State for Business, Energy and 
Industrial Strategy.   
There is a Memorandum of Understanding (MoU) between all UK regulators of 
drinking water, including Scotland’s drinking water quality regulator, which sets out 
that UKAS is responsible for accrediting organisations such as Scottish Water for the 
testing of drinking water on behalf of the regulators. The MoU states UKAS will act 
impartially from the Regulator, however UKAS are required to inform the Regulator 
of any significant anomalies and report on all findings. 

UKAS accreditation  

UKAS Accreditation is a means of independently and impartially assessing, by 
recognised technical experts, the technical competence and integrity of 
organisations offering evaluation services.   

UKAS complete the same function across UK water companies and is recognised   
internationally. Accreditation to the Drinking Water Testing Specification (DWTS) is 
required by the Drinking Water Quality Regulator (DWQR) to allow Scottish Water 
Scientific Services to sample and test drinking water in accordance with Regulations. 
This model of operation is in place throughout the UK.  

Scottish Water’s Scientific Services is accredited by UKAS to ISO/IEC17025 to the 
Drinking Water Testing Specification (DWTS).  ISO/IEC 17025:2005 is the 
international standard for the General Requirements for the Competence of Testing 
and Calibration Laboratories. 
 
The Drinking Water Testing Specification (DWTS) is a publication prepared by UKAS 
in collaboration with the UK Drinking Water Regulators, setting out how the 
requirements of ISO/IEC 17025:2005 are applied to organisations undertaking 
sampling and testing of drinking water.   
 
The Drinking Water Testing Specification and ISO/IEC 17025:2005 require the 
sampling and testing organisation to demonstrate the following: 

 Impartiality (will be covered in answer to question 5 conflict of interest) 
 Competency of staff  
 Validity of analytical procedures (will be covered in answer to question 2 

test protocols) 
 Ongoing internal quality control of testing procedures (will be covered in 

answer to question 2 test protocols) 
 Ongoing external quality control of testing procedures though proficiency 

testing (will be covered in answer to question 2 test protocols)  
 Compliance with internal and external audit programmes (will be covered 

in answer to question 2 test protocols).  

http://www.legislation.gov.uk/uksi/2009/3155/introduction/made
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:L:2008:218:0030:0047:en:PDF
https://www.gov.uk/government/publications/memorandum-of-understanding-between-department-for-business-innovation-and-skills-and-united-kingdom-accreditation-service--4
https://www.gov.uk/accreditation-and-conformity-assessment-guidance-for-business-and-government-departments
https://www.gov.uk/accreditation-and-conformity-assessment-guidance-for-business-and-government-departments
https://www.gov.uk/government/publications/memorandum-of-understanding-between-department-for-business-innovation-and-skills-and-united-kingdom-accreditation-service--4
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Scottish Water Scientific Services 
 
Scottish Water’s Scientific Services is headed by the Chief Scientist, Professor Elise 
Cartmell, and consists of a team of 325 staff split into two main functions - 
Laboratory and Technical Logistics. The laboratory function is based in Edinburgh 
and Inverness and is split into three main disciplines covering Microbiology, Organic 
Chemistry and Inorganic Chemistry. Technical logistics are based throughout 
Scotland including the islands and are responsible for the sampling and transport of 
all regulatory samples taken in accordance with DWTS.   

Competency of Staff 
Regulation 15 (2) (d) (i) of the Public Water Supplies (Scotland) Regulations 2014 
outline the requirements for staff competence in relation to drinking water testing. 
These regulations have allowed UK wide aligned competencies. 
 
Sixteen competencies have been derived from those required of chartered members 
of the Royal Society of Chemistry, the Institute of Biology and the Chartered Institute 
of Water and Environmental Management.   
 
There are three broad categories of staff engaged in the testing processes - 
Competent Analysts, Competent Persons and Competent Technical Managers: 

Competent Technical Managers are degree qualified in a relevant scientific 
discipline and are required to hold Chartered status from the relevant scientific 
body. The Technical Manager in each team has a key role in ensuring the 
data generated by each test method meets the requirements of DWTS and 
the relevant regulations.  
Within Scottish Water, Competent Analysts and Competent Persons are 
generally qualified at Higher National Diploma (HND) or degree level in a 
relevant scientific discipline and are required to maintain a continuing 
professional development portfolio that meets the requirements of 9 of the 
competencies required for chartered status.   

Records of all staff working in Scientific Services are maintained to ensure they are 
meeting professional requirements and these records are subject to both internal 
review and external audit (see section 2).   

2. What are the test protocols? 

The full scope of Scientific Services accredited analytical tests and sampling activity 
can be found within the Accreditation Schedule held on the UKAS web site: 

www.ukasscheduleofaccreditation.co.uk 

Test protocols are generally based on methods documented by The Standing 
Committee of Analysts (SCA) who exist to provide authoritative guidance on 
methods of sampling and analysis.  In some cases methods can also be based on 

http://www.ukas.com/wp-content/uploads/schedule_uploads/00002/1565Testing%20Multiple.pdf
http://www.ukasscheduleofaccreditation.co.uk/
http://www.ukasscheduleofaccreditation.co.uk/


other equivalent international standards. The SCA methods are published by the 
Environment Agency.  

A table of the parameters routinely tested to demonstrate compliance with the Public 
Water Supplies (Scotland) Regulations 2014 is attached as an Appendix at the end 
of the document. 

How often and where analytical water quality tests are completed is based on an 
annual monitoring programme. The Scottish Water Public Health & Water Regulation 
team submits a request to Scientific Services for the annual programme of regulatory 
sampling from water treatment assets and customer zones to be carried out. Using a 
standardised approved scheduling procedure ensures that the Scottish Water 
Scientific Services Scheduling Team is supplied with the information they require to 
complete the processes of creating and maintaining Scottish Water's regulatory 
sampling programmes. These regulatory programmes are put in place to ensure that 
Scottish Water discharges its requirements for sampling and analysis as laid down in 
legislation. Relevant legislation includes The Public Water Supplies (Scotland) 
Regulations 2014 and Information Letter 4/2007 (Raw Water monitoring 
requirements to conform with Article 7 of the Water Framework Directive and the 
2001 regulations). To ensure a fair and true sample, operational teams have no 
forewarning of sampling activities. This is achieved by strict access control to the 
Laboratory Information Management System (LIMS) where the sampling schedule is 
held.   

Validation of Test Protocols 

Test protocols are subject to a validation process based on NS 30 A Manual On 
Analytical Quality Control For The Water Industry. The process involves the 
statistical evaluation of data to ensure the test method meets the performance 
requirements for each analytical parameter given in the regulations in terms of 
precision accuracy and limit of detection. 

On fulfilling the required criteria including participation in external proficiency 
schemes the test method is assessed by UKAS to determine if it is suitable for 
accreditation.  

Internal Quality Control 

Analytical performance must meet the requirements for each parameter given in the 
Regulations and is demonstrated by the on-going use of Analytical Quality Control 
Samples (AQC).  The AQC is one form of assurance that a test method is valid and 
results are reliable. 

Analytical Quality Controls (AQC) are prepared from independently verified reference 
materials.  Reference materials play an important role in underpinning the accuracy 
and validity of measurements made within laboratories. To have confidence when 
selecting reference materials, the laboratory needs to ensure that the producer of the 



material is competent and that the material has been produced using a valid 
procedure.  

AQCs are plotted to demonstrate that the test method is under statistical control 
against the performance requirements specified in the regulations.   The 
performance of each test method is monitored on an on-going basis and appropriate 
actions must be taken to ensure test methods remain under statistical control. These 
processes are subject to regular review and also internal and external audit. 

External Proficiency Testing 

Scientific Services is required to participate in an external scheme for each 
parameter on the Accreditation Schedule for which an appropriate scheme is 
available.  

Documented procedures are in place for the investigation and recording of all 
flagged results or “failures” notified by the organisers of the scheme. 

The results from these schemes are key to demonstrating the on-going performance 
of each test method and subject to internal and external audit to demonstrate that 
the response to any failures takes account of impact on routine test results. 

Equipment Protocols 

To meet the requirements of the Regulations and ISO 17025, protocols are in place 
for equipment. Equipment maintenance programmes ensure autonomous, planned  
maintenance and on-going checks of the equipment’s ‘fitness for purpose’ are 
assessed through Quality Checks determined from the original validation process. 

Audit 

External:  Scientific Services are subject to annual external audit by the 
accreditation body UKAS.  UKAS act independently of the Scottish Government and 
audit Scientific Services at length with around 25 audit days per year. UKAS have 
sufficient knowledge to challenge in all aspects of sampling and laboratory staff 
competence, impartiality, compliance with protocols and regulations, with the reports 
made available to DWQR. UKAS are recognised as being technically competent in 
their field, therefore challenge the technical perspective of Scientific Services as well 
as the systems and processes that the laboratory operates.   

The DWQR can also audit Scientific Services at any time against the Regulatory 
requirements including paragraph 15, publishing their findings online to allow them to 
be accessible to consumers. 

Internal: Scientific Services are also subject to audit by the Scottish Water Internal 
Audit Team. The role of the Internal Audit team, defined in its Charter and in 
accordance with professional standards, is to provide independent assurance that 
Scottish Water's risk management, governance and internal control processes are 



operating effectively. Their independence is ensured through a direct reporting line to 
the Audit Committee Chair.   

Scientific Services are also subject to audit by the Lean Management Systems 
Team, which includes the Quality Manager for the laboratories and sampling 
sections. The Quality Manager does not report directly into Scientific Services and 
has access to the Director of Strategic Customer Service Planning to escalate any 
risk for example to impartiality or processes.    

Within Scientific Services annual audit plan alone, approximately 250 audits are 
completed and cover all aspects of the work carried out by Scientific Services from 
sampling protocols, independence and impartiality to reporting of results. All findings 
are documented and all findings are acted on by competent staff. Additionally 
Scientific Services have their own technical auditors who are independent of the 
activity audited and therefore complete audits outside their own section and line 
management.    

3. Who analyses the results and makes recommendations based on those 
results?  

It is the responsibility of the Scottish Water Public Health Team to analyse all results 
and notify key stakeholders of all failures following a standardised, approved 
process. The purpose of this procedure is to ensure the requirements for reporting 
drinking water quality failures under The Public Water Supplies (Scotland) 
Regulations 2014 are followed. The key stakeholders are the Drinking Water Quality 
Regulator (DWQR), Environmental Health Teams, NHS Health Protection Teams 
and Health Protection Scotland (HPS). In addition, relevant stakeholders within 
Scottish Water are also communicated with including the regulation, operational and 
planning teams.   

There is a multi-agency plan for dealing with waterborne hazards impacting the 
public water supply.  The Scottish Waterborne Hazard Plan (SWHP) is maintained 
by a working group comprised of representatives from Scottish Water, 
representatives of Scottish Local Authorities and NHS Boards, Health Protection 
Scotland and Scottish Government - Scottish Resilience.   

The guidance (i) provides a framework for the management of a co-ordinated 
response to any actual or potential waterborne hazard associated with the public 
water supply in Scotland and (ii) outlines the actions to be taken by Scottish Water, 
NHS Boards, Local Authorities and other agencies in the event of an incident 
involving the suspected or actual contamination of a public water supply with 
potential public health implications.  

 

 



The aims of the plan are to: 

 Ensure a co-ordinated, multi-agency response to the detection of a 
waterborne hazard with the objective of controlling the hazard and 
preventing adverse health impacts.  

 Provide a framework for the management of a co-ordinated response to 
any actual or potential waterborne hazard associated with the public water 
supply in Scotland. 

 Outline the actions to be taken by Scottish Water, NHS Boards, Local 
Authorities and other agencies in the event of an incident involving the 
suspected or actual contamination of a public water supply with potential 
public health implications.  

There is also Short-Term Health Risk Action Values For Drinking Water In Scotland 
(SHRAVs). These are guidelines for assessing the potential health risks of short-
term exposure to contaminated drinking-water and are published by Health 
Protection Scotland and re-produced with permission from the UK Water Industry 
Research (UKWIR) and the Water Research Centre (WRc). “Health protection” 
values are generally derived from World Health Organisation (WHO) Guideline 
Values (GV). 

The short-term exposure guideline values provided in this document are intended to 
assist in making a health risk assessment on a selected number of agents, mainly 
chemicals. Values are also quoted for a number of non-chemical parameters. The 
list is based on the Prescribed Concentration or Value (PCV) regulated parameters 
plus a number of others. 

4. Who has the power to enforce the recommendations?  
 

Scotland’s Drinking Water Quality Regulator (DWQR) has the power to enforce 
recommendations on Scottish Water. The mechanisms of enforcement are outlined 
in the DWQR Enforcement Policy February 2015 and the relevant legislation for this 
Policy is: 
 

 The Water (Scotland) Act 1980 (as amended) 
 The Water Industry (Scotland) Act 2002 (as amended) 
 The Cryptosporidium (Scottish Water) Directions 2003 
 The Public Water Supplies (Scotland) Regulations 2014. 

The Water Industry (Scotland) Act 2002 (The 2002 Act) vests specific powers in the 
DWQR in relation to the monitoring and enforcement of drinking water quality 
standards in Scotland: 

 Power to obtain information 
 Power of entry or inspection 



 Power of enforcement action 
 Emergency powers to require a water supplier to carry out works to 

ensure quality of water supplied is safe for public consumption 
 Power to require information from local authorities. 

The DWQR through exercising powers set out in Section 7(3) of the 2002 Act 
may authorise any person (an “authorised person”) to exercise, on their behalf, 
any function of the Regulator. 

The enforcement options which are available to the DWQR are: 

 Advisory letters 
 Recommend to Scottish Ministers the requirement for a Direction 
 Notification of Contravention and request for an Undertaking 
 Enforcement Notice 
 Emergency Notice 

 
5. Is there any conflict of interest within the process? 

 
It is the policy of Scottish Water Scientific Services to conduct all of its activities with 
impartiality, confidentiality, integrity and in an ethical manner independent from any 
other part of Scottish Water. It is the responsibility of all Scientific Services 
employees to uphold and adhere to an approach of complete impartiality, free from 
any conflict of interest and financial pressures during the performance of their duties, 
whilst maintaining strict confidentiality of any data or reports produced. The highest 
ethical standard of professional conduct is expected in the performance of all duties. 
 
Scientific Services are part of the Strategic Customer Service Planning Directorate 
who have a separate reporting line from the Customer Service Delivery Directorate 
who operate the drinking water treatment and supply network. The Chief Scientist, 
who heads Scientific Services has a direct reporting line to the Director of Strategic 
Customer Service Planning and then the Chief Executive to escalate any risk to 
impartiality. In addition, the performance targets for all Scientific Services staff are 
set to deliver sampling compliance and analytical performance targets and not to 
achieve water quality compliance standards. 
 
Scottish Water also operates a “whistleblowing policy” where any individual can 
escalate to external 3rd party if they have any concerns regarding impartiality.   
 
Finally, all ethical standards of professional scientific bodies are promoted and 
adhered to which is assessed through our audit and competency assessments.  
These professional scientific competencies require high standards of impartiality.  
 
 

 

 



Appendix: Water Quality Parameters 

Table 1 Outline of parameters and the test protocol reference for drinking 
water determinants  

Parameter Test Protocol Method Basis 
Coliforms MD08 : Determination & 

Enumeration of Coliform 
Bacteria & E.Coli in 
Potable, Raw and 
Swimming Pool Waters 
using a single membrane 
filtration technique 

The Microbiology of Drinking 
Water (2016) – Part 4 – 
Methods for the isolation and 
enumeration of coliform 
bacteria and Escherichia coli 
(including E. coli O157:H7) 

E.coli See above See above 
Total Viable Counts The Determination of 

Colony Count in Potable, 
Raw and Swimming Pool 
Waters by Pour Plate 
Method 

The Microbiology of Drinking 
Water (2012) - Part 7 – 
Methods for the enumeration 
of heterotrophic bacteria  

Faecel Streptococci MD04 The Determination 
of Enterococci in Potable 
and Raw Waters by 
Membrane Filtration 

The Microbiology of Drinking 
Water (2012) - Part 5 –
Methods for the Isolation and 
enumeration of enterococci  

Clostridia MD05 Clostridium 
Perfringens In Potable and 
Raw Waters by Membrane 
Filtration 

The Microbiology of Drinking 
Water (2015) – Part 6 – 
Methods for the isolation and 
enumeration of sulphite-
reducing clostridia and 
Clostridium perfringens by 
membrane filtration 

Qualitative Odour D58 Determination of 
Qualitative and 
Quantitative Taste and 
Odour in Raw and Potable 
Waters 

The determination of taste 
and odour in drinking waters 
(2014) 

Qualitative Taste See above See above 
Quantitative Odour See above See above 
Quantitative Taste See above See above 
Cryptosporidium MP18 Isolation and 

Identification of 
Cryptosporidium Oocysts 
in Raw and Potable 
Waters using Compressed 
Foam Filters 

The Microbiology of Drinking 
Water (2010) - Part 14 - 
Methods for the isolation, 
identification and enumeration 
of Cryptosporidium oocysts 
and Giardia cysts 

Free Chlorine The Measurement of Free 
and Total Chlorine 
Residual in Potable Water 
Using HACH Colorimeter 
(Method Code S01) 

Hach Pocket Colorimeter 
Chlorine Manual 1997. 
Hach Pocket Colorimeter II 
Chlorine Instruction Manual 
2004 

Total Chlorine See above See above 



Alkalinity 

 

IC078 - Alkalinity in 
Sewage Effluents, 
Industrial Effluents, 
Leachates, Sewage 
Sludge Supernatants, 
Raw and Potable Waters 
and pH in Crude,Final 
and Trade Effluents and 
Leachates 

 

Environment Agency, The 
Determination of Alkalinity 
and Acidity on Water 1981; 
Methods for the 
Examination of Waters and 
Associated Materials; 

Appearance 

 

**ICO26 Determination of 
Appearance in Raw and 
Potable Waters 

 

In house screening procedure 

Aluminium, Iron, 
Manganese, Antimony, 
Arsenic, Cadmium, 
Copper, Chromium, 
Lead, Nickel & 
Selenium 

 

ICPOES1 - Fe, Mn and 
Al in Potable and Raw 
Waters using a Perkin 
Elmer Optima 8300 ICP 
Spectrometer.  
GIC001 – Analysis of 
defined elements by 
Perkin Elmer Nexion 
300X ICPMS 
Spectrometer* 
(also covers Al, Fe, Mn) 

 

Standard Methods for the 
Examination of Water and 
Wastewater, 1989, 17th 
edition, published by APHA, 
AWWA, WPCF. 

USEPA Method 200.8 
 

pH, Colour, 
Conductivity and 
Turbidity 

GIC003 Conductivity, pH, 
Turbidity and Colour in 
Raw Water and Potable 
Waters by Peerless 
Autoanalyser System 
 
IN33 Turbidity in Potable 
and Raw waters. 
 
IN37 pH in Raw and 
Potable waters by pH 
meter. 
 
IN38 Conductivity in raw 
and potable waters by 
conductivity meter @20oC 
 

IC002 Measurement of 
Colour in Raw and Potable 
waters by Uv-Vis 
Spectrometry 

The Measurement of 
Electrical Conductivity and the 
Laboratory determination of 
the pH value of Natural, 
Treated and Waste Waters, 
1978, Methods for the 
Examination of Waters and 
Associated Materials. HMSO 
ISBN 0 11 751 428 4. 
The Determination of pH in 
Low Ionic Strength Waters, 
1988, Methods for the 
Examination of Waters and 
Associated Materials. HMSO 
ISBN 0 11 752 084 5. 
Department of the 
Environment, Methods for the 
Examination of Water and 
Associated Materials, Colour 
and Turbidity of Waters, 1981, 
Methods for the Examination 
of Waters and Associated 
Materials. HMSO ISBN 0 11 
751 955 3. 

Cyanide IC008 Cyanide in Defined 
Matrices by Continuous 

Cyanide in Waters etc 1988. 
Methods for the Examination 



Flow Analyser of Waters and Associated 
Materials. HMSO ISBN 0 11 
752219 8. 

SKALAR method for Total 
Cyanide, Catnr. I295-0047w/r 
Issue 102808/MH/99253508 

TOC D45.1 The Determination 
of Total Organic Carbon 
(TOC) in defined matrices 

Skalar Formacs HT 
combustion TOC/TN 
Analyser, user manual. 

The instrumental 
determination of Total 
Organic Carbon, Total 
Oxygen and Related 
Determinands 1979 HMSO 
ISBN 0-11-751458-6 

Ammonium, Chloride, 
Nitrate, Nitrite,  

IC009 - The Determination 
Of Chloride, Nitrite, 
Nitrate, Ton, Ammonium 
and Phosphate (SR) In 
Defined Matrices By 
Discrete Auto Analyser 

Standard Methods for the 
Examination of Water and 
Wastewater, 18th Edition, 
1992, Pb. American Public 
Health Association. HMSO 
ISBN 0-87553-207-1.  
Department of the 
Environment, Method for the 
Examination of Water and 
Associated Material, Chloride 
in Waters, Sewage and 
Effluents, 1981. Department 
of the Environment, Method 
for the Examination of Water 
and Associated Material, 
Oxidised Nitrogen in Waters 
1981.  

Department of the 
Environment Standing 
Committee of Analysts 
method "Method for the 
Spectrophotometric 
Determination of Ammonia in 
Water" published in the 
method book, "Ammonia in 
Water 1981 

Boron, Sodium, 
Sulphate 

ICPOES2 - Ca, Na, Mg, K, 
Ba, B, P, Li, Sulphate and 
Total Hardness (by 
Calculation) in Potable, 
Raw and Phosphate 
Dosed Waters using a 

Standard Methods for the 
Examination of Water and 
Wastewater, 1989, 17th 
edition, published by APHA, 
AWWA, WPCF.  
Sulphate in Waters, Effluents 



Perkin Elmer Optima and Solids (2nd Edition). 
1988. HMSO,  

Methods for the Boron in 
Waters, Effluents, Sewage 
and some Solids, 1980. 
HMSO, (Methods for the 
Examination of Waters and 
Associated Materials) 

Mercury ICPMS1 - Mercury In 
Potable And Raw Waters 
Using A Perkin Elmer 
ICPMS Spectrometer 

Determination of mercury in 
potable water by ICP-MS 
using gold as a stabilising 
agent. James Allibone, Ebby 
Fatemian and Peter Walker 
(Thames Water). Journal of 
Analytical Atomic 
Spectrometry, 1998. 

GC MS Scan* 

 

**OC066 Semi 
Quantitative Screening 
for Semi-Volatile Organic 
Compounds using Gas 
Chromatography Mass 
Spectrometry  

 

Standard Methods, For The 
Examination Of Waste And 
Wastewater, 18th Edition, 
American Public Health 
Association, Pages 6-76 - 6-
89. 

Phenols*   O021 The Determination 
of Phenolic Compounds 
by GC/MS 

 

Environment Agency The 
Determination of Microgram 
and Submicrogram Amounts 
of Individual Phenols in River 
and Potable Waters 1988; 
Methods for the Examination 
of Waters and Associated 
Materials. 

Low level Phenols*, ** 

 

O021 The Determination 
of Phenolic Compounds 
by GC/MS 
 

O013 The Determination 
of THM's & Volatiles in 
Potable and Untreated 
Waters by Headspace 
Injection Gas 
Chromatography by 
GC/MS 

Environment Agency The 
Determination of Microgram 
and Submicrogram Amounts 
of Individual Phenols in River 
and Potable Waters 1988; 
Methods for the Examination 
of Waters and Associated 
Materials. 

In house developed method 
with ISO17025 accreditation. 

Benzene, 1,2-
dichloroethane, 
Tetrachloroethene and 
Trichloroethene, 
Tetrachloromethane, 
THM: Total 

Benzo(a)pyrene, PAH 
Total 

OC 012 Determination of 
Polycyclic Aromatic 
Hydrocarbons in Raw and 
Potable Waters By Solvent 
Extraction and High 
Performance Liquid 

Environment Agency, The 
Determination of 6 Specific 
Polynuclear Aromatic 
Hydrocarbons in Waters (with 
notes on the determination of 
other PAH) 1985: Methods for 



Chromatography with 
Programmable 
Fluorescence Detection 

the Examination of Waters 
and Associated Materials.  
Environment Agency, The 
Determination of 6 Specific 
Aromatic Hydrocarbons in 
Water (additional methods) 
1997: Methods for the 
Examination of Waters and 
Associated Materials. 

Fluoride, Bromate O019 - Determination of 
Anions in Raw and 
Potable waters by Ion 
chromatography. 

Determination of Disinfection 
By-Product Anions and 
Bromide in Drinking Water 
Using a Reagent-Free™ Ion 
Chromatography System 
Followed by Postcolumn 
Addition of an Acidified On-
Line Generated Reagent for 
Trace Bromate Analysis, 
Dionex Application Note 171. 

Aldrin, Dieldrin, 
Heptachlor, Heptachlor 
epoxide, Lindane 

O020 The Determination 
of Pesticides and 
Herbicides in Raw and 
Potable Waters by GC/MS 

Environment Agency, 
Organochlorine Insecticides 
and Polychlorinated Biphenyls 
in Waters 1978. 
Environment Agency, 
Organo-Phosphorous 
Pesticides in River and 
Drinking Water 1980 
Tentative Method. 

MCPP, MCPA, MCPB, 
2,4-D, 2,4-DB, Dicamba 

O024 The Determination 
of Acidic Herbicides by 
Triple Quad LC/MS/MS 

 

In house developed method 
with ISO17025 accreditation. 

Simazine, Atrazine, 
Linuron, Diuron, 
Propetamphos, 
Diazinon, Metazachlor, 
Metaldehyde, 
Isoproturon, 
Chlortoluron 

O043 Determination of 
Mixed Pesticides, 
Herbicides and 
Fungicides by Direct 
Injection Triple Quad 
LC/MS/MS Analysis 

 

In house developed method 
with ISO17025 accreditation. 

Metsulfuron-methyl, 
Thifensulfuron-methyl, 
Tribenuron-methyl** 

O018 Sulfonyl Urea 
Herbicides by Direct 
Injection LC/MS/MS 

 

In house developed method 
with ISO17025 accreditation. 

Cypermethrin, 
Flumethrin**, 
Permethrin 

O009 The Determination 
of Pyrethroids and 
Flumethrin in Raw and 
Potable Waters by GCMS 
and GC-ECD  

 

Environment Agency, 
Methods for the 
Determination of Synthetic 
Pyrethroid Insecticides in 
Waters by Gas Liquid 
Chromatography 1992, 
Methods for the Examination 
of Waters and Associated 



Materials.. 
Environment Agency, 
Pyrethrins and Permethrin in 
Potable Waters by Electron-
Capture Gas Chromatography 
1981, Methods for the 
Examination of Waters and 
Associated Materials. 

Asulam O022 Asulam by Direct 
Injection LC/MS/MS 

In house developed method 
with ISO17025 accreditation. 

Indicative dose –Gross 
alpha, Gross beta 

RAD-1 Measurement of 
Alpha/Beta Activity in 
Potable and Raw Waters 

Environment Agency, 
Measurement of Alpha and 
Beta Activity of Water and 
sludge samples. The 
determination of Radon - 222 
and Radium - 226. The 
Determination of Uranium 
(including General X- Ray 
Flourescent Spectometric 
Analysis) 1985 - 1986. 

Radon RAD-3 Measurement of 
Radon in potable and raw 
waters 

Water quality - Radon-222 - 
Part 4: Test method using 
two-phase liquid scintillation 
counting - 2013 

 
*Additional screening tests analysed on request 
** Outwith scope of accreditation 
Total Pesticides – the sum of the concentrations of each pesticide analysed. The 
pesticides analysed are based on risk assessment. 



   

PE1646/F 
NHS Highland submission of 4 July 2017  
 
I am responding, on behalf of Prof Elaine Mead and NHS Highland, to your letter of 5 June 
requesting written evidence to the Petitions Committee on PE1646 - Drinking Water 
Supplies in Scotland. 
 
Our understanding is that this issue arose primarily from concerns raised about the public 
water supply to the Aviemore/Spey Valley area. The Health Protection Team of our Public 
Health department have been involved in investigating these concerns and have just 
finished a report on the matter. I have enclosed a copy of this for the attention of the 
Committee. It addresses many of the points raised in previous oral evidence, such as the 
potential health effects of the tap water and in particular any adverse effects on some 
consumer’s skin. I trust it will be helpful to the Committee’s deliberations. 
 
Therefore the majority of our submission is contained in the enclosed report however in 
summary our views on the two broader issues of the petition are as follows: 
 
1. The role of the Drinking Water Quality Regulator 
 

Over the past 20 years, during the time I have been in post as a Consultant in Public 
Health for NHS Highland, I have witnessed major improvement in water quality and 
safety in Scotland. There has been significant investment in water treatment and 
distribution systems throughout the Highlands, as well as elsewhere in the country. My 
experience of the DWQR since its inception post 2002 is that they have performed their 
role professionally and well, acting as an important strand of the aforementioned 
overall improvements. 

 
The DWQR staff have managed to maintain the balance between collaborative work 
with key stakeholders including Scottish Water, Local Authorities and the NHS but also 
working on behalf of consumers (and Government), ensuring enforcement actions are 
taken by requiring improvements and change where necessary. DWQR governance 
has been fair, proportionate and effective. 

 
It is my strong view that concerns about the perceived quality of the water supply in 
Aviemore do not warrant a change in the role of the DWQR. 

 
 

2. Chloramination of Drinking Water 
 

Chloramination is a tried and tested water disinfection method. It is widely used 
worldwide as well as throughout Scotland and has been used in some places for years. 
There is not any concrete evidence forthcoming about adverse health effects, nor 
widespread consumer concern in Scotland about the safety of this process or the 
quality of water which results from its use. On the contrary chloramination enables the 
amount of free chlorine in water distribution systems to be reduced due to its longer 
disinfection time and so usually leads to a decrease in taste and odour complaints from 
consumers as the amount of chlorine and its by- products are reduced.  
 



   

Chloramination has only very recently been introduced to the Aviemore area and so its 
effects there cannot be fully assessed until more time has passed. In the meantime 
there has not been a marked or sudden increase in the numbers of local complaints 
about the alleged health issues in Aviemore. Indeed the vast majority of these 
concerns were raised prior to the introduction of chloramination.  
 
There is already published literature on chloramination and this can be accessed by 
the committee. In my view there is little to be gained by further research in Scotland on 
the safety of chloramination although it may provide further reassurance of its 
effectiveness and safety. Whether this would fully alleviate the concerns of those who 
already have concerns about it is doubtful. It is much easier to prove something does 
have an effect, than to prove something has no effect i.e. proving something is safe 
and has no detrimental effect is a significant challenge. This is especially the case 
when alleged adverse effects are vague or nonspecific such as dry or itchy skin; and 
also when the alleged cause is an environmental component like water or air quality 
where there are so many other confounding factors. 

 
I trust the above comments and the Annex 1 report below is helpful to the Committee. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

ANNEX 1 

AVIEMORE WATER SUPPLY SUMMARY REPORT 

June 2017 

This report summarises the investigation undertaken by NHS Highland Health 
Protection Team into the concerns raised by some of the local community about the 
Strathspey drinking water supply. The report aims to summarise the situation to date, 
the investigations undertaken and the conclusions reached. 

1. Background 

The source of raw water for the public water supply to the Strathspey area was 
changed in 2012. Prior to that it was from Loch Einich and since then it has been 
from boreholes beside the River Spey at Kinakyle, south of Aviemore. Subsequent to 
the change some customers complained about taste and odour issues in the drinking 
water. These complaints have persisted and now include concerns about skin 
irritation from bathing and the wider impact of the tap water on health.  

The local newspaper the Strathspey and Badenoch Herald “the Strathy” has been 
covering this issue extensively in recent months and conducted a survey of readers 
in which some residents reported that the tap water has a harmful effect on their skin 
such as increased dryness, redness and itch.  

Scottish Water changed the method of disinfection from chlorination to 
chloramination in early April 2017. 

2. Investigation Process 

NHS Highland Health Protection Team, based in the department of Public Health, 
have carried out some investigations to explore the above concerns further. 

In addition to telephone conversations and email exchanges on this subject, two 
recent meetings have been held with Scottish Water and officers from the Drinking 
Water Quality Regulator team at which there was an open and comprehensive 
exchange of information.  

Discussions have taken place with GPs from each of the 3 General Practices based 
in Grantown on Spey, Kingussie and Aviemore. 

Anonymised prescribing data from each of the 3 General Practices was obtained and 
reviewed for all relevant skin products. 

Anonymised referral data from each of the 3 General practices was obtained and 
reviewed for all patients referred to Dermatology out patients at Raigmore Hospital, 
Inverness. 



 
 

Anonymised patient data was requested from the Aviemore GP practice for GP 
consultations for patients with Dermatitis in the last 10 years. 

Discussions have taken place with senior members of the Environmental Public 
Health Team at Health Protection Scotland. 

A visit was made to the new Treatment works at Aviemore. 

Key published work on similar issues have been read and reviewed. 

3. Normal working practice  

There are existing close working arrangements between Scottish Water and NHS 
Board Health Protection Teams (HPTs) which follow nationally agreed protocols. 
Regular routine sampling of water quality including microbiological and chemical 
quality is undertaken by Scottish Water. HPTs are sent email notifications by SW of 
any microbiological or chemical sample result which is out with agreed standard 
parameters set by the Scottish Government, the wider water industry and the World 
Health Organisation. These notifications are usually also accompanied by a 
telephone call to discuss the “failure” and any potential health impact or further 
actions. So when any standard level is breached, appropriate actions are discussed 
that day and agreed remedial action taken immediately by Scottish Water. These 
actions could include the HPT recommending further samples are taken, or that 
bottled water is issued to customers for a while,  or rarely that a temporary boil notice 
is issued. Contact between the public health scientific team at SW and NHS Board 
HPTs about water supplies in their geographical area is therefore a regular 
occurrence. So dialogue is frequent and a precautionary approach is always adopted 
and priority is given to protecting the public from any potential harm. The NHS HPT 
as an independent arbiter for public health can always ensure that is the case. 

4. Investigation findings 

4.1 Aviemore Treatment Works and sampling data 

Since the implementation of the new treatment works there have been no breaches 
of Water Industry Standards in any regulatory samples taken on this supply. These 
include both Prescribed Concentration Values and also World Health Organisation 
Guideline levels. In other words the tap water supplied has been 100% compliant 
with drinking water quality standards. The works and the sample results have been 
independently evaluated by experts in water quality. 

When the works opened in 2012 the chlorine levels were initially too high but these 
were gradually reduced. Free chlorine is now around 0.05mg/l.  

pH has also been fine-tuned such that it is now consistently within a narrow range 
around 8.2. (range 7.9 – 8.6).  

All samples remain compliant. 



 
 

During a recent visit to the Aviemore works as well as at various meetings and email 
exchanges with SW I have been shown the monitoring data and spoken directly to 
SW scientific staff and several involved in running and maintaining the works. The 
works is a state of the art membrane plant. The chloramination dosing equipment is 
newer and even more accurate than other similar processes in the Highland area, 
including Inverness. 

4.2 GP prescribing data 

The quantity of several skin products dispensed by the Aviemore GP practice each 
year between 2010 and 2016 was reviewed. This data was then compared to the 
other GP practices within the South and Mid Operational unit of NHS Highland (ie 
the same locality) and with all NHS Highland GP practices for the last 3 years 2014-
2016.  

For skin emollients and barrier preparations, topical corticosteroids, and preparations 
for eczema and psoriasis, no rise in the number of prescriptions was noted in the 
years following the opening of the new treatment works. In fact for steroids and 
preps for eczema/dermatitis the trend has been downward since 2012/13. 

The Quantity prescribed per 1000 patients in 2014, 2015 and 2016 was consistently 
much lower in Aviemore than the rest of Highland GP practices. (Approximately 20% 
lower for emollients, 30% lower for topical steroids and more than 30% lower for 
eczema preps). 

(For more detailed data – see Appendix 1 

  

4.3 GP Referral data 

The number and rate of referral by the Speyside GP practices to the Dermatology 
outpatient clinic at Raigmore Hospital Inverness over the past 3 years 2014/15, 
15/16 and 16/17 was reviewed. This was then compared to the rate of referral by the 
other GP practices within the South and Mid Operational Unit and with all NHS 
Highland GP practices. 

The rate of referral by the Aviemore, Grantown and Kingussie practices was 
consistently lower than other practices in the locality and consistently lower than the 
average rate in all Highland GP practices during all 3 years examined.  

When the number of referrals was standardised to take account of the age and sex 
profiles of the practice populations ie whether they had more young or older people, 
then the Speyside practices standardised referral ratio was between 57 and 75, so 
considerably lower than the average for Highland which is represented by 100 in this 
type of standardisation. 



 
 

In the Aviemore practice – over the 3 year period, the actual number of patients 
referred to dermatology were 144 compared with an expected 216, so 33% less than 
what was expected if Aviemore referred at the same rate as other Highland 
practices. 

(For more detailed data – see Appendix 1) 

4.4 Views from Local General Practices  

Advice was taken from one of the Associate Medical Directors and at least one 
General Practitioner within each practice was contacted to discuss the situation. 
Each was asked to consult their GP colleagues and collate a consensus view on 
whether they considered there to be an issue with the water supply affecting patients 
health, in particular their skin, or not. The following is a summary of the responses 
received:  

Response from Aviemore GPs: (summarized from email responses) 

The general consensus was that some people have become aware of a chemical 
smell from the water since the new water supply came in 2012 and others tell their 
GPs that their dermatitis/eczema deteriorated at the time the new water supply came 
in. 

Some of these patients say that their skin improves whenever they spend weeks 
away from Aviemore, for example on holiday, and that it deteriorates again on their 
return. 

Those GPs that have experience both before and after the water supply changed 
feel that there was a step change increase in frequency of dermatitis/eczema 
presentations to GPs at the time of the change in water supply. 

They appreciate that these perceptions are anecdotal. 
 
There has not been any significant change or deterioration in the last 12 months, nor 
has it been a topic for discussion between the GPs until asked.  
 

Response from Kingussie GPs: (summarized from email responses) 

Their feeling was that they don't see any more dermatitis than previously but there 
are some patients who notice their eczema clears when they are away from the area 
and therefore blame the water. 

Response from Grantown GPs: (summarized from email responses) 

They agreed with Kingussie that they hadn't seen a significant rise in skin 
complaints. 

 



 
 

 

4.5 Aviemore Practice data from READ codes 

Further to this the Aviemore practice were asked if they had any data within the 
practice itself or evidence to demonstrate that more patients with dermatitis/eczema 
were being seen in the practice since the new treatment works opened. They 
generated data from their own computer system and reported the following: 

In the 4 years prior to the change in water supply, 496 consultations for dermatitis 
were Read-coded. In the 4 years after the change, 501 dermatitis consultations are 
Read-coded. 

In other words there had been almost no change in the numbers seen with dermatitis 
since the new works in 2012.  

The GPs concluded: (quote from email response) 

 “Finally, we accepted that your data (on referrals and prescriptions) and the bit extra 
we add (consultations for dermatitis) does not support the premise that the water 
supply has made a difference; that is the hard objective data. However, my 
colleagues are clear that they wish me to re-iterate again that they feel that 
anecdotally there has been an impact.” 

4.6 Work published elsewhere 

A wide-ranging review of the evidence for a possible link between skin irritation and 
sensitisation and tap water quality/usage and any related health effects, perceived or 
otherwise was carried out by the Water Research Council (WRc) on behalf of the UK 
DWI, and published in 2011. The main findings of this are discussed below. 

5 Discussion 

5.1 Skin disease and tap water 

Skin diseases affect around 23% to 33% of the UK population at any one time, and 
are the most common reason for people to consult their general practitioner with a 
new problem. In childhood, eczema is the most common non-infectious skin 
condition. Risk factors for the more common skin diseases, such as eczema include 
genetic predisposition and a range of environmental factors, including exposure to 
irritants and allergens. 

Atopic dermatitis is a chronic, relapsing, inflammatory disease of the skin with high 
prevalence, affecting 15–30% of children and 2– 10% of adults. This large sub-
population is likely to be most susceptible to the potential irritant effects of domestic 
tap water. 



 
 

DWI in 2011 identified 158 chemicals and parameters of drinking water that have the 
potential to cause skin irritation, with effects ranging from mild to corrosive. 

Water has been associated with mild skin irritation and dryness under conditions of 
soaking (Galzote et al., 2007; Hiscock, 2006; Tsai and Maibach, 1999). Irritation may 
result from an increased permeability of excessively hydrated skin and the 
concomitant elevation of protease activity under these conditions (Tsai and Maibach, 
1999). In addition, the loss of natural moisturising factor (NMF) under conditions of 
soaking has been suggested to cause drying of the skin (Robinson et al., 2010).  

It is also recognised in the published literature that some people have skin which is 
more sensitive than others and therefore it is possible that for a few of those with 
existing skin conditions such as dermatitis or eczema, tap water may exacerbate 
their symptoms. However, the published information available on skin & gastric 
irritation and tap water is not conclusive. There are a few studies available which 
have concentrated on pH and water hardness and changes in disinfection 
processes, mainly chloramination. Dermatologists have suggested that alkalinity may 
affect the skin which is naturally of lower pH while other studies suggested that hard 
water might also increase atopic dermatitis. However, further studies which include 
several in the UK have not confirmed these conclusions. There is no firm evidence of 
irritation problems at water pH 6.5-9.5, the UK parameter.  

Before the new treatment works, the water used to be taken from Loch Einich and 
was more prone to microbiological failures than the new water source and system. 
The previous water supply was also more acidic. So the fact that Loch Einich was 
more acidic and the new water is more alkaline is one potential reason that a few 
people have noted a change in their skin condition, or that they notice that their skin 
changes when they leave the area on holiday. This does not mean the water is now 
unsafe or unhealthy although we recognise that this change may have had an impact 
on some people’s skin. 

5.2 Chloramination  

Chloramination is a tried and tested method of water disinfection. It is widely used 
throughout the world and more than 25% of all supplies in Scotland use this 
treatment method. It has been used for several years in other parts of the country 
without evidence of any adverse health effects in the populations served. Within the 
Highland area water treatment works to Inverness, Fort William and Wick all use 
chloramination. None of these areas have experienced similar levels of complaints 
about taste, smell or concerns about effects on the skin. 

Since the change of disinfection at Aviemore from chlorination to chloramination in 
early April to the time of writing (mid-June), there have been 16 complaints to SW 
although some are from repeat callers. Four of these complaints have mentioned 
skin effects but most have been about taste and smell. Concerns  have also been 
raised about disinfection by products but the extremely low level of organic material 



 
 

in the raw water means the levels of total Trihalomethanes (THMs) are very low – an 
average of 3.2 micrograms per litre and these have always been within acceptable 
limits. Many other Highland water supplies have THM levels in excess of this.  

5.3 Potential impact of ongoing adverse publicity about water safety 

This report would be incomplete without raising the potential adverse impact on the 
population’s health and wellbeing of continually thinking, or being told, their tap water 
is unsafe, or is having a negative impact on their health, or on the local economy and 
tourism, etc. Confidence in drinking water is something that is taken as a given in the 
UK and the negative effect of wondering whether you are doing yourself harm each 
time you drink or bathe, even if there is no evidence of actual harm, cannot be 
helpful to long term mental or physical wellbeing.  

6 Key findings 

There is no sampling data to support the presence, or elevated levels, of any 
chemical or parameter which could be considered as an on-going cause of skin 
irritation in consumers. 

At any one time, it is suggested that at least 20% (probably more) of the population 
may be suffering from a skin condition of some kind. Many different exposures and 
factors may play a role in these conditions. It is not possible to demonstrate an 
association, or cause and effect, between a skin condition and any one single factor 
in Aviemore. 
 
The DWI review in 2011 indicated that perceptions of the general public following 
knowledge of a change in chemicals present in the water supply may impact on 
reporting of adverse health effects. 
 

The quantity of skin products prescribed per 1000 patients in 2014, 2015 and 2016 
was consistently much lower in Aviemore than the rest of Highland GP practices. 
(Approximately 20% lower for emollients, 30% lower for topical steroids and more 
than 30% lower for eczema preps). 

The rate of referral by the Aviemore, Grantown and Kingussie practices to the 
Dermatology outpatient clinic at Raigmore was consistently lower than other 
practices in the locality and consistently lower than the average rate in all Highland 
GP practices during all 3 years examined. (33% less than expected in Aviemore) 

There was no change in the numbers seen with dermatitis in the Aviemore GP 
practice in the 5 years before and after the new water treatment works was opened 
in 2012.  

Despite this data, and the lack of evidence of any increased prevalence of skin 
conditions in the Spey valley, a few of the local general practitioners still perceive 



 
 

that the new water treatment works has had an impact on some people’s skin but 
these GPs recognise that this is anecdotal opinion in the absence of firm data.  

Chloramination is a tried and tested method of water disinfection. It is widely used 
throughout the world and more than 25% of all supplies in Scotland use this 
treatment method. It has been used for years in other parts of the country and the 
Highlands without evidence of any adverse health effects or significant levels of 
complaints about skin problems among the populations served. 

7 Conclusions 

There have been no breaches of regulatory standards which have caused significant 
concern for human health in the past few years. The tap water being supplied to the 
Spey Valley is technically of higher quality than it was historically. 

In any population there are a proportion of people who have skin problems such as 
dermatitis and eczema. Therefore within the 10,000 or so people served by the 
Aviemore treatment works, it is quite normal to have a significant number with skin 
conditions. For some people these can be extremely disabling and disruptive to daily 
life. For a small proportion of these their skin sensitivity may be affected by contact 
with tap water. Therefore a few of these people may be more sensitive to changes in 
the acidity/alkalinity (pH) of the water and some may also be more sensitive to one 
or more of the chemicals within the water. This appears to be the case for some 
individuals in the Strathspey area and also occurs in other areas of the country. This 
does not mean the tap water is the “cause” of their problems, or that the water is 
unsafe. Nor does it mean the water is the underlying cause of this condition, as so 
many other allergies and environmental factors may be playing a part. However the 
overwhelming majority of the population will be unaffected by tap water which does 
not breach regulatory standards. 

Scottish Water have in early April changed the disinfection method in Aviemore from 
chlorination to chloramination. This means that considerably less free chlorine is 
required in the disinfection process – something in the order of 90% less. 
Consumers will therefore notice much less of a smell and taste of chlorine in their 
water. This change could also be expected to improve any irritation of existing 
dermatitis and eczema caused by the previous levels of free chlorine. However for a 
few with extremely sensitive skin they may unfortunately not notice any 
improvement.  

From the evidence seen, reviewed and discussed there is no scientific data which 
suggests that the water supply to Aviemore and the surrounding area is in any way 
unsafe to drink, or to bathe in. Indeed the opposite is true – that the water is of a high 
quality and over the past 5 years has consistently met the strict standards laid down 
for the water industry in the UK and Scotland. 



 
 

The public water supply from the Aviemore Water treatment works is of high quality 
and the drinking water from this works to Aviemore, and the rest of the Spey Valley 
area, is safe to drink. 

For a very small proportion of the people who have skin conditions it may be that 
they do need to take some additional measures to minimise the impact of bathing 
water on their skin. Every effort should be made to help them treat and control their 
condition in a way which minimises discomfort and any negative impacts on their 
everyday life. 

However, for the overwhelming majority of local people the detrimental effect of 
worrying about their water quality unnecessarily, far outweighs any possibility that 
the water may actually cause them any harm. 

Further efforts should now be made by all parties to reassure the population of the 
Strathspey area and dispel any lingering doubts about water safety which may be 
having an adverse impact on overall wellbeing amongst local people. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 

 

Appendix 1 

AVIEMORE PRACTICE DATA 

Prescribing Data 

1. EMOLLIENT & BARRIER PREPARATIONS 
      
Calendar 
Year 

No of Items 
(Dispensed) 

Quantity 
(Dispensed) 

2010 1111 434048 

2011 1301 537459 

2012 1452 593512 

2013 1660 671630 

2014 1573 649465 

2015 1551 657140 

2016 1590 677465 

   

 

Quantity / 1000 
Patients     
Calendar 
Year 

55911 
Aviemore 

South & Mid 
Op Unit 

NHS 
Highland 

2014 130,752 167,292 164,830 

2015 129,576 171,906 165,311 

2016 132,119 177,605 168,006 
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2.PREPARATIONS FOR ECZEMA AND PSORIASIS 
      
Calendar 
Year 

No of Items 
(Dispensed) 

Quantity 
(Dispensed) 

2010 154 16360 

2011 180 18920 

2012 201 23615 

2013 164 17450 

2014 132 13770 

2015 141 13010 

2016 133 13525 
 

Note – Number of items = numbers of prescriptions. Quantity = number of tablets (eg 
antihistamines), grams of cream (eg emollients) -  etc. 

 

 

Quantity / 1000 
Patients     
Calendar 
Year 

55911 
Aviemore 

South & Mid 
Op Unit 

NHS 
Highland 

2014 2,771 3,631 4,122 

2015 2,564 3,687 4,094 

2016 2,638 3,598 4,024 
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3. TOPICAL CORTICOSTEROIDS 
      
Calendar 
Year 

No of Items 
(Dispensed) 

Quantity 
(Dispensed) 

2010 1081 53266 

2011 1243 56150 

2012 1218 57917 

2013 1214 60502 

2014 1220 54683 

2015 1115 52032 

2016 1036 48991 

   
 

 

 

Quantity / 1000 
Patients     
Calendar 
Year 

55911 
Aviemore 

South & Mid 
Op Unit 

NHS 
Highland 

2014 11,008 14,472 15,038 

2015 10,257 14,181 14,807 

2016 9,556 14,495 14,514 
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Highland GP Practices Referrals to Dermatology OPD at Raigmore Hospital 
Inverness 

 

 

 

 

 

2014 - 15 

Practice name Referrals 
per 1000 
prac pop 

Indirectly 
standardised 
ratio 

Expected 
events 
 (referrals) 

Actual Events 
(referrals) 

Aviemore 9.6 65.1 73.8 48 
Grantown on 
Spey 

10.4 65.6 83.8 55 

Kingussie 11.8 72.8 48.1 35 
All Highland 15.3 100   
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2015-16 

Practice name Referrals 
per 1,000 
prac pop 

Indirectly 
standardised 
ratio 

Expected 
events 
 (referrals) 

Actual Events 
(referrals) 

Aviemore 8.2 59.1 71.1 42 
Grantown on 
Spey 

9.6 63.3 79.0 50 

Kingussie 8.8 57.7 45.1 26 
All Highland 14.4 100   
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2016-17 

Practice name Referrals 
per 1,000 
prac pop 

Indirectly 
standardised 
ratio 

Expected 
events 
 (referrals) 

Actual Events 
(referrals) 

Aviemore 10.6 75.3 72 54 
Grantown on 
Spey 

8.6 57.4 78 45 

Kingussie 9.9 65.0 45 29 
All Highland 14.4 100   
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PE1646/G 

Petitioner submission of 30 August 2017 

 

PE1646/A The Water Industry Commission submission states that the Water 
Industry (Scotland Act 2002) established the DWQR to ensure that Scottish Water 
(SW) complies. After 5 years with concerns over safe but undrinkable water local 
residents have lost confidence in the supply. Is that compliance? 
 
PE1646/B The Scottish Government submission states that the DWQR, created by 
‘the Act’, is an independent regulator, accountable to Scottish Ministers with 
enforcement powers to ensure that action is taken when the drinking water quality is 
not of an acceptable quality. In Badenoch and Strathspey(B&S) over the past 5 
years this has not happened and the DWQR has failed to ensure SW has provided 
not only a safe water supply but one that is pleasant to drink.  
Concerning Chloramination hopefully the Government will review SW’s best practice 
and industry advice.  
 
PE1646/C Scotland’s Environmental Protection Agency, (SEPA) ‘monitors 
environmental water quality in ‘some’ Drinking Water protected Areas (DWPA) and 
works with SW to protect sources of public drinking water from pollution.’ SEPA 
maintains a register of protected areas which include DWPA which are used for the 
abstraction of water intended for human consumption. The Spey Valley contains 
highly permeable sands and gravel of glacial, glaciofluvial, alluvial origins which lead 
to a highly complex groundwater system connected to the surface water. The lateral 
extents are dictated by the low permeability of the precambrian bedrock which by its 
nature is susceptible and would contain any pollution if it were to leach. SEPA gave 
SW the license to extract water via bore holes from the aquifer but the groundwater 
of Kinakyle is not included in the DWPA. Why not? Surface water is, (within metres 
of Granish landfill), but a small area around the landfill is not. What about the 
Groundwater Protection Policy for Scotland v3 2009? and the Planning Advice Note 
PAN 33? SEPA are also responsible for the Scottish Pollutant Release 
Inventory(SPRI) of the landfill site at Granish, which long term will accept up to 
126,000 tonnes of rubbish where the leachate is not measured, only calculated by an 
experimental validation. Granish landfill not only accepts household but in the last 
few years also hazardous waste. What happened to the source protection zone? 
Over time containment measures breakdown and release leachate which may be 
grey in colour or jet black producing a strong smell of bad eggs. In our own survey 
(Nov16) this bad smell was mentioned from ‘potable’ water and black sludge was 
cleaned out from the distribution pipes. Where are the Hydrogeological Risk 
assessments for Granish landfill and Kinakyle bore holes? The EU Directive on 
Groundwater(80/68/EEC)forbids the introduction of certain listed substances into the 
groundwater. Design philosophy of landfill in the past was not as robust, migratory 
leachate requires careful monitoring, there is no mention in the SPRI, why not? 
SEPA in its response ‘does not believe that the responsibilities and processes 
identified above give rise to a conflict of interest’. Is there a conflict of interest in the 
above? 
 
PE1646/D The DWQR’s job amongst many is to monitor the quality of the water not 
just its safety but that it is pleasant to drink. Since the change over from Loch Einich 
in 2012 the water has been undrinkable and SW and the DWQR did nothing about it 



for 5 years until our MP became involved. SW only notified the DWQR in March 
2016 that a number of consumers in the area remained dissatisfied with the taste 
and odour of their supply. The DWQR states they audited the treatment works in 
March 2016 to verify that it was satisfactory but did not pick up that, on SW’s own 
admission it was substandard. This only came about from the independent survey of 
consumers with extensive work from the S&B Water Action Group and our MP. If you 
believe this is best practice then the DWQR’s standards and monitoring are falling 
short. If the DWQR’s view about the nature and numbers of complaints is anything to 
go by they are not looking into how they are carried out. SW boasts that complaints 
have fallen and how they have a new electronic system for collecting them. The 
residents of B&S know their complaints fall on deaf ears and have done so for the 
past 5 years. 
 
On Chloramination: The DWQR states that it’s an ‘extensively used water treatment 
process, using chemicals which are approved for this purpose’. I would like to ask 
who has approved these chemicals, on whose authority, where and when?  
The DWQR quotes the EU Directive’s ‘wholesomeness,’ but omits to include the 
Disinfectant By Products’s(DBP) produced by the ‘improvements’ that SW have 
made to their supply. ‘In 2009, DWQR published research work (written by Simon 
Parsons a Director in SW)… It concluded that in general, by product formation was 
lower in chloramination’ but failed in their submission to say, “It has been reported 
that switching from chlorine to monochloramine can increase the concentration of 
certain nitrogenous disinfection by-products… These two groups of by-products have 
been shown to be considerably more cytotoxic and genotoxic than THMs and HAAs 
(Plewa et al., 2004; Muellner et al., 2007). There are no UK regulatory guidelines for 
these by-products…. One other group of N-DBPs that has been identified in 
chloraminated waters are the nitrosamines…..(Mitch et al., 2003; Valentine et al., 
2005). NDMA has been classified as a probable human carcinogen…..” Within this 
same study it states more sampling is needed. How are SW monitoring these DBP’s 
as they are unregulated? because in this same study one of seven treatment works 
tested contained these DBPs? I reiterate, the EU directive states that nothing in the 
water supply must cause a risk to human health and at present SW by 
chloraminating the water are potentially doing this. This same study concludes that 
more data on the occurrence of NDMA on health concerns is needed.  
 
The DWQR wish to inform the Committee that their officers in 2015/16 are 
investigating short comings in the monitoring of the chloramination process and have 
appointed an independent technical expert, why did they not have one inplace before 
chloramination was introduced? Are they putting everyone at risk with their guinea 
pig techniques? This is the ‘improvement’ B&S and 25% of Scotland are now being 
subjected too? We have no alternative supplier where do we go? Buying bottled 
water is adding unknown amounts of plastics to landfill and oceans? 
 
Over the past 5 years SW have confirmed to us in B&S that their state of the art 
treatment works have produced a substandard product and that was by adding 
chlorine on its own (not forgetting the phosphate dosing etc) In adding ammonium 
sulphate it becomes a very complicated chemical reaction dependent on ph, 
temperature, etc. it is not even a good disinfectant,(1) it is cheap in the short term, 
(2) with what consequences? Where are the cumulative risk assessments? Self 
monitoring did not pick up B&S’s substandard water? 



 
PE1646/E Scottish Water’s self monitoring as mentioned above did not pick up the 
substandard supply in B&S over 5 years how can the DWQR be efficient in 
protecting and driving forward standards? 
 
PE1646/F On the health implications, Doctors in Aviemore have confirmed young 
children have been adversely affected since the change in 2012. Statistics? 

On Chlormination: ‘In my view there is little to be gained by further research’ so 
finding known carcinogens and toxic chemicals in the DWQR’s study are therefore of 
no consequence? This from SW to NHS. “Scotland Health Boards must give serious 
consideration to monitoring for possible nitrification the water supplied to wards with 
young babies and relatively inexpensive testing kits are available for this purpose. 
NHS Boards should also have an action plan in place to account for any sudden 
increase in nitrate levels. Additionally, a line of communication must be established 
between Scottish Water and NHSScotland Health Boards which would raise an early 
alarm in the event of a problem arising in the water supply. This will also help to 
ensure that unilateral decisions are not taken.” So there are no detrimental effects? 
Did your respondent know of this consideration above? If not why not? How many in 
the NHS do know? NHS states the regulated DBP’s are reduced, they make no 
mention of the unregulated ones found and that the DWQR’s Cranfield University 
study is far from complete.  

I hope whoever replied on behalf of NHS Highland will reconsider the comment 
made in your submission ‘'Whether this(further studies)would fully alleviate the 
concerns of those who already have concerns about it (chloramination)is doubtful.... 
i.e. proving something is safe and has no detrimental effect is a significant 
challenge’. People have every right to be concerned. Nitrification can be a serious 
problem when you disinfect water with chloramination. (Nitrification can significantly 
diminish water quality and can cause violations of coliform, disinfectant residual, and 
nitrite limits, as well as overall increased microbial growth in the affected areas. 
Therefore, utilities using chloramines are concerned about nitrification events that 
occur when chloramines decay in the distribution system.) 
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Petitioner Angus O’Henley 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
make it a specific offence to assault any employee within NHS 
Scotland whilst that employee is carrying out any patient service in the 
Scottish NHS. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01647  

Purpose 

1. This is a continued petition, initially considered by the Committee on 25 May. At 
that meeting the Committee agreed to write to the Scottish Government, the 
Law Society of Scotland, the British Medical Association (BMA) Scotland, NHS 
Scotland’s Partnership Information Network, the Royal College of Nursing, the 
Crown Office and Procurator Fiscal Service (COPFS), the Health and Safety 
Executive, Unison and Unite.    

2. Submissions have been received from the Scottish Government, BMA 
Scotland, the COPFS, and the Health and Safety Executive. The submissions 
are included in the annex to this note. The Committee is invited to consider 
what action it wishes to take. 

Committee consideration 

3. The COPFS, Scottish Government and Health and Safety Executive all 
consider that existing legislation is sufficient. In its submission, COPFS 
stated— 

“Existing common law and statutory offences already provide for the 
prosecution of assaults, or threatening behaviour, committed against any NHS 
employees regardless of whether their particular employment status brings 
them within one of the capacities defined in the Emergency Workers (Scotland) 
Act 2005.” 

4. The Scottish Government response stated that it “…would be inclined to note 
that the existing common laws already cover assault to any member of the 
public (which would include all NHS workers) under common assault.” 

5. The Scottish Government response explains the penalty applicable under 
extended Emergency Workers (Scotland) Act 2005 is up to 12 months’ 
imprisonment or a £10,000 fine or both and notes— 

http://www.parliament.scot/GettingInvolved/Petitions/PE01647
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“It is already an offence to assault anyone under the common law of assault. 
The maximum penalties available … include life imprisonment and an unlimited 
fine. These laws operate for everyone including NHS workers.” 

6. The Scottish Government refers to “necessity and proportionality” in respect of 
any proposal to extend legislation, and that it would also need to be “supported 
by the evidence of the effectiveness of any change”. The Scottish Government 
concludes— 

“…the existing legislative framework provides the requested protections within 
the petition and that the priority area of focus at this time should be on public 
education and ensuring enforcement of existing legislation.” 

7. The Health and Safety Executive refers to both the COPFS and Scottish 
Government submissions. It adds reference to the Health and Safety at Work 
Act 1974, which is a criminal statute and convictions can lead to unlimited fines 
and, in some cases, up to two years’ imprisonment. It also refers to the 
Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 
– under which, if a staff member is injured by an assault by a patient, and the 
incident meets its “published criteria”,  the Health and Safety Executive will 
investigate and report to COPFS if appropriate. 

8. The Health and Safety Executive summarises by saying “existing legislation, to 
require prevention of assault of any person in the course of any employment … 
is sufficiently comprehensive”. 

9. BMA Scotland sets out its remit as “to ensure that our members are adequately 
protected in law from assault, and any obstruction or hindering of them as they 
carry out their duties”. It considers that the 2005 achieves this.  

10. It does, however, add that it understands the petitioner’s desire to extend the 
legislation and are “sympathetic to the sentiment” of the petition. It notes that— 

“The additional offences of obstruction and hindering which are currently 
offences under the Emergency Workers Act … may well be a common 
experience for receptionists, porters, auxiliaries and other health service 
staff.”  

11. BMA Scotland considers that a possible benefit of adding non-medical staff to 
those protected under the Act might be “to raise the profile of assaults on this 
group of people”, although it adds that this could also be achieved through 
education campaigns. 

12. BMA Scotland notes the terminology used within the petition and suggests that 
there may be people who fall outwith the scope of the action called for, as they 
may work within, but not be employed by, the NHS. It concludes that— 

“Extending the legislation to cover all NHS staff may act as a deterrent to 
those who think it is acceptable to assault staff working in healthcare 
settings.” 
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Petitioner submission 

13. In his submission of 17 October, the petitioner acknowledges that there are 
“plenty of laws” but argues that “if there was a specific offence with a statutory 
sentence it may well deter would be assailants from attacking all NHS 
employees and volunteers”.  

14. To support his position, the petitioner refers to recent reports in the Glasgow 
Evening Times. In a subsequent submission, he refers to the private member’s 
Bill at Westminster, Assaults on Emergency Workers (Offences) Bill. 

Conclusion 

15. The Committee is invited to consider what action it wishes to take on this 
petition. Options include— 

 To write to the Scottish Government, seeking information on what steps it 
might take to focus on public education and ensuring enforcement of existing 
legislation, and for its response to the comments by the petitioner and BMA 
Scotland that extending the legislation may act as a deterrent to potential 
assailants 

 To close the petition under Rule 15.7 of Standing Orders on the basis that 
existing legislation and common law are considered to provide sufficient 
protections for staff.  

 To take any other action the Committee considers appropriate. 

Clerk to the Committee 

Annexe 

The following submissions are circulated in connection with consideration of the 

petition at this meeting— 

 PE1647/A: Crown Office and Procurator Fiscal Service submission of 26 
June 2017 (11KB pdf) 

 PE1647/B: Scottish Government submission of 28 June 2017 (48KB pdf) 

 PE1647/C: Health and Safety Executive submission of 27 July 2017 (68KB 
pdf) 

 PE1647/D: BMA Scotland submission of 27 July 2017 (148KB pdf) 

 PE1647/E: Petitioner submission of 17 October 2017 (5KB pdf) 
 

All written submissions received on the petition can be viewed on the petition 
webpage. 

https://services.parliament.uk/bills/2017-19/assaultsonemergencyworkersoffences.html
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1647A_Crown_Office_and_Procurator_Fiscal_Service.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1647A_Crown_Office_and_Procurator_Fiscal_Service.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1647B_Scottish_Government_.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1647Chealthandsafety.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1647Chealthandsafety.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1647DBMAscotland.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1647_E.pdf
http://www.parliament.scot/GettingInvolved/Petitions/PE01647


PE01647: Protection for all employees in NHS Scotland 

Petitioner Angus O'Henley 

Date 
Lodged 

4 May 2017  

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
make it a specific offence to assault any employee within NHS 
Scotland whilst that employee is carrying out any patient service in 
the Scottish NHS. 

Previous 
action 

I have made contact with George Adam MSP and await his reply. 

Background 
information 

Hardly a day goes by without some reference in the media of 
someone who is employed within the NHS in Scotland being 
attacked, in most occasions both physically and verbally whilst trying 
to offer assistance to patients attending a hospital or a clinic in the 
NHS within Scotland. 

While certain employees – registered doctors, registered nurses and 
registered midwives – have legal protection under the Emergency 
Workers (Scotland) Act 2005, there is a gap in the legislation which 
means that other employees within the NHS in Scotland do not have 
the same degree of protection. Often, this will be the front line staff 
who might be the first point of contact: admin staff, who book in and 
register a patient; porters or cleaners who may be called upon to help 
the patient; nurses, including auxiliaries or trainees who are there to 
support, clean up and offer comfort to the patient and anyone 
accompanying them. 

Scottish labour estimate that between March and December 2015 
there were 13957 assaults on NHS staff in Scotland. They further 
estimate that there were 287,630 staff days lost due to stress after 
suffering assault in 2014 – 2015, an increase of 50000 on 2012 - 
2013. 

 



 
 
 

PE1647/A 

Crown Office and Procurator Fiscal Service submission of 26 June 2017  
 
Thank you for the opportunity to respond to this petition. 

 
Any assault committed against any person in the course of their employment is taken 
seriously by the Crown Office and Procurator Fiscal Service. 
 

Existing common law and statutory offences already provide for the prosecution of assaults, 
or threatening behaviour, committed against any NHS employees regardless of whether 
their particular employment status brings them within one of the capacities defined in the 
Emergency Workers (Scotland) Act 2005. 

 
For example, physical attacks against people in the course of any employment can be 
prosecuted using the common law offence of assault at both summary level and on 
indictment. 

 
Furthermore, section 3 (1) of the Emergency Workers (Scotland) Act 2005 provides that it is 
a criminal offence to assault, obstruct or hinder someone who is assisting another person 
working in their capacity as an emergency worker responding to an emergency situation.    

This offence has been used, for example, to prosecute an accused for an assault 
committed in a hospital against security staff whilst that member of staff was assisting a 
nurse. 
 

Existing guidance to prosecutors makes clear that, an assault committed against a person 
in the course of their employment is an aggravating factor which requires to be taken into 
account, along with all other relevant aggravating and mitigating factors, when deciding on 
the appropriate action to take.    

 
Prosecutors will make the court aware that an assault was committed against a person in 
the course of their employment whether during a trial or as part of a narration to the court 
when an accused person pleads guilty.   Whilst sentencing is of course a matter for the 

courts the overall circumstances of an offence, including whether an individual was attacked 
in the course of their employment, and the nature of that employment, is something which 
courts, can and do take into account in determining an appropriate sentence.  
 

The Committee may wish to note that the maximum sentence of 12 months in the proposed 
legislation is less than the maximum sentence that the courts can directly impose in respect 
of any of the aforementioned existing common law offences when prosecuted on 
indictment. 

 
 
 



PE1647/B 

Scottish Government submission of 28 June 2017  
 
Thank you for your email of 14 June addressed to Neil Robertson asking for the 
Scottish Government’s views on the petition which seeks to make it a specific 
offence to assault any employee within NHS Scotland whilst that employee is 
carrying out any patient service in the Scottish NHS.  This email has been redirected 
to Carole Finnigan, Committee Liaison Officer, and I am replying on her behalf. 

Firstly, I would like to reassure you that any violence or aggression against 
NHSScotland staff is unacceptable and we have policies in place to provide and 
continuously improve a safe working environment. We encourage NHS Scotland 
organisations to commit to supporting appropriate action against anyone who 
assaults a staff member.   
 
The Staff Governance Standard for NHS Scotland commits all Boards to providing a 
continuously improving and safe working environment, promoting the health and 
wellbeing of staff, patients and the wider community. We encourage NHSScotland 
organisations to commit to supporting criminal proceedings against anyone who 
assaults a staff member.  
 

As you will be aware in 2008 we extended the Emergency Workers (Scotland) Act 
2005 (“the 2005 Act”), which already provided legal protection to ambulance 
workers, doctors, nurses and midwives working in a hospital or responding to an 
emergency, to cover GPs, other doctors, nurses and midwives whenever they were 
working in the community. 
 
The penalty applicable is up to 12 months imprisonment or a £10,000 fine or both.   
 
Turning to the provisions of the 2005 Act in context of wider criminal laws and the 
aim of the petition.  It is already an offence to assault anyone under the common law 
of assault.  The maximum penalties available to our courts include life imprisonment 
and an unlimited fine.  These laws operate for everyone including NHS workers.   
 
Sentencing is of course a matter for the court, but where a court decides a tough 
penalty is appropriate in any given case, the Scottish Government fully supports that 
approach. 
 
In summary we would be inclined to note that the existing common laws already 
cover assault to any member of the public (which would include all NHS workers) 
under common assault.   
 
Any proposal to extend the legislation would need to be considered in relation to the 
necessity and proportionality of doing so and supported by evidence of the 
effectiveness of any change. Changes to legislation would also need to give 
consideration to the wider public sector and workers covered within other settings.  
 
The Scottish Government’s view would therefore be that the existing legislative 
framework provides the requested protections within the petition and that the priority 



area of focus at this time should be on public education and ensuring enforcement of 
existing legislation. 
 
I note the Committee agreed to write to the Scottish Government, the Law Society of 
Scotland, the British Medical Association, NHS Scotland’s Partnership Information 
Network, the Royal College of Nursing, the Crown Office and Procurator Fiscal 
Service, the Health and Safety Executive, Unison and Unite.  
 
We will be keen to hear the further evidence from these organisations in relation to 
this important subject.      
 
I hope this clarifies the Scottish Government position.    
 



PE1647/C 
Health and Safety Executive submission of 27 July 2017 
 
Thank you for your letter of 5 July and email of 21 July seeking the Health and 
Safety Executive’s (HSE) view on this petition. 
  
The Committee will be aware of written submissions from other organisations, which 
explain that existing common law and statutory offences already provide for the 
prosecution – with unlimited penalties on indictment - of assaults committed against 
any NHS employee; and that this is regardless of whether their particular 
employment status is defined in the Emergency Workers (Scotland) Act 2005.   
 
In addition, under the Health and Safety at Work etc Act (HSWA)1974, employers 
have a duty to ensure so far as is reasonably practicable the health, safety and 
welfare of their employees including  from the risks of assaults on staff by patients 
and other members of the public.  HSWA is a criminal statute and convictions can 
lead to unlimited fines and, in some cases, imprisonment for up to two years. 
 
Furthermore, injuries resulting from assault by a patient on a member of NHS staff 
are reportable under the Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations 2013.   If the incident meets our published criteria, HSE 
will investigate whether there is a breach of health and safety legislation and if 
appropriate make a report to COPFS.   
 
Overall, HSE considers that existing legislation, to require prevention of assault of 
any person in the course of any employment (and to secure justice if it occurs) is 
sufficiently comprehensive.   
 
However, HSE is an independent regulator and a reserved body and we would not 
wish to advise on the powers and policy choices of the Scottish government.  
 

 
 
 

 

 

 

 

 

 

 

  

http://committees/s5PPC/petitions/Current/PE1600-PE1699/PE1625/Correspondance/20170731OHCtoAC.msg


PE1647/D 
BMA Scotland submission of 27 July 2017 
 
Thank you for your email of 5 July seeking BMA Scotland’s views on the petition 
which seeks to make it a specific offence to assault any employee within NHS 
Scotland whilst carrying out any patient service in the Scottish NHS. 
 
BMA Scotland was involved in the development of the original legislation referred to 
by the petitioner, namely the Emergency Workers (Scotland) Act 2005 and 
subsequently campaigned for the extension to that legislation to cover GPs, doctors 
and other medical staff working in the community. 
 
As the trade union and professional association for doctors and medical students our 
remit is to ensure that our members are adequately protected in law from assault, 
and any obstruction or hindering of them as they carry out their duties. The Act as it 
currently stands does achieve this. 
 
We do understand the petitioner’s desire to extend the legislation to cover all NHS 
Scotland employees and are sympathetic to the sentiment.  
 
Our colleagues within the health service have as much right as our members to feel 
safe in their place of work and should never be subjected to assault. 
 
The additional offences of obstruction and hindering which are currently offences 
under the Emergency Workers Act are not included by the petitioner and yet may 
well be a common experience for receptionists, porters, auxiliaries and other health 
service staff. 
 
The Emergency Workers Act does already offer protection on hospital premises to 
anyone who assists doctors, nurses, midwives or ambulance staff without requiring 
that be in an emergency situation. 
 
One benefit of including additional non-medical staff groups in an extension to the 
legislation might be to raise the profile of assaults on this group of people. But this 
could also be achieved in other ways including education campaigns. 
 
We would also want to be sure that those who are carrying out duties within the NHS 
but are not strictly employees would be covered in the legal sense. 
 
For example, would a university employee be covered by this if they were providing 
some sort of patient related function? There are medical academics and support staff 
in university who might be exposed in this way. 
 
The petition uses the terms ‘all employees in NHS Scotland’ and ‘any employee 
within NHS Scotland’ so it is open to interpretation. There may be people working 
‘within the NHS’ who are not directly employed by them and so they could fall outwith 
the scope of this proposal. 
 
Working in the NHS in Scotland can be stressful and staff work closely together, 
often in challenging environments, to provide a vital service to the public. 

http://committees/s5PPC/petitions/Current/PE1600-PE1699/PE1625/Correspondance/20170731OHCtoAC.msg


 
Extending the legislation to cover all NHS staff may act as a deterrent to those who 
think it is acceptable to assault staff working in healthcare settings. It might also 
provide a morale boost to those staff putting them on an equal footing with their 
medical, nursing and paramedic colleagues in terms of legal protections.  
 
But that alone is unlikely to stem the number of incidents, and health boards will 
need to continue to take all necessary steps to protect staff and provide safe and 
secure workplace environments with appropriate security features. 

 
 

 
 
 

 

 

 

 

 

 

 

  



PE1647/E 
Petitioner submission of 17 October 2017 
 
The only thing I would add is that having watched the first hearing no one appeared 
to grasp the nettle. I appreciate there are plenty of laws i.e. Breach of the Peace, 
AGB , GBH etc. but my point was that if there was a specific offence with a statutory 
sentence then it may well deter would be assailants from attacking all NHS 
employees and volunteers. The Glasgow Evening Times during the summer has 
reported on a fairly large number of court cases at Glasgow alone where people 
charged with assault were virtually let off with community work sentences, whilst 
those employees of the NHS affected were undergoing months of worry and 
constant blood tests to ensure they were not infected by the scum who attacked 
them. I would be grateful if one of your team would relay the above comments to the 
chair of the committee. 
 
Also, I wish to advise you of a tweet which I got tonight from the Huffington Post 
regarding A private members Bill which is going for its second reading on Friday 
next. The bill has been given government support and is expected to become law. 
The Bill "Assaults on Emergency Workers (Offences) Bill" is to get ministerial 
backing from UK parliament. In Scotland 1 in 3 staff is subjected to alcoholic related 
violence or abuse or being spat at, this bill will include all staff. 
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