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HEALTH AND SPORT COMMITTEE

 
AGENDA

 
8th Meeting, 2015 (Session 4)

 
Tuesday 10 March 2015

 
The Committee will meet at 9.45 am in the Robert Burns Room (CR1).
 
1. Subordinate legislation: The Committee will take evidence on—
 

General Medical Council (Fitness to Practise and Over-arching Objective)
and  the  Professional  Standards  Authority  for  Health  and  Social  Care
(References to Court) Order 2015 [draft] The Health Care and Associated
Professions (Knowledge of English) Order 2015 [draft] from—

 

Shona Robison, Cabinet Secretary for Health, Wellbeing and Sport, Jason
Birch,  Head  of  Regulatory  Unit,  Chief  Nursing  Officer’s  Directorate,  and
Ailsa Garland, Principal Legal Officer, Scottish Government.

 

2. Subordinate legislation: Shona  Robison  (Cabinet  Secretary  for  Health,
Wellbeing  and  Sport)  to  move—S4M-12564—That  the  Health  and  Sport
Committee recommends that  the General  Medical  Council  (Fitness to Practise
and Over-arching Objective) Order 2015 [draft] be approved.

 
3. Subordinate legislation: Shona  Robison  (Cabinet  Secretary  for  Health,

Wellbeing  and  Sport)  to  move—S4M-12563—That  the  Health  and  Sport
Committee  recommends  that  the  Health  Care  and  Associated  Professions
(Knowledge of English) Order 2015 be approved.

 
4. Subordinate legislation: The Committee will take evidence on the Community

Care  (Personal  Care  and  Nursing  Care)  (Scotland)  Amendment  Regulations
2015 [draft] from—

 
Shona Robison, Cabinet Secretary for Health, Wellbeing and Sport,  Mike
Liddle, Team Leader, Reshaping Care – Integration and Reshaping Care
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Division, and Ruth Lunny, Principal Legal Officer, Scottish Government.
 

5. Subordinate legislation: Shona  Robison  (Cabinet  Secretary  for  Health,
Wellbeing  and  Sport)  to  move—S4M-12562—That  the  Health  and  Sport
Committee recommends that the Community Care (Personal Care and Nursing
Care) (Scotland) Amendment Regulations 2015 [draft] be approved.

 
6. Sport  –  the  Commonwealth  Games  legacy:  The  Committee  will  take

evidence, in round-table format, from—
 

Darren Reid, Reid Community Sport Hubs Officer, High Life Highland;
 
Fraser Buchan, Sport Hub Development Officer, Renfrewshire Council;
 
Graeme Clee, Senior Sport Development Officer, North Lanarkshire
Leisure;
 
David Smith, Chairperson, Drumchapel Community Sports Hub;
 
Fiona Cardwell, Sport Development Officer, Glasgow Life;
 
Paul Reddish, Co-founder and Trustee, Inch Park Community Sports Club;
 
Andrew Smyth, Sports Development and Facilities Team Leader, West
Lothian Council.
 

7. Public petitions: PE01453 The Committee will consider a petition by Caroline
Wilson, on behalf of the The Evening Times and Kidney Research UK
(Scotland), calling on the Scottish Parliament to urge the Scottish Government
to introduce an opt-out system of organ donation in Scotland to help save more
lives.

 
 

Eugene Windsor
Clerk to the Health and Sport Committee

Room T3.60
The Scottish Parliament

Edinburgh
Tel: 0131 348 5410

Email: eugene.windsor@scottish.parliament.uk
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The papers for this meeting are as follows—
 
Agenda Item 1  

Note by the clerk HS/S4/15/8/1

General Medical Council (Fitness to Practise and Over-
arching Objective) and the Professional Standards Authority
for Health and Social Care (References to Court) Order 2015
[draft]

HS/S4/15/8/2

The Health Care and Associated Professions (Knowledge of
English) Order 2015 [draft]

HS/S4/15/8/3

Agenda Item 4  

Community Care (Personal Care and Nursing Care)
(Scotland) Amendment Regulations 2015 [draft]

HS/S4/15/8/4

Agenda Item 6  

Written Submissions HS/S4/15/8/5

PRIVATE PAPER HS/S4/15/8/6 (P)

Agenda Item 7  

Note by the clerk HS/S4/15/8/7
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Health and Sport Committee 

8th Meeting Tuesday 10 March 

  Subordinate Legislation Briefing 

Overview of instrument 

1. There are affirmative instruments for consideration.  

2. A brief explanation of the instrument along with the comments of the Delegated 
Powers and Law Reform Committee is set out below. If members have any 
queries or points of clarification on the instruments which they wish to have 
raised with the Scottish Government in advance of the meeting, please could 
these be passed to the Clerk to the Committee as soon as possible. 

Details on the instruments  

3. The General Medical Council (Fitness to Practise and Over-arching 
Objective) and the Professional Standards Authority for Health and Social 
Care (References to Court) Order 2015 [draft]. The Order establishes the 
Medical Practitioners Tribunal Service (MPTS) as a body, independent of the 
General Medical Council (GMC). The MPTS would appoint and train lay and 
medically qualified panellists. The MPTS would take on the task of appointing 
case managers and legal assessors as well as providing administrative support 
to hearings. 

4. The Delegated Powers and Law Reform Committee has not made any 
comments on this instrument. 

5. The Policy Note is at Annexe A. Responses were sought from BMA Scotland 
and The Medical Defence Union, the responses are at Annexe B. 

6. The Health Care and Associated Professions (Knowledge of English) 
Order 2015 [draft]. Current legislation does not allow the regulatory bodies to 
require evidence of a European applicant’s knowledge of the English language 
prior to registration even where the regulatory body has cause for concern. The 
NMC, GDC, GPhC and PSNI are able to carry out language controls on non-
European applicants who wish to practise in the UK. This Order seeks to amend 
legislation to enable the relevant regulatory bodies to apply language controls, 
where appropriate, for European nurses, midwives, dentists, dental care 
professionals, pharmacists and pharmacy technicians. 

7. The Explanatory Memorandum is at Annexe C. 

8. The Community Care (Personal Care and Nursing Care) (Scotland) 
Amendment Regulations 2015 [draft]. These Regulations mean that local 
authorities are not to charge for certain types of social care provided or secured 
by them. Regulation 2 of the principal Regulations modifies, for the purpose of 
charging, the meaning of accommodation provided under the Social Work 
(Scotland) Act 1968 or section 25 of the Mental Health (Care and Treatment) 
(Scotland) Act 2003. 

http://www.legislation.gov.uk/ukdsi/2015/9780111128091/introduction
http://www.legislation.gov.uk/ukdsi/2015/9780111128091/introduction
http://www.legislation.gov.uk/ukdsi/2015/9780111128091/introduction
http://www.legislation.gov.uk/ukdsi/2015/9780111130070
http://www.legislation.gov.uk/ukdsi/2015/9780111130070
http://www.legislation.gov.uk/sdsi/2015/9780111026595/contents
http://www.legislation.gov.uk/sdsi/2015/9780111026595/contents
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9. In respect of personal care, personal support and care of a kind mentioned in 
schedule 1 of the Community Care (Personal Care and Nursing Care) 
(Scotland)Regulations 2002, the first £171 is not to be charged for (up from 
£169). Regulation 3 of the principal Regulations provides that the requirement 
not to charge for these types of care is only in respect of persons aged 65 or 
over. 

10. In respect of nursing care, the first £78 is not to be charged for (up from £77). 

 
Bryan McConachie 
Committee Assistant 
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Annexe A:  

POLICY NOTE 
 

THE GENERAL MEDICAL COUNCIL (FITNESS TO PRACTISE AND OVER-
ARCHING OBJECTIVE) AND THE PROFESSIONAL STANDARDS AUTHORITY 
FOR HEALTH AND SOCIAL CARE (REFERENCES TO COURT) ORDER 2015 

 
SI 2015 No. [XXXX] 

 
1. The above instrument was made in exercise of the powers conferred by 
sections 60 and 62(4) and (4A) of, and Schedule 3 to, the Health Act 1999. It is 
subject to approval by resolution of Westminster and the Scottish Parliament. 
 
2. The instrument is an Order in Council subject to affirmative resolution 
procedure. Some of its provisions relate to the regulation of professions for whom 
regulation is not subject to the reservations in the Scotland Act 1998 (professions 
regulated subsequent to that Act). These provisions are therefore within the 
legislative competence of the Scottish Parliament and section 62 (10) of the 1999 Act 
requires that the Order is laid before, and approved by resolution of, each House of 
Parliament and the Scottish Parliament.   
 
Background 
 
3. The Order makes a number of amendments to the following pieces of 

legislation: 
 

 The Medical Act 1983 (“the 1983 Act”), which provides for the regulation of 
doctors by the General Medical Council (GMC). 
 

 The National Health Service Reform and Health Professions Act 2002 (“the 
2002 Act”), of which section 29 provides for the Professional Standards 
Authority for Health and Social Care (PSA) to refer final decisions reached by 
fitness to practise panels (which would in future be MPTS tribunals) to the 
High Court.  
 

4. Section 60 of the Health Act 1999 enables amendments to primary legislation 
governing the regulation of healthcare professionals including doctors by Order. 
 
5. In relation to the 1983 Act, this Order is intended to enhance and protect the 
independence of decision making at the adjudication stage of fitness to practise 
procedures involving doctors by establishing the Medical Practitioners Tribunal 
Service (MPTS) in statute. In addition, it modernises, simplifies and clarifies a 
number of aspects of the legislative framework surrounding fitness to practise. It also 
introduces a new over-arching objective for the General Medical Council.  Finally, in 
relation to the 2002 Act, it amends the PSA’s grounds for referring final fitness to 
practise decisions to the High Court for consideration and provides a right of appeal 
for the GMC against final fitness to practise decisions on the same grounds.  Those 
grounds for referral will now be focussed on protection of the public. 
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Policy Objective 
 
6. Reform of the GMC’s adjudication function has been a long term policy 
objective. In particular, the Fifth Report of the Shipman Inquiry recommended that the 
adjudication stage of the fitness to practise procedures be undertaken by a body 
independent of the GMC and that this body should appoint and train lay and 
medically qualified panellists and take on the task of appointing case managers and 
legal assessors as well as providing administrative support to hearings.  
 
7. Further details of the areas to be amended are set out in the attached 
Department of Health (DH) Explanatory Memorandum, in paragraph 7, headed  
“policy background”. 
 
Consultation 
 
8. A consultation was carried out with a wide range of stakeholders, as explained 
at paragraph 8 of the DH Explanatory Memorandum attached, which also refers to 
the outcome of the consultation, the report of which is laid with the Order. The 
consultation was carried out by DH on behalf of the Scottish Ministers as well as on 
behalf of the Secretary of State for Health (as required by paragraph 9 of Schedule 3 
to the Health Act 1999.) 
 
Guidance 
 
9. The GMC will publicise guidance in relation to this Order as appropriate.  
 
Impact Assessment and Financial Implications 
 
10. Paragraph 10 of the attached DH Explanatory Memorandum, and the Impact 
Assessment attached to that Memorandum, relate to the impact and financial 
implications of this Order.   
 
Monitoring and Review 
 
11. The PSA conducts annual performance reviews of the GMC and each of the 
health and care professional regulatory bodies.  It is anticipated the PSA, when 
performing such reviews, will take into account the changes and provide insight into 
the effect of these measures. The Order will also be subject to internal review within 
the Department of Health.  
 
 
 
 
Scottish Government Health and Social Care Directorates 
January 2015 
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Annexe B:  

BMA Scotland 

Draft Statutory Instrument: 

The General Medical Council (Fitness to Practise and Overarching Objective) 
and the Professional Standards Authority for Health and Social Care 
(References To Court) Order 2015 

Establishing the MTPS as a statutory committee of the GMC 

The BMA agrees with the proposal in this draft order to establish the MPTS (Medical 
Practitioners Tribunal Service) as a statutory committee of the GMC to govern the 
adjudication of fitness to practise processes for doctors. 

The following submission highlights some of the broad areas of concern highlighted 
during the UK Government’s consultation process and which should be considered 
as part of the legislative process and in the preparation of supporting guidance. 

Modernising the MTPS’ adjudication function including strengthening the case 
management arrangements 

During the UK Government’s consultation process, the BMA expressed a view that 
whilst we supported the appointment of case managers, we opposed any measure 
that would imply that there was a requirement for a chair to be legally qualified in 
order to be a case manager – which would exclude doctors from the role. We think 
that doctors should continue to be able to be chairs with the support of legal 
assessors.  The draft Order suggests that a medical tribunal chair (where legally 
qualified) could be appointed case manager. Whilst the order allows for the 
appointment of a legally qualified case manager should the chair not be legally 
qualified, there is a risk that this could act as a deterrent to appoint non-legally 
qualified chairs and should be clarified in guidance. 

The BMA agrees with the proposals that enable reviews without hearing, where both 
parties are in agreement as to the outcome. However the BMA disagrees with the 
proposal to provide notification of decisions relating to fitness to practise by email 
rather than letter. It is our view that an email does not provide a guarantee of 
recorded delivery. In the consultation response, we suggested that email be used 
alongside a letter sent by recorded delivery. It is crucially important for the panel to 
have confidence that the doctor has received notice of the hearing and therefore 
been provided with an opportunity to attend. While communicating by email may 
save time and cost in some cases, it could lead to adjournments and delay if the 
panel is not satisfied that the GMC has provided clear evidence of the doctor’s 
intention not to attend a hearing. 

Addressing patient safety issues and enhancing confidence and accountability 

The BMA agrees that the overarching objective should be to protect the health and 
safety of the public. The purpose of fitness to practise proceedings should be to 
determine whether a doctor is fit to practise and should not be viewed as punitive. 
During the consultation process we raised concerns that the proposal left room for 
panels to punish doctors who pose no threat to the health or safety of the public on 
the basis that failure to do so would undermine public confidence. This could lead to 
‘trial by media’ and it would be essential that this is not the case. 
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Guidance should make clear to panels that they should not assess public confidence 
on the basis of purely personal condemnation of the conduct found or the media’s 
response to it. 

We would also suggest that the guidance should make clear to panels that they 
should continue to ask whether a doctors’ progress towards remediation satisfies any 
legitimate ‘public confidence’ concerns.  

The proposals make amendments to the Medical Act in relation to professional 
performance assessments and include express provisions relating to health 
assessments and provisions that would allow MPTS to include up to 12 months 
suspension for non-compliance. During the consultation process, the BMA urged that 
the power to suspend a doctor for up to 12 months should only be used where there 
is clear evidence of wilful failure to comply and only in exceptional circumstances.  

17 February 2015 

Yours sincerely, 

 
Dr Peter Bennie 
Chair, BMA Scotland 
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The Medical Defence Union 

General Medical Council (Fitness to Practise and Over-arching Objective) and the 
Professional Standards Authority for Health and Social Care (References to Court) 
Order 2015 [draft] 

Introduction 

1. In September 2014 the MDU responded on behalf of our medical members 
(over 50% of the UK’s doctors in hospital and general practice) to the English 
Department of Health’s consultation on proposed changes to modernise and 
reform adjudication of the General Medical Council’s fitness to practise (FTP) 
procedures. The consultation included a draft S60 order and the MDU’s 
response also referred to that draft order. 

2. The DoH published its report on the consultation on 16 January and as a 
result of that consultation made some amendments to the draft S60 order 
which has now been laid before the UK parliaments as the General Medical 
Council (Fitness to Practise and Over-arching Objective) and the Professional 
Standards Authority for Health & Social Care Order (References to Court) 
2015. 

3. In the MDU’s response to the original consultation we agreed with some of the 
proposals and did not support others. The DoH consultation response report 
made some amendments that addressed some of the concerns the MDU had 
raised, but the draft regulation that has now been laid before the Parliament 
contains some regulations where the MDU’s concerns still remain. Mindful of 
the 2,000 word limit, we are providing the Health & Sports Committee only with 
details of our main concerns, in the order of the regulations to which they refer. 

Regulation 8(5) 

4. This would provide the Medical Practitioners Tribunal Service with powers 
including those of refusing to admit evidence, drawing adverse inferences and 
of awarding costs (or expenses in Scotland) where a party’s or a party’s 
representative’s conduct of the proceedings has been unreasonable.  

5. The MDU objected to these proposed powers on a number of grounds which 
we set out in our consultation response and which were not addressed in the 
DoH consultation response report or the revised regulation.  

6. We set out our concerns in respect of costs sanctions first: 

 Costs sanctions would be punitive for registrants. Doctors will have to fund 
costs sanctions - twice - as they will have to be reflected in their defence costs 
and also in the annual retention fees they pay to the GMC. It is unfair that 
defendant doctors should be at risk of funding costs for either party when they 
have very little control over proceedings and are in the vulnerable position of 
having to rely on other parties to comply. 

 None of the bodies seeking the powers to introduce costs sanctions (DoH, 
GMC or MPTS) has provided any evidence that a problem exists whereby 
costs sanctions are the only effective solution.  

http://www.legislation.gov.uk/ukdsi/2015/9780111128091/introduction
http://www.legislation.gov.uk/ukdsi/2015/9780111128091/introduction
http://www.legislation.gov.uk/ukdsi/2015/9780111128091/introduction
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 No financial rationale has been provided for the proposed sanctions. The MDU 
has not seen any documents setting out the estimated extent of the additional 
cost and its financial impact on doctors who are already funding their 
prosecution as registrants, as well as their defence costs.  

 Costs sanctions that could fall on the GMC and/or on the defendant 
doctor/defendant doctor’s representative, but that are ultimately paid by 
registrant doctors, are contrary to the Department of Health's stated policy to 
minimise the costs of regulation and their impact on individual healthcare 
professionals.  

 Costs sanctions are likely to be most punitive on doctors who are defending 
themselves. These are doctors who are not members of medical defence 
organisations or similar bodies and who are unfamiliar with MPTS procedures 
and therefore potentially more likely to incur costs sanctions for non-
compliance. GMC data demonstrates that unrepresented doctors are very 
often doctors from overseas, and cost sanctions would have a 
disproportionate effect on this group of doctors. 

 Disputes about the appropriateness of cost sanctions will further increase the 
cost of regulation. In the MDU’s experience cost sanctions in other areas of 
law lead to satellite litigation and we expect this will happen as parties are 
likely to contest MPTS costs order.  

7. Costs penalties may be thought to work in the civil courts, though this is not 
the view of the MDU which has considerable experience as a defendant in civil 
procedures. Our view is that costs sanctions often lead to costly satellite 
litigation which further increases the cost. However a regulator’s disciplinary 
tribunal is not analogous to the civil courts. If MPTS ever intended to introduce 
costs sanctions, it would need to provide a very clear cost/benefit analysis 
setting out the precise extent of the ‘problem’ that costs sanctions are 
supposed to remedy, in the context of the current experience of case 
management and to equate that with the scale of the costs it intends to 
impose.  

8. Even assuming there is a problem with case management (and the MDU has 
been provided with no evidence of such a problem), there are far more 
effective ways to ensure cases proceed swiftly and efficiently. It is in 
registrants’ interests that such methods are exhausted before any additional 
financial burdens are imposed upon them. On behalf of our members, the 
MDU would be very keen to work with the GMC/MPTS to explore these 
methods further and to offer our own experience of what works in terms of 
effective case management. 

Refusal to admit evidence and adverse inferences 

9. The MDU strongly objects to the proposed introduction of powers to prevent 
admissible evidence from being given, or that there might be an adverse 
inference drawn.  We consider these sanctions to be punitive in purpose in 
circumstances where there is no evidence that such sanctions are necessary 
or any rationale provided as to why they would be relevant or helpful in a 
procedure which incorporates the purpose of protection of patients. It is our 
view that such sanctions are more likely to be counter-productive, increase the 
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cost and time of hearings and, in some cases to give rise to submissions that 
they are not Article 6 compliant.  

10. It is difficult to see how a refusal to admit evidence which might be vital to a 
case because of a failure to comply with rules could ever be appropriate. For 
example, if it was alleged that the GMC had not complied with the rules, and 
evidence for the GMC were to be excluded in relation to an allegation from a 
patient, how could that be consistent with public protection and/or ensuring a 
case was being dealt with fairly and justly? If defence evidence were to be 
excluded, that would not be fair or just, or in all probability be Article 6 
compliant. We believe a proposal to exclude evidence as a punitive measure 
on either party is inconsistent with a purpose of the procedure being protection 
of the public. Such a move is also very likely to give rise to disagreement in 
the course of a panel hearing about the exclusion of evidence, which would 
inevitably result in additional time being spent hearing such arguments, and 
then further time added if the dispute followed through to the panel 
deliberation.  

11. We believe the proposal in relation to the ability to draw an adverse inference 
is similarly flawed. Beyond that, it is difficult to see how it could be sensibly 
applied by an MPTS panel. In criminal proceedings, a jury may be permitted to 
consider if a defendant was telling the truth when giving evidence, if the 
defendant didn’t answer questions he or she could have been expected to 
address at police interview, or if the account to the court differs from that given 
to the police. An adverse inference is understandable in that context; but the 
adjudicatory process run by MPTS is not a criminal court and failure to comply 
with directions is a very different matter to a defendant knowingly withholding 
information. A failure to comply with a direction does not of itself show that the 
integrity of evidence is compromised. Again, the result of such a provision 
would in many cases be to increase the length, and cost of, panel hearings 
because time would have to be spent considering whether the panel could 
draw any inference. The panel would also have to consider how any 'adverse 
inference' could operate sensibly in relation to the evidence. This would then 
be likely to follow through to the decision making process of the panel, with 
further time and money being added in consequence.  

12. We do not believe this proposal has been thought through carefully in respect 
of the potential practical effect. Panel hearing dates are fixed a number of 
months in advance. Almost inevitably, any problems with non-compliance with 
directions are likely to arise closer to the time of the hearing, and after the 
hearing date is fixed. It would seem illogical when fixing a hearing date to 
allow for additional time just in case there is a dispute about non-compliance, 
but there is no other time when those disputes could take place. In 
consequence there is a real danger there might be insufficient time to 
conclude a case in the allocated time, so that a hearing might have to be 
adjourned for a number of months. Such a position would be inappropriate and 
unfair to all concerned.  

Regulation 21 

13. We strongly oppose the change this regulation would introduce because we 
consider its purpose to be punitive. It is not currently the role of the GMC to 
punish doctors, and it should not be given such powers. 
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14. There is no need for the GMC to state an over-arching objective in the primary 
legislation. In practice MPTS panels already can and do reflect these 
objectives in their decisions to the extent that is appropriate. For example the 
recent case of Hussein on the MPTS website includes the following in the 
panel's determination: 'In considering impairment, the panel has borne in mind 
the public interest, including the protection of patients, the maintenance of 
public confidence in the profession and the declaring and upholding or proper 
standards of conduct and behaviour.' MPTS panels clearly can and do pay 
proper regard to such objectives to the extent that is necessary. Enshrining 
them in primary legislation may well result in a panel placing an emphasis on 
them to the detriment of the fundamental responsibility of the panel to ensure 
a fair and just hearing. 

Regulation 22 

15. We do not agree to the removal of the test of ‘exceptional circumstances’. It is 
unreasonable to expect doctors to be in jeopardy of an FTP investigation at 
any time without the protection of the need for evidence that the 
circumstances are exceptional. The consultation document suggested there 
was a developing body of case law but did not cite that law nor give any 
examples of the sort of cases it would consider it in the public interest to 
pursue potentially very many years after the event. The DoH report on the 
consultation also failed to address this important point. 

16. It will always be the case that a doctor who is investigated on a matter that 
took place more than 5 years ago will be under a considerable disadvantage in 
providing a defence because of the passage of time and the inevitable change 
in circumstances that will have resulted. We cannot think of any grounds, other 
than exceptional circumstances, that would be serious enough to warrant the 
unfairness of an investigation out of the blue and many years after an alleged 
incident.  

17 February 2015 
The Medical Defence Union 
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Annexe C:  

EXPLANATORY MEMORANDUM TO 
 

11. THE HEALTH CARE AND ASSOCIATED PROFESSIONS (KNOWLEDGE 
OF ENGLISH) ORDER 2015 

 
2015 No. [XXXX] 

 
1. This explanatory memorandum has been prepared by the Department of 

Health and is laid before Parliament by Command of Her Majesty. 
 

2.  Purpose of the instrument 
 
2.1 This draft order seeks to amend: 
 

 the Nursing and Midwifery Order 2001 to strengthen the Nursing and 
Midwifery Council’s (NMC) powers around English language controls for 
nurses and midwives in the UK; 

 

 the Dentists Act 1984 to strengthen the General Dental Council’s (GDC) 
powers around English language controls for dentists and dental care 
professionals in the UK; 

 

 the Pharmacy Order 2010 to strengthen the General Pharmaceutical 
Council’s (GPhC) powers around English language controls for 
pharmacists and pharmacy technicians in Great Britain; and  

 

 the Pharmacy (Northern Ireland) Order 1976 to strengthen the 
Pharmaceutical Society of Northern Ireland’s (PSNI) powers around 
English language controls for pharmaceutical chemists in Northern 
Ireland. 

 
This will ensure that healthcare professionals seeking registration in, or who 
are on, the registers of these regulatory bodies have a sufficient knowledge of 
the English language to enable them to practise safely in the UK. 
 

2.2 These amendments have been subject to a six week public consultation 
period and the general principles of the policy aim are supported by the NMC, 
GDC, GPhC and PSNI (“the relevant regulatory bodies”). 

 
3. Matters of special interest to the Joint Committee on Statutory 

Instruments 
 
3.1 None. 
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4. Legislative Context 
 
4.1 In May 2010 the Coalition Agreement stated that “We will seek to stop foreign 

healthcare professionals working in the NHS unless they have passed robust 
language and competence tests1”.  

 
4.2 The NMC regulates nurses and midwives in the UK, the GDC regulates 

dentists and dental care professionals in the UK, the GPhC regulates 
pharmacists and pharmacy technicians in Great Britain and the PSNI 
regulates pharmaceutical chemists in Northern Ireland.  This Order seeks to 
amend these regulators’ parent Act or Order (where relevant) to enable the 
relevant regulatory bodies to apply language controls, where appropriate, for 
European nurses, midwives, dentists, dental care professionals, pharmacists 
and pharmacy technicians2. 

 
4.3 The draft Order is also seeking to create a new category of impairment for 

these regulatory bodies to strengthen their powers.  This will ensure that each 
of the regulators can take pre-emptive fitness to practise action where serious 
concerns about the English language competence of a practising professional 
are identified which present a significant risk to the public. 

 
4.4 Any changes to the law in this area must take account of the EU legislation on 

the mutual recognition of professional qualifications, in particular Directive 
2005/36/EU, as amended (“MRPQ Directive”). 

 
5. Territorial Extent and Application 
 
5.1 The Order extends to the United Kingdom. However, the amendments made 

by the Order have the extent of the enactment they amend. The Dentists Act 
1984 and the Nursing and Midwifery Order 2001 extend to the United 
Kingdom, the Pharmacy Order 2010 extends to England, Wales and Scotland 
and the Pharmacy (Northern Ireland) Order 1976 extends to Northern Ireland 
only.  

 
5.2 Ministers in Scotland, Wales and Northern Ireland all agree that the UK 

Government should take forward these measures: the consultation that took 
place was therefore on behalf of all four UK health Departments.  

 
5.3 To date there has been a restriction on the extent to which Orders made under 

section 60 of the Health Act 1999 can deal with the regulation of the pharmacy 
profession in Northern Ireland.  This restriction was contained in paragraph 12 
of Schedule 3 to the Health Act 1999 but has been repealed by the Health and 

                                            
1
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/78977/coalition_programme_for

_government.pdf 
2
 In this memorandum, the term ‘European’ in reference to a healthcare professional means a healthcare 

professional who is: 

 a national of a relevant European state (this means a national of a member 
state of the European Economic Area or Switzerland other than the UK), or 

 not a national of a relevant European state, but is entitled to be treated no less 
favourably for these purposes because he or she benefits under the 
Citizenship Directive from an enforceable Community right.  
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Social Care Act 2008.  That repeal was recently brought into force, with the 
agreement of Northern Ireland Ministers, so as to remove the restriction3. 

 
5.4 Pharmacy technicians working in Northern Ireland are not required to be 

registered with the PSNI, so references in this document to pharmacy 
technicians are to those working in Great Britain only. 

 
6. European Convention on Human Rights 
 
6.1 The Parliamentary under Secretary of State for Health, Dr Daniel Poulter has 

made the following statement regarding Human Rights:  

In my view the provisions of the Health Care and Associated Professions 
(Knowledge of English) Order 2015 are compatible with the Convention rights.  

 
7. Policy background 
 
What is being done and why? 

The policy objectives 

7.1 Current legislation does not allow the regulatory bodies to require evidence of 
a European applicant’s knowledge of the English language prior to registration 
even where the regulatory body has cause for concern.  The NMC, GDC, 
GPhC and PSNI are however already able to carry out language controls on 
non-European applicants who wish to practise in the UK.  

 
7.2 Furthermore, not having the necessary knowledge of the English language is 

currently not a ground in its own right on which the NMC, GDC, GPhC and 
PSNI can carry out fitness to practise investigations, until that lack of 
knowledge has resulted in deficient professional performance in practice.  In 
some circumstances, this could pose a risk to patient safety.  

 
7.3 The Government therefore proposes to amend the Nursing and Midwifery 

Order 2001, the Dentists Act 1984, the Pharmacy Order 2010 and the 
Pharmacy (Northern Ireland) Order 1976 to strengthen the relevant regulatory 
bodies’ powers to introduce proportionate controls and require European 
applicants to provide evidence of their knowledge of the English language 
following recognition of their qualification, but before registration and 
admission onto the register. We also propose corresponding amendments to 
the fitness to practise powers of the NMC, GDC, GPhC and PSNI, to ensure 
that not having the necessary knowledge of the English language would 
become a ground for taking fitness to practice proceedings in its own right, 
instead of the regulators having to wait until this causes deficient professional 
performance in practice.   

 
7.4 This may of course require evidence of a registrant’s knowledge of the English 

language to be provided in fitness to practise cases where language is cited 
as an issue. There is currently provision for most of the relevant regulatory 
bodies to commission assessments of performance where fitness to practise 
allegations have been made.  The proposals therefore also include giving 

                                            
3
 See the Health and Social Care Act 2008( Commencement No. 19) Order 2014/3251 

http://www.legislation.gov.uk/uksi/2014/3251/contents/made    

http://www.legislation.gov.uk/uksi/2014/3251/contents/made
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power to the relevant regulatory bodies to require an individual currently 
practising in the UK to undergo an English language test as part of fitness to 
practise proceedings. 

 
7.5 Recent changes negotiated by the UK to the MRPQ Directive have clarified 

the ability of national authorities to carry out language controls on European 
applicants where the profession has patient safety implications. Any language 
controls must be fair and proportionate, for example, there cannot be 
automatic testing for all European applicants and any controls must not take 
place until the applicant’s qualification has been recognised by the regulatory 
body.  

 
7.6 We have been working with the relevant regulatory bodies to ensure that they 

have powers to assess the knowledge of the English language of nurses, 
midwives, dentists, dental care professionals, pharmacists and pharmacy 
technicians seeking to work in the UK, in a way which is compliant with 
European law and does not impair free movement of healthcare professionals.  
The provisions within the Order achieve this aim. 

 
The current system 

7.7 The current system does not ensure that all healthcare professionals have the 
necessary knowledge of the English language to practise safely before they 
are registered with a regulatory body. If a European nurse, midwife, dentist, 
dental care professional, pharmacist or pharmacy technician applies to 
register in the UK, the relevant regulatory bodies do not at present have the 
powers to require evidence of the applicant’s knowledge of the English 
language, prior to registration, even if concerns are identified at that point. The 
application of European law, in particular the MRPQ Directive, entitles these 
applicants to recognition of their qualifications in the UK and therefore 
registration. Most of the governing legislation explicitly prevents English 
language controls being applied to this group of applicants, by only allowing 
such controls for non-European overseas applicants. 

 
7.8 Registration with the relevant regulatory bodies performs the dual function of 

recognition of qualifications and granting access to practise the profession.  
The approach to date has been to exclude English language controls at the 
point of considering applications for registration, in order to guarantee the right 
to recognition of qualifications. This approach has enabled European 
healthcare professionals to gain access to the profession in the UK without 
any validation of them having the necessary knowledge of the English 
language. 

 

The proposals 

7.9 Following the amendments made to the MRPQ Directive referred to 
previously, the Department has worked with the relevant regulatory bodies to 
achieve a compliant proposal that enables them to impose English language 
controls prior to registration of European healthcare professionals wishing to 
practise in the UK, whilst at the same time protecting their right to recognition 
of their qualifications. 
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7.10 The main policy aims we seek to achieve through the draft Order are as 
follows: 

 the removal of any current restrictions on a relevant regulatory body 
imposing English language controls on European applicants for 
registration;  

 the introduction of a new registration requirement for all applicants, 
including those who are UK nationals, of having the necessary 
knowledge of English; 

 including a new definition of the “necessary knowledge of English”; 

 requiring relevant regulatory bodies to publish information about the 
evidence, information and documents which will demonstrate the 
necessary knowledge of English; 

 imposing requirements as to the English language controls that the 
relevant regulatory bodies can impose on European applicants for 
registration, so that they must first request and consider any available 
evidence before requiring a test; 

 requiring the relevant regulatory bodies to issue a letter recognising the 
qualifications of European applicants in cases where registration cannot 
proceed because the language knowledge of such an applicant need to 
be investigated further; 

 amending certain time limits in relation to giving a decision on an 
application by a European healthcare professional for registration, so that 
it is clear as to how the time limits will operate when further investigations 
as to language knowledge need to be carried out;  

 ensuring that there is a right of appeal where appropriate against certain 
decisions that can be made in respect of applicants as regards language 
controls; 

 adding a new ground for fitness to practise proceedings of not having the 
necessary knowledge of English; 

 providing for knowledge of English assessments in connection with 
fitness to practise proceedings, and certain restoration cases which are 
being considered by a fitness to practise panel or committee; 

 when applying for restoration to the register, applicants will have to 
demonstrate that they meet the requirements for original registration 
which will include in future having the necessary knowledge of English; 
and 

 the requirement on the relevant regulatory bodies to ensure that 
language controls are compliant with the MRPQ Directive in order to act 
as a competent authority. 

 
Proposed Registration Process 

7.11 For European applicants seeking registration, recognition of qualifications and 
admission onto the register could be considered as two distinct steps in cases 
where the registrar of the relevant regulatory body concerned is not satisfied 
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with the applicant’s knowledge of the English language from the material 
supplied by the applicant at the initial stage.   

 
7.12 European applicants have the option (but would not be required) to supply 

evidence of English language knowledge with their application for registration.  
If this is sufficient, then the applicant would be assessed for registration in the 
usual way. 

 
7.13 If the applicant has not supplied evidence of their knowledge of the English 

language, or if this does not sufficiently demonstrate an applicant’s English 
language knowledge, the relevant regulatory body would consider the 
applicant’s professional qualifications. If these are acceptable, the relevant 
regulatory body would write a letter to the applicant recognising them as 
entitling the applicant to registration, subject to meeting the other registration 
requirements. The relevant regulatory body could request further evidence in 
relation to English language knowledge at that point. The relevant regulatory 
body would set out in advance the criteria as to what evidence would be 
appropriate to demonstrate an acceptable level of English language 
knowledge. The criteria must be flexible. 

 
7.14 If evidence cannot be supplied, the applicant could be requested by the 

relevant regulatory body to undergo an appropriate English language test. It is 
up to each relevant regulatory body to decide which English language test(s) 
they will accept. Further details of which test or evidence of language they 
would accept will be published by each relevant regulatory body. 

 
7.15 If the applicant supplies sufficient additional evidence or passes the test, the 

applicant will be assessed against the other registration requirements i.e. 
character, health and financial standing/indemnity and then be admitted onto 
the register, subject to having satisfied those other requirements. The 
applicant might be given more than one opportunity to pass a test but multiple 
failures would eventually lead to the application for registration being rejected.    

 
7.16 We believe that the proposed powers will improve quality of care and patient 

safety and will help prevent patients from being put at risk of harm from 
nurses, midwives, dentists, dental care professionals, pharmacists and 
pharmacy technicians who do not have the necessary knowledge of the 
English language. 
 

Why legislation is necessary 

7.17 In order to achieve the policy objectives, it is necessary for the Government to 
legislate to amend the governing legislation of the relevant regulatory bodies 
in order to: 

 Remove the current restrictions in the governing legislation on a 
relevant regulatory body imposing English language controls on 
European applicants for registration, by repealing provisions of that 
legislation;  

 Introduce a new registration requirement for all applicants, including 
those who are UK nationals, of having the necessary knowledge of 
English; 
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 Provide for a separate fitness to practise ground of not having the 
necessary knowledge of English to ensure that not having the 
necessary knowledge of the English language would become a ground 
for taking fitness to practice proceedings in its own right, instead of the 
relevant regulatory bodies having to wait until this causes deficient 
professional performance in practice; and 

 Confer powers on the relevant regulatory bodies to enable them to 
require assessments of knowledge of English during a fitness to 
practise investigation. 

None of the key policy aims could be achieved without amending the 
governing legislation of each of the relevant regulatory bodies. 

 
The size and nature of the problem it is addressing 

7.18 There is a need to give the NMC, GDC, GPhC and PSNI additional powers to 
enable them to carry out proportionate language checks on European nurses, 
midwives, dentists, dental care professionals, pharmacists and pharmacy 
technicians where concerns are raised following recognition but before 
registration and admission to the register, to ensure quality of care and patient 
safety.  This brings these professions into line with doctors as language 
controls have already been introduced, where appropriate, for European 
doctors wishing to practise in the UK. 
 

7.19 The relevant regulatory bodies provided the Department with estimates of the 
number of European applications they receive per annum. These figures were 
then combined with published registration statistics to estimate the percentage 
of the workforce accounted for by new European applicants in a given year. 

 
 Professional Total 

Registrants 
No. European 
Applications 

% Registrants 
Accounted for by 

European 
Applicants 

NMC (No breakdown provided) 673,567 15,300 2.2% 

GPhC  
of which: 

Pharmacists 49,242 400 0.8% 

Pharmacy Technicians 22,237 30 0.1% 

GDC 
of which: 

Dentists 40,423 801 1.9% 

Dental Care Professionals 63,027 68 0.1% 

PSNI (No breakdown provided) 2,155 5 0.2% 

(Source: DH Analysis Regulators' Returns + Published Registration Statistics
4
) 

 
7.20 The Department believes that the implementation of these proposals will 

reduce the risk to patient safety where a healthcare professional is 
subsequently prevented from treating patients due to an insufficient 
knowledge of the English language.   

  
8.  Consultation outcome  
 

                                            
4 Note that the figures used did not cover the same time periods. For example, the GDC figures on number of 

European applicants were average annual figures from the last three years. Whereas their total registration 
figures were as at the end of 2013. 
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8.1 Prior to issuing a formal consultation document, the Department of Health 
informally consulted with the relevant regulatory bodies during Summer and 
Autumn 2014. The Government then undertook a public consultation on the 
measures contained within this Order for a period of six weeks, from 3rd 
November to 15th December 20145.  Respondents were given the opportunity 
to comment via the Department’s gov.uk website, through Citizen Space (a 
web based consultation and public engagement device) and in hardcopy. 

 
8.2 We felt this was proportionate given the scale and relatively uncontroversial 

nature of the proposals.  It took into account the specialised subject area and 
the response rate of a previous consultation of a similar nature operated by 
the Department (the consultation on language controls for doctors6).  The 
general principles of the policy proposals also have the support of the NMC, 
GDC, GPhC and PSNI, who will be responsible for operating the system.  In 
addition, the Department alerted interested parties to the consultation’s 
launch; relevant Royal Colleges, patient representative groups, the 
professional regulatory bodies, trades unions and the devolved 
administrations. 

 
8.3 In total, 71 responses were received. Stakeholders who responded include the 

NMC, the GDC, the GPhC , the PSNI, the Royal College of Nursing and the 
Royal college of Midwives. 

 
8.4 The vast majority of responses (99%) were supportive of the proposals and 

either agreed or strongly agreed that strengthening language checks as 
proposed will improve quality of care and patient safety.   

 
8.5 A total of 94% were in favour of the new ground of impairment of fitness to 

practise which will strengthen the regulatory bodies’ powers to take fitness to 
practise action where concerns about the English language competence of a 
practising professional are identified. 

 
8.6 Following analysis of the consultation responses received and views raised, 

we are of the opinion that subject to minor and technical changes to the draft 
Order (none of which alter the original policy intentions) the amendments 
should be proceeded with.  In summary these are:  

 Adding a duty to consult for PSNI, GPhC and GDC in relation to the 
guidance setting out the evidence, information or documents to be 
provided by an applicant for the purpose of satisfying the registrar that 
the applicant has the necessary knowledge of the English language and 
the process by which the registrar is to determine whether he is satisfied 
– the NMC already have a general duty to consult on all their statutory 
guidance so no change has been made for them in this respect.  

 For the NMC, changing the language controls provisions at the renewal 
stage so that the NMC can set out in rules as to how language controls 
may apply at the renewal of registration stage (see article 35).   

 Amending the definitions of “necessary knowledge of English” for the 
GPhC, NMC and PSNI.  The NMC raised concerns about the definition of 

                                            
5 https://www.gov.uk/government/consultations/language-controls-for-healthcare-and-associated-professions 
6 https://www.gov.uk/government/consultations/ensuring-doctors-have-sufficient-english-language-capability 
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necessary knowledge of English for the professions they regulate, in 
particular that the concept of “patient” was very limiting given that e.g. 
midwives do not see the users of some of their services as “patients”.  
We thought similar arguments apply to the services provided by 
pharmacists, pharmacy technicians and pharmaceutical chemists in 
Northern Ireland and so we have similarly amended the definitions of 
“necessary knowledge of English” in their legislation. (see articles 5, 43 
and 45).  This amendment is also being made for the GPhC. 

 As anticipated in the consultation, in response to knowledge of English 
assessments, the Department said it would remove the draft provision in 
the Order that provided “rules may specify circumstances in which an 
examination or assessment of whether a person has the necessary 
knowledge of English may be undergone otherwise than in accordance 
with a direction.”  This applied to the NMC, GDC, and GPhC provisions 
only.  The Department received no responses in favour of this provision 
and as no-one has been able to give reasons as how or when it might be 
used, it has been removed. 

 
9. Guidance 
 
9.1 The draft Order imposes a statutory duty on the relevant regulatory bodies to 

publish guidance relating to the evidence, information and documents to be 
provided for the purpose of demonstrating that a health care professional has 
the necessary knowledge of the English language. We therefore do not 
consider it is necessary for the Department to provide further guidance on this 
issue. 

 
10. Impact 
 
10.1 The impact on business, charities or voluntary bodies is to individual 

professionals (who are likely to be European applicants) who may be required 
to take a language test at a cost of around £140 or will be stopped from 
working in the UK in some cases where their English language skills are not at 
the necessary level. The majority of costs will fall to the individual regulatory 
bodies themselves in terms of set up and administration costs. However, the 
regulatory bodies are not classed as a business, charity or voluntary body in 
terms of the better regulation framework.  

  
10.2 The impact on the public sector is nil.  
 
10.3 A Regulatory Triage Assessment has been prepared for this Order, which 

received a green opinion from the Regulatory Policy Committee, as having no 
or limited impact on business.  Therefore, an Impact Assessment has not 
been prepared for this instrument. 

 
 
12. Regulating small business 

 
12.1 The legislation does not apply to small business.  
 
 



HS/S4/15/8/1 

20 
 

13. Monitoring & review 
 

13.1 The policy objective is to ensure that all healthcare professionals working in 
the UK have the necessary knowledge of the English language to practise in a 
safe and competent manner. This will be measured by the number of future 
complaints made to the relevant regulatory bodies about concerns of a health 
care professional’s language capability.  We will ask the relevant regulatory 
bodies to keep the Department updated on this. 

 
13.2 The Department remains committed to this policy objective and at the next 

legislative opening, subject to Parliamentary approval, plans to give similar 
powers to the Health and Care Professions Council, the General Optical 
Council, the General Osteopathic Council and the General Chiropractic 
Council. 
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Sport – the Commonwealth Games legacy 

Renfrewshire Council 

The impact the Commonwealth Games has had on participation has been positive. 
The event captured peoples imagination and enthusiasm for participating in the 
world of sport all the opportunities that it brings. With Community Sport Hubs (CSH's) 
established pre-games and with the aim of accelerating progress of Reaching Higher 
and Lets Make Scotland More Active, CSH's play a key role in the aim of developing 
and supporting a world class sporting system at all levels. Renfrewshire has seen a 
growth in participation within local club sport and CSH's have provided a positive 
vehicle for engaging with the local community. CSH's are highlighted as a key 
function within the newly devised local strategy "Renfrewshire Sport - A Way of Life - 
An Ambitious Vision for All - 2014-2024". The development of sustainable sporting 
opportunities, delivered in quality facilities and achieving our aspiration of increased 
participation in sport will be dependent on continued and improved partnership 
working.  

However, I firmly believe that Sport is yet to be a permanent feature at the 'top' table 
of national responsibilities, until such a time, sport continues to fly in the face of this 
relative adversity and keep going as this is what sport - and life for that matter - is all 
about.  

Nelson Mandela once said that “Sport has the power to change the world…it has the 
power to inspire. It has the power to unite people in a way that little else does. It 
speaks to youth in a language they understand. Sport can create hope where once 
there was only despair. It is more powerful than government in breaking down racial 
barriers.”  

Fraser Buchan 
Sport Hub Development Officer 
Renfrewshire Council 
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Sport – the Commonwealth Games legacy 

North Lanarkshire Leisure 

Context - North Lanarkshire  

The Community Sport Hub programme was launched in North Lanarkshire 
April 2011. The number of hubs within the area has been increased through a 
phased approach and there are currently eight Community Sport Hubs in the 
authority. A further 4 hubs will be developed over the next four years of the 
programme. All North Lanarkshire Hubs all school-based models and aim to 
strengthen links and partnerships between key partners by creating hub 
specific steering groups. 

Impact on Participation 
Headline figures for North Lanarkshire show significant increases in both the 
number of clubs engaged in the CSH programme and in club memberships. 

 Baseline 2011 March 2015 % change 

Clubs 42 82 + 95 

Membership 1571 5956 + 279 

 
The sports on offer throughout the hub programme cover both commonwealth 
and non-commonwealth sports, with a total of 6 CWG sports represented by a 
total of 14 clubs.  

The increase in participation in hubs over the past 4 years can be attributed to 
a number of factors, these include; 

 Increased investment in community sport 

 Increased staff resource with a responsibility for club development 

 Stronger links between clubs and schools via the Active Schools 
programme 

 Increased awareness of participation opportunities 

 “feel good factor” around CWG. 

Legacy funding has enabled clubs to take on new “risks” to develop their 
programmes. By allocating CSH funding to club development projects, in 
order to remove barriers such as start-up and coach education costs, clubs 
have been more willing to take on additional sessions and age-ranges. Many 
of these new activities would not have been established without the support of 
hubs as they would have presented a financial risk to clubs. 

Examples of Good Practice 
There a number of examples of good practice within North Lanarkshire that 
can be attributed to the delivery of the CSH programme. Many of these 
examples are as a result of stronger links between clubs and organisations, 
resulting in an increase in partnership working to increase access to 
community sport. 
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1. Youth Leadership / Leadership 

The CSH programme has seen a shift in the emphasis of the development of 
young volunteers in North Lanarkshire. A more proactive approach has been 
taken to ensure that the many successful school-based leadership 
programmes have tangible pathways in to community volunteering. 

This has resulted in an increase in the number of coaches within community 
clubs, the development of new activities within hub sites and increased 
representation of the views of young people. These young people have gone 
on to take on a variety of roles within hubs and clubs; this has ultimately 
resulted in an increase in capacity within clubs. 

Support for volunteer development has been greatly improved as a result of 
Community Sport Hubs. CSH funding has enabled the delivery of a range of 
generic coach education workshops locally that have helped to upskill 
coaches and volunteers. This funding has also supported coaches to attain 
sport specific and UKCC coaching qualifications. 

2. Motherwell Community Trust 
The community trust branch of the professional football club has engaged 
heavily with the Braidhurst Community Sport Hub. This has resulted in many 
benefits, the Trust have agreed to be the strategic lead on the Hub steering 
group, the benefit of having a professional officer taking this role in the longer 
term allows the opportunity to develop more quickly. 

The Community Trust are also keen to support other sports clubs and has 
taken a new basketball club under its wing, providing basketball uniforms and 
the club crest to create a real community approach to sports development. 

3. Coltness Steering Group 
A strong steering group has formed within Coltness Community Sport Hub, 
young ambassadors, staff, club reps and sports development. The 
collaborative approach to planning has ensured the wider sporting interests 
are represented. Coach education, storage issues and inclusion are some of 
the areas covered in the current plan. The focus on youth engagement is key 
to ensuring the future of the Hub. 

Challenges 

1. Community Leadership 
The identification of competent and visionary community leaders is a vital 
component of creating sustainability with Community Sport Hubs. This has 
been a challenging aspect of the creation of hubs within North Lanarkshire 
and as such, a number of hubs in the authority are still heavily reliant on the 
support of professional officers.  

As the hubs continue to develop a broader approach is being taken to ensure 
wider community engagement in order to maximise the opportunity to identify 
suitable leaders. 
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2. Facility Programming 
In North Lanarkshire community access to and programming of school 
facilities is controlled buy an arm’s length organisation. The organisational 
priorities of this ALEO do not always align with the vision of Hubs. The impact 
of this is that the programming of facilities does not always support club 
development and there is very little opportunity for this to be influenced. There 
is also no opportunity to influence facility pricing policies; this can be a major 
barrier to clubs increasing opportunities for the community. 

 

North Lanarkshire Leisure 
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Sport – the Commonwealth Games legacy 

Inch Park Community Sports Club 

Background on Inch Park Community Sports Club 

Inch Park Community Sports Club (IPCSC) was founded in 2008.  It was 
founded by a group of individuals from local sports clubs who wanted to do 
their bit to improve the facilities available to sports clubs and the local 
community in the area.  The agreement of two leases two manage the land 
and new facility within Inch Park were formed to give Inch Park Community 
Sports Club the governance to achieve the following three objectives: 

To raise funding and construct new pavilion building, (8 changing and social 
space) maintain pitch areas and generally manage these great sporting 
facilities at Inch Park to be available for rented and/or free (a commercially 
viable mixture of) use by all. 

To provide opportunities in sport, health and physical activity for all within the 
community – particularly young people. 

To be able to achieve all of the above in a self sufficient manner 

Since we were formed, IPCSC have fundraised for and invested in the 
facilities of Inch Park.   In addition to building a brand new facility which is 
enjoyed by approximately 800 users each week for physical, sporting, health 
and leisure related activities, we have spent significant capital investment on 
the land itself to improve it for both sporting use, and open use by the 
community as a park facility.   

The dedication, both in time and capital of a small number of dedicated 
volunteers wanting to give their skills and time to make this work have been 
the cornerstone of this success.  The construction was managed by a club 
member taking no profit on the actual works or pay for his the work, he also 
donated services of labour and plant – enabling the building to be built at cost, 
the legal services were given free by another club member, VAT planning 
saving some £250,000 by another, in total giving a saving of over £600,000 
compared to a conventionally delivered project, to the extent that it has 
become a template for others. 

Investment in the Health and Well Being of the Local Community 

In addition to the capital projects, we’ve invested in projects both at Inch Park 
and in the wider community which have had a significant impact.  The majority 
of the money to pay the staff that are directly related to community work 
comes from trusts and foundation grants – but not exclusively.  Income still 
needs to be generated to allow us to pay the salaries involved for this work to 
continue.  This work include two sport development officers who deliver 
opportunities to take part in Rugby and Cricket in the local community.    
These programmes have seen sporting opportunities – both during school 
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time and in the form of after school clubs, breakfast clubs and competitions 
being made available free of charge for the children and young people in the 
area. 

We have an active youth work in sport programme.  The activities here 
include a Feel Good Girls Group.  At this, we introduce physical activity and 
health topics to young women who have confidence issues relating to their 
image.  It’s been a hugely successful exercise and has resulted in a significant 
increase in confidence for the girls involved.   

Other activities include a Sports Café which we run from Goodtrees 
Neighbourhood Centre, involving young people in physical activity and art – 
and is followed by a cooking session.  Every week the children prepare a 
healthy meal which their family are invited to come and enjoy at the end of the 
session.   

Finally, we run the Moredun Community Football Initiative on a Friday 
afternoon at Craigour Park.  In the year it’s been run, Police Scotland have 
reported a 71% reduction in anti social behaviour calls which they have 
commented on as a ‘remarkable result’. 

All of these opportunities are provided at no cost to the community and 
participants involved.   We believe it has to be that way if we are to help 
engage them.   

Operating in one of Scotland’s most deprived communities, the traditional 
assumptions surrounding sports clubs being made sustainable through its 
own membership do not apply here.  The more people we help, the more 
money we need to find – which drives our need to look at commercial projects 
separate from this to balance our books, and invest that time back into the 
community.  These include commercial function hires in our clubhouse, and 
the letting to services such as an Under 5s Play Café and a dance school.  
The majority of our community work is still funded through trusts, foundations 
and grants.  Each year, we generate more income through our commercial 
activities and are getting closer and closer to being sustainable without use of 
grant money.     

The Commonwealth Games and it’s Legacy Impact 

Legacy is quite a nebulous term, so I am going to take the question in the 
context of my thoughts on what this might mean – has the Commonwealth 
Games had a direct or indirect impact on the lives of ordinary people, by 
helping them benefit from community sport and it’s associated outcomes. 

When we look at in this context, I think the successes can be split into two 
areas.  Firstly, the impact on sporting provision and facilities in Glasgow itself.  
The infrastructure that the games has left behind will almost certainly have a 
positive impact on sport in the area – IF made accessible to community 
groups and projects. 
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Further afield, it is harder to link the games to longer term benefits for 
participants in sport across Scotland.  In our experience – particularly when 
working with the most marginalised in society, many do not see elite 
competitive sport as something that is available to them.  We have managed 
to get them involved by local role models in their community who have made a 
success of their life through the influence of sport.  These local role models 
are absolutely critical to helping change perspectives and mindsets. 

In that context, things like the Communities 2014 Legacy Fund run by the Big 
Lottery is a good strong example of where the commonwealth games can be 
linked to local provision to create a lasting impact.  We used this to run a local 
festival with commonwealth sports.  The schools got involved and each 
‘adopted a country’ as part of the festival when competing,  This improved 
their knowledge of the commonwealth in a fun environment and introduced 
them to new sports. 

To continue to grow the legacy of national events and initiatives, programmes 
like this which link in to people on the ground, and in communities, is critical to 
success. 

What next for Sport and Community Sport Hubs in Particular 

Over the last few years, a fantastic amount of work and effort has been put 
into growing sport through hubs built in the local community.  It’s been great to 
see and sport in Scotland is a different landscape to what it was just ten years 
ago.  Sport is much more accessible to lots of young people, and many more 
people in positions of influence now recognise the transformational impact 
sport can have on people’s lives.  In order to take the next step, however – 
there needs to be a shift in how we measure success. 

I would start this with a question. 

Is participation alone a good enough measure for what good investment in 
sport looks like? 

If we truly want to transform lives of disengaged young people, as a sporting 
community we need to start to measure our success on outcomes, not 
numbers.   Getting people involved in sport (participation) is a critical measure 
which we should keep – but this alone is not going to help us understand the 
impact sport is having on Scottish culture – particularly in areas with high 
social problems where sport used properly can have a transformational impact 
on the community.   

These things are often better seen rather than written, and I’d encourage you 
to watch the video below which was produced by Spartans Community 
Football Academy.  This shows what an outcomes focused approach can do 
to help transform lives in a community. 

http://www.spartanscfa.com/about/ 
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We believe passionately that sport can help young people raise their 
aspirations of themselves, their lives and what they can become.    The more 
projects that put this at the heart of their focus when working in the 
community, the stronger Scotland will become.   We are very fortunate to 
have partners who champion this that we are able to work with, such as The 
Robertson Trust, The Rank Foundation and Social Investment Scotland.  We 
didn’t start from a position of understanding our impact.  They saw something 
in us and our project, and have helped us articulate our impact in a way we 
could not have done without their help, guidance, expertise and funding 
support. 

We are extremely proud of what we have been able to achieve at Inch Park 
Community Sports Club – and extremely grateful to the help we have received 
in helping to understand how we can make a difference in our community, and 
how to explain it in a way that those that need a little more convincing that the 
vital role sport can play in helping transform young lives. 

 

Paul Reddish 

Trustee – Inch Park Community Sports Club 
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Health and Sport Committee 

8th Meeting, 2015 (Session 4), Tuesday 10 March 2015 

Petition PE1453 on an opt-out system of organ donation in Scotland 

PE1453 – Lodged 1 November 2012 
Petition by Caroline Wilson, on behalf of The Evening Times and Kidney 
Research UK (Scotland), calling on the Scottish Parliament to urge 
the Scottish Government to introduce an opt-out system of organ donation in 
Scotland to help save more lives. 
Link to petition webpage 

Introduction 

1. This is the first time this petition has been considered by the Health and 
Sport Committee following its referral by the Public Petitions Committee on 28 
October 2014. 

Background 

2. Currently, the law across the UK maintains the opt-in system for 
cadaveric1 organ donation2. However, the Human Transplantation (Wales) Act 
received Royal Assent on 10 September 2013. This introduces a soft opt-out 
system for consent to deceased organ and tissue donation in Wales, which 
will take effect from December 2015. 

3. In the current parliamentary session (on 1 November 2012), a motion 
(S4M-04418) was debated in the chamber on a move to a system of 
presumed consent (opt-out) in Scotland. The Official Report of this debate can 
be found here. 

4. Petition PE1453 emerged as a result of the Evening Times campaign 
calling for an opt-out system for organ donation in Scotland. 

Public Petitions Committee consideration 

5. The Public Petitions Committee considered the petition for the first time 
on 11 December 2012 and sought the views of a number of stakeholders. The 
responses received by the Committee can be viewed on the petition 
webpage. 

6. Following further consideration, the Committee awaited the publication of 
the Donation and Transplantation Plan for Scotland 2013-2020 and Taking 
Organ Transplantation to 2020 (the UK Strategy). These were published in 
2013. Recommendation 2 in the Donation and Transplantation Plan for 
Scotland 2013-2020 states: 

                                            
1
 “Cadaveric organ transplant” (as opposed to living transplant) refers to the transplant of 

organs or tissue that takes place at the time of the individual’s death. 
2
 Payne, J (2008) Organ Donation. SPICe briefing. Available here 

http://scottish.parliament.uk/GettingInvolved/Petitions/petitionPDF/PE01453.pdf
http://scottish.parliament.uk/GettingInvolved/Petitions/optforlife
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=7478&mode=pdf
http://www.eveningtimes.co.uk/campaigns/opt-for-life
http://external.scottish.parliament.uk/gettinginvolved/petitions/optforlife
http://external.scottish.parliament.uk/gettinginvolved/petitions/optforlife
http://www.scotland.gov.uk/Publications/2013/07/7461
http://www.nhsbt.nhs.uk/to2020/resources/nhsbt_organ_donor_strategy_long.pdf
http://www.nhsbt.nhs.uk/to2020/resources/nhsbt_organ_donor_strategy_long.pdf
http://www.scottish.parliament.uk/parliamentarybusiness/16845.aspx
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“The Scottish Government should await evaluation of the move to opt-out in 
Wales before making any decision about the introduction of opt-out in 
Scotland.” 

7. The Public Petitions Committee held an evidence session, via video 
conference, with Mark Drakeford, Welsh Government Minister for Health and 
Social Services, on 18 February 2014. Following this, the Committee agreed 
to seek time in the Chamber for a debate on the petition. 

8. During the debate, which took place on 1 May 2014, the then Minister for 
Public Health repeated that the Scottish Government was not persuaded to 
move to a system of opt-out for organ donation but that it would keep the 
situation under review. 

9. Following this, on 26 June 2014, a draft proposal for a Members’ Bill was 
lodged, seeking to amend the law on human transplantation in the way sought 
in the petition. At its meeting on 28 October 2014, the Public Petitions 
Committee noted this proposal for a Members’ Bill and considered whether to 
close the petition. However, in the expectation that, should it be introduced, it 
would be likely that the Health and Sport Committee would consider the 
Members’ Bill as lead committee, the Public Petitions Committee agreed to 
refer the petition on. 

For consideration 

10. A final proposal for the Organ and Tissue Donation (Scotland) Bill, in the 
name of Anne McTaggart, was lodged on 6 January 2015, and has since 
achieved the cross-party support necessary for introduction. 

11. As referral of the petition was on the basis set out in paragraph 9, the 
Committee may wish to defer further consideration of it until it is known 
whether the proposed Members’ Bill will be introduced. 

Decision 

12. The Committee is invited to consider and agree the approach set out 
above. 

Committee Clerks 
5 March 2015 

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8944&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9137&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9599&i=87207#.VPcLKdJSj3c
http://www.scottish.parliament.uk/parliamentarybusiness/Bills/78936.aspx
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