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HEALTH AND SPORT COMMITTEE 
 

AGENDA 
 

18th Meeting, 2014 (Session 4) 
 

Tuesday 3 June 2014 
 
The Committee will meet at 9.30 am in the Mary Fairfax Somerville Room (CR2). 
 
1. Subordinate legislation: The Committee will take evidence on the Health Care 

and Associated Professions (Indemnity Arrangements) Order 2014 [draft] 
from— 

 
Alex Neil, Cabinet Secretary for Health and Well-being, Jason Birch, 
Senior Policy Manager, Regulatory Unit, Health Directorate, and Ailsa 
Garland, Principal Legal Officer, Food, Health and Community Care, 
Scottish Government. 
 

2. Subordinate legislation: Alex Neil (Cabinet Secretary for Health and 
Wellbeing) to move—S4M-10156—That the Health and Sport Committee 
recommends that the Health Care and Associated Professions (Indemnity 
Arrangements) Order 2014 [draft] be approved. 

 
3. Food (Scotland) Bill: The Committee will take evidence on the Bill at Stage 1 

from— 
 

Robbie Beattie, Public Analyst, Association of Public Analysts Scotland; 
 
William Hamilton, Business Regulation Manager, Land and Environmental 
Services, Glasgow City Council; 
 
Professor Marion Bain, Medical Director, NHS National Services Scotland; 
 
Dr S Josephine Pravinkumar, Consultant in Public Health Medicine, NHS 
Lanarkshire; 
 
Professor Peter Morgan, Director Rowett Institute of Nutrition and Health 
and University Vice Principal, University of Aberdeen; 
 
Hugh Pennington, Royal Society of Edinburgh. 
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4. Mental health: The Committee will take evidence, in roundtable format, from—
 

Brian Donnelly, Chair of YSIM Management Forum, Young Scotland in
Mind;
 
Jenny Paterson, Director of Services and Development, Support in Mind
Scotland;
 
Shaben Begum, Director, Scottish Independent Advocacy Alliance;
 
Dr Carole Allan, Consultant Clinical Psychologist, Scottish Branch, British
Psychological Society;
 
Derek Barron, Royal College of Nursing Scotland;
 
Carolyn Roberts, Head of Policy and Campaigning, SAMH;
 
Karen Addie, Policy Manager, Royal College of Psychiatrists in Scotland;
 
Chris  O’Sullivan,  Policy  and  Development  Manager,  Mental  Health
Foundation;
 
Joyce Mouriki, Chairperson, VOX-Voices of eXperience.
 

5. Annual report: The Committee will consider a draft annual report for the
parliamentary year from 11 May 2013 to 10 May 2014.

 
 

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/S4/14/18/1

Agenda Item 3  

Written Submissions HS/S4/14/18/2

PRIVATE PAPER HS/S4/14/18/3 (P)

Agenda Item 4  

PRIVATE PAPER HS/S4/14/18/4 (P)

SAMH briefing paper HS/S4/14/18/5

Agenda Item 5  

Annual Report HS/S4/14/18/6
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Health and Sport Committee 

18th Meeting Tuesday 3 June 2014 

Subordinate Legislation Briefing 

Overview of instrument 

1. There is one affirmative instrument 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. Health Care and Associated Professions (Indemnity Arrangements) Order 
2014 [draft]. This Order amends the framework legislation in respect of 
regulated healthcare professionals to require regulated healthcare 
professionals who are practising to have indemnity or insurance cover which 
provides appropriate cover in respect of the risks that may arise in the course 
of their work to ensure that patients are able to claim compensation they may 
be entitled to. The details of the policy objectives, consultation and financial 
effects can be found in the annexe. 

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

Bryan McConachie 
Committee Assistant 

http://www.legislation.gov.uk/ukdsi/2014/9780111114483
http://www.legislation.gov.uk/ukdsi/2014/9780111114483


HS/S4/14/18/1 

 

ANNEXE 
 

THE HEALTH CARE AND ASSOCIATED PROFESSIONS (INDEMNITY 
ARRANGEMENTS) ORDER 2014 

 
SI 2014 No. [XXXX] 

 
1. The above instrument was made in exercise of the powers conferred by 
sections 60 and 62 of, and Schedule 3 to, the Health Act 1999. It is subject to 
approval by resolution of Westminster and the Scottish Parliament and is being laid 
simultaneously before both Parliaments.  
 
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, which provides for the regulation of doctors by the 
General Medical Council (GMC). 

 The Dentists Act 1984, which provides for the regulation of dentists and 
professions complementary to dentistry by the General Dental Council (GDC) 

 The Opticians Act 1989, which provides for the regulation of optometrists 
dispensing opticians, student opticians and optical businesses by the General 
Optical Council (GOC). 

 The Osteopaths Act 1993, which provides for the regulation of osteopaths by 
the General Osteopathic Council (GOsC). 

 The Chiropractic Act 1994, which provides for the regulation of chiropractors 
by the General Chiropractic Council (GCC). 

 The Health and Social Work Professions Order 2001, which provides for the 
 regulation of arts therapists, biomedical scientists, chiropodists / podiatrists, 
clinical scientists, dieticians, hearing aid dispensers, occupational therapists, 
operating department practitioners, orthoptists, paramedics, physiotherapists, 
practitioner psychologists, prosthetists/orthotists, radiographers, and speech 
and language therapists (and social workers in England) by the Health and 
Care Professions Council (HCPC) 

 The Nursing and Midwifery Order 2001, which provides for the regulation of 
 nurses and midwives by the Nursing and Midwifery Council (NMC). 

 The Pharmacy Order 2010, which provides for the regulation of pharmacists 
and pharmacy technicians by the General Pharmaceutical Council (GPhC) 

  
4. In the UK, there is currently no consistency across the eight statutory 
healthcare professional regulatory bodies with regard to legislation or guidance on 
the need for healthcare professionals to hold insurance and indemnity. There have 
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been plans to introduce legislation to require all regulated health professionals to 
hold insurance or indemnity as a condition of registration. However, whilst legal 
provisions are already in place for a number of professions, difficulties in 
implementation have meant that not all legislation has been commenced.  

 
5. To investigate and consider the policy, an independent review, led by Finlay 
Scott, the former Chief Executive of the GMC, was commissioned which reported in 
June 2010. One of the report’s recommendations was that, ”Making insurance or 
indemnity a statutory condition of registration is the most cost effective and 
proportionate means of achieving the policy objective”. The four UK Health 
Administrations accepted the report and its recommendations in December 2010 and 
undertook to introduce legislative changes at the next opportunity. 
 
6.  In addition to the UK policy to ensure healthcare professionals have a suitable 
insurance or indemnity policy in place, there is also a requirement for the UK to 
transpose the European Union Directive on Patients Rights in Cross Border 
Healthcare (Directive 2011/24/EU) (the Directive) by 25 October 2013.  
 
7. However this Order relates solely to the requirement set out in Clause 4 (2)(d) 
of the Directive which sets out that Member States should ensure that, “systems of 
professional liability insurance, or a guarantee or similar arrangement that is 
equivalent or essentially comparable as regards its purpose and which is appropriate 
to the nature and the extent of the risk, are in place for treatment provided on its 
territory”. 
 
 
Policy Objective 
 
8. Provisions relating to the regulation of the majority of healthcare professions 
are reserved to the UK Parliament. However, those relating to regulation in Scotland 
of dental nurses, dental technicians, clinical dental technicians and orthodontic 
therapists by the GDC, operating department practitioners and practitioner 
psychologists by the GDC and pharmacy technicians by the GPhC, fall within the 
legislative competence of the Scottish Parliament. 
 
9. The intended effect is to require all statutorily registered healthcare 
professionals to have an indemnity arrangement in place, either arranged personally, 
or in place as a result of their employment status such as within an NHS scheme, as 
a condition of their registration with their respective regulator. Unless healthcare 
professionals can demonstrate that such arrangements are in place they will be 
unable to register as a healthcare professional and so be unable to practise.  
 
10. Further details of the proposed changes are set out in the attached 
Department of Health (DH) Explanatory Memorandum, in paragraph 7, headed 
“policy background”. 
 
 
Consultation 
 
11. 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 
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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 
 
12. The regulatory bodies will all publicise guidance in relation to these rules to 
detail the changing requirements on their registrants. 
 
Impact Assessment and Financial Implications 
 
13. 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 
 
14. This legislation will be subject to internal review within the Department of 
Health after 3 years. The professional regulatory bodies are also monitored by 
Professional Standards Authority for Health and Social Care as part of its on-going 
annual review of the performance of the health regulation.  
 
 
 
 
Scottish Government Health and Social Care Directorates 
May 2014 
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Food (Scotland) Bill 
 

NHS Lanarkshire 
 

The creation of a new food body for Scotland should provide an opportunity to 
widen the scope of the organisation beyond that currently delivered by the 
FSA. Any changes could be introduced incrementally building on the expertise 
and based on available resources.  The new food body’s main focus initially 
should be around the statutory responsibilities and in the development and 
implementation of policy in relation to food and feed safety, nutrition, labelling 
and standards with key areas of focus being obesity and food poverty 
surveillance.  
 
The independent and partnership work on diet and nutrition should be 
continued and it is important that the new food body is independent and 
impartial in its work in proposing legislation, providing factual information and 
advice on policy and in its work with the food industry in relation to the 
reformulation of products.   
 
It is vital to clarify how any additional roles and responsibilities undertaken by 
the new food body support and align to the programmes of work delivered 
locally by NHS Boards and Local Authorities and it should establish and make 
clear its working relationship with them. It may also wish to consider its 
relationship with established national advisory groups such as the Public 
Health Nutrition Group, hosted by NHS Health Scotland. Links with industry 
are also important but the new body needs to resist any attempts by industry 
to determine policy or influence its practice. 
 
Any changes to the delivery of official food and feed controls should be 
subject to a detailed impact assessment and / or an option appraisal involving 
key stakeholders particularly the local authorities to ensure an effective 
approach and where unwanted variations exist currently these could be 
coordinated through the new food body to ensure a consistent approach 
across Scotland.  
 
It is absolutely critical that the new body is independent and seen to be 
independent regarding its work and the advice it provides to ensure its 
credibility and enhance public confidence in its ability to discharge its various 
functions in relation to food safety, nutrition, enforcement and management of 
infectious diseases outbreaks. 
 
It is important that any work undertaken in relation to enhancing consumer 
information clearly compliments the work of NHS Health Scotland who has a 
role in increasing knowledge and public awareness of key health messages. It 
is important that difficult to reach groups and those ‘seldom-heard’ are fully 
engaged to allow inequalities to be tackled effectively.  Consumer panels 
should be representative of the population they are serving.  Working in 
partnership with territorial NHS Boards and Local Authorities will assist the 
new food body in engaging effectively with consumers, as local staff and 
agencies (including the Third Sector) are working directly with target 
audiences. 
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The FSA currently has access to a range of expert committees and this 
should be maintained with the new body having access to skills, expertise and 
resources to undertake its work and it should also be able to assess, 
synthesise and commission research as required. It should access the 
necessary expert science and evidence in relation to issues specifically 
relevant to Scotland and its population e.g. tackling obesity should be 
considered a priority.  
 
It would be beneficial for the new food body to be responsible for the co-
ordination of funded research on food safety and public health nutrition as this 
will ensure that research programmes are commissioned in a co-ordinated 
and complimentary way, whilst minimising duplication.   
 
The new food body should strengthen its role as the key provider of education 
and professional training to drive standards and should also be resourced 
appropriately to provide specialist and authoritative advice when required.  

 
The new food body should take the lead in assessing and responding to the 
needs of the Scottish population and drive the way forward in ensuring a 
concerted approach to deliver high standards of food safety, quality and public 
health nutrition. 
 
 
Dr S Josephine Pravinkumar 
Consultant in Public Health Medicine 
NHS Lanarkshire 
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Food (Scotland) Bill 
 

Association of Public Analysts of Scotland 
 

Introduction 
1. The Association of Public Analysts of Scotland (APAS) formed in 1903, 
following the first Food Act of 1860, represents the professional interests of 
public analysts in Scotland.  
 
2. Public Analysts are highly trained food scientists who can detect 
adulteration of food such as horse in burger meat and also have a significant 
role to play in the microbiological safety of food by testing food for salmonella 
or E. coli O157 and other human pathogens. This activity is essential during 
outbreak situations when tracing the source is vital.    
 
3. Food authorities must appoint at least one public analyst under The Food 
Safety Act 1990 to analyse samples of food for compliance with legislation 
relating to food safety and standards and report on their findings. Uniquely, a 
Food Safety Act Certificate is sufficient evidence of the facts stated in it unless 
its author is specifically required to be called as a witness.  
 
4. Public analysts must hold the Mastership in Chemical Analysis (MChemA), 
a competence based postgraduate qualification awarded by the Royal Society 
of Chemistry (RSC). The detailed requirements are laid out in The Food 
Safety (Sampling and Qualifications) (Scotland) Regulations 2013.   
 
5. Food examinations for microbiological safety and quality of food had for a 
time been performed in laboratories of individual NHS Hospitals, but this work 
was uneconomic so it ceased. As a consequence, in Scotland food 
examination is now performed in local authority public analyst laboratories 
alongside the chemical testing which provides a one stop shop for local 
authority food sampling. This arrangement is distinct from England where 
there is a centralised network of microbiology laboratories for food 
examination work which is part of Public Health England (PHE) previously 
known as Health Protection Agency.  
 
Funding of Official Controls on Food 
6. The Food Safety Act 1990, Regulations made under this Act and EU 
Regulations lay down the responsibilities of food businesses and enforcement 
authorities.  
 
7. The Food Standards Agency (FSA) is the competent authority in the UK 
within the meaning of EC Regulation 882/2004 on official controls performed 
to ensure the verification of compliance with feed and food law, animal health 
and animal welfare rules. The delivery of many official controls is delegated to 
local authorities.  
 
8. The bulk of funding for official controls is provided by central government to 
local authorities via the Revenue Support Grant (RSG). The funding is not 
ring-fenced and each authority will decide on the basis of local priorities how 
much funding to allocate. Often the local funding for official controls may be 
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held in a budget covering other areas and it is difficult to ascertain exactly 
what resources are actually allocated to official controls. 
 
9. In the last few years the UK FSA in their annual Coordinated Food 
Sampling programme has made separate direct funding available to UK local 
authorities. This has consisted of £1–2 million per annum which local 
authorities or consortia of local authorities can bid for. The FSA specifies 
exactly what sampling and analysis it requires. Contrary to perceptions only a 
small portion of this funding is devoted to detection of food fraud with other 
priorities such as food allergens, food contaminants and food contact 
materials being funded. The bulk of the funding covers analysis costs with the 
remainder used to cover costs of sampling (sample purchase and officer time 
and travel). The FSA has always made it clear that this separate funding 
should be used to supplement existing sampling budgets, but it is used by 
some local authorities to partially replace their own sampling budgets. 
 
10. In Scotland the FSA provided welcome additional top up funding for 
coordinated food sampling in 2013-14, but this is unlikely to continue in 2014-
15 reportedly due to sampling expenditure being diverted to fund build of their 
new HQ in Aberdeen. Separately in the last five years the FSA in Scotland 
have funded country wide surveys of microbiological safety of salad 
vegetables, soft cheese and authenticity of fish in the public procurement 
sector. These initiatives are welcome and to be commended but their sporadic 
and ad-hoc nature does not allow for forward planning of staff and equipment 
resources.   
 
11. We note the draft budget in table A of third page of the Financial 
Memorandum to the Food (Scotland) Bill does not have a line defining 
sampling expenditure in the proposed new food body. We estimate that the 
majority of Food Standards Agency Scotland sampling expenditure is spent in 
England for shellfish testing control work.   
 
APAS Recommendation: That the Food (Scotland) Bill establish and provide 
for continued funding of Coordinated Food Sampling in Scotland at least at 
the level currently provided by the UK FSA. Further the Financial 
Memorandum, for the sake of transparency, should detail sampling 
expenditure and encourage the new food body, taking account of best value, 
to spend that money locally in public analyst and food examiner laboratories.       
 
Official Control Laboratories 
12. All food samples taken in the course of official controls must be submitted 
to either a food examiner for microbiological examination or to a public analyst 
for chemical analysis. In England there is a centralised network of laboratories 
for food examination work which is part of the Public Health England (PHE). 
PHE’s activities in this area are centrally funded by Department of Health and 
coordinated. Their services are free at the point of use to local authorities 
through a system of credits. 
 
APAS Recommendation: That the Food (Scotland) Bill establish and provide 
for direct funding of microbiological food examination on a pro-rata basis as a 
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minimum to that currently provided in England by the Department of Health to 
PHE.    
 
13. Public analysts on the other hand currently do not work in a centralised 
laboratory system but are employed by a number of local authority 
laboratories who decide to offer public analyst services to other local 
authorities. There are currently four local authority laboratories in Scotland 
with a further fourteen in the rest of the UK, ten in England, three in Wales 
and one in Northern Ireland. These laboratories have not been immune to 
cuts in their operational budgets and four laboratories have closed in England 
alone since 2011 (Bristol, Durham, Leicestershire and Somerset.) This has led 
to highly qualified and experienced analysts being made redundant.  
 
14. The remaining public sector laboratories have seen a reduction in the 
income received for testing from their own and other local authorities. Local 
authorities in Scotland who do not have their own laboratory generally have 
service level agreements with the four provider councils. Some councils have 
started to tender testing contracts and this along with year on year reductions 
in budgets for analysis, has resulted in competition for contracts and an 
inability to make medium to long term investments in instrumentation and new 
technology to ensure laboratories are able to respond to emerging risks and 
food contamination issues.  
 
15 One area that is suffering from lack of investment in Scotland is the DNA 
identification and confirmation of food related pathogens using new tools such 
as next generation sequencing and whole genome sequencing. By contrast 
for a number of years PHE in England have invested millions of pounds 
developing a capability and capacity and forged a partnership with Oxford 
University. 
 
APAS Recommendation: That the Food (Scotland) Bill recognises that from 
time to time there will be a step change in scientific knowledge such as with 
DNA identification that allows a more robust response to food surveillance and 
outbreak control which will require pump prime funding and allocate resource 
for this. This forward thinking will help Scotland be a leader rather than 
laggard in food safety detection. These new techniques will also help protect 
Scottish food exports in difficult markets.   
 
16. By comparison to local authorities central government has invested 
heavily in state of the art buildings and equipment for scientific services under 
their control. Glasgow has seen a new £75M NHS clinical diagnostic 
laboratory, Gartcosh is home to a new forensic science laboratory in the 
Crime Campus, Dundee hosts a £16M forensic science laboratory which 
includes the Scottish DNA database whilst SEPA has just opened Angus 
Smith a new super lab at Eurocentral near Coatbridge.   
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Decline of Food Sampling in Scotland 
 
17. In the last 10 years the amount of food sampling undertaken in Scotland 
by local authorities has more than halved and continues to fall with the graph 
showing no signs of levelling out. Audit Scotland in their report Protecting 
Consumers found that there had been a significant reduction in food safety 
budgets of local authorities in recent years.  
 

 
Table 1 Food samples taken in Scotland by year 

 
Figure 1 Food samples taken in Scotland by year 
 
18. Unfortunately the Audit Scotland report did not dig further to find out what 
effect these budget reductions were having. Food sampling budgets are 
typically the largest non-staff cost so are an easy target to protect staff. The 
amount of money spent by local authorities on detecting food safety and fraud 
has dropped sharply to around £2m per annum. That’s equivalent to less than 
40 pence - the price of a packet of crisps - per head of population per year. It 
is expected that post Glasgow Commonwealth Games back end loaded food 
safety budget cuts will come through. Financial year 2015-16 onwards will be 
very challenging and put the viability of public analyst laboratories at risk 
some of which are already operating with an annual deficit which is not 
sustainable. 
 
Why is Food Sampling Important – Food Safety Incidents  
 
19. It is 50 years since the huge outbreak of typhoid in Aberdeen where 500 
people were infected by contaminated corned beef from South America. As 
well as illness that outbreak caused economic dislocation and widespread 
public fear. Many lessons were learned from that incident, but still 17 people 
died in Wishaw from E. coli poisoning in 1999. And the incidents keep coming.     
 
20. The outbreaks of E coli O157 food poisoning this year in Glasgow and 
Dunfermline should act as a grave warning. These incidents appear to have 
occurred in locations (concert hall and Indian restaurant) where it is not typical 

2002/03 03/04 04/05/ 05/06 06/07 07/08 08/09 09/10 10/11 11/12 12/13

Chemical 12,091 13,054 12,164 11,030 10,006 9,570 8,561 6,875 5,906 5,935 5,277

Microbiology 13,389 11,032 10,976 11,656 10,588 9,802 9,467 8,637 7,158 6,940 5,995

Total 25,480 24,086 23,140 22,686 20,594 19,372 18,028 15,512 13,064 12,875 11,272
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to have infants or frail elderly people. As a result those infected have not 
required hospital treatment. For the next incident we may not be as fortunate 
as previous incidents in Wishaw, Wales and Germany. 
 
21. Scotland is becoming more culturally diverse, the habit of eating out is 
increasing and the range of food ingredients and food stuffs coming into the 
country from around the world is increasing. Against this backdrop of 
increased consumer risk it does not make sense to weaken official controls by 
reducing testing and putting at risk the viability of the official food control 
laboratory network in Scotland.     
 
22. Selected food incidents from history    
1. 1858 UK Bradford - 20 people died and 200 became ill when 

lozenges were contaminated with arsenic rather than the usual 
adulterant of the time, plaster of Paris. 

2. 1964 Aberdeen - typhoid outbreak with approximately 500 cases. 
3. 1988 UK- salmonella in eggs. 
4. 1996 Wishaw - E. coli O157 outbreak with 17 deaths and 496 

serious cases. 
5. 2005 UK - sudan dye contamination of food. 
6. 2005 Wales - E. coli O157 outbreak with 1 death and 157 cases 
7. 2006 UK - Sporadic outbreak of salmonella linked to Cadbury 

chocolate  
8. 2008 UK - melamine contamination of dried milk from China.  
9. 2010 UK - sporadic outbreak of Salmonella Bareilly from bean 

sprouts. 241 cases 
10. 2012 Germany - E. coli O104 outbreak with 53 deaths 3950 people 

affected 
11. 2013 UK - horse meat in meat products. 
12. 2014 Glasgow - E. coli O157 outbreak linked to concert venue with 

21 cases 
13. 2014 Dunfermline - E. coli O157 outbreak linked to Indian 

restaurant with 19 cases  
 
Entry to Laboratory Premises 
 
23. Clause 27 of the Food (Scotland) Bill at line 3(b) describing powers for 
persons monitoring enforcement action state that they may enter “any 
laboratory (or similar premises) at which work related to the enforcement of 
any food legislation has been carried out for the enforcement authority,”. 
Whilst the APAS has no concern working with the new food body as it has 
done with its current incarnation it seeks clarity on the following a) public 
analyst laboratories test material other than food to include water, consumer 
products and environmental samples. Therefore will any entry be limited only 
to food related testing? b) why does the clause appear to only relate to official 
food control laboratories such as public analysts and not private contract 
laboratories that may be testing for food producers? c) does the power only 
relate to official food control work and not to any food samples that may tested 
by the public analyst as part of a private arrangement? 
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APAS Recommendation. That the need for the powers of clause 27 3(b) be 
explained, clarified and/or restricted as the case may.     
 
Scientific Services Scotland – A Way Forward 
 
24. The 1997 James Report into the creation of the Food Standards Agency 
stated there was a  strong case to unify the public analyst service in Scotland 
and this unified service could be best managed within the new Food 
Standards Agency. This recommendation was not implemented.  
 
25. In 1998 the Timbury Report recommended that a formal network of Public 
Analyst and NHS Hospital food testing laboratories be set up.  This 
recommendation was not implemented.  
 
26. In 2004 a report by Lowenberg on the Development of Scottish Services 
recommended and provided a framework for a unified Scottish Scientific 
Service.  This recommendation was not implemented.      
 
27. In 2013 the Scudamore Expert Advisory Group Report into the horse meat 
incident stated in recommendation 33 that “FSA Scotland and the Scottish 
Government must urgently identify the scientific capacity and capability it 
would require to deliver official controls in the future, so that decisions could 
be made about what needed to be available in Scotland and what needed to 
be available elsewhere. This should then be used to inform more strategic 
investment decisions.” 
 
28. In 2014 after two years of data gathering the Improvement Service which 
is a partnership between the Convention of Scottish Local Authorities 
(COSLA) and the Society of Local Authority Chief Executives (SOLACE) 
came forward with proposals to create a unified public analyst/scientific 
service in Scotland. After so many failures to deliver change recommended by 
Scotland’s experts in this area the proposal to succeed needs the sponsorship 
and support of a strong strategic partner. The current arrangements in the 
Food (Scotland) Bill indicate that the new Food Body will not operate or 
control a food testing laboratory although this is quite common in Europe. The 
Bill offers the opportunity to direct and encourage a move from being an 
enabling service to entering into a strategic partnership with the four local 
authority controlled Official Food Control laboratories in Scotland to deliver 
exciting services in a new refreshed and appropriately resourced way to 
protect public health. 
 
APAS Recommendation. That the Food (Scotland) Bill linked to Scudamore 
Report recommendation 33 directs and encourages a move by the new food 
body from being an enabling service to entering into a strategic partnership 
with the four local authority controlled Official Food Control laboratories in 
Scotland to deliver a new refreshed and appropriately resourced service to 
better protect public health. 
 
Association of Public Analysts of Scotland 
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Food (Scotland) Bill 
 

Glasgow City Council 
 

Food Standards Scotland 
The Scottish Local Authority food law enforcement community enjoys a very 
strong relationship with the Food Standards Agency in Scotland. This has 
been developed via close partnership working since the FSA’s inception in 
2000. It is hoped that this relationship can be preserved and, indeed, 
enhanced with the establishment of Food Standards Scotland. 
 
Nutrition and Obesity 
Glasgow City Council recognises the rise in Scottish obesity levels as perhaps 
the main single cause for concern for public health agencies. A current 
initiative being run jointly by the Council actively seeks to influence the sale 
and purchase of high calorie, high fat and high sugar foods to schoolchildren 
at lunchtimes. This approach relies upon a suite of actions which are designed 
to restrict the sale of ‘unhealthy’ foods at lunchtimes by outlets near schools. 
However, this and other similar initiatives are hampered by a lack of 
enforceable legislation. Local Authorities (i.e. ‘Food Authorities’) are well 
equipped to enforce legislation effectively – often in straitened circumstances. 
However, there is no legislative framework for controlling the sale of food 
which contributes to ill-health in this way.  
 
The pitfalls in, and objections to, such an approach are many. However, the 
nature of the problem is so significant that it is felt that a radical approach is 
required. 
 
Glasgow believes that Food Standards Scotland should be more actively 
involved in the reversal in the current trend of increasing obesity levels in 
Scotland and that a more aggressive strategy is needed. Existing educative 
approaches appear to have limited value in relation to changing behaviour. 
Food Standards Scotland and the Scottish Government should explore new 
avenues for exerting greater control upon the food industry including in areas 
such as advertising, nutritional declaration and legislative limitations or 
taxation on certain foods deemed to contribute most to the problem. 
 
Enforcement Remit of Food Standards Scotland 
Glasgow City Council feels that the current arrangement between the FSA 
and Scottish Local Authorities is robust but could be undermined by any 
unjustified or inappropriate piecemeal shift or transfer of responsibilities. The 
proposal to centralise the responsibility for the approval of certain businesses 
handling products of animal origin is ill-founded. Glasgow’s decision to resist 
the proposal is not based upon a protectionist viewpoint. Rather, it is 
considered that it would be most advantageous to both parties – and the food 
industry – for the demarcation of enforcement roles to be as simple as 
possible.  
 
Any shift in remit from Local Authorities to Food Standards Scotland could 
result in the emergence of a two-tier enforcement system, resembling that of 
Health and Safety at Work enforcement. This would significantly undermine 
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the role of Local Authority enforcement services which would potentially lose 
“critical mass” as well as expertise. The outcome would be a rump LA service 
providing little meaningful benefit to the local community. There would also be 
a consequent loss of support and advice to businesses – especially small 
businesses. 
 
Suggestions made by certain colleagues that the delivery of official food 
controls must only lie with Local Authorities are erroneous. Glasgow believes 
that a clear and consistent approach to official control delivery is key – 
whether the delivery mechanism remains via Local Authorities or centrally via 
Food Standards Scotland. Similarly, the tenet that the only Local Authorities 
are equipped to deliver official controls is false. Local Authorities are generally 
failing to resource food law enforcement to the same degree as in the past – 
despite the increase in scale and complexity of the food supply network. It 
could, therefore, be argued that a centralised approach may be more effective 
in protecting Scottish public health as well as bolstering consumer and 
industry interests. 
 
Enforcement Toolkit 
It is felt that a review of the regulatory powers of the FSA/FSS/LAs is overdue 
and that the Food (Scotland) Bill should accommodate this. 
 
The horsemeat incident during 2013 indicated that regulatory powers are not 
sufficiently robust to enable adequate intervention to be conducted by Local 
Authority Enforcement officers. It is strongly recommended that powers are 
granted to enable the detention of food where there are reasonable grounds 
for suspicion that the said food does not meet food standards and labelling 
legislation. 
 
The ultimate sanction where there is non-compliance with food law requires a 
report to the Procurator Fiscal and a subsequent criminal trial. This is 
resource-intensive and often unsuccessful. Problems with the process include 
a lack of willingness by the COPF Service to proceed even in strong cases 
and the excessively long time periods between the offence and ultimate trial. 
In the light of this, Glasgow City Council favours the introduction of an 
alternative sanction regime where administrative/ fixed penalty fines may be 
served upon the operators of non-compliant businesses. (It should be noted 
that Environmental Health Officers are currently empowered to serve fixed 
penalty notices under environmental and smoking legislation.) 
 
Glasgow recommends that existing powers contained within the Food Safety 
Act 1990 should be enacted in order to introduce food premises licensing. 
 
Glasgow supports proposals to make the FSA’s existing Food Hygiene 
Information Scheme mandatory. It is felt that this would help to drive hygiene 
standards upwards. It is also suggested that this scheme be extended to 
incorporate general food law compliance (including food standards and not 
just hygiene) and, thereby provide impetus in improving the nutritional profile 
of foods sold/served by businesses in Scotland. 
 
William Hamilton, Glasgow City Council 
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Food (Scotland) Bill 
 

The Royal Society of Edinburgh 
 
1. The Royal Society of Edinburgh (RSE), Scotland’s National Academy, 

welcomes the opportunity to contribute to the call for evidence by the 
Health and Sport Committee of the Scottish Parliament on the Food 
(Scotland) Bill. In preparing this response the RSE has drawn on the 
expertise within its Fellowship in those areas of research covered by the 
Bill, which has included people involved in the establishment of the Food 
Standards Agency in Scotland. 

 
2. The RSE has also previously submitted a response to the Scottish 

Government when it consulted on the establishment of what was then 
termed a “New Food Body” in May 2013. The current Bill, which aims to 
establish a new body, Food Standards Scotland (FSS) is broadly in line 
with the earlier consultation proposal. 

 
3. Ensuring the safety of food is one of the most fundamental issues to all in 

society and putting in place the best structure to ensure this is one of the 
most important duties of government. This Bill is therefore one that the 
Committee should scrutinise very closely. 

 
4. The food and drink sector is significant in the health of the nation. It is also 

a major part of the Scottish economy, being a major export earner (with 
food exports of £5.3 billion in 2012). Delivering an increasingly coordinated 
approach to build on Scotland’s food quality and provenance is vital to 
supporting and enabling this export market to grow. 

 
5. The RSE is of the view that there is significant merit in the Bill as it seeks to 

bring enhanced coordination to the issue of food safety. We would also 
wish to draw some issues to the attention of the Committee in its scrutiny 
process and would be very happy to provide a witness to the Committee in 
its Stage One exploration of the Bill. 

 
6. There are three main objectives of the Bill and these will be addressed in 

turn. 
 
To protect the public from health risk associated with food consumption 
 
7. The Food Standards Agency in Scotland (FSA) has since its inception 

played a valuable role in protecting the public from health risks and so the 
RSE is of the view that the new body should, at a minimum, perform all of 
the existing functions of the FSA. 

8. We agree that, if established, the FSS should perform a comprehensive 
whole food chain approach to safety, from the farm, through the distribution 
chain, to the shop, to the restaurant or domestic kitchen. 

9. The links between agricultural practices and food safety are already well 
recognised in Scotland, so the new body should seek to develop this 
understanding further. 
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10. The organisation should adopt a risk-based approach to monitoring – 
those premises deemed on the basis of evidence to be low risk should be 
visited less regularly. 

 
11. The enforcement powers of the body need to be closely linked with other 

statutory agencies, such as the local authorities, procurator fiscal services 
and other relevant regulatory bodies. 

 
12. The FSS should concentrate on Scotland-wide issues to do with food 

safety. Local inspection of premises should remain a local government 
function. The Scottish Parliament should ensure that these local 
government services are resourced sufficiently. 

 
To improve diets 
 
13. There is much documented evidence that many health problems in 

Scotland are related to diet. The RSE views it as reasonable that the FSS 
should play a role in promoting a healthy diet, providing that it is 
sufficiently resourced to fulfil that role and that it is well connected to 
researchers on the aspects of diet that impact upon good health and to 
the scientific advisers to the Scottish Government. A regular programme 
of engagement with the Chief Scientific Adviser, the Scottish Science 
Advisory Council and the Chief Medical Officer would be useful. 

 
14. The FSS also has an important role to play in advising the Scottish and 

UK Governments on clear and effective labelling of food products to 
ensure that people can make informed choices about healthy food 
choices. 

 
15. The question should also be considered as to whether FSS should also 

play a role in advising the Scottish Government on the role of alcohol in 
diet. The Scottish Government, over several administrations, has 
recognised the importance of this in the health of people in Scotland. It 
may be that FSS could play a supportive role in this regard. High alcohol 
consumption is not only related to conditions such as liver disease, but 
also in many cases to other aspects of unhealthy food consumption that 
lead to obesity and to other health complications. 

 
To protect other interests of consumers related to food 
 
16. The issue of “food fraud” has clearly moved up in the public’s mind 

following the issue of horsemeat being sold as beef, although there are 
other examples that didn’t attract the same media attention. Food fraud is 
a different issue from food safety; however it is right that the consumer 
receives the type of food that they believe they are buying. The new FSS 
should have a role in monitoring and, where necessary, taking action 
against, retailers found to be selling incorrectly labelled products. 
Retailers and food producers themselves have a responsibility to ensure 
that they are carrying out due diligence in the sourcing of their products. 
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17. In relation to the issue of alcohol, fraud is also a potential issue here, with 
the risk that fraudulent products are not simply being mis-sold, but may 
also have contents with significant risk to health, such as methanol. 

 
Research and analysis 
 
18. Key to the success of Food Standards Scotland will be access to the best 

available research and well-resourced public analyst services. Much of 
the current research funding comes from UK Government sources – it is 
important that the FSS is able to access this. Strong links need to be 
developed with the Scottish Funding Council, the UK Research Councils, 
key universities and research institutions. 

 
19. The monitoring of food safety also depends upon well-resourced and well-

staffed public analyst laboratories. There may be a case for Scotland 
having a single laboratory to support the work of FSS and one with its own 
research facility, but linked to key researchers in universities in Scotland, 
the UK and internationally. The FSS should use the best research, 
whether generated in Scotland, or sourced from elsewhere, to advise the 
Scottish Government and Parliament on challenges to be faced in food 
safety. 

 
20. As well as testing locally sourced food products, the international transport 

involved in the modern food industry requires that the FSS should also 
develop a programme of testing imported food products: for pathogens; 
pesticides not permitted for use in the UK or EU; and also for antibiotics or 
growth promoters in imported meat. 

 
21. Research capacity requires to be directed towards specific pathogens are 

recognised as having a high level of incidence in Scotland, such as 
Campylobacter. 

 
22. Research and laboratory support should also be to be directed to 

veterinary science where there is a direct relationship from animal to 
human health through the food chain. 

 
23. The new body should also at an early stage undertake a review of the 

number of public analysts available in Scotland, whether working directly 
for FSS or for local authorities and advise the Scottish Government on the 
sufficiency of available, qualified individuals. Links should be built with 
organisations such as the Royal Society of Chemistry, who provide the 
statutory qualification as a public analyst (MChemA). As well as the 
availability of public analysts a study should also be undertaken on the 
effect of funding pressures on the number of analysts employed in local 
government. 

 
Accountability and Governance 
 
24. It is important that the new body has firm accountability to the Scottish 

Government and the Scottish Parliament. It should provide a public 
annual report to the Parliament on its activities and on food safety 
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developments, including on nutrition. The Chief Executive of the 
organisation should have an annual evidence session at the Health and 
Sport Committee (or any successor) and the Cabinet Secretary for Health 
should have regular planned meetings with the body. 

 
25. The independence of the FSS from the food industry is critical. The Chair 

and board members should not be perceived to have any current or 
recent commercial links with the industry. 

 
26. On governance, the proposed minimum board size of 3 appears too small 

to maintain scrutiny of the operations and allow for rotation of board 
members. We would suggest that a minimum of 5 would be more 
appropriate. 

 
27. The FSS should have the power to establish advisory committees on 

specific issues, but where such committees already exist at a UK level, 
rather than duplicate, the body should seek to access advice that has 
already been developed there. 

 
 
The Royal Society of Edinburgh 
May 2014 
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Food (Scotland) Bill 
 

Health Protection Scotland, part of NHS National Services 
 
1. The merits of creating a stand-alone body rather than enhancing the 

current FSA Scotland arrangements 
By proposing a stand-alone food body for Scotland – to be known as Food 
Standards Scotland (FSS) - the Bill reflects the unique circumstances in 
Scotland, for instance in relation to incidence of foodborne disease and 
population obesity, and problems with diet.  It also reflects differences in 
the legal, regulatory and public and environmental health context and 
structures in Scotland.   
 
FSA(S) (as current FSA in Scotland is currently referred to) already has 
excellent working relations with FSA UK in London when UK-wide issues 
arise.  There is no evidence that creating a stand-alone body would 
change this; it may in fact offer opportunities to further clarify when unique 
arrangements are needed due to different legal and other requirements in 
Scotland.  Health Protection Scotland (HPS) has also established excellent 
working relations with both FSA(S) and FSA UK over the last 14 years.  
There is no evidence that creating a stand-alone body would change this; 
it may in fact offer opportunities to further clarify when unique 
arrangements are required in Scotland, geared to the needs of the 
different legal and other contexts. 
 
The stand-alone body would also complement the arrangements common 
to many other Scottish agencies who contribute to food safety and public 
health and consumer protection, i.e. their responsibilities and structures 
are quite distinct from agencies in other parts of UK, but they operate 
seamlessly with counterparts in other countries when required.  This has 
been evidenced on those occasions when HPS has worked separately but 
in close collaboration with Public Health England, for instance on UK-wide 
foodborne outbreaks (many of which have involved co-work with FSA(S) 
and FSA UK). 
 
HPS for instance mostly operates as an equivalent - rather than exact 
mirror image - of Public Health England (PHE); this has not prevented 
HPS and PHE from maintaining close working relations in the many areas 
where cross-boundary collaboration is required.  In this respect the 
proposed stand-alone body would therefore reflect various health-related 
agencies whose functions overlap food safety and the FSS’s other 
objectives. 

 
2. The scope of the objectives and functions of the FSS, including 

whether and how they could support Scotland’s sustainable 
development  
The proposed objectives and functions of FSS both maintain, and expand 
upon, the objectives and functions that were deemed essential to resolve 
the problems that FSA was originally established to tackle.  They also 
retain the responsibility for food quality issues such as standards, labelling 
and nutrition, and for meat hygiene and regulation, within the same agency 



HS/S4/14/18/2 

that has responsibility for food safety, consumer protection and public 
health.   
 
These elements have been closely interwoven in many of the initiatives 
and investigations on which HPS has collaborated with FSA(S) in the area 
of foodborne infectious disease, for instance.  The ability to work with a 
single “food body” covering all these objectives and functions has been a 
distinct advantage in these situations, especially when a substantial 
number of other agencies may be involved overall.  It would therefore be 
helpful if the draft Bill could include more examples related to objective 
(1)(b) (concerning diet conducive to good health) throughout the rest of the 
document, where references to infection and contamination tend to 
predominate.  The same applies to (1)(c), concerning consumer protection. 
 
Successful sustainable development requires a comprehensive 
understanding, for instance, of the way in which both food safety and food 
quality are essential and often interwoven requirements in food production 
processes.  The objectives and functions of the proposed FSS would avoid 
any artificial separation in these areas of responsibility, which could 
otherwise put the achievement of sustainable development at risk.  The 
Bill’s proposals therefore seem supportive of this and many other elements 
that contribute to public health, as well as to sustainable development. 

 
3. The proposed administrative and governance arrangements for the 

FSS 
Although no particular comments have been made on this, a general 
comment made on many areas of the Bill, applies to this point as well, i.e. 
the hope that FSS will continue to work and develop in close collaboration 
with stakeholder agencies such as HPS, as has always been the case with 
FSA(S) to date.  Although this is implicit in some parts of the Bill, it could 
usefully be made more explicit in some areas e.g. the provision of Annual 
and other reports, see S14 (1). 

 
4. The proposed powers of the FSS 

The details covered within S18 (2), monitoring developments in science, 
technology etc, and carrying out and commissioning research, are very 
important and their inclusion is therefore appreciated. 
 
S19 (2) should also include the need to obtain information about storage 
and all phases of transport (which can for instance be the means or 
location of cross-contamination, including for potentially foodborne 
zoonotic diseases such as E. coli O157). 
 
Some proposed powers may duplicate those of the Zoonoses (Monitoring) 
Regulations, see S20 (2), which highlights the need for collaborative work 
between FSS and other agencies responsible for animal health and feed, 
etc.  This would also apply to S20 (3) where the potential for reverse 
zoonotic transmission (e.g. of ‘flu virus to pigs or birds) would require 
collaboration with animal health agencies; and raises questions of who 
would issue the authorisations referred to in S20 (4). 
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It is also hoped that the powers under S29, to issue guidance on control of 
foodborne disease, would be enacted collaboratively with HPS and other 
relevant agencies; this could usefully be stated more explicitly in this 
section.  It would also be useful to address the implications of failure to 
comply with this guidance (which is different to mandatory requirements). 

 
5. The likely efficacy of the new provisions related to food information 

to prevent food fraud (such as the recent horsemeat incident). 
The implications of food fraud fall under our remit where they also have 
implications for prevention of infection or illness arising from fraudulent 
inclusions or processing to foodstuffs.  We do not have any evidence to 
suggest that the proposed new provisions would of themselves be lacking, 
and it is assumed that these would be resourced as required by the Bill.   
 
Apart from food fraud, the overall provision of appropriate food information 
and labelling will usually support health protection and public health in a 
variety of other ways, e.g. prevention of illness related to unpasteurised 
cheese.  This again illustrates the interwoven nature of the food safety and 
food quality objectives for the FSS, and the benefits of these remaining 
within one overall food body. 
 
Many other implications of food fraud fall outwith our remit and Local 
Authorities will no doubt provide the bulk of the feedback to Scottish 
Government on these. 

 
6. The provisions set out in the Bill for non-compliance with food safety 

and standards. 
As mentioned under (4) above, it would be useful if the Bill could be more 
explicit about how non-compliance will be handled, particularly in relation 
to those areas that are subject to guidance rather than to mandatory 
requirements.  Apart from this we have no other comments.  

 
7. Any other comments on the Bill that relate to areas not covered 

above. 
As mentioned under (3) above, it is anticipated that the vast majority of the 
proposed objectives and operations of FSS will continue to include close 
collaboration with HPS and other stakeholders, as this has always been an 
important feature of work with FSA(S).  Making this more explicit in some 
areas of the Bill would hopefully strengthen the way in which its intentions 
are communicated. 

 
 
Health Protection Scotland, part of NHS National Services 
May 2014 
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Community Mental Health Landscape – briefing from SAMH 

June 2014 

SAMH is both a campaigning charity and a service provider. We provide 
community based support services for people across Scotland with mental 
health problems. Our services are built upon our belief that people with mental 
health problems can and should be ambitious about their futures. Our services 
are commissioned by 18 local authorities and range from supported 
accommodation to housing support, as well as homelessness, addiction, 
outreach and employability work.  

We have provided the following briefing in response to the Committee’s steer 
that at this stage, it intends to focus on mental health in the round, rather the 
forthcoming Bill specifically. We have provided a full response to the 
consultation on the Mental Health Bill to the Scottish Government and look 
forward to discussing our concerns with the Committee at the appropriate 
time.  

Challenges of accessing mental health support 

Every year one in four people will experience a mental health problem; not 
everyone will receive a diagnosis, but they may require support, and these 
people are not always well served by the current system. As a service 
provider, SAMH sees people at many stages; sometimes after they leave 
hospital and are making their journey to recovery in a community setting; 
sometimes after a less acute episode of mental ill health which requires less 
intensive support; and sometimes as they seek specialist employment 
support. People increasingly approach us directly for help, especially when 
suicidal or in distress.  
 
The current system is not set up as well as it could be to support the 
individual. Research conducted for SAMH’s Know Where to Go campaign 
found that 75% of people said that if they were concerned about their mental 
health, they would go to their GP as first point of contact. However, if the 
individual requires community rather than acute care, GPs must refer that 
individual to community adult mental health teams, based within local 
authorities, who may then refer on to a different social care service. While 
SAMH recognises the role and duties of local authorities, our research shows 
that people expect to receive support directly through primary care. Health 
and social care integration presents an opportunity to address this but it must 
work well so that people can be quickly and effectively directed to services 
without delay. Joint spending should appropriately reflect demand at primary, 
acute and community service levels. We do not yet know how the differences 
between NHS and local authority expenditure – such as the fact that social 
care can incur a charge while NHS care does not – will be resolved.   
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As an example of the type of joint work we think is needed, SAMH is currently 
working with GPs at the Deep End and the Health and Social Care Alliance to 
pilot a scheme which will site link workers trained in mental health in GP 
surgeries in areas of extreme deprivation. Research by GPs at the Deep End 
(100 surgeries in the most deprived areas of Scotland) found that deteriorating 
mental health was the top concern for GPs in the context of austerity 
measures and welfare reforms. These link workers will be able to signpost 
patients to community services and support, including social prescribing, and 
provide an effective early intervention response to people with poor mental 
health. SAMH welcomes the recent Scottish Government announcement for 
an extension of this pilot programme until 2018.  

SAMH has also identified gaps in service provision for people who are suicidal 
or in distress. In response, we are piloting Community Support Networks 
(CSNs) in Glasgow, Angus and Dundee, which are support and information 
services for people who are caring for people who are suicidal. The CSNs 
improve carers’ ability to respond effectively to crisis, feel more equipped to 
deal with suicidal thoughts or attempts and be in a better position to cope 
when someone they care about is feeling suicidal. The service is delivered by 
SAMH staff working in suicide prevention and is supported by a team of 
volunteers. We believe that this type of service is badly needed, in recognition 
that caring for someone who is severely distressed or suicidal is itself 
distressing and difficult.  
 
Another welcome area of progress has been in anti-stigma work. Commitment 
4 of the Scottish Government’s mental health strategy undertook to develop 
the strategic direction of See Me, the anti-stigma programme. See Me has 
now been awarded 3-year funding from the Scottish Government and Comic 
Relief, and SAMH is very pleased to be managing the revised See Me 
alongside the Mental Health Foundation.  
 
People who are under the influence of alcohol or other substances are often 
refused treatment by NHS services, because their mental health cannot be 
properly assessed. In such instances, there is no clear route to help for them 
and it is left to the police to try to keep them safe: a role for which they are 
neither prepared nor resourced. Meeting this gap is a challenge which needs 
to be addressed.  

We would also flag up progress towards the welcome ambitions of the 
Scottish Government to improve access to psychological therapies and 
CAMHS services, as set out by their 2014 HEAT targets. While 82%1 of 
people across Scotland are currently being referred for psychological 
therapies within 18 weeks, this varies widely across Scotland, with the worst-
performing area only referring 55% of people within this timescale. In terms of 
support for children and young people, 83.9% of people were seen within 18 

                                                           
1
 http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2014-05-27/2014-05-27-WT-

PsychTherapies-Report.pdf  

http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2014-05-27/2014-05-27-WT-PsychTherapies-Report.pdf
http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2014-05-27/2014-05-27-WT-PsychTherapies-Report.pdf
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weeks and 91% within the previous 26-week target. Individual board 
performance varied, with only 57%2 of children and young people seen within 
18 weeks in one area.  

Social care landscape challenges 

The overall picture of social care is extremely fluid and is likely to remain so 
until after 2016; with the integration of health and social care services, the 
introduction of personalisation and the impact of welfare cuts, all against a 
background of austerity and constitutional uncertainty. SAMH is concerned 
about how the individual’s journey to recovery from mental health problems 
will be supported when many of the structures and bodies required in this 
journey are in the process of being set up, at a time of heightened need for 
support. 

 Welfare cuts 

In March 2014, SAMH published our Worried Sick research report as part of 
our Know Where To Go campaign. This investigated the experiences of 
people in poverty in terms of their mental health, and the impact of welfare 
reforms on people with diagnosed mental health problems. In a survey of the 
individuals supported by SAMH: 

 98% said that the welfare reforms had resulted in increased anxiety 
and stress. 

 79% said that the welfare reforms had resulted in them having a 
reduced income. 

 48% were less able to pursue leisure activities. 

 57% were affected by the ‘bedroom tax’. 

 56% were not supported by healthcare professionals when applying 
for benefits.  
 

 A majority of staff (85%) said they were having to provide additional 
support to service users, including additional mental health and 
emotional support, as a direct result of the welfare reforms. 

 
Service users also expressed a low level of awareness about funding 
provided by local authorities, such as council tax relief or the Scottish Welfare 
Fund, although anecdotal evidence from managers since the survey was 
carried out has shown a better experience in receiving support from the 
Scottish Welfare Fund. But communication about processes, rights and 
entitlements both related to welfare reforms and schemes to support 
vulnerable individuals appears to be limited and where received at all, 
confusing. The research confirmed our concerns that the welfare reforms 

                                                           
2
 https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2014-05-27/2014-05-27-

CAMHS-Report.pdf?91326540709  

https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2014-05-27/2014-05-27-CAMHS-Report.pdf?91326540709
https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2014-05-27/2014-05-27-CAMHS-Report.pdf?91326540709
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were contributing to the mental ill health of our service users, and placing 
greater burdens on our staff. 
 
An unforeseen consequence of the welfare cuts has been the approach taken 
by some local authorities to accommodation-based services. Lack of 
appropriate accommodation for service users is a key challenge and pressure 
in the system. Some local authorities make it a condition of a ‘care at home 
housing support’ package for the service provider to take on the role of social 
landlord rather than the housing association fulfilling this duty. This effectively 
means that it is the service provider, rather than the local authority, which 
bears the risk if the service user defaults on their housing benefit; but it ties 
the provision of support to the individual to their accommodation, which 
represents a conflict of interest. This places charities in a difficult position; we 
cannot evict one of our service users, but nor can we meet such potential 
costs from our reserves. For the individual being supported, this adds to 
further challenges which they must overcome as part of their recovery, and 
impacts on our supportive relationship with them.  
 
 Structural changes to the social care landscape 
 
The diversity of approaches being taken across Scotland is challenging. As 
service provision has moved from block funding to a more outcomes based 
approach, service providers are required to measure and demonstrate the 
efficacy of their work. While SAMH supports this, it is often conducted in a 
highly bureaucratic manner, which takes resource away from the individuals 
we are commissioned to support; it can also be difficult to demonstrate 
progress in an individual’s mental health, as these fluctuating conditions can 
be affected by personal life challenges such as bereavement, unemployment 
and relationship crisis, and by external factors, such as welfare sanctions. 
Progress which has been achieved by the organisation in their support of the 
individual may not be recognised. 
 
The increase in bureaucracy has also reduced the scope for creativity, 
especially when local authorities micromanage organisations in their service 
delivery; furthermore, when support is measured in hours provided, this can 
lead to individuals receiving a fixed amount of support each week, whereas 
SAMH would like the opportunity to provide intensive support initially, tapering 
off as the individual recovers, but many contracts do not permit such flexibility. 
Ironically, more freedom to respond to the individual would result in better 
outcomes, but this is not always possible in the current system.  

Some contracts do not include payment for travel times. For services 
operating in remote and rural areas, this is highly problematic, and could lead 
to providers stepping away from contracts if they are economically unviable. 
From an equality point of view, it is simply not acceptable not to include this in 
a contract. If someone requires only an hour of support, but a staff member 
must travel for an hour each way on public transport to reach that person, 
then unless travel costs are included, it is unlikely that any organisation will be 
able to assist them. 
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The impact of personalisation is not yet known. Self-directed support for 
people with mental health problems has historically been extremely low (in 
2012, only 5.1% of the recipients of personalisation qualified on the grounds 
of mental health problems3). SAMH has concerns about some of our service 
users receiving a lower quantity of money to cover their support than the cost 
of the service currently provided, which leaves the individual with less buying 
power to achieve the support they need. While we support personalisation 
and the principle of the individual having more choice, the implementation of 
this policy has varied by local authorities and is often highly resource driven.  

Alongside decreased funding, many service users have been impacted by the 
introduction of charging for personal care. SAMH operates within 18 local 
authority areas and each local authority has different guidance on charging. In 
some cases, SAMH is contractually obliged to collect the funds from the 
service user. This is a new development and has changed the relationship 
between SAMH and the service user, as well as SAMH and the local 
authority. If service users cannot pay, SAMH has to go to extensive lengths – 
at some administrative cost – to demonstrate the efforts made to collect the 
surcharge. Given how stressful many people with mental health problems find 
dealing with money, this has an impact on both the relationship and the 
recovery journey.  

In conclusion, SAMH is concerned that the individual is not currently at the 
centre of the mental health journey; whether it is in the referral process or in 
navigating a variety of service providers, or as the integration of health and 
social care services move into being. There are myriad challenges in 
providing a joined up, person-centred approach, with genuine co-production, 
and SAMH believes the system should evolve to benefit the individual, rather 
than the other way around.  
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Health and Sport Committee 
 

Draft Annual Report 
 
The Committee reports to the Parliament as follows— 
 

1. This report covers the work of the Health and Sport Committee from 11 May 2013-
10 May 2014. 

Reports and inquiries 

Inquiry into teenage pregnancy 
2. The Committee reported its findings on 19 June 2013. In September, the Committee 
received a response from the Minister for Public Health. 

Access to newly licensed medicines 
3. The Committee took evidence at its meeting on 14 May 2013 from Head of Pricing, 
Prescriptions and Supply, Medicines, Pharmacy and Industry Group, Department of 
Health, UK Government. 

4. The Committee held an oral evidence session on 21 May 2013 with representatives 
from organisations who had previously given evidence. 

5. The Committee reported its findings on 3 July 2013. The Committee received 
response from the Scottish Government. 

6. The Committee received the Scottish Medicines Consortium's Task and Finish 
Group’s report to the Scottish Government on the assessment of medicines for end of life 
care and very rare conditions (orphan and ultra-orphan medicines) in Scotland on 31 
January 2014. The Committee held a final oral evidence session on 25 February 2014 
from organisations who had previously given evidence. The Committee wrote to the four 
NHS boards whose cancer patients are treated at the West of Scotland Cancer Centre. 
The Committee received responses from NHS Ayrshire and Arran; NHS Dumfries and 
Galloway; NHS Greater Glasgow and Clyde, and NHS Lanarkshire.  

Support for community sport 
7. On 4 June 2013 the Committee took evidence from Minister for Commonwealth 
Games and Sport; the Deputy Director for Sport and Physical Activity, and the Chief 
Executive of sportscotland. On 18 February 2014 took evidence from the Minister for 
Commonwealth Games and Sport, the Chief Executive of Glasgow 2014 Ltd and the 
Chief Executive of sportscotland. 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/65047.aspx
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/Minister_for_Public_Health_-_Response_to_Teenage_Pregnancy_Enquiry.pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8291&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8271&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/65695.aspx
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/Scottish_Government_Response_-_Access_into_New_Medicines.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/Scottish_Government_Response_-_Access_into_New_Medicines_Debate.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/Assessment_of_medicines_for_end_of_life_care_and_very_rare_conditions.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/Assessment_of_medicines_for_end_of_life_care_and_very_rare_conditions.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/Assessment_of_medicines_for_end_of_life_care_and_very_rare_conditions.pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8970&mode=pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/Access_to_new_medicines_-_letter_to_NHS_boards.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/NHS_Ayrshire_and_Arran_-_Letter.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/NHS_Dumfries_and_Galloway_-_Letter.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/NHS_Dumfries_and_Galloway_-_Letter.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/NHS_Greater_Glasgow_and_Clyde_-_Response.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/NHS_Lanarkshire-Response.pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8421&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8947&mode=pdf
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Community transport 
8. On 5 April 2013, the Convener of Infrastructure and Capital Investment Committee 
wrote to the Committee requesting its input to their inquiry. 

9. The Committee held an evidence session on 28 May 2013 with NHS Greater 
Glasgow and Clyde; the Scottish Ambulance Service; the British Red Cross; Royal 
Voluntary Service; and Voluntary Action Scotland, in relation to changes in provision of 
non-emergency patient transport in Scotland. 

10. The Convener wrote to the Infrastructure and Capital Investment Committee on 5 
June 2013. The Infrastructure and Capital Investment Committee reported on 1 July 2013 

Child Poverty 
11. The Committee visited Glasgow on 7 October 2013, and took evidence from 
children’s organisations and other relevant bodies on 19 November 2013.  

12. On 12 December 2013, the Committee heard from the Minister for Children and 
Young People and the Minister for Housing and Welfare, who both sit on the Ministerial 
Advisory Group on Child Poverty. The Committee also took evidence from the Secretary 
of State for Scotland.  

13. The Convener wrote to the Cabinet Secretary for Infrastructure, Investment and 
Cities regarding the Child Poverty Strategy on 23 January 2014. The Committee received 
clarification on the impact of working tax credit and child tax credit reforms on 11 
February. 

Health Inequalities 
14. The Committee continued its inquiry into health inequalities with two sessions on 
access to services and the main theme of early years. 

Health Inequalities - Access to Services 
15. The Committee held an evidence session with stakeholders on 25 March 2014 and 
with academics and professional bodies on 1 April 2014. 

Health Inequalities - Early Years 
16. On 20 January the Committee issued a call for written evidence, 70 written 
submissions were received. 

17. The Committee took evidence from the Scottish Government's Early Years Quality 
Improvement Unit on 6 May. Further evidence sessions will be held and a report 
published later in the year. 

Bills and other legislative matters 

Victims and Witnesses (Scotland) Bill 

18. The Committee reported on the National Confidential Forum as part of the Bill 
on 27 May 2013. The Committee considered sections 26 and 27 of the Bill at 
Stage 2 on 5 November 2013. 

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8421&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/65586.aspx
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/General%20Documents/Letter_from_Convener_to_Cab_Sec.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/General%20Documents/20140212_-_Letter_to_Health_and_Sports_Committee_on_Tax_Credits.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/General%20Documents/20140212_-_Letter_to_Health_and_Sports_Committee_on_Tax_Credits.pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9070&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9087&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9151&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/63829.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8606&mode=pdf
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Public Bodies (Joint Working) (Scotland) Bill 
19. The Committee took oral evidence at meetings in September and October 2013. 
The Committee published its report on 18 November 2013. The Committee conducted 
informal fact-finding visits to NHS Highland, NHS Lothian, West Lothian Council, West 
Lothian Leisure Trust and the Lothian Centre for Independent Living.  

20. Stage 2 proceedings took place on 21 and 28 January 2014. The Scottish 
Parliament debated and passed the Bill at Stage 3 on 25 February 2014. The Bill 
received Royal Assent on 1 April 2014. 

Food (Scotland) Bill 

21. The Committee agreed its approach on 25 March 2014 and issued a call for 
written views on 28 March 2014. Twenty-five responses were received. 

Assisted Suicide (Scotland) Bill 
22. At its meeting on 17 December 2013 the Committee agreed to seek the 
appointment of an adviser.On 4 February 2014 the Committee appointed Dr Mary Neal 
as its adviser to assist in scrutiny of the Bill. On 13 March 2014, the Committee launched 
its call for written views. 

Subordinate legislation and UK legislation 
23. During the parliamentary year, the Committee considered 37 Scottish Statutory 
Instruments (SSIs) – 8 under the affirmative procedure and the remaining 29 under the 
negative procedure. 

24. The Committee considered two Legislative Consent Memorandums over the 
parliamentary year – The Care Bill (UK Parliament Legislation) and the Children and 
Families Bill (UK Parliament legislation). 

Other activities 

One-off Evidence Sessions 
Scottish Government Action Plan for Pharmaceutical Care 
25. On 29 April 2014 the Committee took evidence on the Scottish Government Action 
Plan for Pharmaceutical Care, “Prescription for Excellence” from the Chief and Deputy 

Chief Pharmaceutical Officer and representatives from Pharmacists  

Welfare Reform – Impact on GP Services 
26. On 11 June 2013 the Committee took evidence from Scottish General Practitioners 
Committee, BMA Scotland and Glasgow Disability Alliance.  

Transitions between Paediatric and Adult Services 
27. On 4 March 2014 the Committee took evidence from a range of professional bodies, 
patient groups and condition-specific charities.  

28. The Committee wrote to the territorial health boards, inviting them to provide details 
of what arrangements they have in place to support the transitions process. The 
Committee also wrote to the Cabinet Secretary looking for an update on the progress 
made on transitions since the publication of Better Health, Better Care: Hospital Services 
for Young People in Scotland in 2009. 

http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/70007.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9169&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9166&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9138&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8272&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8983&mode=pdf
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Mortality Rates at NHS Lanarkshire 
29. Following the discovery of higher than average mortality rates in acute hospitals in 
Lanarkshire last summer, the Cabinet Secretary for Health and Wellbeing set up a rapid 
review, conducted by Healthcare Improvement Scotland. The review was completed 
before Christmas and led to an improvement plan, with progress due to be reported to 
the cabinet secretary by the end of March. On 22 April the Committee heard from NHS 
Lanarkshire; the Scottish Government; NHSScotland, and the Cabinet Secretary for 
Health and Well-being. 

NHS waiting lists 
30. Following the publication of the Public Audit Committee’s report the Committee took 
evidence from the Cabinet Secretary for Health and Wellbeing; the Director General of 
Health and Social Care, and Chief Executive of NHS Scotland; the Director of Health 
Workforce and Performance in the Scottish Government on 28 May 2013. 

National Autism Strategy 
31. The Committee held a one off evidence session to monitor progress on the National 
Autism Strategy on 19 March then held an oral evidence session with the Minister for 
Public Health on 4 June. 

Scrutiny of Inspection, Regulation and Complaints Bodies 
32. On 4 February 2014 the Committee held its annual evidence session with 
Healthcare Improvement Scotland; the Health and Safety Executive; the Care 
Inspectorate, and the Scottish Public Services Ombudsman. 

European Issues 

e-Health 
33. The Committee agreed the priorities for its European-related work for the year. One 
of those priorities, and the theme that the Committee’s European Reporter recommended 
to be explored, was the e-Health Action Plan 2012-20. 

34. The Committee took evidence on 18 March 2014 from representatives of a range of 
organisations to discuss the current role of EU policy initiatives and European funding 
programmes in the development of telehealth in Scotland and the economic and health 
benefits these can potentially bring. 

Budget scrutiny 

NHS boards budget scrutiny 
35. The Committee sent its annual questionnaire to NHS boards in April 2013, took 
evidence from various boards on 18 June and Scottish Government officials on 25 June, 
and reported on 11 November 2013. The Scottish Government responded on 16 January 
2014. 

Scottish Government’s Draft Budget 
36. On 17 September 2013, the Committee issued a call for written views on the 
Scottish Government’s Draft Budget and received seven submissions. 

37. The Committee held two oral evidence sessions on 8 October 2013 and 29 October 
2013. It reported to the Finance Committee on its scrutiny of the draft budget 2014-15 in 

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9070&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/63091.aspx
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8289&mode=pdf
http://www.scotland.gov.uk/Resource/Doc/361926/0122373.pdf
http://www.scotland.gov.uk/Resource/Doc/361926/0122373.pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8049&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8421&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8920&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=9060&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8765&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8411&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/69788.aspx
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/General%20Documents/Response_to_NHS_Boards_Budget_Scrutiny_Report.pdf
http://www.scottish.parliament.uk/S4_HealthandSportCommittee/General%20Documents/Response_to_NHS_Boards_Budget_Scrutiny_Report.pdf
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November 2013. The Scottish Government’s response to the Committee’s report can be 
read here. 

Engagement and innovation 

Parliament Day, Stirling, June 2013 
38. On Friday 21 June, the Committee visited the Hillview Community Centre to hear 
about Cultenhove Opportunities Partnership. The Committee then visited Stirling 
Community Hospital where members heard about Town Break Stirling. MSPs also 
watched pupils from Cowie Primary School perform a drama and dance presentation as 
part of the Max in the Middle initiative to promote healthy eating and physical activity.  

39. The Committee then held a formal meeting in Stirling Council’s city chambers, 
taking evidence as part of the inquiry into health inequalities from NHS Forth Valley, 
Stirling Council, Stirlingshire Voluntary Enterprise and Forth Valley College. 

 
Ask the Health Secretary 
40. The first general scrutiny session with the Cabinet Secretary for Health and 
Wellbeing was held on 12 November 2013. Members of the public submitted questions 
for the Committee to consider via the Committee’s webpage, Twitter (using the tag 
#askhealthsec) and on the Scottish Parliament’s Facebook page. 

41. One hundred and twenty-six questions were received, of which 18 were selected to 
be put to the Cabinet Secretary. The questions that were not reached received a written 
response. 

Petitions 

42. The Committee has considered several petitions over the course of the year: 
PE1384 on Speech and language therapy; PE1466 on local authority charges for non-
residential services, and PE1499 on respite facilities to support younger disabled adults 
with life shortening conditions. PE1398, PE1399 and PE1401 were kept open during 
ongoing debate on access to medicines. 

Meetings 

43. The Committee held 36 meetings, all of which took place in the Scottish Parliament 
except the external meeting in Stirling. Two meetings took place entirely in private; 23 
meetings involved items taken in private. The items taken in private were mostly to 
consider draft reports, but also included consideration of the Committee’s work 
programme and adviser appointments. 

http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8760&mode=pdf
http://www.scottish.parliament.uk/parliamentarybusiness/28862.aspx?r=8760&mode=pdf
https://www.scottish.parliament.uk/S4_HealthandSportCommittee/Inquiries/Ask_Health_Secretary_-_Questions.pdf
https://www.scottish.parliament.uk/S4_HealthandSportCommittee/General%20Documents/Ask_Health_Secretary_-_Answers.pdf
https://www.scottish.parliament.uk/S4_HealthandSportCommittee/General%20Documents/Ask_Health_Secretary_-_Answers.pdf
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