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PUBLIC PETITIONS COMMITTEE 
 

AGENDA 

 
7th Meeting, 2018 (Session 5) 

 
Thursday 10 May 2018 

 
The Committee will meet at 9.00 am in the James Clerk Maxwell Room (CR4). 
 
1. Decision on taking business in private: The Committee will decide whether 

to consider agenda item 4 in private. 
 
2. Consideration of continued petitions: The Committee will consider the 

following continued petitions— 

 
PE1664 by Harry Huyton on behalf of OneKind on Greater protection for 
mountain hares; 
PE1672 by Hugh Paterson on Scottish Law Commission Report on 

Prescription; 
PE1673 by James Mackie on Operation and running of child protection 
services in Scotland / PE1675 by James Mackie on Attendance at 
Children's Hearings; 

PE1674 by Ellie Stirling on Managing the Cat Population in Scotland; 
PE1676 by Tony Rosser on The Land Registration etc. (Scotland) Act 
2012; and 
PE1677 by Dr Sarah Glynn on behalf of Scottish Unemployed Workers' 

Network on Make more money available to mitigate welfare cuts.  
 

3. Consideration of new petitions: The Committee will consider the following 

new petitions— 

 
PE1689 by Jim Clark on Hepatitis C Treatment Targets in Scotland; and 
will take evidence from— 
Jim Clark and Charles Gore, Chief Executive, The Hepatitis C Trust. 

PE1684 by James Swan on behalf of Whitburn and District Community 
Council on Composition of local authority executive committees; 
PE1686 by Sean Clerkin on Homelessness crisis in Scotland; and 
PE1687 by Jane Erskine on Regulation of fireworks displays in Scotland.  

 

http://www.parliament.scot/GettingInvolved/Petitions/PE01664
http://www.parliament.scot/GettingInvolved/Petitions/prescriptionandlimitation
http://www.parliament.scot/GettingInvolved/Petitions/PE01673
http://www.parliament.scot/GettingInvolved/Petitions/PE01675
http://www.parliament.scot/GettingInvolved/Petitions/scottishcatpopulation
http://www.parliament.scot/GettingInvolved/Petitions/landregistration
http://www.parliament.scot/GettingInvolved/Petitions/mitigatewelfarecuts
http://www.parliament.scot/GettingInvolved/Petitions/PE01689
http://www.parliament.scot/GettingInvolved/Petitions/PE01684
http://www.parliament.scot/GettingInvolved/Petitions/PE01686
http://www.parliament.scot/GettingInvolved/Petitions/PE01687
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4. Annual report: The Committee will consider a draft annual report for the 

parliamentary year from 12 May 2017 to 11 May 2018. 
 
5. Consideration of a continued petition (in private): The Committee will 

consider the following continued petition— 
 

PE1627 by Annette McKenzie on Consent for mental health treatment for 
people under 18 years of age. 

 
 

Catherine Fergusson 
Clerk to the Public Petitions Committee 

Room T3.40 
The Scottish Parliament 

Edinburgh 
Tel: 0131 348 5186 

Email: petitions@parliament.scot 

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

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1664: Greater protection for mountain hares 

Note by the Clerk 

Petitioner Harry Huyton on behalf of OneKind 

Petition 

summary 
Calling upon the Scottish Parliament to urge the Scottish Government 

to introduce greater protection for mountain hares on both animal 
welfare and conservation grounds, which may include: introducing a 
three-year moratorium on all mountain hare killing, permitting culls and 
driven hunts only under licence, and ending all culling and driven 

hunting of mountain hares within Scotland's national parks using a 
nature conservation order. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01664   

 

Introduction 

1. This is a continued petition that was last considered on 21 December 2017. At 
this meeting, the Committee agreed to write to the Scottish Government. A 
response has now been received and the Committee is invited to consider what 

action it wishes to take. 

2. The Committee may wish to note that it has not received a response from the 

petitioner. 

Committee consideration  

Scottish Government response 

3. At its meeting on the 21 December, the Committee noted that the Moorland 
Forum is currently developing new Principles of Moorland Management 

(POMM) Guidance on sustainable hare management. The Committee therefore 
agreed to ask the Scottish Government what opportunity there may be for 
members of the public, including the petitioner, to contribute to the development 
of this guidance. 

4. The Scottish Government’s written submission states the following— 

“The Moorland Forum is the lead body which has been asked to take forward 
the development of the suite of PoMM guides. The guides are technical in 
nature aimed at providing prescriptive advice to practitioners. It would 

therefore be inappropriate for the draft guides to be the subject of public 
consultation.” 

http://www.parliament.scot/GettingInvolved/Petitions/PE01664
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5. The Scottish Government’s written submission goes on to state that the 
Moorland Forum is currently represented by 27 member organisations 
representing “a wide range of interests” and that the petitioner can seek 

membership of this forum.   

6. The submission also reiterated a point that has been made in previous written 
submissions that an independently-led group has been set up to look at the 
environmental impact of grouse moor management, including mountain hare 

culls, and to recommend options for regulation. The group is anticipated to 
report its findings in spring 2019.  

First Minister’s Question Time 

7. Members may wish to note that on 29 March 2018, Alison Johnstone MSP  

raised the following question during First Minister’s Question Time— 

“New footage of the sickening slaughter of mountain hares has been reported 
by the BBC today. Has the fact that the evidence comes from well-regarded 
animal welfare groups finally convinced the Government that voluntary 

restraint is sadly lacking on too many Scottish shooting estates? When and 
with whom will the urgent meetings that the Government is now seeking take 
place, and when will the Scottish Government introduce new legal protection 
for this fabulous iconic animal?” 

8. In response, the First Minister recognised that the large scale culling of 
mountain hares “could put their conservation status at risk [which] is clearly 
unacceptable”. The First Minister went on to state that the Scottish Government 
intends to hold meetings with relevant stakeholders including landowner 

groups, gamekeepers, and environmental organisations and explore all 
available options to prevent mass culls of mountain hares, including legislation 
and a licensing scheme.  

Conclusion 

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

 To ask the Scottish Government what meetings it has held with stakeholders 
in light of the question raised by Alison Johnstone MSP on 29 March 2018, 

what the outcome of these meetings have been and whether any relevant 
information has been passed on to the independently-led group looking at 
the environmental impact of grouse moor management practices. 

 To close the petition under Standing Orders Rule 15.7 on the basis that the 

Scottish Government is to examine the control of mountain hare through the 
independent review of grouse moor management.  

 To take any other action the Committee considers appropriate. 

 

http://www.parliament.scot/msps/currentmsps/alison-johnstone-msp.aspx
http://www.parliament.scot/msps/currentmsps/alison-johnstone-msp.aspx
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Clerk to the Committee 

Annexe 

 

The following submission is circulated in connection with consideration of the 
petition at this meeting— 

 PE1664/G: Scottish Government submission of 31 January 2018 (8KB pdf) 

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

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1664_G.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1664_G.pdf
http://www.parliament.scot/GettingInvolved/Petitions/PE01664


PE1664/G 
Scottish Government submission of 31 January 2018 
 
I refer to the Public Petitions Committee (PPC) letter of 21 December 2017 regarding 
Petition PE1664 - Greater Protection for Mountain Hares, seeking the views of the 
Scottish Government on what opportunity there may be for members of the public, 
including the petitioner, to contribute to the development of the new Principles of 
Moorland Management (PoMM) guidance on sustainable hare management currently 
being developed by the Moorland Forum. 
 
Draft guidance on sustainable hare management has now been produced and was 
discussed at the Moorland Forum meeting on the 3 November 2017, and at the 
PoMM Steering Group meeting on 7th December 2017. Unfortunately due to illness 
a number of key interested parties were unable to attend the PoMM Steering Group 
meeting. A further revised draft of the guidance is currently being prepared and will 
be circulated to the Steering Group shortly.  
 
The Moorland Forum is the lead body which has been asked to take forward the 
development of the suite of PoMM guides. The guides are technical in nature aimed 
at providing prescriptive advice to practitioners. It would therefore be inappropriate 
for the draft guides to be the subject of public consultation.  The Moorland Forum 
consists of 27 member organisations representing a wide range of interests. The 
petitioner, Mr Huyton, can seek membership of the Forum by contacting the Forum 
directly. 
 
The PPC may recall that in May 2017, the Cabinet Secretary for Environment, 
Climate Change and Land Reform, Roseanna Cunningham, announced that the 
Scottish Government would set up an independently-led group to look at the 
environmental impact of grouse moor management practices such as muirburn, the 
use of medicated grit and mountain hare culls, and to recommend options for 
regulation including licensing and other measures which could be put in place 
without new primary legislation.  
 
The independent grouse moor review group has now been established and will 
report back to the Cabinet Secretary in spring 2019. Further details can be found at 
https://news.gov.scot/news/moorland-management  
 
 
 
 
 
 
 
 
 
  

https://news.gov.scot/news/moorland-management
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Public Petitions Committee 

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1672: Scottish Law Commission Report on Prescription 

Note by the Clerk 

Petitioner Hugh Paterson 

Petition 

summary 

Calling on the Scottish Parliament to urge the Scottish Government to 

consider remedial action in terms of the law relating to prescription 

and limitation. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01672   

 

Introduction 

1. This is a continued petition that was last considered by the Committee at its 
meeting on 7 December 2017. At this meeting, the Committee agreed to write 

to the Scottish Government.  
 

2. Responses have now been received from the Scottish Government, the 
petitioner and the petitioner for PE1676: The Land Registration etc. (Scotland) 

Act 2012. The Committee is invited to consider what action it wishes to take. 

Committee consideration 

3. At its meeting on 7 December, the Committee agreed to seek the views of the 
Scottish Government on the action called for in the petition. The Committee 

also agreed to ask the Scottish Government why a decision was made not to 
change the law of negative prescription to address the concerns raised in the 
petition, despite them being highlighted to the Scottish Law Commission during 
the consultation process by the petitioner. 

 
4. The Scottish Government’s written submission states that it accepts the 

Scottish Law Commission’s (SLC) recommendation that there should be no 
reform on the issue of negative prescription. Both organisations are of the view 

that negative prescription is “an essential part of balancing individual interests 
on one hand and serving the wider public interest on the other”. As such, the 20 
year long stop is considered to serve the important purpose of creating “legal 
certainty, finality and fairness”. 

 

5. The Scottish Government recognises that in striking this fair balance, there will 
be occasions where prescription will operate “harshly”. However, it highlights 
that there has to be a “clear and certain cut-off point” and removing this 
certainty would— 

http://www.parliament.scot/GettingInvolved/Petitions/prescriptionandlimitation
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“…prevent individuals and organisations arranging their affairs 
effectively and could raise concerns about stale and missing evidence 
and difficulties of administering justice in very old cases”.   

 
6. In response, the petitioner states that he understands the reason for the 20 

year cut off point, stating “the liability cannot be carried in perpetuity”. However, 
he is of the view that there should be something in place to cover title deed 

holders if discrepancies are discovered after the 20 year cut off period. 
 

7. The petitioner also states that most title deed holders are unaware of the 20 
year cut off period. This is a view shared by the petitioner for PE1676: The 
Land Registration etc. (Scotland) Act 2012 who suggests that it should be 
mandatory for Registers of Scotland (RoS) to inform title deed owners at least a 

year before a 20 year period on each property occurs, “so that they can check 
their title plan and take corrective actions where necessary”. Both written 
submissions also call on the Scottish Government to introduce an awareness 
scheme of the 20 year cut off period. 

 

8. The petitioner for PE1672 also highlights in his submission, that the issues 

raised in PE1676 may be pertinent to his petition stating— 
 

“…it appears that the Register of Scotland changed their system of 
registering from their Sasine based system to one based on an 
Ordinance Survey without checking by RoS and validating against their 

current Title Plan holding, also without advising the title holders, thus 
the discrepancy in my case, if my understanding is correct.  

 

9. The petitioner therefore raises concerns over how many additional title holders 
may have been affected by the change in system.  
 

10. The Committee also discussed whether at the time of the registration of a 
property, the purchaser could receive a letter of notification specifying what 
information has been submitted to Registers of Scotland which will therefore 
inform purchasers immediately at the time of purchasing a property whether a 

title has been adequately registered. The Committee agreed to ask the Scottish 
Government’s view of this option. 
 

11. The Scottish Government responded by stating that there is relevant legislation 

in place under the Land Registration etc. (Scotland) Act 2012 which requires 
the Keeper of the Register to notify the applicant “so long as it is reasonably 
practicable” to do so.  

 

12. While the petitioner is supportive of the option of a letter of notification raised 
with the Government by the Committee, he highlights that it does not address 

issues that occur after the date of purchase.   

Conclusion 

http://www.parliament.scot/GettingInvolved/Petitions/landregistration
http://www.parliament.scot/GettingInvolved/Petitions/landregistration
http://www.legislation.gov.uk/asp/2012/5/section/40
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13. The Committee is invited to consider what action it wishes to take. Options 
include — 

 To ask the Scottish Government whether it would consider running an 

awareness raising campaign to make title deed holders aware of the 20 year 
cut off period.  

 To close the petition under Standing Orders Rule 15.7 on the basis that the 

Scottish Government has no plans to amend the law relating to prescription 
and limitation, as called for in the petition. 

 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee 

Annexe 

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

 
 PE1672/A: Scottish Government submission of 25 January 2018 (70KB pdf) 

 PE1672/B: Petitioner submission of 15 February 2018 (66KB pdf) 

 PE1672/C: Tony Rosser submission of 2 March 2018 (6KB pdf) 

 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1672_A.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1672_B.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1672_C.pdf


PE1672/A 
Scottish Government submission of 25 January 2018 
 
Thank you for your letter of 12 December 2017 to Neil Robertson, Committee Liaison 
Officer, in the Scottish Government, regarding the petition by Hugh Paterson calling 
on the Scottish Parliament to urge the Scottish Government to consider remedial 
action in terms of the law relating to prescription and limitation. 

The Committee agreed to seek the views of the Scottish Government on the action 
called for in the petition and why a decision was made not to change the law of 
negative prescription to address the concerns raised in the petition, despite them 
being highlighted to the Scottish Law Commission by the petitioner. 

The Committee also agreed to seek the Scottish Government’s views on whether the 
following approach, which was raised during the meeting, might address the 
concerns raised without the need for a change to the law— 

At the time of the registration of a property, the purchaser could receive a 
letter of notification specifying what information has been submitted to 
Registers of Scotland which will therefore inform purchasers immediately at 
the time of purchasing a property whether a title has been adequately 
registered. 

I am replying as Civil Law and Legal System Division has policy responsibility for 
prescription and limitation. 
 
The Committee is seeking views on the Scottish Government’s decision not to 
change the law of negative prescription to address the concerns raised in the 
petition. The Scottish Government accepts the Scottish Law Commission’s (SLC) 
recommendation that there should be no reform on this issue in their Report on 
Prescription. The Scottish Government agrees with the SLC that negative 
prescription is an essential part of balancing individual interests on one hand and 
serving the wider public interest on the other. The Scottish Government shares their 
view that the 20 year long-stop serves the important purpose of creating legal 
certainty, finality and fairness.  
 
Aiming to strike a fair balance overall means there will sometimes be cases where 
prescription operates harshly. Nevertheless the prospect of such cases needs to be 
balanced against the wider public interest of certainty and finality. The Scottish 
Government’s view is that there has to be a clear and certain cut-off point. Removing 
that certainty would prevent individuals and organisations arranging their affairs 
effectively and could raise concerns about stale and missing evidence and difficulties 
of administering justice in very old cases. 
 
The Committee is also seeking views on the approach suggested at the meeting on 
7 December of notifying purchasers at the time of registration as set out above.  
There is relevant legislation in place under the Land Registration etc. Act 2012.  
Under section 40 of the 2012 Act http://www.legislation.gov.uk/asp/2012/5/section/40  
when an application for registration is accepted (or rejected) the Keeper of the 
Registers has to notify the applicant (which in most cases will be solicitors acting for 

http://www.legislation.gov.uk/asp/2012/5/section/40


a party involved in a property transaction) so long as it is reasonably practicable to 
carry out the notification.   
 
The person submitting the application for registration (usually the solicitor) can 
specify on the application form 2 email addresses to which the notification should be 
sent.   A further 2 email addresses may be provided for notification to the granter of 
any deed and/or their solicitor.   I attach a link to the relevant application form for 
your information (the notification box is at the top of page 2). 

https://www.ros.gov.uk/__data/assets/pdf_file/0008/11411/Registers-of-Scotland-Application-for-Registration_r09.pdf


PE1672/B 
Petitioner submission of 15 February 2018 
 
Thank you for your e-mail of 31 Jan 2018 and the Scottish Government’s 
response. 
 
My petition mentioned that I quite understood the law on Prescription, and the 
reason for a 20 year cut off point. The liability cannot be carried in perpetuity. 
 
The suggestion raised ie, that the purchaser of property could receive a letter 
of notification specifying what information has been submitted to the Register 
of Scotland [RoS] which will therefore inform purchasers immediately at the 
time of purchasing a property whether title has been adequately registered 
would certainly address the issue at the time of purchase, but not, if for 
whatever reason, something goes wrong thereafter. 
 
Having discussed this matter with another petitioner [PE1676], it appears that 
the Register of Scotland changed their system of registering from their Sasine  
based system to one based on an Ordinance Survey without  checking by 
RoS and validating against their current Title Plan holding, also without 
advising the title holders, thus the discrepancy in my case, if my 
understanding is correct. How many title holders will have problems when 
applying to RoS on completion of a mortgage, selling a property, or winding 
up an estate.? 
 
However, for whatever reason discrepancies are discovered at the time of 
sale after the 20 year cut off period there should be some mechanisation in 
place to cover the title deed holder for what could be a disastrous situation. It 
is without doubt that the vast majority of ordinary title deed holders are 
unaware of this 20 year cut off period. 
 
Therefore, I continue to advocate that titles should be re-insured at least a 
year before the 20 year cut off period. This would enable proprietors to check 
the validity of their Title Plan, thereby allowing an amendment to the Title Map  
before the property is put up for sale. Also I suggest the Scottish Government 
should introduce an awareness scheme through the RoS at the time of 
registration, of this 20 year cut off period. 
 
I shall be grateful if you will consider the abovementioned comments, bearing 
in mind in an extreme situation a family could lose their home. 
 
 
 
  



PE1672/C 
Tony Rosser submission of 2 March 2018 
 
In my opinion the continued mismanagement of Title Deed Plans by Register of 
Scotland (RoS) under the Land Registration etc (Scotland) Act 2014 is deplorable. 

Amendments are made by RoS when they receive an updated Ordnance Survey Tile 
Map without any reference to their current holdings. Instant errors then occur, which I 
would suggest the majority of Title Holders do not know about. Not until sale of 
property, Mortgage discharge or Death do owners find out. 

Also with the 20 year rule imposed by the Prescription and Limitations Act, unknown 
probably by most Title Holders, also prevents correction. 

At least a year before a 20 year period on each property occurs, it should be 
mandatory for RoS to inform Title Deed owners, so that they can check their Title 
Plan and take corrective actions where necessary. 

Also greater awareness of the above problems should be given by the Government 
or RoS to property owners. 
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Public Petitions Committee 

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1673: Operation and running of child protection services in Scotland / 
PE1675: Attendance at Children's Hearings 

Note by the Clerk 

Petitioner James Mackie 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish 
Government to create an independent, QC-led inquiry into the 
operation and running of child protection services in Scotland. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01673  

 

Petitioner James Mackie 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish 
Government to urgently change the requirement that all 

children from birth to 18 years of age have to attend Children's 
Hearings, unless the Panel agrees to excuse them. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01675  

Introduction 

1. This is a continued petition last considered by the Committee at its 
meeting on 23 November 2017. At that meeting the Committee agreed 
to seek the views of the Scottish Government on both petitions and to 
join the petitions together for future consideration. 

2. Responses on each petition have been received from the Scottish 
Government. Those responses, along with submissions from the 
petitioner and others with an interest in the petition are included in the 
annexe to this note. 

Scottish Government responses 

PE1673 

3. In its response, the Government states— 

“While sympathetic to the distress experienced by, and the concern 

expressed by, the petitioner, his petition tends to conflate wide-ranging 
concerns spanning distinct but related processes. Specifically, the 
petition seeks to take in voluntary and informal measures reached in 

http://www.parliament.scot/GettingInvolved/Petitions/PE01673
http://www.parliament.scot/GettingInvolved/Petitions/PE01675
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agreement with families, the legal systems and processes engaged 
around children’s hearings and connected proceedings, and emergency 
child protection measures where children may be at significant and 

immediate risk of harm.” 

4. In terms of actions that have been taken in relation to child protection, 
the Government notes that it has a— 

“Child Protection Improvement Programme (CPIP) in place, which 

looked at child protection systems and links to the children’s hearings 
system. The CPIP Report, published in March this year, concluded that 
the child protection system in Scotland works well overall. However, 
there were some areas for further improvement. The Report therefore 

included a commitment to reconvene the Child Protection Systems 
Review Group in April 2018 in order to review progress made on the 
recommendations. My predecessor also made a commitment to take 
fresh legislative action, should real demonstrable progress in delivering 

improvements not be made.” 

5. On the issue of looked after children, the Government highlights the— 

“root and branch review of the care system, with a focus on learning 
from care experienced young people and from others like the petitioner 

with experience of interaction with child care systems. The “Care 
Review” is chaired by Fiona Duncan, Chief Executive of Lloyd’s TSB 
Foundation. We would encourage the Petitioner to engage with that 
review: link www.carereview.scot.” 

6. The Government’s response goes on to offer responses to the 
petitioner’s concerns on the following issues— 

 Scotland’s ratio of children in care compared to other countries  

 Non-availability of legal representation 

 Independent review of children’s hearings 

 Removals based on opinion or supposition 

 Differential timescales for panel papers 

 Relevant person status 

 Assumed parental guilt and definition of abuse and neglect 

 Child protection orders 

 At risk register and core group meetings 

 Core group and “privileged information”. 

PE1675 

7. The Government’s response on this petition is prefaced with reference to 
Article 12 of the United Nations Convention on the Rights of the Child 

which states: “When adults are making decisions that affect children, 
children have the right to say what they think should happen and have 
their opinions taken into account.” 

http://www.carereview.scot/
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8. The Government sets out its view that it is “right that the starting position 
should be that children are able to attend their hearing and to play the 
fullest part that they wish to in the discussion. But it therefore follows that 

hearings system partners need to support children and young people 
properly - to attend, to understand and to confidently take part in their 
children’s hearings experience.” 

9. The Government goes on to refer to the steps taken to ensure a 

reasonable balance is struck between attendance and non-attendance of 
children at hearings that relate to them. The Government also comments 
on the various legal requirements that may be taken into account, such 
as having regard to the views of the child or young person and the clear 

circumstances under which a child may be excused. 

10. National figures on excusals are not recorded, but the Government 
refers to a quality assurance exercise undertaken by the Scottish 
Children’s Reporters Administration last year which looked at 310 Pre-

Hearing Panels (around 4,000 such panels take place across Scotland 
each year). The Government notes the following findings of that 
exercise— 

“In 88.4% of cases sampled (274), the Pre-hearing Panel (PHP) excused 

the child from attending the Hearing. The subsequent Hearing confirmed 
the PHP decision in 96% of cases. Notwithstanding the decision of a 
PHP to excuse a child, the child has a right to attend their Hearing. Of 
the 274 cases where the child had been excused, 18 of the children 

attended their Hearing anyway.” 

11. The Government goes on to state— 

“That said, the Scottish Government remains open to reviewing whether 
the current balance and tests are right for children and young people. An 

open, understanding and welcoming system is the prerequisite for better 
participation. There is therefore a drive for greater transparency, 
receptiveness and child-centred plain speaking under the shared ‘Better 
Hearings Action Plan’ being taken forward by the Children’s Hearings 

Improvement Partnership. There are a series of statutory and regulatory 
imperatives for the key agencies to support children to give their views, 
and it is critical that those are fulfilled.” 

Other responses 

12. The Committee has received submissions on PE1673 from three people 
other than the petitioner. These include Maggie Mellon, who gave 
evidence to the Committee alongside the petitioner. The other 
submissions are from Gary Clapton, a senior lecturer in social work, and 

Donald Boyd who has experience of the Children’s Hearings System. 

13. Maggie Mellon’s submission offers her comments on the response from 
the Scottish Government, setting information out under the various 
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headings noted at paragraph 6 of this report. In concluding her 
submission, she observes that— 

“There is considerable and continuing evidence about the poor 

outcomes of care, about abuse and neglect in care, multiple placements, 
loss of relationship with family and siblings. If the outcomes of any 
medical procedure were as poor and uncertain as the outcomes from 
care, any such treatment would only be proposed as a last resort, after 

considering and trying all reasonable alternatives. The risks and costs of 
care rarely feature in children’s hearings’ considerations. There is 
however no balanced risk assessment for care versus family support.” 

14. Similar to Maggie Mellon, Gary Clapton’s submission offers comments in 

response to the Scottish Government’s submission. He also notes that— 

“There are well evidenced alternatives to care that are whole-family, 
strengths-based, and empathic. Leading Scottish child welfare agencies 
such as Circle Scotland, with whom I closely work, can provide many 

examples of different, successful ways of working with families in 
difficulties, where there is child maltreatment. However, services such as 
Circle are not universally available and not emulated by statutory social 
work services. The result of less preventative, less supportive work with 

families is rising numbers of children and families who are subject to 
child protection investigations and rising numbers of children in care.” 

15. Donald Boyd identifies thirteen categories of problem arising from his 
experience of the Children’s Hearing system that he considers need to 

be addressed. 

Petitioner response 

16. The petitioner states that the petition is based on his experiences and 
the experiences of “others across Scotland who have, and continue to 

experience similar or worse traumas than mine in a system that believes 
all mothers and/or parents are ‘bad’, guilty as accused until they, the 
mother/parent, can prove their innocent.” 

17. The petitioner’s response considers various aspects of the Scottish 

Government response, offering a view that practical experience of the 
operation of the system differs from that envisaged by the regulations 
and procedures under which child protection services operate. 

18. The petitioner’s response explains that his “call for an independent QC 

led investigation is for a number of reasons: 

 Every action within child protection is covered by legislation of 
one kind of another yet there is no record of any legal led enquiry 
into how the whole child protection system in Scotland is operated 

and how the legislation is followed or abused. 

 ‘Evidence’ used in child protection cases is at civil law level, not at 
the higher level of criminal law despite the fact that the 
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consequences for children and family is severe and traumatic, 
affecting them for life. 

 Under current procedures families and children are separated 

from each other for long periods of time, often for life on a system 
that bases its decisions on probabilities and opinions rather than 
actual evidence to support it. 

 A Supreme Court Judgement in March 2017, involving West 
Lothian Council stated very clearly that decisions in the case 
(forced adoption) made at all levels of the Scottish system were 
based purely on opinions and had no evidence to back any of the 

claims. 

 The statutory position that a Sheriff has to decide if it is better to 
make an order rather than not is contrary to natural justice and 
leads to unjust decisions. 

 Current procedures in child protection are alleged to be in breach 
of Articles 6 and 8 of the ECHR. Only a professional legal mind is 
capable of reviewing the current situation in that respect. 

 Every Government department and agency (including for example 

Scottish Fire and Rescue Services and Transport Scotland), 
every Local Authority and Regional NHS are ―Corporate 
Parents‖ under the legislation – a total of over 60 organisations. 

 At local level over 12 different and diverse organisations/bodies 

form ‘Child protection’ services. 

 The complex blend of organisations at all levels, different 
interpretations of a wide range of legislation and guidelines 
requires a legally trained person to research and identify areas of 

conflict of legislation and practices. 

 To date all reviews of the system have been carried out by 
individuals and organisations embedded in the system and with a 
self-interest for many reasons to continue the system as is to the 

detriment of children and families. There does not appear to have 
been a single overall holistic review/enquiry into child protection, 
just individual parts of the system. 

 No known legal review of all child protection procedures, 

protocols or organisations. 

 It requires a legally trained person to identify and rectify gaps in 
complaint procedures by individual organisations within the 
system. 

 Current child protection is based on the perceived ‘welfare of the 
child’ rather than the rights of the child or family.” 

 
Conclusion 

19. The Committee is invited to consider what action it wishes to take on the 
petitions. Options include— 

 Seek views on the action called for and the issues raised in written 
submissions from the Scottish Children’s Reporters Administration, 
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the Association of Directors of Social Work, Who Cares? Scotland 
and Circle Scotland. 

 To close PE1675 under Rule 15.7 of Standing Orders on the basis 

that the Government has set out its view of the importance of a child 
or young person having a right to take part in decisions affecting them; 
that there are procedures in place to allow the excusal of a child or 

young person; and, that the Government remains open to reviewing 
whether the current balance and tests are right for children and young 
people with work being taken forward by the Children’s Hearings 
Improvement Partnership. 

 Any other action the Committee wishes to take. 

Clerk to the Committee 

Annexe 

The following submissions are circulated in connection with consideration of 

the petition at this meeting— 

 PE1673/A: Scottish Government submission of 22 December 
2017(145KB pdf) 

 PE1673/B: Gary Clapton submission of 11 March 2018 (393KB pdf) 
 PE1673/C: Maggie Mellon submission of 11 March 2018 (413Kb pdf) 
 PE1673/D: Donald Boyd submission of 04 May 2018 (686KB pdf)   
 PE1673/E: Petitioner submission of 4 May 2018 (686KB pdf)  

http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1673_A.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1673_A.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1673_B.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1673_C.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1673_D.pdf
http://external.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1673_E.pdf


 
PE1673/A 
Scottish Government submission of 22 December 2017 
  
I am writing to provide the Scottish Government’s comments on the above petition. 
The petitioner has raised a number of issues relating to Child Protection and Looked 
After Children, as well as the children’s hearings system, and is calling for an 
independent QC-led inquiry into the operation and running of child protection 
services in Scotland.  
 
While sympathetic to the distress experienced by, and the concern expressed by, the 
petitioner, his petition tends to conflate wide-ranging concerns spanning distinct but 
related processes. Specifically, the petition seeks to take in voluntary and informal 
measures reached in agreement with families, the legal systems and processes 
engaged around children’s hearings and connected proceedings, and emergency 
child protection measures where children may be at significant and immediate risk of 
harm.  
 
The Committee will be aware that the Scottish Government has a Child Protection 
Improvement Programme (CPIP) in place, which looked at child protection systems 
and links to the children’s hearings system. The CPIP Report, published in March 
this year, concluded that the child protection system in Scotland works well overall. 
However, there were some areas for further improvement. The Report therefore 
included a commitment to reconvene the Child Protection Systems Review Group in 
April 2018 in order to review progress made on the recommendations. My 
predecessor also made a commitment to take fresh legislative action, should real 
demonstrable progress in delivering improvements not be made.  
 
The petitioner also makes reference to looked after children, particularly those who 
are taken away from their home, and calls for an independent inquiry into child 
protection systems.  
 
The Committee will be aware that the First Minister has put in place an independent 
root and branch review of the care system, with a focus on learning from care 
experienced young people and from others like the petitioner with experience of 
interaction with child care systems. The “Care Review” is chaired by Fiona Duncan, 
Chief Executive of Lloyd’s TSB Foundation. We would encourage the Petitioner to 
engage with that review: link www.carereview.scot  
 
In relation to specific issues raised by the petitioner around ‘opinion and supposition’ 
supporting child protection measures, I refer the Committee to a relevant Supreme 
Court Judgement. In the matter of EV [2017] UKSC 15, the Supreme Court 
considered an appeal from the Court of Session against the granting of an 
application for a permanence order under section 80 of the Adoption and Children 
(Scotland) Act 2007( the ‘2007 Act’).  
 
The 2007 Act requires a number of tests to be met in considering whether to grant 
an application, including the key test of whether “the child’s residence with the 
person is, or is likely to be, seriously detrimental to the welfare of the child”.  

http://www.carereview.scot/


It was agreed by all parties to the appeal that to meet this test the court must make 
future predictions on a specific finding of fact as to past conduct, proved on the 
balance of probabilities.  
 
The Supreme Court judgement gives a thorough and precise analysis of what is 
required to satisfy the statutory tests in section 84 of the 2007 Act which will be of 
assistance to those applying to the courts in future applications.  
In the following section, I have sought to summarise the petitioner’s key concerns 
and offer the Government’s comments.  
 
‘Scotland has the highest ratio of children in care compared to other countries’  
 
Care must be taken when drawing comparisons between the looked after children, 
child protection and secure care accommodation statistics of the four UK countries.  
Clear differences exist between respective legislation, children's social work systems 
and the definitions of categories that will affect these figures. The definition of 
"looked after children" varies across the countries within the UK which makes cross 
UK comparisons difficult.  
 
Scotland’s Getting It Right For Looked After Children And Young People Strategy 
sets out our ambition to reduce the number of children being looked after. In 
particular it focuses on building on the assets of families, early engagement, early 
permanence and improving the quality of care.  
 
The Scottish Government recognises the importance of families, including the wider 
family and friends, in providing early support which helps children to retain a sense 
of family, identity and heritage and in turn helps them to feel safe, protected and 
valued. The Scottish Government believes that every child should have a stable 
home which offers them nurturing relationships, in order to support their wellbeing. 
Families should be supported to provide that home wherever possible.  
 
In relation to decisions of children’s hearings, Scottish Children’s Reporter 
Administration advise that for the year ending 31 March 2017, 4486 out of 9996 total 
orders were for children to reside with their parents and a further 1943 with relatives 
or friends so the majority of children are placed with their family, even on the basis of 
compulsory supervision orders.  
 
The Scottish Government has provided additional funding to support kinship carers 
who are able and willing to take on the responsibilities and rights of a parent and 
potentially avoid a complex and time-consuming involvement by statutory services 
where it is not required.  
 
The strategy sets out four linked ambitions for improving how we support children 
likely to become looked after children at home:  
 
(i) Services should engage before the need for compulsory supervision orders, such 
as through section 22 of the Children (Scotland) Act 1995 or Part 12 of the 2014 Act.  
(ii) Families should have high quality care planning, assessment and support to 
prevent those children who become supervised at home drifting in the system for 
years, or until their situations reach crisis point.  



(iii) Local authorities should plan for permanence for children supervised at home in 
the same way as for children accommodated away from home.  
(iv) Resources should be focused on high impact services and support.  
 
To meet these ambitions, local authorities should provide early and intensive support 
to the family using multi-disciplinary teams. They should provide support when the 
children are on the edge of care, rather than waiting for a compulsory supervision 
order and, where the children are known to them, before they reach the edge of 
care.  
 
The Scottish Government is committed to supporting Community Planning 
Partnerships, through our Realigning Children’s Services Programme, to ensure that 
the right services are in place to meet the needs of all children and young people, 
including those who are looked after at home. We are evaluating the impact on the 
wider system of the numbers of children looked after at home and will collaborate 
with our partners on how to ensure this promotes better outcomes.  
 
‘Non-availability of legal representation’  
 
You will recall that there were detailed discussions around the involvement of legal 
representatives in children’s hearings in the context of the Education Committee’s 
inquiry into children’s hearings reforms. One of that Committee’s concerns was the 
perceived over-involvement of lawyers.  
 
The Scottish Legal Aid Board (SLAB) offered a submission to the Education 
Committee in support of their 29 March 2017 session. That indicated that some 750 
solicitors across Scotland are authorised by SLAB to participate in the Children’s 
Legal Assistance Scheme which includes assistance with children’s hearings.  
 
SLAB data also showed that - from the inception of the state-funded legal aid 
scheme in June 2013 to the end of February 2017 - 11190 grants of advice by way 
of representation had been made and approved, with around 1500 applications not 
approved. Child protection order applications and 2nd working day hearings were 
included.  
 
‘Independent review of children’s hearings’  
 
The Petitioner suggests that a review of the children’s hearings system, and its 
predominant focus on “purely child welfare matters”, is necessary. Care and 
protection concerns overtook offence referrals many years ago, but Scotland has a 
longstanding integrated holistic approach to children in need or at risk who might 
need compulsory care, so it does not follow that that of itself presented a difficulty.  
 
The Children’s Hearings (Scotland) Act 2011 (the 2011 Act) was introduced in June 
2013. In one form or another, the system had been under review for much of the 
previous decade. Of course, close review and Parliamentary scrutiny of the structural 
and procedural reforms formed part of the process of the system modernisation and 
the introduction of the Act and associated regulations from 2010-13. A recent further 
post-implementation review was also undertaken following the Act’s introduction, 
confirming that the changes were working well overall.  



In addition, in April 2017, the Education and Skills Committee published its Report 
“Children’s Hearings System – Taking Stock of Recent Reforms”. My predecessor 
responded to this Report in June, and a further update is to be sent to the Committee 
in early 2018. I will ensure that the Public Petitions Committee receives a copy.  
 
‘Removals based on opinion or supposition’  
 
In relation to referrals made to a Children’s Hearing on the grounds of abuse and 
neglect, the Petitioner is concerned that removal of children is based on probable 
future harm rather than evidence of actual harm. The Committee will be aware that 
prior to the Reporter making a referral to a Children’s Hearing, the case is thoroughly 
investigated. The Reporter’s decision about whether to arrange a Children’s Hearing 
is based on both facts and the need for compulsion:  
 
In other words, where a section 67 ground ( of the 2011 Act) applies in relation to the 
child i.e. there is both sufficient evidence such that there is a realistic prospect of the 
ground being proven in court; and, if sufficient evidence exists, it is necessary to 
have compulsory intervention in the child or young person’s life.  
 
‘Differential timescales for panel papers’  
 
The Petitioner has referred to the time scales for the provision of papers to parties 
attending the Hearing. He is concerned that families are given a 3 day notice period, 
whereas the Children’s Panel are given sight of the papers 8 days in advance of the 
Hearing. In fact, the panel papers are sent out to all parties at the same time - there 
is no inequality of panel members being sent them ahead of a family. The 3 day 
timescale referred to is the latest period for papers to be sent, but this is the 
minimum period allowed by the legislation and the Scottish Children’s Reporter 
Administration would always strive to provide the maximum notice possible.  
 
‘Relevant person status’  
 
With regard to the Petitioner’s comments regarding deemed relevant person status. 
Section 200 of the 2011 Act defines a “relevant person”. However, a person can 
apply to be a deemed relevant person. This very specific issue turns on a 
determination of fact around Section 81(3) of the 2011 Act, which states that a 
person can be deemed as a relevant person if the individual has (or has recently 
had) a significant involvement in the upbringing of the child. That means, for 
example, making the day-to-day decisions around fundamental issues like the child’s 
schooling, health, boundaries and bedtime.  
 
‘Assumed parental guilt & definition of abuse & neglect’  
 
The National Guidance for Child Protection in Scotland (2014) identifies that action 
under child protection procedures is necessary where a child or young person is, or 
maybe, at risk of ‘significant harm.’ It also emphasises that abuse and neglect are 
forms of maltreatment of a child and that somebody may abuse or neglect a child by 
inflicting, or by failing to act to prevent, significant harm to the child. The Guidance 
sets out what considerations need to be taken into account in reaching a 
professional judgement as to whether significant harm has or is likely to have 



occurred. It further provides a framework for identifying and managing risk and how 
agencies should work together in responding to concerns about a child’s safety.  
 
Child Protection Orders (CPO) (assume this is what is meant by ‘court 
protection orders’ – the focus seems to be on emergency CPOs)  
 
Social Workers are required to draw up a statement of facts alongside the provision 
of any supporting evidence to support the application for a CPO. There are strict 
criteria around emergency CPOs which limit the granting of an emergency order 
without the parents having legal representation and Sheriffs will question whether the 
family are aware of the application. Social workers can only justify not discussing a 
CPO with a family where the assessment is that to discuss would result in further 
harm to the child.  
 
A Sheriff can still decide to convene a full hearing rather than hearing a CPO in their 
chambers to allow parents to be legally represented. Even where an order has been 
granted this is subject to a second day review through the Children’s Hearing.  
 
At Risk Register (assume petitioner means Child Protection Register) & Core 
Group Meetings  
 
The child protection register is an administrative system for alerting professionals 
that there is sufficient professional concern about a child to warrant a multi-agency 
Child Protection Plan. In reaching this conclusion, there has to have been a multi-
agency child protection assessment and conference process which the family will 
have had the opportunity to contribute to. Local authorities are responsible for 
maintaining a register of all children in their area who are subject to a Child 
Protection Plan. As part of the Child Protection Improvement Programme, we are 
exploring the development of a National Child Protection Register that can be 
securely accessed by all appropriate professionals. In the short term, we are 
investigating the possibility of Police Scotland using a flagging system on the 
National Police Vulnerable Persons Database to identify all children placed on a 
local Child Protection.  
 
Core Group & “privileged information”  
 
The National Guidance for Child Protection in Scotland (DATE) clearly sets out the 
composition of the Core Group but the main criterion for membership is that it is 
limited to those “with a need to know or those who have a relevant contribution to 
make”.  
 
The National Guidance for Child Protection in Scotland outlines types of “restricted 
access information” (information that, by its nature, cannot be shared freely with the 
child, parent/carer and anyone supporting them) as well as noting the requirement 
for a “Dispute Resolution” process where the child/young person or their parents and 
families disagree with decisions.  
 
I hope the foregoing is helpful to the petitioner and to the Committee. 



 

PE1673/B 
Gary Clapton submission of 11 March 2018 
 
I am a senior lecturer in social work at the University of Edinburgh, and a registered 
social worker with over 40 years’ experience of social work.   
 
I support Mr. Mackie’s petition calling for a review of the children protection and 
children’s care system in Scotland, and now offer my response to the Scottish 
Government’s submission to the Committee on the issues raised by the petitioner.  
 
Child protection, children’s hearings and care reviews 
I am aware of the Government’s Child Protection Improvement Programme and the 
independent ‘root and branch’ review of the care system that is being undertaken at 
the First Minister’s instigation.   
 
If the Scottish Government submission is an indication of the review’s thinking, then 
it would seem that the review will fail to engage with the argument that being in 
‘public care’ carries risk factors in itself and instead will rely on the assumption that 
the act of removal to care has enabled the successful rescue of child from harm.  
Given the evidence that points to poor short-term, medium and long-term outcomes 
of care for children, and for adults that have been in care, it is important that the 
Care Review looks at alternatives to child removal to public care.  Yet the risks of 
being in care rarely feature in in social work and children’s hearings’ considerations.   
 
There are well evidenced alternatives to care that are whole-family, strengths-based, 
and empathic. Leading Scottish child welfare agencies such as Circle Scotland, with 
whom I closely work, can provide many examples of different, successful ways of 
working with families in difficulties, where there is child maltreatment.  However, 
services such as Circle are not universally available and not emulated by statutory 
social work services.  The result of less preventative, less supportive work with 
families is rising numbers of children and families who are subject to child protection 
investigations and rising numbers of children in care (see appendix 1).  
 
There has been a decline in the provision of the kind of supportive services that are 
needed in times of the growing detrimental effects of austerity.  Instead of materially 
helping, our local authority children and family services now offer very little that is 
positive.  The result is that people avoid contact with social work if they can help it 
and resent it when they cannot refuse contact.  
 
As regards Children’s Hearings, we have yet to have a robust longitudinal evaluation 
of the outcomes of our Children’s Hearings. The Edinburgh Youth Crime and 
Transitions study 1 found that the outcomes for children taken to hearings on offence 
grounds was generally worse than the outcomes for children who experienced 
voluntary support or no intervention at all.  This is a challenging finding that needs to 
be taken more seriously. 
 
 
 

                                                      
1 http://www.esytc.ed.ac.uk/findings/published 

http://www.esytc.ed.ac.uk/findings/published


 

Getting It Right For Every Child – an unsuccessful approach to prevention 
The Government submission asserts that Scotland’s GIRFEC policy sets out an 
ambition to reduce the number of children being looked after. That is a good and 
legitimate aim, but it is not in line with what is happening, despite being in place for 
over ten years, as indicated in the table cited above.  It is time that this policy 
initiative was evaluated. 
 
In the best interests of the child? The Supreme Courts and the Scottish Courts 
- Re EV [2017] and the Children and Young People (2014) Act 
The Government’s submission points to the Supreme Court Judgement in the case 
of EV [2017] 2which sets out the tests for the granting of a permanence order under 
the Adoption and Children (Scotland) Act 2007.  Yet the UK Supreme Court has 
found that the Scottish courts had erred by applying the test of “best interests of the 
child” before establishing whether the test of “significant detriment” to the child’s 
welfare had been met in the first place.  This is concerning.  Were the “best interests” 
of the child to be the primary grounds for removal of children from their parents, 
rather than “significant harm”, then the removal of children from poor families to the 
better-off could be justified on the grounds that they would receive more and better 
food, the good schooling that money could buy and so on. It is imagined that no-one 
in the Government is advocating this.   
 
Scotland has the highest rate of child removal in UK 
On page 2 of its submission, the Government contests Bilson’s argument that 
Scotland has the highest ratio of children in care compared to other countries by 
cautioning that there are different definitions of categories across the UK. This is 
true. Scotland is the only country which counts children on home supervision orders 
as ‘looked after’ children.  However even allowing for this, the Scottish rate of 
removal from home remains higher than any other UK country. 3 
 
Additionally, whilst it is true that a growing proportion of children on compulsory 
orders in Scotland are placed with family members, this may also involve moves 
around the care system and loss of relationship with birth parent(s) and siblings.  
 
The Scottish Government cites the figures for 2016-7 showing that the majority of 
looked after children were placed with family members. However, the figures for 
children under 1 year old show that the number removed to ‘out of family’ care more 
than doubled between 2006 and 2016/7.  This is a concerning statistic from a sub-
set of the data. 
 
Legal representation 
The problem that the petition drew attention to was the difficulty in getting legal 
representation to challenge removal of children at an early enough stage to prevent 
damage to the children in what can be a chaotic and less than careful care system, 
with multiple carers including emergency, short-term and long-term foster carers, 
respite foster carers, contact supervisors, escort drivers and so on.   
 

                                                      
2 https://www.supremecourt.uk/cases/docs/uksc-2016-0220-judgment.pdf 
3 Bilson, submitted with Petition  



 

Child Protection orders can be sought ex-parte, without parents being aware of the 
application.  In many parts of northern, rural and island Scotland there are no 
solicitors willing to take on child and family work. The quality of legal advice is highly 
variable.  Representation by lawyers at hearings is restricted to technical aspects of 
procedure and not to addressing the evidence or lack of it for a child’s removal.  
 
In these circumstances, it is insufficient and dismissive to point to a list of possible 
available lawyers as proof of the availability of legal representation for parents. 
 
Removals to public care based on opinion or supposition 
The government rebuts the suggestion that children are removed to public care and 
remain removed, on the basis of unchallenged opinion or supposition, and asserts 
that ‘prior to the Reporter making a referral to a children’s hearings the case is 
thoroughly investigated’.  In the case of two and eight working-day hearings after a 
Child Protection Order has been secured, the Reporter does not have sufficient time 
to thoroughly investigate the case. Interim orders are usually made at these hearings 
based entirely what has been alleged, often ex-parte (parent not present), by a social 
worker in judge’s chambers. The case made to sheriffs for emergency removals is 
not taken by them as sworn evidence, and the accuracy or truth or otherwise of 
assertions is often not tested for many months, if at all. Yet these decisions can be 
included as proof of legitimacy of compulsory measures of care when matters reach 
a Children’s Hearing. 
 
The SCRA reports in a recent evaluation of permanence planning for children, that in 
Children’s Hearings 4, panels overwhelmingly agree with social work 
recommendations for permanent removal of children, and that contact with parents is 
usually reduced and/or terminated by panels on the recommendation of social 
workers.  However, taken as a whole, there is no opportunity in the process where 
social work assessments are robustly examined for evidence of recommendations 
that are not based on opinion, misinformed judgement or prediction of future harm.  
And Lady Hale in her judgement, argued that the likelihood of future harm should not 
rely merely on what has happened or may have happened in the past, but on an 
assessment based on evidence of the actual situation.   
 
All the while, children can remain in care, separated from their parents who may 
nothing or little of their whereabouts or day-to-day welfare.  
 
 
 
 
 
 
 
 
 
 
 

                                                      
4 http://www.scra.gov.uk/2016/03/new-research-permanenceplanning-for-looked-after-
childrenin-scotland 
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PE1673/C 
Maggie Mellon submission of 11 March 2018 

 
I am a registered social worker, with over 40 years’ experience of practice in 
Scotland and in London.  I currently work independently supporting parents and 
children involved in child protection and care systems. I write about their experiences 
and about the need to change how we do things. 
 
I gave evidence to the Petitions Committee in November 2017 in support of Mr. 
Mackie’s petition calling for a review of the children protection and children’s care 
system in Scotland.  I now wish to offer the following comments on the points that 
the Government has made. 
 
Child protection and care reviews 
The Government refers to the Government Child Protection Improvement 
Programme (CHIP) and also to the independent ‘root and branch’ review of the care 
system that is currently being undertaken.  The CHIP is about systems and not about 
practice and improving the experiences of children or their parents. A practice 
improvement programme would recognises the need for humane and respectful 
engagement with families and that families are i.   I have engaged with the Care 
System Review, and have pointed to the rising numbers of children being removed 
from home as a major challenge.  I believe that it is important that the Care Review 
looks at the reasons why children come into care. However, the Care Review was 
set up with the goal of transforming the care system and they may not see 
prevention of care as within their remit.  
 
Successful prevention would entail provision of support services to achieve 
reductions in the numbers coming into care. However, there has been a decline in 
the provision of the kind of accessible and family-friendly services that are needed, 
and instead most child and family social work resources today are invested in child 
protection investigations and monitoring.   There is evidence1 of a growing trend for 
any family problems to come under investigation as child protection issues. If they 
are judged not to be child protection issues, then there is generally very little 
resource given to them. The work of Professor Andy Bilson which was presented to 
Committee evidences this. Support and preventive services are on the decline. In the 
process, we are making families nervous about contact with social work and other 
agencies which should be sources of help and support.2  
 
The Supreme Courts and the Scottish Courts - Re EV [2017] and the Children 
and Young People (2014) Act 
The government’s submission points to the Supreme Court Judgement in the case of 
EV [2017] 3 as setting out the proper tests for the permanent removal of children 
from their parents.  However, this ruling came only last year, ten years after the 
relevant legislation, the Adoption (Scotland) Act of 2007, was passed.  The case in 

                                                      
1
 Bilson, A., & Martin, K. E. (2016). Referrals and Child Protection in England: One in Five Children 

Referred to Children’s Services and One in Nineteen Investigated before the Age of Five. British 
Journal of Social Work, bcw054. Devine, L. Parker, S. Child Protection and Assessment ESRC 2015 
2
 Mellon, M., Child Protection Listening to and learning from parents Iriss Insight 39 

3
 https://www.supremecourt.uk/cases/docs/uksc-2016-0220-judgment.pdf 



 

question [EV] had been knocked back at every level of court in Scotland before the 
Supreme Court upheld the mother’s appeal. 
The Supreme Court found that the Scottish courts at every level had erred by 
applying the test of “best interests of the child” before establishing whether the test of 
“significant detriment” had been met to justify the removal of the child at birth. 
Compulsory removal of children from their own parents and families can only be 
justified if the “significant detriment” test has been met. Otherwise, parents must be 
assumed to be the best people to bring up their own children.   
 
By the time the Re EV appeal was allowed by the Supreme Court in 2017, the child 
in question had been in care away from her parents ever since her birth in 2013. By 
that time the child was a stranger to her mother, and presumably attached to her 
current carers.  However, EV will probably have experienced at least two changes of 
carers within the system and already be suffering from the long-term damage of 
these losses.  
 
The Scottish Government should be reviewing how many children were the victims 
of the error identified by the Supreme Court. Every court in Scotland up to and 
including senior judiciary had got the application of the basic test wrong over four 
years of hearings and appeals. How many other cases were lost in the lower courts 
and never made it to the Supreme Court over the years from 2007 to 2017? How 
many children have been subject to adoption orders using the mistaken approach 
adopted by the Scottish Courts?  How many children remain separated from parents 
and family? The EV case is so recent that we don’t yet know what the impact of the 
ruling has been on the number of children being removed, the number of children 
now stuck in limbo between birth and adoptive parents and in danger of being lost in 
care? The test applied by social workers and children’s hearings may yet be much 
lower than the test set out by the Supreme Court in 2017. How many parents have 
the capacity to ensure that their children’s cases are reheard?  
 
There has been another Supreme Court judgement on human rights, upholding the 
challenge to the Children and Young People (2014) Act’s information sharing 
provisions4.  Once again, the Scottish courts at every level failed to spot the breach 
of human rights that mandatory information sharing without consent represented. In 
enacting the legislation, the Scottish Parliament had ignored legal advice to this 
effect. During that time, many families’ confidentiality was breached by the illegal 
recording and sharing of information about them.   
 
Statistical evidence that Scotland has the highest rate of removal in UK 
On page 2 the Government contests the assertion that Scotland has the highest ratio 
of children in care compared to other countries by cautioning that there are different 
definitions of categories across the UK. This is true. Scotland is the only country 
which counts children on home supervision orders as “looked after”.  However even 
allowing for this, the Scottish rate of removal from home at 162 per 10000 is higher 
than any other UK country. 5   

                                                      
4
 /www.supremecourt.uk/cases/uksc-2015-0216.html 

5
 See slide 3 PPT slide presentation prepared by Professor Andy Bilson and submitted to Petition  



 

 
 
The Scottish government cites the figures for 2016-7 showing that the majority of 
children were placed with family members. However, the figures broken down for 
age, show that for children under 1 year old the number removed to out of family 
care more than doubled between 2006 and 2016/7.  The number of adoptions of 
children under 4 years more than tripled in that time. From the figures showing a rise 
in total numbers accommodated, adoption is therefore not acting as an alternative 
happy ending for children who would otherwise languish in care, but as a separate 
pathway for infants and very young children. Many of these children seem to be 
identified as at risk of future harm, on what is argued as a preventive strategy.  
Sadly, girls and young women who have themselves been in care are often the 
victims of a policy of enforced and often repeated removal of their children.6   More 
than one young mother who has lost her child to care and adoption has told me that 
her own care experience was cited as a risk factor: “You have not had a good 
experience of family life and therefore you can’t offer your child a good experience”.  
 
Getting It Right for Every Child – an unsuccessful approach to prevention 
 
The government states that Scotland’s GIRFEC policy sets out an ambition to 
reduce the number of children being looked after. That is a good and legitimate aim, 
but ambitions do not alter the facts on the ground.  The fact is that the number of 
children in care in Scotland has gone up since GIRFEC was introduced in 2007.  
That is not to say that GIRFEC has caused the increase, but it certainly can’t be 
argued to be working to prevent the increase.  
 

                                                      
6
 Connecting events in time to identify a hidden population : birth mothers and their children in 

recurrent care proceedings in England. / Broadhurst, Karen; Alrouh, Bachar; Yeend, Emily; Harwin, 
Judith; Shaw, Mike; Pilling, Mark; Mason, Claire; Kershaw, Sophie. 
In: British Journal of Social Work, Vol. 45, No. 8, 14.12.2015, p. 2241-2260. 
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On page 2 and into page 3 the Government response merely sets out the strategy 
and policy for providing preventive services, but does not acknowledge that this is 
clearly not working as numbers in care away from home have risen.  
As public expenditure has been decreased over the last 10 years, cuts in child and 
family services have taken place in the non-statutory services which support families 
and keep children out of care. Non-statutory services have closed or been reduced - 
family centres, benefits and rights advice, family support and care at home support 
services, respite care, counselling and therapeutic services, family based holistic 
services etc.  This has led to even greater demand for high-end expensive 
intervention and care services, and even less money for prevention.  
 
Getting it Right for Every Child, despite its “preventive” intent,  is not supported by 
the practical measures of family support that would fulfil its claimed ambitions.  
Instead, GIRFEC is predicated on the belief that child wellbeing can be secured by 
the monitoring of every child and family in the population by ‘named persons’ on the 
basis of assessment of a number of measures (SHANNARI indicators). Named 
Persons however do not have the resources to provide food, clothing, housing, 
welfare benefits, nor the power to compel any other agency to do so.  
 
The consequences and symptoms of poverty on child and family welfare are 
increasingly misconstrued or misunderstood as parental rather than societal failures. 
 
Legal representation 
The Government response sets out the number of approved solicitors, and the 
number of approvals of grant over four years between 2013 and 2017 and asserts 
that these approvals included representation at 2 working day hearings and at child 
protection order applications. I suspect that the vast majority of legal aid is claimed 
for representing parents in opposing adoption applications. These representations 
are mostly unsuccessful. Adoption applications take place several years after 
removal and usually after children have been settled with adoptive applicants and 
after contact with birth parents has been terminated.  The problem that Mr. Mackie’s 
petition drew attention to was the difficulty in getting legal representation to challenge 
removal of children at an early enough stage.  Many children are as a result plunged 
into the care system for many months, and experience multiple changes of carer, 
and other arrangements.  Child Protection orders are often sought ex-parte without 
parents being aware of the application.  Parents can find themselves without proper 
legal advice or representation before and after the removal of children. In many parts 
of northern, rural and island Scotland there are no solicitors willing to take on legally 
aided child and family work. The quality of legal advice is in any case highly variable.  
Representation by lawyers at hearings is often restricted to procedural aspects and 
not to addressing the evidence or lack of evidence for a child’s removal as this can 
only be proved in court. In the meantime, hearings take life changing decisions about 
children which effectively end their relationship to their siblings and parents.  
 
Independent review of children’s hearings 
The Government claims that the children’s hearings have been independently 
reviewed and are subject to an improvement plan. However, the reviews that have 
taken place were about process and not about purpose or success.  The most basic 
questions about the hearings were never asked. Prime among these questions 



 

should have been  “what do we know about the long-term outcomes of hearings’ 
decisions for children and their families?”  
 
The Edinburgh Youth Crime and Transitions study 7 found that the outcomes for 
children taken to hearings on offence grounds was generally worse than the 
outcomes for children who had experienced voluntary support or no intervention at 
all. They also found that entry to residential care was associated with increased 
likelihood of involvement with the police, in being charged with offences, and of 
being in prison before the age of 24 years.  Is this also the case for children who are 
taken to hearings on welfare grounds?  We don’t know. The reviews did not ask.  
Worryingly, the Edinburgh study and previous studies over the years found that 
many children taken to hearings on welfare grounds went on to be referred on 
offence grounds, indicating that involvement in the hearings system and in 
compulsory contact with agencies may actually increase the likelihood of 
involvement in criminal justice system,  and of other poor outcomes.  
 
The most serious decisions that hearings can make are about removal of children 
from home and about contact with their families. However, there has never been any 
systematic monitoring of outcomes for either of these two decisions since the 
inception of the hearings. Panel members simply do not know the outcomes of the 
decisions they make about contact or about removal. 
 
As Mr. Mackie pointed out, outcomes of being in public care are known to be poor in 
relation to almost every measurement of health and welfare. Homelessness, lack of 
education, worklessness, likelihood of involvement in criminal justice system, 
relationship breakdowns, loss of own children to care are all known to be significantly 
higher for care experienced young people and adults. And yet, there is no systematic 
recording of the outcomes of hearings for individual children whose lives have been 
fundamentally changed as a result of hearing decisions.  
 
Listening to and taking account of children’s views is a legal requirement under the 
Children Act 1995 which incorporated UNCRC principles in this and other regards.   
The hearings system claims that taking account of children’s views is a central value 
and principle. Despite this claim, the Hearings system is not able to tell us how many 
children agree with panel decisions about their lives, nor about how panels are 
accountable to children and young people for their decisions. 
  
Many of the children about whom hearings make decisions are infants and too young 
to express a view.  So, another important question which was not asked by the 
reviews is whether the hearing system is appropriate for life changing decisions 
about care and contact for children? What knowledge can they bring to bear on 
these decisions? 
 
Why did the reviews of the hearings not ask the most basic questions about 
outcomes? or about the state of knowledge in the hearings about genuinely 
engaging with parents and children? And how can the limited reviews that took place 
be held as proof of the system working well?  
 

                                                      
7
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Removals based on opinion or supposition 
The government  denies that children are removed and remain removed from their 
parents on the basis of unchallenged opinion or supposition, and asserts that “prior 
to the Reporter making a referral to a children’s hearings the case is thoroughly 
investigated”. I challenge this and do not believe that it is the case. In the case of the 
2 and 8 working day hearings which have to be held after a Child Protection Order 
has been secured, there is no time to investigate the case. Interim orders are usually 
made at these hearings, based entirely on the case which has been made to sheriffs 
for emergency removals.  The case made is not taken as sworn evidence, and the 
accuracy or truth of the case is often either not tested for months and may never be 
tested.  
 
When parents or children deny the grounds of referral, the case then has to be sent 
to the sheriff court to be proved.  These proof hearings take at the very least two 
months after removal and therefore provide little protection from over-zealous or 
mistaken interventions. In a recent case I have knowledge of, there was a 10-month 
gap between removal and proof during which time neither child was seen or heard 
by any hearing. If the proof hearing is not held or completed in two months, sheriffs 
and not the hearings make interim orders until a proof hearing can be held. Parents 
at interim order hearings before the sheriff are not able to contest the original case 
made for the removal of the children.  The grounds when finally put at a proof 
hearing may be quite different to the original emergency given as the reason for 
removal. The proven grounds are often very different to the reasons originally given 
for the children having to be removed by police and social workers in the middle of 
the night.  Mr. Mackie’s experience of a late-night removal of children from their beds 
without good cause is far from unique.   
 
Assumed parental guilt and definitions and proof of significant detriment 
The government submission quotes from the child protection guidance which 
emphasise that abuse and neglect are forms of maltreatment and set out the test for 
whether significant harm has or is likely to have occurred.  In Re EV [2007] Lady 
Hale is quoted as saying that findings of significant harm, including the likelihood of 
significant harm, must be made on the basis of evidence and not just of assertion 
and that it is courts which must make that final determination. Child protection 
conferences and children’s hearings are not courts and are not set up to properly 
challenge or test assertions as evidence.  
 
SCRA reports in a recent evaluation of permanence planning for children in the 
hearings8 that the majority of panels were found to agree with social work 
recommendations for permanent removal of children. While panels may initially resist 
terminating contact with parents, it is usual that contact with parents is terminated by 
panels in order to facilitate permanent settlement out of family.  
 
Lady Hale also cautioned that, just like the prosecution in criminal cases, those 
bringing children and family cases should expect to lose some of those cases. 
However, the SCRA evaluation found that social workers expected that panels would 
and should agree with them and not with parents, and it seems that social workers 

                                                      
8
 http://www.scra.gov.uk/2016/03/new-research-permanenceplanning-for-looked-after-childrenin-

scotland  
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believed that a hearings failure to agree with social work and vacillating in the face of 
lawyers’ representations is a weakness and not a strength in the hearings.  
 
The government submission refers to “failure to prevent harm” as a ground for child 
protection action. Mr. Mackie’s petition points to the fact that many mothers, 
particularly those who are young, single, poor, are regarded as posing a risk of future 
harm without being offered an opportunity to test their ability to parent the actual 
child in question. Mothers who have suffered violence or abuse by a partner are 
often accused of having exposed their child to harm, particularly where they may 
have failed to separate from or have returned to the partner.  This is often used to 
forecast a likelihood of future emotional harm, and to justify the case for the removal 
of an unborn child at birth or for the removal of contact and then of parental rights 
from a parent.   Lady Hale made it clear that the likelihood of future harm should be a 
judgement based on evidence given and not on supposition or professional 
‘guesstimate”.   
 
We know from Re EV that the “best interests of the child” has been widely 
misinterpreted as being as important as the test of significant detriment or harm. 
Panel members at hearings are often asked to decide on what is in a child’s best 
interests and not on the test of necessity (i.e. significant detriment).  In practice, the 
social worker’s’ or other professional’s views on what is in a child’s best interests are 
assumed to be more objective and reliable than those of the parent’s or of the child. 
If the parents or the child disagree with ‘the experts’, their views are not given the 
same weight or respect.  
 
Contact with children who have been removed is a very important example of this. 
The law says that it is the duty of local authorities to promote direct contact between 
parents and children in care. However subjective judgements about the child’s best 
interest being damaged in some unspecified way by contact are made by hearings 
on the recommendation of social workers with no qualifications or knowledge in child 
development or child psychology. If children are upset by contact and cry on 
separation or are angry and hit the parent this may be offered and accepted as a 
good enough reason to restrict or terminate contact. However, conversely, if children 
appear indifferent then this may be offered as a good enough reason. Parents and 
children are often offered contact in cramped and ugly rooms or in cold public parks 
supervised by unqualified staff, whose decisions and assessments have to be 
unquestioningly accepted on pain of termination of contact.  
 
Misplaced confidence in care 
There is considerable and continuing evidence about the poor outcomes of care, 
about abuse and neglect in care, multiple placements, loss of relationship with family 
and siblings. If the outcomes of any medical procedure were as poor and uncertain 
as the outcomes from care, any such treatment would only be proposed as a last 
resort, after considering and trying all reasonable alternatives. The risks and costs of 
care rarely feature in children’s hearings’ considerations.  There is however no 
balanced risk assessment for care versus family support.  
 
 
I hope that the information and reflections above are of assistance to the Committee 
in considering the case for a complete review of the child protection system.  



PE1673/D: Submission from Donald Boyd 

I am writing in support of the Parliamentary Petition PE01673 “calling on the Scottish 

Parliament to urge the Scottish Government to create an independent, QC-led 

inquiry into the operation and running of child protection services in Scotland.” 

I have only recently been made aware of this inquiry and this is a brief letter in 

support of such an inquiry in order to make it available to the Committee that meets 

next week to consider the Petition. 

I have extensive and adverse experience of how the Children’s Hearing system is 

not working in Inverness. 

As a Relevant Person, I have successfully appealed six Children’s Hearing decisions 

in 18 months and I and my wife are in the middle of yet another appeal. 

We are on record in these appeals, and in a recent appeal to the Sheriff Appeal 

Court, as stating that in our professional opinion “the Children’s Hearing system in 

Inverness has proven itself not fit for purpose in this case”. 

There are many generic problems that need to be addressed, enough to write a 

book. 

These include: 

1. Communication issues: 

a. with self-represented Relevant Persons 

b. and even with Safeguarders. 

2. Inordinate delays: 

a. interfering with the welfare of the Looked After Child. 

b. the Supreme Court has noted that the judicial process can itself interfere 

with justice – raising the prospect whether “it would be necessary to examine 

whether the obstacles which either the law or the mother [in this case, mutatis 

mutandis, lead social worker and kinship carer] had put in the way ... were 

unjustifiably discriminatory.” UK Supreme Court vK[2010] UKSC 56 para 54. 

3. British Sign Language (BSL) interpreter availability 

a. at Inverness Sheriff Court 

b. and Deaf Awareness by Children’s Hearing Panels. 

c. and legal representation availability in Inverness. 

4. Kinship carer arrangements 

a. how kinship carers are assessed and reviewed. 

5. unequal access to justice 

a. through an unequal application of Legal Aid. 



6. Inadequacies in the Children’s Hearing Panels 

a. in determining Relevant Person status 

b. through lack of clarification of European Convention on Human Rights. 

c. incompetent chairing and managing of Children’s Hearing Panels. 

7. Unequal representation at Children’s Hearings and in the appeal system 

a. for both Relevant Person and the Safeguarder 

8. Inadequate collaboration 

a. interfering with the independent life of Relevant Persons 

b. whose forward planning can be arbitrarily and expensively changed at the 

whim of a Sheriff Court clerk. 

9. Inadequate provision of information to Relevant Persons 

a. about the Children’s Hearing system 

b. and the right of appeal. 

10. the power of the lead social worker needs to be reviewed 

a. whose reports are judgments rather than reports 

b. without the training nor the skills of a judge. 

11. the pressures on the police are such that many issues are simply logged rather 

than followed up. 

12. the general ethos and drive towards removing children from their natural parents 

to be raised by those judged by social workers to be in the best interests of the child 

a. contrary to Article 7 of The United Nations Convention on the Rights of the 

Child 

b. and is not being adequately discussed far less challenged. 

13. the production, use and modification of 

a. the GIRFEC Plan is being abused and needs to be overhauled. 

b. Minutes in Child Plan Meetings needs to be overhauled. 

14. inordinate delays are making the system culpable for any emotional trauma 

caused by 

Looked After Children 

a. with may result in substantial damages being claimed 

b. and directly affects the rights and welfare of these Looked After Children. 



c. so that in our most recent appeal we have stated: “These being so, it is 

incumbent upon the judicial process to speed things up for the welfare of this 

three year old child at a critical stage in her development of British Sign 

Language, making it incumbent to consider whether it is in the best interests 

of the Looked After Child to return this case to a broken Children’s Hearing 

system which has manifested repeated administrative failures, breaches of 

natural justice and inability to apply European Convention Rights, possibly 

because individual panel members do not know what they are, and forming 

judgments that they are manifestly unqualified to make.” 

I can supply evidence for each and every one of these. There are very many more 

issues which I will supply, but time is at a premium at the moment, and I trust that 

this is sufficient to justify the need for “the Scottish Parliament to urge the Scottish 

Government to create an independent, QC-led inquiry into the operation and running 

of child protection services in Scotland.” 



PE1673/E and PE1675/B: Submission from the petitioner 
 
Observations on Scottish Government response to Petition 1673  
Further information to Petition number 1675  
 
Firstly and importantly I reiterate my statement that I agree that a number of children 
do need to be taken into care. However, the concerns for me and others is a very 
high number of children end up in care not at home because of misinterpretation of 
legislative terms and the deliberate ignoring of Government legislation and 
guidelines that state very clearly that agencies should work with families to ensure 
that children remain with their parents and families and should receive support and 
help to allow that to happen. Legislation and Government guidelines state that if 
children are removed from the family, constant communication between parents and 
children should be maintained. That does not happen and is at the behest of social 
workers that such family contact is not maintained. That is a clear breach of 
legislation, guidelines and the European Convention on Human Rights. Most families 
caught up in child protection feel the legislation and current practices are 
manipulated and used to keep children separated from their families for as long as 
possible. 
 
This submission is a precis of a 170-page report compiled by me using 43 years’ 
professional experience as a criminal and civil law investigator and enforcer. The 
original report, all my research papers and family documents are available for 
examination by your committee and any subsequent investigator and/or committee 
that may carry out a review as requested. Other families are willing to be interviewed 
and to submit copies of all paperwork associated with their situations to help such an 
investigative body. 
 
This is not an academic report but the views and experience of a grandfather who 
has suffered the emotional and psychological trauma of having grandchildren 
removed from his house at 11 30 pm on a Friday night by two police officers and a 
social worker and the subsequent stresses the system of child protection as 
practiced in Scotland has had on me and my family. My experiences are confirmed 
by others across Scotland who have, and continue to experience similar or worse 
traumas than mine in a system that believes all mothers and/or parents are ―bad‖, 
guilty as accused until they, the mother/parent, can prove their innocent. With 
Government ministers and politicians backed by third sector bodies screaming about 
poverty and serial ―abuse and neglect‖ of children the situation has become 
hysterical in the public mind. The emotional term ―abuse and neglect‖ has become 
exaggerated and misconstrued by official bodies, their employees and third sector 
organisations to mean anything that a parent does or says to a child that they 
disagree with, thus is emotional blackmail on parents, especially those struggling in 
times of austerity and/or with children with both assessed and unassessed learning 
difficulties/disabilities. Such behavior/actions are directed at parents of all sections of 
society. Parents (especially mothers) are regularly intimidated and bullied by a 
system that constantly threatens them with the risk of their children being taken into 
care if they question anything said by a social worker. 
 
My call for an independent QC led investigation is for a number of reasons: 



 Every action within child protection is covered by legislation of one kind of 
another yet there is no record of any legal led enquiry into how the whole child 
protection system in Scotland is operated and how the legislation is followed or 
abused. 

 ―Evidence‖ used in child protection cases is at civil law level, not at the higher 
level of criminal law despite the fact that the consequences for children and 
family is severe and traumatic, affecting them for life.     

 Under current procedures families and children are separated from each other 
for long periods of time, often for life on a system that bases its decisions on 
probabilities and opinions rather than actual evidence to support it.      

 A Supreme Court Judgement in March 2017, involving West Lothian Council 
stated very clearly that decisions in the case (forced adoption) made at all 
levels of the Scottish system were based purely on opinions and had no 
evidence to back any of the claims.    

 The statutory position that a Sheriff has to decide if it is better to make an order 
rather than not is contrary to natural justice and leads to unjust decisions.      

 Current procedures in child protection are alleged to be in breach of Articles 6 
and 8 of the ECHR. Only a professional legal mind is capable of reviewing the 
current situation in that respect.    

 Every Government department and agency (including for example Scottish Fire 
and Rescue Services and Transport Scotland), every Local Authority and 
Regional NHS are ―Corporate Parents‖ under the legislation – a total of over 60 
organisations. 

 At local level over 12 different and diverse organisations/bodies form ―Child 
protection‖ services. 

 The complex blend of organisations at all levels, different interpretations of a 
wide range of legislation and guidelines requires a legally trained person to 
research and identify areas of conflict of legislation and practices. 

 To date all reviews of the system have been carried out by individuals and 
organisations embedded in the system and with a self-interest for many 
reasons to continue the system as is to the detriment of children and families. 
There does not appear to have been a single overall holistic review/enquiry into 
child protection, just individual parts of the system. 

 No known legal review of all child protection procedures, protocols or 
organisations. 

 It requires a legally trained person to identify and rectify gaps in complaint 
procedures by individual organisations within the system. 

 Current child protection is based on the perceived ―welfare of the child‖ rather 
than the rights of the child or family. 

 
The term ―abuse‖ and ―neglect‖ has over the years been lowered to such a level that 
what is now alleged against families has degenerated to a level that is farcical. 
Examples of claims of ―neglect‖ in reports has included: 

 ―mother did not iron clothes of 2 and 4 year old‖,  

 ―mother left beans in microwave too long and over cooked sausage rolls‖.   

 ―dirty washing lying on kitchen floor (next to the washing machine) and dirty 
dishes in the sink‖ during an unannounced social workers visit.    

 House with young children under the age of 5 years being described as 
―cluttered‖.    



 When a child goes to school or an A & E unit showing a bruise or marked 
caused by an accidental injury, parents are sidelined immediately and social 
workers and police called in to interview children independently as parents 
seen/identified before any investigation as being ―suspects of abuse‖. Even 
when following rigorous enquires, it is proven an injury was caused 
accidentally, the fact that such an incident happened is regularly cited in reports 
to Children’s Panels as if it had been a deliberate act by a parent. 

 Medical conditions seen by some paediatricians seen automatically as being 
Family Induced Injuries, thus a criminal offence. 

 Grandmother accused of physical assault by restraining child by grabbing them 
by clothing when child running towards and liable to knock over a seriously 
disabled elderly person 

 Mother accused of verbal abuse when shouting at an errant child who was in 
danger of running on to a busy road. 

 Legal opinion and guidance on what is actual ―abuse‖ and ―neglect‖ is required 
rather than just somebody’s opinion.      

 
There needs to be a better legal definition of the role and input of a ―relevant 
person‖. The current definition is ―somebody who has or has recently had input to the 
child‖. This definition is wide open to misinterpretation and in many cases is used to 
exclude close family members, particularly grandparents, from being involved in 
Children’s Hearings and appeals to the Sheriff.      
 
Original complaints are kept on file and libeled against the mother even when no 
evidence is found in criminal investigations. At one Core Group meeting a police 
officer said that the original complaint was material information and subsequent 
findings of innocence were not relevant. In one case an accusation made that a 
mother had attempted to murder her daughter by over dosing her with insulin despite 
the authorities knowing that the insulin pump had a design fault and inaccurate 
doses given. 
 
Following full police investigation reviewed by the Crown Office no action taken 
against the mother. Three years later using the original complaint and without ever 
having interviewed the mother or the children and against the advice of the social 
workers, a paediatrician successfully applied for a Child Protection Order alleging the 
mother was a Schedule 1 offender and the three children were taken back into care 
having lived unharmed with the mother for between 1 and 2 years. Seven months 
after the CPO issued, two youngest children still in care and the oldest child (being 
the one subject of the allegation) having reached the age of 18 years, back living 
with the mother. Yet 5 years later she is still being classed as a Schedule 1 offender 
in a Child Protection case where children are still in care. 
Only a professional legal person can review current systems and what constitutes 
real evidence and accusations against a mother and/or family member. 
 
Research reveals all reviews/reports into current child protection procedures and 
services are carried out by individuals, agencies and other organisations with a 
vested, often commercial, interested in sustaining the status quo without any 
concern for the wellbeing of both children and their families in the system. Where 
children and families are included in any research, it is clear that questions asked 
are a box ticking exercise to ensure that current procedures/protocols are acceptable 



but do not ascertain full opinions on the outcomes. There are no records of any 
enquiries/reports about children and families who appeal decisions nor the 
outcomes. 
 
Government response to Petition 1673 
 
With no disrespect, it is very clear to those who have read it, that the response does 
not demonstrate practical experience or knowledge of how child protection services 
actually operate at service user level. The information detailed is obviously the result 
of a desk top study supported by opinions therefore mostly speculation. 
 
Comments 
The response agrees that the current test in decisions in Courts is based on future 
probabilities based on past allegations and opinions rather than actual evidence. No 
reference to the fact that in many cases ―past facts‖ are challenged by parents who 
claim they are false and their challenge is ignored. ―Past facts‖ cover periods of up to 
and over 20 years. Many have been challenged at the time but not removed from 
files and still portrayed as being relevant. 
 
Once a ―fact‖ is produced in any document within all the various meetings and 
deliberations in child protection cases, social workers, children’s reporters, children’s 
panels and others refuse to remove any ―facts‖ that are claimed and can be proven 
to be wrong. Requests for copy of all files under the Data Protection Act are long 
winded and at the end of the day there is no legislation that can force any 
organisation within Child Protection to remove misinformation, disinformation and 
downright lies from such files. 
 
Action through the Sheriff Court is long winded and extremely expensive. As 
―evidence‖ within child protection is based on probabilities, and at a lower standard 
than at criminal law, chances of success are almost nil. Therefore the lies and 
misinformation are regurgitated at every step. Mothers and families who challenge 
the reports and contents are ladled as ―non engaging family‖, another factor held 
against them in child protection services. 
 
“Getting It Right For Looked After Children And Young People Strategy sets 
out our ambition to reduce the number of children being looked after. In 
particular it focuses on building on the assets of families, early engagement, 
early permanence and improving the quality of care”. 
 
In reality does not happen.  Example Aberdeen City Council are working the social 
work reclaim model supposed to have a high success rate in returning children to 
their homes and family.   No looked after children in Aberdeen returned to parents in 
a two-year period from early 2016. 
 
 
 
 
 
 
 



 
Statistics on Children Looked after 
Figures quoted in Government response wrong and out by 34% 

 

 A sharp increase in numbers of ―looked after children‖ between 2003 and 
2015 (60%) with large decrease (42%) looked after at home with 
corresponding increase rate of children placed with Foster and Kinship carers.       

 The drop in ―Looked after children‖ from 2015 to 2016 was 83 children or 
0.005%, a figure that is not statically important. Total number decreased 
slightly again in 2017.      

 No statistics/figures to show if decrease because of children looked after 
attaining 18 years of age and dropping out of the system or being returned to 
parents 

 

 



 
 

 
 

 Currently 25% of children taken into care are aged 5 years and younger.     

 Of those children, over 71% are adopted mostly against the wishes of the 
mother and family.   

 Reports of 351 children adopted from care in 2017, the highest figure ever. 

 In 2016 eight per cent of children (341) leaving care were adopted, which was 
the highest recorded level then. 
 

 

 
 
Statistics showing the outcome for looked after children are either ignored or not 
even recorded in statistics. 
 
 
 

https://www.celcis.org/
https://www.celcis.org/
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Scottish Children Reporters Administration 2017 survey of children aged 15 
years and 16 years on Compulsory Supervision orders: 

 Young women  – 30% had physical health issues and 60% problems with their 
mental health,  

 20% had both mental and physical health problems.  

 8% of young men had physical health problems and 32% mental health 
problems. 

 Almost all the young people (81%) had problems with education 

 In 2015/16, 40% of looked after school leavers gained a qualification at SCQF 
level 5, compared to 86% of all pupils. 

 71% of looked after leavers were in positive destinations nine months after 
leaving school, versus 91% of all leavers. 

 A lower proportion of looked after children achieve the Curriculum for 
Excellence (CfE) level relevant to their stage compared to all children. 

 
Position after leaving care 

 25% females pregnant by the age of 19 years 

 25% homeless between ages of 16 years and 25 years 

 25% unemployed between ages of 16 years and 25 years 

 25% have criminal convictions by age of 25 years  

 Those who have been in care have a twenty times higher risk of being dead by 
25th birthday 

 50% of prison population have been in care at some time in their life 
 
Education 

 35% of care experienced young people leave school with one or more 
qualification at SCQF Level 5 or above, compared to 84% of the general 
population (Scottish Government, 2016) 

 Care experienced children are automatically deemed to have additional support 
needs, unless otherwise assessed. Around half of care experienced children 
have not been assessed for a coordinated support plan, even though they are 
entitled in law (Govan Law Centre, 2015) 

 4% of care experienced pupils go straight from high school to university, 
compared to 39% of the general population (Scottish Government, 2016).  

 Care experienced pupils are 7 times more likely to be excluded from school 
(Scottish Government, 2014) 

 
Unemployment 

 9 months after leaving school, 30% of care experienced young people are 
classed as unemployed, compared to 8% of their peers (Scottish Government, 
2016) 

 
Criminalisation 

 A third of young offenders, and almost a third of the adult prison population, 
self-identify as being care experienced (SPS, 2016). 

 
Health 

 Amongst looked after young people aged 5–17 years, 45% have been 
assessed as having mental health issues (Office for National Statistics, 2004) 



 It is estimated that one of the highest rates of youth smoking exists for care 
leavers at 67% (ScotPho, 2009) 

 
The Future 

 26% of young people leave care without a formal plan for what happens next 
(Scottish Government, 2016) 

 Formal statistics suggest that at least 21% of care leavers become homeless 
within five years of leaving care (Scottish Government, 2016), however this 
relies on self-declaration of care experience. Practitioners estimate the figure 
could be between 30-50% 

Report by the charity Adoption UK. 

 Its research estimates adopted children can be up to 20 times more likely to be 
permanently excluded than their peers. 

The charity surveyed 2,084 of its members and found that of those with adopted 
children at school in 2015-16,  

 12% of adopted children were given a fixed-term exclusion in 2015-2016 

 4.29% of all school children were given fixed-term exclusions, by comparison  

 1.63% of adopted children were excluded permanently  

 0.08% of all school children were excluded permanently, nationwide  

Source: Adoption UK Schools and Exclusions Survey, Department for Education 

More than a quarter of adoptive families are in crisis, according to a survey by 
the BBC and Adoption UK. More than half of those surveyed reported living with a 
child who was violent, including being punched, kicked or threatened with knives.  
More serious incidents included hospital visits and sexual assault. 
 
Foster Care in England  
A Review for the Department for Education by Sir Martin Narey and Mark 
Owers 

 

The number of 
looked after children 
in England as a 
percentage of the 
child population is 
far lower than in 
Scotland 

 

 



Sir Martin Narey’s (former Director General of the Prison Service of England and 
Wales, Chief Executive of the National Offender Management Service and Chief 
Executive Officer Barnardo's) Independent review of the education of children’s 
social workers  ―Making the education of social workers consistently effective” 
makes 34 recommendations on the selection and training of social workers involved 
in child protection.  

Sir Martin Narey's review of fostering in England found that guidance for foster 
carers leaves them afraid of showing affection to the children they look after. The 
report said “children were being denied "the physical or emotional affection they 
need that helps them to thrive because carers had been taught to be fearful of 
potential allegations". 

Missing statistics 
The following information cannot be found in Government or child protection 
agencies web sites:  

 Number of reports of looked after children running away from care (To year 
ending 31st March, 2018, Police Scotland received 293 such reports within 
Highland Council area). 

 Number of looked after children who ran away to go home to their 
parents/family. 

 Number of looked after children with unassessed and assessed learning 
difficulties/ disabilities and broken down to dyslexia, dyspraxia, autism etc. 

 Number of adopted children reentering the looked after children system. 

 Number of babies/very young children adopted and later found to have heredity 
learning difficulties/disabilities. 

 Number of siblings separated when placed in care or adopted. 

 Numbers of looked after children returned to their parents and families and the 
time lapse. 

 Number of mothers and family rendered homeless as a result of children being 
taken into care and families unable to pay rent because of loss of benefit or 
employment. 

 Percentages of looked after children returned to their mothers and family within 
3, 6, 12 months after being taken into care.      

 Average time a looked after child is in foster/kinship care. 

 Number of reports of abuse and neglect made against foster and kinship carers 
and outcomes. 

 The percentage of parents with looked after children and not on benefits. 
 

Complaints from mothers that placing of children on Child Protection Register or 
social workers obtaining a Child Protection Order are done at the very last minute 
with no prior notification to them. Often done on the day the child was born. In one 
case social workers knew the mother was due to have a caesarean birth four months 
in advance of the birth. Procedures were delayed and the mother called to a Child 
Protection meeting the day before she delivered the child. This was done 
deliberately to place as much pressure on the mother and family when the mother 
was being medicated pre-birth, was very hormonal and extremely stressed. The 
following attended the meeting over and above the mother, her partner and parents: 
- Six social workers, health visitor, police officer, nursery manager, school 
headmistress, charity worker. Three other people including a pediatrician and a GP 



were invited to the meeting but failed to appear. To increase the stress on the family, 
they were excluded from part of the meeting as one person involved had ―privileged 
information‖ to discuss with the others. If information is relevant to child protection 
proceedings, then the parents/family should be involved in the discussion. 
 
What is totally ignored in everything to do with child protection is the close family. For 
the Looked After Children there are approximately 10,000 mothers, over 11,000 
fathers, 2–3000 step parents and more importantly, approximately 48,000 
grandparents, all of whom suffer isolation and illness as a direct result of the stress 
of the system of child protection. Medical research shows that long term stress can 
cause a range of serious medical conditions, all of which cost the NHS money and 
resources. Stress can and is the trigger in many of these close family ties of serious 
illnesses including depression, emotional psychological trauma, cancer, diabetes, 
strokes and heart attacks, stomach disorders and can trigger asthma attacks as well 
as suicide and self-harming. All these conditions are used as a reason by social 
workers and the system to stop the children going home. With no support from the 
system many mothers seek help from their GP. More often than not antidepressants 
are prescribed (again a reason not to let the children go home) one of which is 
known to induce suicide and another so addictive, it is easier to break a heroin 
addiction than that of the prescribed medication. Many parents and families are 
unable to retain employment due to the constant absence from work to attend 
meetings and time off work caused by stress induced illnesses. Yet another point 
used to prevent children returning home to families. 
 
The Government response states funding to Kinship carers has been increased. 
That was to give Kinship Carers same allowances as foster carers. Foster Carers 
entitled to extra allowances to cover clothing, toys, footwear, furniture, vehicles, 
birthday and Christmas presents as well as holidays. Foster carers often get paid an 
additional allowance for being a foster carer. Foster carers are required by law to 
register as self employed by the HMRC and receive extra tax exemptions thus 
making it a business, not a vocation. The appendix to this submission shows 
examples taken from Government and Local Government websites listing 
allowances for Foster and Kinship carers compared to a mother on Universal Tax 
Credits. Under new rules a mother only receives benefits/allowances for the first two 
children. Foster and Kinship Carers get paid for every child. Foster carers and 
Kinship carers get paid between 2 ½ and 9 times the allowances per child that a 
mother on Universal Tax Credits gets plus many other allowances. 
 
Higher allowances paid to foster carers and Kinship carers creates imbalance on 
availability of ―treats‖, clothing etc to children in care, making them resentful of going 
back to live with the family on occasions. 
 
Most authorities pay the standard allowances for a period of time after the child has 
been removed from their care. There are no figures available (probably because 
nobody has totalled them up) of the total cost of child protection in Scotland. Best 
―guestimates‖ are between a half and one Billion Pounds per annum. Audit Scotland 
should investigate the full cost and to propose better ways of spending that money to 
support directly families and children while reducing the spiraling unsustainable and 
out of control cost of child protection in Scotland.   



The Chief Executive of The Adolescent Children’s Trust (TACT) told the 
Guardian that:  
“In 2014-15, eight commercial fostering agencies made around £41m profit between 
them from providing foster placements to local authorities. This is pure profit. It‟s 
after allowances for foster carers, staffing costs and support services… The fact that 
£41m of public taxpayers‟ money, allocated to support children in state care, actually 
ended up in the pockets of … some seriously rich capital firms is obscene.” 
 

 Mothers and families have little or no contact or communication with their 
children while in Foster or Kinship care.    

 Visits are arranged or denied by social workers irrespective of decisions made 
by Children’s Hearings or Sheriffs.     

 All meetings are supervised and arranged in advance.       

 No communication of any kind (telephone/social media) allowed.       

 All correspondence is censored by social workers.     

 Any presents and/or photographs to be delivered via social workers.     

 Children’s Panels and social workers try to make arrangements for absent 
fathers to be involved with the child against the wishes of the mother and 
sometimes the children. They totally ignore the fact that many of these fathers 
have had no input to the childs upbringing for years, may have never 
contributed financially to the childs upbringing. In some cases they even ignore 
the fact that the absent father had a history of domestic abuse and may be 
barred by orders from having contact with the child. Reports of one case where 
a father guilt of domestic abuse attended a Children’s Hearing in handcuffs 
accompanied by two prison officers. In another case a mother was sentenced 
to 18 months for contempt of court when her children refused to meet with the 
father who at the time was in prison on a charge of attempted murder of a third 
party with whom he had a relationship. 

 
Mothers and families cannot attend public or private events where children in care 
may be present as that would break the conditions of the Child Protection Order.   
Example. Autistic child taken into care in Edinburgh is taken to and from school each 
day by taxi. School 300 yards from mothers house and child travels within 200 yards 
of mothers house. Absolutely no consideration given to emotional and psychological 
impact of this on either the child or the mother. System designed and operated to 
separate families as much as possible, thus reducing the ability for families to be 
reunited at an early date. No official statistics available to show how long children are 
in care. By restricting or stopping access by parents and family, children in care are 
led to believe that their biological family do not want anything to do with them, thus 
causing further and additional emotional and psychological stress on the looked after 
child.  Many families report back through friends and families and other social groups 
that children can be in care from birth to 18 or 19 years of age with very little if any 
family contact. Recent BBC documentary showed that over 50% of siblings are 
separated from each other when placed in care causing further break down of the 
family unit. Siblings in care can be separated from each other for up to 18 or more 
years. 
 
Mothers become homeless on many occasions as a result of losing benefits and/or 
employment when children go into care. This is then used against the mother and 
delays for long periods of time the chance of the family being reunited. 



 
Mental Health 
 
As discussed at the Scottish Parliament Cross Party Group on Children and Young 
Persons on 17th April, 2018, the term ―mental health‖ covers a very wide spectrum of 
conditions all of which need their own identification/assessment. The legal definition 
of ―mental disorder‖ set out in section 328 of the Mental Health (Care and Treatment) 
(Scotland) Act 2003) is: 
 
―(1) Subject to subsection (2) below, in this Act ―mental disorder‖ means any— 

(a) mental illness; 
(b) personality disorder; or 
(c) learning disability, 

however caused or manifested; and cognate expressions shall be construed 
accordingly.  
 
(2) A person is not mentally disordered by reason only of any of the following— 

(a) sexual orientation; 
(b) sexual deviancy; 
(c) transsexualism; 
(d) transvestism; 
(e) dependence on, or use of, alcohol or drugs; 
(f) behaviour that causes, or is likely to cause, harassment, alarm or 
distress to any other person; 
(g) acting as no prudent person would act.‖ 

 
By failing to identify specific conditions/abilities, the term ―mental health‖ gives a 
wrong impression of the parent and child’s true situation and thus requirement for 
specific support and help.  The term ―mental health issue‖ is widely used to 
misinform panels and Sheriffs in detailing the ―condition‖ as a threat to the safety and 
wellbeing of the child. This is particularly the case when the parents and children 
have assessed or unassessed learning difficulties/disabilities or show emotions in 
the Hearings or Sheriff Court.   
 
Emotions expressed by mothers and families during Children’s Hearings/Sheriff 
Court appeals are often libeled by social workers and others as a sign of ―mental 
health issues‖. Net result is that parents/mothers are ordered to undergo psychiatric 
examinations before further decisions can be made on the future of the child. The 
child(ren) are kept in care until such times as such examination is carried out a 
report sent back to the Panel/Sheriff. 
The British Dyslexia Society/Association suggests that 10% of UK Residents are 
dyslexic with 4% exhibiting extreme symptoms. It is also accepted that 1.1% of the 
population are on the Autistic Spectrum with 15% of them also being dyslexic. These 
are part of the spectrum of learning difficulties/disabilities but always just labeled as 
―mental health issues‖. Specific Learning Difficulties (SpLDs) affect the way 
information is learned and processed. They are neurological (rather than 
psychological), usually hereditary and occur independently of intelligence. They 
include: Dyslexia, Dyspraxia or Development Co-ordination Disorder, Dyscalculia 
and Attention Deficit Disorder. Social workers, Panel members and police officers in 
particular have no training or knowledge of these conditions and the behavioural 

http://www.legislation.gov.uk/asp/2003/13/section/328
http://www.legislation.gov.uk/asp/2003/13/section/328


patterns they cause in both parents and children.  As a net result these are ignored 
and the resulting behavior in children is classed as ―the result of bad parenting‖. By 
ignoring concerns of mothers and families, social workers do not refer children for 
CAMHS assessment, thus children with such difficulties may go through school 
without assessment and thus special needs teaching/advice. 
 
Studies show that parents with learning difficulties/disabilities are 50 times more 
likely to have their children taken into care. 
 
The strategy sets out four linked ambitions for improving how we support 
children likely to become looked after children at home:….. Families should 
have high quality care planning, assessment and support to prevent those 
children who become supervised at home drifting in the system for years, or 
until their situations reach crisis point. 
 
This may be the Government’s ambition and in guidelines.   In reality little is done to 
meet this ambition. The report Parents with learning difficulties, child protection 
and the courts  by Tim Booth, Professor of Social Policy, Department of 
Sociological Studies, The University of Sheffield includes the following 
statements :- 
 
――Whatever the reasons for the apparent increase in families headed by a parent or 
parents with learning difficulties, they now represent a sizeable population whose 
special needs have so far not been adequately addressed by the health and social 
services”.         
 
“Conflicting responsibilities - there is a constant tension between the 'policing' and 
'enabling' role of social workers. As Harris (1990) observes, families in difficulty 
'typically turn to the very professionals who have the main statutory responsibility for 
child protection.” 
 
“child-centred focus -the primary focus of attention for practitioners is usually the 
welfare of the children. Too often the needs of the parents are overlooked even 
though they may be unable to do their best by their children until their own problems 
are sorted out. The Social Services Inspectorate (1998) found that 'the majority of 
disabled parents we saw did not consider their needs had been recognised' and 
workers rarely looked at how 'to support and help the parents in the discharge of 
their parental duties' (Goodinge, 2000).”  
 
“Lack of trust - many parents have had bad experiences of the services in the past 
and are often reluctant to seek help even when they need it for fear of where it might 
lead.“ 
 
“Other factors working to the disadvantage of parents are the lack of experience on 
the part of most child protection workers in dealing with people who have learning 
difficulties” (one local authority confirmed to me in writing that their social workers not 
only had no training in working with parents with learning disabilities/difficulties, they 
were not aware of the Government guidelines on dealing with such parents) 
 



“The Government's efforts to refocus children's services nationally in order to 
promote and strengthen family ties have so far shown that it is easier to review 
policies and change priorities than it is to alter social work practice .“ 
 
“Critical decisions about the children of 'learning disabled parents' (such as decisions 
about them being placed on or remaining on the child protection register and/or 
being removed from the family) are being made 'on inappropriate or inadequate 
information' (Goodinge, 2000).” 
 
In a report about parents with Learning Disabilities/Difficulties  Llewellyn, 
1990; Sheerin, 1997; Tymchuk, 1990)  and Reviews of literature (Andron & 
Tymchuk, 1987; Booth & Booth, 1993; Dowdney & Skuse, 1993; Llewellyn, 
1990; Sheerin, 1997; Tymchuk, 1990) state that these families often receive a raw 
deal from the statutory services characterised by an 'over zealous' approach to the 
assessment of risks (Social Services Inspectorate, 1999) and an underinvestment in 
the kind of services and supports that might enable them to bring up their children. 
 
In a report to the Scottish Government, Maggie Mellon, former Vice Chair of 
the British Association of Social Workers states : - 

 “There are certainly cases where children should be removed, but children are 
often more harmed by separation than by anything they were suffering at 
home.” 

 “Lay panels at children‟s hearings are making life-changing decisions about 
children without even basic knowledge about child development and, just as 
seriously, without an evidence base about the outcomes of their decisions.” 

 “Nowadays it is the norm for completely different panel members to be 
convened to hear a case every time a child and family come before a hearing. 
There is little continuity, information that is asked for by one panel will be 
disregarded by another, forgotten by a third, and then asked for again at a 
fourth. Parents are often regarded as guilty by default until proven innocent. 
The panels seem to believe that children are safe in care, and don‟t understand 
that an unnecessary day, week or, more commonly, a month or more in care is 
in itself a terrible harm to a child.” 

 “Many children in care suffer a scandal of neglect and emotional abuse equal to 
any of which parents may have been accused.” 

 “It is the state which makes a lousy parent, as current and previous public 
inquiries into institutional abuse in every UK jurisdiction demonstrate. Yes, 
children are sometimes harmed and even killed by their parents or guardians, 
but these are the troubling exceptions to the rule that families are by far the 
best and safest place for children to grow up. The difficulties in which these 
inquiries are mired only underlines the difficulty that the state has in holding 
itself to account for its lousy parenting.”   

 ―The panels seem to believe that children are safe in care, and don‟t 
understand that an unnecessary day, week or, more commonly, a month or 
more in care is in itself a terrible harm to a child.” 

 
In an enquiry into adoption organised by the British Association of Social 
Workers, the following statements were given by BASW CEO Ruth Allen: - 

 ―Adoption can be highly successful, providing children with stable, loving homes 
and adoptive parents with the experience of creating the family they want.  Birth 



families may consent to adoption and recognise the value to their biological 
child.” 

 “The Enquiry explores the complex realities of adoption for many people, 
particularly in non-consensual adoption, with mixed outcomes and experiences 
for all involved which raise questions about what the report calls a dominant 
„happy ever after‟ narrative.” 

 “There is a dearth of information and meaningful longitudinal research to inform 
policy and social work practice on adoption. Very little information is collected 
or known about the social and economic circumstances, the lifetime costs and 
benefits, and long-term outcomes of the promotion of adoption of children from 
care.” 

 “For example, there is no comprehensive data on the number of children who 
are returned to care after adoption and the reasons why, nor sufficient research 
into the longitudinal outcomes into adult life of those who are adopted.” 

 
Legal representation 
 
The Government response states :- indicated that some 750 solicitors across 
Scotland are authorised by SLAB to participate in the Children‟s Legal Assistance 
Scheme which includes assistance with children‟s hearings.” 
Children’s Hearing and child protection require specialised knowledge. Because a 
solicitor is authorised by SLAB to practice matters affecting children does not mean 
that they will handle child protection matters. Very few law firms specialise in and 
therefore will handle Children’s Hearing and protection services. To date less than 
20 practices have been identified in Scotland who offer such service for Children’s 
Hearings/child protection. None of them are based north of the River Forth. Situation 
further complicated where mother and children are each entitled to legal 
representation. Due to vested interests between clients a law firm will not represent 
all participants in a case, even when all of the same family. I know of one case 
where the three children and mother had each to get legal representation from 
different law practices. Same with our own case where lawyer representing 
stepdaughter could not represent us as well. Number of cases supported by SLAB 
between 2013 and 2017 represents 2750 children a year but split across all aspects 
of children and the law. Considering approximately 15000 looked after children each 
year shows little representation in Children’s Hearings and other aspects of child 
protection. 
 
Legal advisors have to apply for legal aid before they can start to help a client. In all 
cases SLAB decide if there is a chance that the claim/case can be won before 
granting finance. In appeal processes the same procedures prevent many cases 
going to a higher court for judication. Thus many families are denied justice because 
of procedures, therefore many cases do not get a full and just legal decision. Where 
legal aid is not available families either go without legal advice/representation or 
have to pay large sums of money to protect themselves. A lawyer cost £150 - £180 
per hour. A QC costs from £4500.00 per day. Reports of one family who paid 
£30,000.00 of their savings in legal fees unsuccessfully to adopt the child of one of 
their former foster children. One mother became both homeless and ran up an 
unpaid bill of £2000.00 for a lawyer when she lost an appeal against a Child 
Protection Order. Subsequent transfer of the case to another Local Authority found 



that the mother was a fit person and her daughter was returned to her by a 
Children’s Hearing in that other area. 
 
Comments in relation to Child Protection Orders are not what happens in practice. A 
report is submitted by a social worker to the Reporter based on their opinions with no 
evidence to back them. No enquiries are done by any independent person. The 
Reports ―enquiry‖ is reading the report/document submitted by the social worker. The 
family are never made aware of the application therefore are not involved in the 
preparation of a defence. Submission is placed in front of a Sheriff in private without 
notification to the family or their legal representative. Submission is not submitted 
under oath and often the hearing is held in the Sheriff’s house out of hours. Recent 
case in Central Scotland mother received a telephone call while in a meeting with 
her lawyer. Social worker said that if they received anymore letters from the lawyer 
the mother would never see her children again. The mother was advised 5 weeks 
later by social workers that they had gone to the Sheriff and gained an Order 
revoking her parental rights. Social workers refused to forward copies of the 
judgement. When eventually received through the intervention of an MSP, papers 
showed that a lawyer completely unknown to the mother had appeared allegedly on 
her behalf at the Sheriff Hearing. 
 
The report compiled by a Reporter to a Children’s Hearing is only a copy of the 
documentation submitted by the social workers. No other investigation is conducted. 
Copies of that document are only received by families and their legal representatives 
3 days before a Hearing. The reality of the situation once again is that legal 
requirements are ignored and Reporters interpret the legislation that parents and 
families are only entitled to receive the documentation a maximum of three days 
before a Hearing, not the minimum of three days as in the legislation. I know 
because I and others have challenged Reporters time and time again over such 
short notice. In one case a 13 year old child and their 15 year old sibling received a 
750 page pediatricians report three days before a Hearing. 
 
At the meeting on 23 November, Rona Mackay MSP mentioned her experience of a 
hearing lasting longer than one hour. Contrary to that experience, my understanding 
is that the Chair of a Children’s Hearing is instructed that a Children’s Hearing will 
last no longer than one hour with 15 minutes to be set aside for writing up the 
decision. In practice the first 10 minutes are taken up with introductions and 
procedures. Therefore where a Panel Chairs sticks to their instructions the actual 
Children’s Hearing is for 35 minutes, hardly time for a full and frank discussion over 
the issues. Where children have been taken into care on a Child Protection Order, 
very stressed and emotional mothers and families have to appear at a 48 hour 
meeting afterwards. A meeting with only 35 minutes for all parties to be involved in 
discussions does not give any real and fair time for families to defend themselves 
and try and get their children back. All the more so when false information has been 
fed to the Sheriff in the private Hearing to obtain the CPO. The situation is more 
complicated when there are more than one child and each one has a different father. 
A separate meeting has to be held for each child as one father cannot be involved in 
the other child’s hearing. Not every Children’s Hearing Centre has video link capacity 
and the current system can only connect between two centres. Thus some cases 
drag on trying to accommodate everybody entitled to take part. 
 



Again I reiterate that what happens at ―user level‖ is not that as described and placed 
in legislation and guidelines, hence the requirement for legally based investigation of 
all current practices and procedures. That enquiry to interview ―users‖ of the system, 
not professionals with a vested interest in keeping the status quo. 
 
Meetings organised by social workers and other agencies may have different names 
but the same procedures/protocols are used in each. Is noted that only those with 
contributions to make should attend. In most case conferences there will be a 
minimum of 5 and often more social workers, including the social worker and 
manager involved with the child and family along with between 5 or more other 
―professionals‖. The National Guidance in most of its procedures excludes mothers 
and families and constantly refers to ―the child‖. The guidelines completely ignore the 
fact that many children entering the system are very young and cannot and do not 
understand what is happening, therefore cannot and do not contribute. That is more 
so when the child has a learning difficulty/disability whether assessed or not. 
Parents, families and their representatives are ignored in such meetings. 
       
Mothers are rarely informed that they can have the services of an advocate or legal 
representative at these meetings. There is no advocates in Scotland who can sign 
language on behalf of deaf family members, thus that family member is ignored 
within the meetings/hearings and tend to get very emotional because they are 
excluded by their disability. There is no system of appeal against decisions made 
within these meetings. 
 
These meetings are controversial and confrontational purely because of the way 
they are structured and that all professionals attending focus discussions on their 
opinions and regularly exclude relevant information. Example: Health visitor said she 
was concerned that a baby had not grown as per the professional graph predictions. 
All present said was serious and that the situation would require watching. Health 
visitor had failed to advise the meeting that at the time of her concerns, she knew 
that the baby was on prescribed medication for a heavy cold and that the mother had 
discovered that the baby was allergic to normal baby formulation. On other 
occasions a police woman failed over a 4 month period to advise the meetings that a 
police investigation had found no evidence of assault by the mother of another child. 
All parents and families who attend such meetings describe them as ―bear pits‖.    
 
Whenever a family member questions a point raised by social workers or others they 
are automatically labelled as non-engaging, a point used in later Hearings. Social 
workers and chairs of these meetings refuse to change any information in reports 
that the family know is wrong. That false information stays on the files for life. Any 
complaint about any meeting goes first to the manager who chaired the meeting then 
escalates through the chain of command. Everybody’s experience is that the 
―investigation‖ always clears the person complained about. Only recourse is to 
complain to SPSO who only look at the procedures used during the ―investigation‖ 
and cannot find on the original complaint. 
 
Children’s Hearings Scotland 
 

 A Board of 6 appointed by the Scottish Government.    All with professional 
experience in Child Protection. 



 Recruit, appoint and responsible for training of members of Children’s Panels 

 Training done under contract by a College. 

 Will only deal with complaints about conduct of individual Panel Members. 

 Refer any other complaints to Local Authorities. 

 No procedures for dealing with complaints that false information/documents 
submitted to a Children’s Hearing. 

 
Scottish Children Reporters Administration 
 

 Appoint Children’s Reporters 

 Only handle complaints of conduct against individual reporters. 

 No procedures for dealing with complaints that false information/documents 
submitted to a Children’s Hearing. 

 Despite the legislation, Reporters insist that the legislation states that families 
cannot receive papers for a Hearing more than three calendar days before a 
hearing.      Not unusual for families to receive documents (never less than 20 
pages per child and often well over that) on a Friday for a Tuesday Hearing thus 
giving legal advisors little time to study and advise families and children. 

 Reporters expect families and children to submit their written response not less 
than four days before a Hearing. 

 Insist that all children irrespective of mental or actual age to attend Hearings.     
Requirement for family to ask for a Pre Hearing Meeting to argue case as to why 
very young children especially those with speech and learning 
disabilities/difficulties should attend. 

 Role to give legal advice to Panel Members but known to take part in 
discussions. 

 Despite no minutes/notes recorded during Hearings, represent the Children’s 
Hearing members in any appeal to a Sheriff thus only given their opinion as to 
what was said at the Hearing. 

 
Children’s Panels 

 Consist of volunteer lay people 

 Training appears only to be on how to run a Children’s Hearing abiding by strict 
protocols and on the powers to deal with Children at a Hearing 

 Different Panel Members for every Children’s Hearing irrespective of number of 
Hearings for each family thus no continuity. 

 Panel Members get no background on the family or case and only have the 
information provided by social workers to make a decision. 

 Panel Members never get copies of information submitted to previous Hearings 
by the family and/or Children. 

 No records or Minutes kept of any Hearing 

 Decisions do not contain reasons or evidence as to how they came by their 
decision 

 Sheriffs have  been known to dismiss appeals on the grounds that they have not 
been given the reasons for the decision of the Children’s Hearing 

 Panel members have no training or knowledge on medical and ―mental health‖ 
issues therefore ignore such information and behavior in Hearings. 

 Panel Members appear to have no training and/or comprehension on the concept 
of hearing evidence from both parties. 



 Accept everything put in writing by social workers 

 Do not alter social workers papers even when agreed that information within 
them is wrong or false.   Net result such papers remain as is and never amended 
therefore same information regurgitated in future hearings and stay on record for 
the life of the family. 

 Panel Members rarely if ever ask families to clarify matters arising in their written 
submissions. 

 Panel Members do not notice when very young children are agitated or upset 
while in Children’s Hearings 

 Panel Members often question the truth of an application for children not to 
attend hearings 

 Despite Orders preventing fathers from having contact with Children will try and 
arrange for meetings 

 Panel Members do not appear to understand that many children and their 
mothers want no contact with fathers because of previous domestic abuse and 
violence. 

 Panel Members don’t understand the emotions of the children and mother when 
a father has had absolutely no contact and has not supported the family financial 
for many years when they try to get the father to make contact. 

 
Scottish Social Services Council 
 

 Only deal with complaints against social workers registered with them. 

 FOI enquiries show low percentage of complaints from the public actioned 
compared to complaints from Local Authorities and other bodies. 

 Often treat complaints from the public as just a ―disagreement of opinions with a 
social worker‖ even when evidence shows that social workers deliberately placed 
false evidence in front of Sheriffs and Children’s Hearings. 

 No formal interviews with complainers from the public or their witnesses.   Action 
taken on strength of written complaint. 

 Whether there might be any potential conflicts of interest if senior staff of the 
Council are also the directors of charities which may, in turn, employ staff 
registered with the Council. 

 
Police Scotland 
 

 Child protection officers no training in child psychology, adults and children with 
learning difficulties/disabilities or their reactions under stress. 

 Officers appear to take instructions from social workers. 

 Because of changes in tenancy legislation, can no longer ask a person involved 
in domestic violence and abuse to leave the house when requested by the 
tenant. Net result mother and children subjected to continued domestic violence 
and abuse. Mother then subject to accusation of neglect/abuse by allowing 
domestic abuse and violence to continue in the presence of children.    If mother 
takes children and leaves home making herself homeless still at risk of neglect by 
putting children at risk. Legislation allows Local Authorities to refuse homeless 
accommodation on grounds ―mother made herself homeless‖. 

 Reports from some areas that when a neighbor reports a disturbance, both 
parents detained for 12 hours for ―investigation‖ and arrangements for children to 



be looked after. At end of the 12 hour detention both parents charged with 
domestic crimes and incarcerated until next Court day. Can be detained for up to 
5 days if at weekend and a public holiday. Lord Advocate rules do not allow 
police to release parents without permission of Procurator Fiscal. Reports of 
father being released with no proceedings while mother appears in Court even 
although no witnesses other than the two parents. Fact mother detained and 
before subsequent trial, never mind conviction, social workers accuse mother of 
neglect purely because police apprehended her and took her away from the 
children. 

 Reports that father made complaint against mother. Police called and detained 
mother from Friday am until Court appearance on the Tuesday pm. 
―Corroborative evidence‖ that fathers relative in another house several miles 
away heard the assault on the phone. Police refused to check phone records to 
ascertain if call actually made. Father had a reputation in other cases of the same 
trick. Mother refused medical attention and sanitary products while in custody. 
Police left father in charge of the children despite protests by the mother he had 
been drinking and was not fit to look after children.  Procurator Fiscal released 
mother with no proceedings. 

 Police refused to investigate that social workers had placed false reports to a 
Sheriff to obtain a Child Protection Order to remove children from family. PIRC 
enquiry on going but they can only look at the manner the complaint was handled 
but cannot order a fresh investigation into original complaint. 

 
Charities 

 Concerns that some charities carrying out commercial contracts with Local 
Authorities that cannot be classed as charitable work. Some Children’s Charities 
in Scotland inform OSCR that their annual incomes are between £10 and £330 
million pounds. 

 Questions over training and qualifications of charity employees carrying out the 
commercial contract work 

 The 2012 press releases of UK child welfare and protection agencies by Gary 
Clapton and Viviene E Cree University of Edinburgh, Edinburgh, UK. ―This article 
reports on findings from an analysis of press releases from selected UK child 
welfare and protection agencies in 2012. It demonstrates that the information 
contained in press releases is neither neutral nor dispassionate. Instead, press 
releases are found to be political artefacts, whose purpose is to galvanise and 
shape opinion and garner support for a particular standpoint, campaign or the 
agency itself.‖ 

 The NSPCC is currently under investigation by the Advertising Agency and the 
Fund Raising Regulator for using false statistics about child sexual abuse and 
neglect in a series of National adverts designed to increase income. 

 Concern about the role and influence of a large number of public and third sector 
employees who are graduates of leadership training courses involving the use of 
Neuro-linguistic programming courses. 



APPENDIX 

  
 
Parent not on 
benefits 

 
 
Parent on benefit 

 
 
Foster Carer 
Moray Council 

 
 
Kinship carer 

 
 
Foster Carer 
Aberdeenshire          
Council 

 
 
Foster Carer 
Edinburgh   
Council 

 
 
Foster Carer 
Glasgow     
Council 

Income 
Per child 

 
0 

1
st
  £69.27 

Subsequent child  
£57.91pw 

£142.86  to 
£246.44 (age 
related) pw 

Same 
allowances  
Per Local 
Authority   

£ 142.86 to 
£246.44 (age 
related) pw 

£204.84 to 
£383.04 pw 
depending on 
age 

£137.18 to 
£236..60 pw per 
child depending 
on age 

 
Child Benefit 
 

1
st
 £20.70 pw 

Subsequent 
children £13.70 
pw 

1
st
 £20.70/pw 

Subsequent  
£13.70p/w 

1
st
 £20.70/pw 

Subsequent  
£13.70p/w 

as foster  
carers 

1
st
 £20.70/pw 

Subsequent  
£13.70p/w 

1
st
 £20.70/pw 

Subsequent  
£13.70p/w 

1
st
 £20.70/pw 

Subsequent  
£13.70p/w 

 
Carers 
allowance 

£83.oo for child 
with disability 

£83.00 for child with 
disability 

 
? 

  
? 

 
? 

 
? 

 
Disability 
allowance per 
child 

£22.00 or £55.65 
or £83.33 
depending on 
severity 

£22.00 or £55.65 or 
£83.33 depending on 
severity 

£22.00 or 
£55.65 or 
£83.33 
depending on 
severity 

 £22.00 or £55.65 
or £83.33 
depending on 
severity 

£22.00 or 
£55.65 or 
£83.33 
depending on 
severity 

£22.00 or £55.65 
or £83.33 
depending on 
severity 

Enhanced 
allowance from 
provider 

 £80.70 to £370.30 
per month 

£85.11   to  
£198.62  to  
£439.67 

  
? 

 
? 

 
? 

Skills Payment  
? 

 
? 

 
? 

 £161.58 to 
£515.75(skills 
related) per week 

  

Foster Fees  
? 

 
? 

 
? 

 
? 

 
? 

£157.49 to 
£487.28 per 
week per child 

£150.00 pw 

 

 



Compass Fostering 

The examples below will give you an idea of how the tax allowances work. All examples are for illustrative purposes only and are 
based on a 52 week placement. The actual amount you will receive may vary from the example (either higher or lower) and can 
vary between regions. 

Tax relief examples 

EXAMPLE ONE 

A foster carer has a 14 year old boy in placement – the foster carers will receive £365 per week for the length of the placement. 

TOTAL TAX ALLOWANCE AFTER TAX 

£18,980 

Over 52 weeks of the year = £18,980. Tax relief: £10,000 + £250 x 52 x 1 = £23,000. Therefore none of this is taxable. 

EXAMPLE TWO 

A carer has a sibling group of three who are 2, 5 and 12 years old – their foster carers receive £977.82 per week for the length of 
the placement. 

TOTAL TAX ALLOWANCE AFTER TAX 

£42,197 

Over 52 weeks of the year = £50,546.64. Tax relief: £10,000 + £250 x 52 x 1 + £200 x 52 x 2 = £43,800. Therefore £6,746.64 is 
taxable. 

 

 



EXAMPLE THREE 

A carer has a 14 year old boy exhibiting problematic sexual behaviour. The carers received £760 per week for the length of the 
placement. 

TOTAL TAX ALLOWANCE AFTER TAX 

£36,216 

Over 52 weeks of the year = £39,520. Tax relief: £10,000 + £250 x 52 = £23,000. Therefore only £16,520 is taxable. 

Edinburgh Council web page post 

“As Edinburgh is a placing agency, our carers have less time between placements than other agencies, therefore, overall, 
our carers have an opportunity to earn more.”      

“In addition to the above allowances, Christmas (or other religious festival) and birthday allowances each equivalent to one week’s 
standard allowance, and holiday allowance, equivalent to two week’s standard allowances are paid. Christmas allowances are paid 
4 weeks prior to Christmas.‖ 

―Befriending 

Befrienders are paid a fee of £6.09 per hour, for session times agreed.‖ 

 

Glasgow City Council 

―   Fostering Allowances  

Glasgow City Council (Families for Children) pays the level of weekly allowances as being a reasonable reflection of the cost of 
caring for a child. In addition to the weekly allowances set out below, four additional payments are paid per year: two weeks 
holiday, one week Christmas, and one week birthday‖. 
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Public Petitions Committee 

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1674: Managing the cat population in Scotland 

Note by the Clerk 

Petitioner Ellie Stirling 

Petition 

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

review the Code of Practice under the Wildlife and Natural 
Environment (Scotland) Act 2011 and to identify measures which 
could be introduced to control the soaring domestic cat population and 
protect the existence of the Scottish wildcat. 

Webpage parliament.scot/GettingInvolved/Petitions/scottishcatpopulation  

 

Introduction 

1. This is a continued petition, first considered by the Committee on 7 December 

 2017, when it took evidence from the petitioner.  

2. Submissions received after the Committee’s initial consideration of the 
 petition have been circulated and are included in the annexe to this note. The 
 Committee is invited to consider what action it wishes to take on this petition.  

Committee consideration 

3. The Scottish SPCA indicates its agreement with the petitioner that there are 
issues that need to be addressed, but believe alternatives to those called for in 
the petition should be explored. 

4. The Scottish SPCA advises that only “true” Scottish wildcats are currently 
protected by legislation and notes that the Partnership for Action Against 
Wildlife  Crime group set up by the Scottish Government “has recommended 
that the  term “Scottish Wildcat” is further clarified. It adds— 

  “…modern genetic testing has indicated that hybridisation may have  
  decimated the pure Scottish Wildcats [and] as such the damage may have 
  already been done.” 

5. The Scottish SPCA considers that the proposal to make neutering legally 

compulsory to protect the Scottish Wildcat “does not make sense” as cats in the 
central belt and cities “do not pose a threat to Scottish Wildcats”. 

http://www.parliament.scot/GettingInvolved/Petitions/scottishcatpopulation
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6. In relation to health status and the overall cat population, the Scottish SPCA 
acknowledges that the number of unwanted cats “has increased slightly over 
the years”. 

7. The Scottish SPCA confirms its support for vaccination, microchipping and 
neutering, and acknowledges that “there is certainly more public education 
required in that area” but considers that “making neutering compulsory would 
be cost prohibitive to many cat owners and could lead [to] an increase of cats 

and kittens being abandoned”. It also questions how any such law could be 
enforced, and who would be responsible for enforcement.  

8. In her submission, the Cabinet Secretary says that the Scottish Government 
“does not consider compulsory microchipping to be required for cats”. 

9. The Cabinet Secretary also refers to updating regulations governing licensing, 
breeding and dealing which “may address some of the petitioner’s concerns 
about irresponsible cat breeding and sale”. She adds— 

“However, there will be a need to look very carefully at any scheme that 

proposed further legislation in this area, especially considering that the risk to 
Highland Wildcat genetics is associated with feral domestic cat populations in 
certain parts of Scotland, rather than with owned domestic cats more 
generally.” 

10. In terms of conservation, and with regard to the non-native species Code of 
Practice under the Wildlife and Natural Environment (Scotland) Act 2011, the 
Cabinet Secretary indicates that she is prepared to ask the Non-native Species 
Action Group to “look at this issue” while noting that any change to the Code 

does not change the law in any way. She adds— 

 “In considering any changes to the Code, the Group will bear in mind  
 biodiversity issues, including impacts on small birds, mammals and 
 amphibians. They will also in particular bear in mind the impact on the 

 Scottish wildcat.”   

11. The Cabinet Secretary explains that the Non-native Species Action Group will 
work closely with the partner organisations of the Scottish Wildcat Action Plan. 
She highlights key aspects of that Action Plan— 

 ‘Scottish Wildcat Action’, an “ambitious five year project that has the 
ultimate vision of restoring viable populations of wildcat north of the 
Highland fault line 

 intensive camera trapping surveys 

 a trap, neuter, vaccinate, release (TNVR) programme of feral and hybrid 
cats 

 ‘Supercat’ campaign to promote responsible cat ownership 

 engagement with land managers to improve land management practices 

in relation to wildcats 

12. The Cabinet Secretary also highlights a conservation breeding programme, led 
by the Royal Zoological Society of Scotland. She states— 
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“The ultimate aim of this program is to establish a viable captive insurance 
population of wildcats for eventual re-release into the wild.” 

13. The joint submission from the British Veterinary Association, British Small 

Animal Veterinary Association and the British Veterinary Zoological Society 
recognises the “negative impact of hybridisation” and considers that the 
veterinary profession “has a clear role to play in promoting the responsible 
ownership of domestic cats … including neutering, microchipping and 

vaccination”. 

14. In relation to compulsory microchipping and registration, the BVA and co-
respondents consider that this “would not present a blanket solution to the 
issue of hybridisation”, and suggest that “any microchipping strategy would 

need to be employed in conjunction with the promotion of overall responsible 
cat ownership, as has taken place in the Cairngorms Wildcat Project”. 

15. The joint submission confirms the profession’s strong support for the practice of 
neutering cats, but states— 

   “However, we consider that compulsory neutering of the domestic cat  
  population as a strategy to conserve the Scottish wildcat is a disproportionate 
  response…” 

16. The BVA considers that any strategy designed to manage the domestic and 

stray or feral cat populations, and to conserve the Scottish wildcat population 
should be evidence-based.  

17. It notes that the delivery phase of the Scottish Wildcat Action Plan will end in 
September 2019, and suggests “waiting until the completion and review of this 

delivery phase, including monitoring of wildcat population trends in priority 
areas, to inform further strategies”  

18. In terms of responsible cat ownership, the BVA states that “consideration 
should be given to a targeted public awareness campaign … that is supported 

and promoted by all key stakeholders”. It adds— 

  “Such a campaign, as has been the case in the Cairngorms Wildcat Project, 
  should promote responsible ownership of cats (including microchipping,  
  neutering from 16 weeks if required and vaccination) and improved   

  awareness of the implications of domestic and feral cats on the Scottish  
  wildcat population.”  

19. The BVA indicates it “would welcome involvement and collaborative working 
with other key stakeholders” on any such national campaign.  

20. The Cat Population Control Group (CPCG) has concerns regarding the impact 
some of the actions called for in the petition may have on the welfare of pet 
cats.  

21. The CPCG acknowledges the importance of neutering in helping to reduce cat 

numbers, but has “serious concerns regarding its enforceability and also the 
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potential long-term unintended consequences on cat welfare”. It sets out a list 
of “specific uncertainties”, including— 

 costs 

 enforcement 

 unknown implications for unneutered, unowned cats 

 a lack of supporting empirical evidence; more research is required 

22. The CPCG sets out its view that any changes to the Code of Practice on Non-
Native Species would not result in any changes to the law which, it 
understands, is what is being called for in the petition. 

23. The CPCG indicates that it cannot support the petitioner’s proposal but is 

sympathetic to the cause and indicates its willingness to be involved in any sort 
of public awareness campaign.  

24. In her submission of 26 February, the petitioner responds to the views set out in 
other submissions.  She considers that those responses have provided 

“valuable insights” into how the respondents view the issue of cat population, 
and their primary responsibilities. She identifies what she sees as three 
outstanding issues— 

 widespread misunderstanding of wildcat conservation aims 

 a reluctance to address the issues identified in her petition 

 agreement with the goals of her petition, but that the voluntary approach 
does not work. 

25. The petitioner believes that “a new assertive approach to cat neutering … will 

send out a clear message and that is what’s needed”. She suggests that 
Professor Anna Meredith of the Royal Dick School of Veterinary Studies, and 
the partner organisations of Scottish Wildcat Action will be able to clarify issues 
around conservation. 

26. The petitioner argues that the pet cat population is doubling every four years1 
while at the same time available homes for cats are decreasing. She considers 
that situation is unsustainable.  

27. In terms of conservation, the petitioner considers that “welfare and conservation 

share the same goals – a situation where ‘every cat has its needs met’ and the 
wildcat is free from the threat of hybridisation”. She believes that changes in 
behaviour and attitudes towards the domestic cat population are necessary to 
protect the wildcat. She argues— 

  “Trapping and neutering programmes are a valid tool in bringing the feral cat 
  population under control but only work if combined with stopping new cats  
  overflowing from the pet population.” 

                                                             
1 As also noted in the petition and previous oral and written evidence provided to the Committee by 
the petitioner. 
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28. In addressing the concerns about unintended consequences expressed by 
other respondents, the petitioner argues that the compulsory neutering 
approach could “open up more opportunities and ensure diversity”. 

29. The petitioner also addresses concerns about enforcement. She argues that 
“all laws rely on self-enforcement”. While she acknowledges the importance of 
learning from the dog ID chipping experience, but argues that “the reasons for 
chipping cats are different and the situation is urgent, so delay would be 

unhelpful”. She explains her position— 

  “With cats the main negative impacts come from the over-population, so the 
  primary reason for ID chipping is rapid in-the-field identification as to whether 
  a cat is already neutered. If already neutered (or ear-tipped) the cat can be 

  released immediately so avoiding un-necessary uplift and containment which 
  currently holds up Trap Neuter Return work." 

30. To support her argument, the petitioner refers to measures elsewhere in 
Europe, South Australia and some legislatures in America (as identified in her 

submission of 22 January). She highlights, in particular, the 3-stage model 
adopted in Belgium, and considers that it “would be helpful to learn from their 
experience”. 

Conclusion 

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

 To write to the partner organisations of the Scottish Wildcat Action Plan, to 
invite their views on the action called for in the petition and to respond to 

points raised in oral and written evidence received to date, particularly in 
relation to conservation issues  

 To seek the views of Professor Anna Meredith on the action called for in the 
petition 

 To seek an update from the Scottish Government on its five year Scottish 
Wildcat Action programme, and to establish whether it will publish any 
interim findings in advance of the publication of its findings, and to seek its 
view on the suggestions of a close co-ordinated public awareness and 

education campaign 

 Any other action the Committee wishes to take. 

Clerk to the Committee 

Annexe 

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

 PE1674/B: Scottish SPCA submission of 3 January 2018 (155KB pdf) 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1674_B.pdf
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 PE1674/C: Petitioner submission of 22 January 2018 (73KB pdf) 

 PE1674/D: Cabinet Secretary for the Environment, Climate Change and Land 

Reform submission of 25 January 2018 (77KB pdf) 

 PE1674/E: British Veterinary Association Scottish Branch, British Small 

Animal Veterinary Association and British Veterinary Zoological Society joint 

submission of 29 January 2018 (90kb PDF) 

 PE1674/F: Cat Population Control Group submission of 9 February 2018 

(265KB pdf) 

 PE1674/G: Petitioner submission of 26 February 2018 (464KB pdf) 

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

webpage. 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_C.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_D.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_D.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_E.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_E.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_E.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_F.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_F.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1674_G.pdf
http://www.parliament.scot/GettingInvolved/Petitions/scottishcatpopulation
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Scottish SPCA submission of 3 January 2018 

 

The Scottish SPCA welcomes the invitation from the Committee to comment on the 

above petition raised by Ms E Stirling regarding the cat population in Scotland. 

 

I have known the petitioner for many years, mainly through her work in Badger 

conservation and in her work as a volunteer for the charity Cats Protection. The Society 

has no comment on the scientific evidence or figures given by Ms Stirling to the 

committee. 

 

The Scottish SPCA was established in 1839 and is the largest animal welfare 

organisation in Scotland, the Society deals with all species of domestic, livestock and wild 

animals throughout the whole of Scotland. 

 

The Scottish SPCA is an animal welfare organisation and not a species conservation 

body. 

 

Scottish SPCA Inspectors are authorised by the Scottish Minister to enforce the welfare 

provisions of the Animal Health and Welfare (Scotland) Act 2006 and regularly provides 

reports to the Crown Office Procurator Fiscal Service with a view to prosecution of alleged 

offenders, in all cases, it is the Procurator Fiscal service who ultimately decides to 

proceed to court proceedings or not. 

 

The Scottish SPCA also has nine Animal Rescue and Rehoming Centre’s (ARRCs) 

throughout Scotland, who deal with over 12,000 animals per year and one dedicated 

National Wildlife Rescue Centre, which dealt with just under 10,000 wild creatures of all 

species in 2017. 

 

Domestic cats can come into the care of the Scottish SPCA for a variety of reasons; 

through neglect, intentional cruelty, abandonment, road traffic accident (RTA), injured or 

ill stray cats or following the death of an owner. 

 

Many ill or injured cats that have roamed from home or have been involved in RTAs are 

returned directly to their owners by our Animal Rescue Officers and Inspectors after 

veterinary examination as their owners have been traced through the cat being 

microchipped. 

 

All other cats are taken to one of our ARRC,s to be cared for until they are claimed by an 

owner or rehomed to a loving new family home. All cats reclaimed by an owner will be 



microchipped before being returned. 

 

The following numbers of cats were reclaimed by their owners from one of our ARRCs by 

either visiting a centre of seeing the cat on our website. 

2015 - 323 reclaimed 

2016 - 345 reclaimed 

2017 - 323 reclaimed. 

 

The Scottish SPCA has a strict non destruction policy for physically and mentally healthy 

animals; cats are only humanely put to sleep on welfare grounds following the advice of a 

veterinary surgeon. 

 

All cats rehomed by the Scottish SPCA are fully health checked by a veterinary surgeon, 

vaccinated, and spayed or neutered prior to rehoming, along with 40 days free pet 

insurance.  

If a kitten is too young to be spayed or neutered at the time of rehoming the new owner 

has to undertake to have the kitten returned to be spayed or neutered at a suitable age or 

have the operation carried out by their own veterinary surgeon with the Scottish SPCA 

meeting the cost. 

The Scottish SPCA currently has over 270 cats in our ARRCs and has rehomed the 

following numbers of cats, 

2015 – 2,237 rehomed. 

2016 – 1,940 rehomed. 

2017 – 1,943 rehomed. 

 

The Scottish SPCA does not routinely deal with feral cats unless they are sick, injured or 

diseased. The Scottish SPCA does not carry out trap, neuter release schemes that some 

other very reputable organisations do. 

 

The Sottish SPCA has a very large education programme for school children of primary 

school age (over 280,000 school children involved in 2017) and strongly promotes 

responsible pet ownership to all members of the Scottish public. 

 

The petition presented appears to have a dual purpose, 

1) to protect the Scottish Wildcat and, 

2) protect the health status and reduce the overall number of cats in Scotland; these are 

separate issues and should be addressed as such. 

 

1) True Scottish Wildcats are protected by legislation. 

 



The Partnership for Action Against Wildlife Crime legislation and guidance group set up 

by the Scottish Government has recommended that the term Scottish Wildcat is further 

clarified, only true Scottish Wildcats are protected by the legislation, in days gone by, 

Scottish Wildcats were identified by their pelage and appearance along with a few post 

mortem indicators, however, modern genetic testing has indicated that hybridisation may 

have decimated the pure Scottish Wildcats as such the damage may have already been 

done. 

 

When the Scottish Wildcat Action group was formed, certain parts of Scotland 

(Strathbogie, Angus Glens, Northern Strathspey, Morvern and Strathpeffer) were 

identified as important areas where the Scottish Wildcat may be helped by controlling 

domestic or feral cats within those defined areas, this was the first time that only cats 

"under the control of man" was muted, but that was specific to those small designated 

areas. The proposal at that time was to have an extensive trap, neuter and vaccinate 

release scheme within these areas. 

 

A proposal to make cat neutering legally compulsory throughout Scotland in an effort to 

protect the Scottish Wildcat does not make sense, cats in the central belt and major cities 

and towns do not pose a threat to Scottish Wildcats. 

 

2) Health status and overall cat population 

The number of unwanted cats has increased slightly over the years; this is accompanied 

by a continual cycle of cat flu outbreaks, both of which causes the Scottish SPCA and 

many other reputable organisations problems. 

 

There is a proposal by the Scottish Government to regulate all organisations that act as 

animal sanctuaries or rehoming agencies, part of those regulations could include only 

rehoming neutered cats, which most of the reputable organisations already do. 

 

As stated previously, the Scottish SPCA and many other reputable organisations support 

vaccination, microchipping and the neutering of cats and there is certainly more public 

education required in that area, however, making neutering compulsory would be cost 

prohibitive to many cat owners and could lead in an increase of cats and kittens being 

abandoned. 

 

The Scottish SPCA would also question as to how such a law could be enforced and by 

whom.  

This would require a central or local government agency to check cats have been 

neutered and deal with those that have not, if this becomes a compulsory measure, it 

would be unreasonable to expect charities to fund the overflow that would inevitably 



follow. The appointed agency would also have to develop and monitor a licensing system 

for those who legally breed cats. 

 

The committee also has to consider the unintended consequences of any such 

legislation. 

 

The non-native species list involves invasive species such as the Grey Squirrel, which 

was first released into the wild in the UK in the late 1880s. Any Grey Squirrel that comes 

under the control of man cannot be released back into the wild, as such would have to be 

kept in life long captivity (which the Scottish SPCA does not condone or do) or be 

humanely destroyed. 

 

If the neutering of cats is made compulsory, what would be the fate of cats found 

un-neutered, the Scottish SPCA would certainly object to otherwise healthy cats being 

humanely destroyed or being confined for life. 

 

The Scottish SPCA agrees with the petitioner that there is a problem in these areas but 

we believe alternative solutions should found. 

 

The Scottish SPCA would be happy to discuss the matter further with the petitions 

committee if required. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



PE1674/C 
Petitioner submission of 22 January 2018 
 
Two particular questions were asked by members of the Committee during the 

hearing of my petition on 7th December 2017 which required more information than I 

had with me. 

I have provided some relevant information briefly which should answer the 

questions. 

 
Question: How would the mandatory neutering and identification of owned 
cats be implemented in practice? 
The scheme could operate like the dog microchipping but with Neuter & Vaccinate 
added.  
Any person whose cat has produced offspring is considered a breeder and therefore 
responsible under NNS Code of Practice for taking the required measures to keep 
the offspring and parent cats 'under human control'. That would be defined as the 
having responsibility to Neuter Chip and Vaccinate all the offspring before they go to 
their first owner or bear the cost of these measures as soon as the animal is 4 mths 
of age. The person whose cat had produced offspring would be required either to 
register as a breeder (with the equivalent of the Kennel Club) or have their cat(s) 
neutered chipped and vaccinated by a veterinarian. 
 
Standards required of registered cat breeders would have to be set and should 
include training (in hygiene, animal welfare, etc) as well as setting limits on the level 
of production annually.  The details could be worked out by a cross-expert group.  
The outcome would benefit high welfare breeders and protect the public from 
distress and financial loss.    
 
Vaccination rates in the owned cat population are decreasing across the UK and 
are lower in Scotland (PDSA Report 2017) This is a recipe for a major cat 'public 
health' catastrophe when combined with the current explosion in the cat 
population. Spread of cat diseases affect cared-for cats as well as the uncared-for 
cats. 
 
Question: What is the situation in other Northern European countries? 
 
Responsible cat ownership legislation in other North European countries – a growing 
number of municipalities and countries are introducing mandatory neutering of cats. 
Belgium  
From 2014: compulsory neutering for every cat given for free or sold (230 
municipalities) 
From 2016, 2017: compulsory neutering and identification for all domestic cats 
(Brussels, Flanders and Wallomia Governments). 
Switzerland  
In 2016: authorities propose mandatory neutering for all domestic cats, a one cat per 
household limit and a curfew on cats going outdoors; previously, mandatory 
neutering for cats that go outdoors.  
France  
From 2012 – mandatory identification and registration for owned cats 



From 2016 – mandatory registration with tax authorities and display of tax number if 
selling one cat  
From 2012 -  mandatory certificate of training and inspection of premises if selling 
cats 
From 2016 – mandatory training certificate if giving cats for free. 
Sweden 
2016 – government propose owners must prove competence to care for pets, 
compulsory identification for cats, ban on abandoning cats with increased penalties 
and obligation on county authorities to intervene.  
 
 
Australia and New Zealand 
Mandatory cat neutering in large areas – although introduced too late to save many 
native species.  
Prohibition on keeping a cat at all in some because of the historic catastrophic 
impacts on native wildlife by cats. Important native species have been lost. 
 
USA 
Mandatory cat neutering in the majority of States and cities – failure to comply is 
punishable civilly or criminally. Fines are the usual penalty but some states may 
impose a prison sentence. 
 
Our goal for Scotland 
My petition does not seek to criminalise people but to bring them on board alongside 
the majority of cat owners to make sure ALL our cats have the basic necessities of 
health care – Neuter, Vaccinate and Identification Chip. There are twin goals – a cat 
‘public health’ goal and a conservation imperative. 
 
To achieve our goal will require new measures to close off the pipeline that feeds the 
flow of excess cats into the environment. This one measure will prevent the carnage 
that presently afflicts uncared for cats, and by the same stroke provide a safe 
environment in which the Scottish Wildcat can thrive and extend into its natural 
ranges in perpetuity. 
 
I trust this information can be distributed to the members of the Public Petitions 
Committee and be of value in answering these two particular questions. Thank you. 
 
Dr Ellie Stirling. 13/01/18 
 
 

 



  
 

PE1674/D 
Cabinet Secretary for Environment, Climate Change and Land Reform submission of 25 
January 2018 
 
 
Thank you for your letter of 12 December 2017 seeking my views on the actions called for in 
the petition, in particular with regard to the connection between the animal welfare and 
conservation aspects of the petition. 
 
Animal Welfare 
 
The Scottish Government acknowledges that many people in Scotland keep and breed 
domestic cats responsibly, and that the Scottish Government’s Code of Practice for the 
Welfare of Cats approved by the Scottish Parliament on 27 January 2010, informs cat 
owners of the many benefits of neutering their cats, not least the birth of unwanted kittens.   
 
The Scottish Government encourages all owners, in its Code of Practice for the Welfare of 
Cats, to microchip their pets as the best way of being reunited with them should they be 
separated. If an owner chooses to do this the owners’ details will be recorded by the 
database operator.    
 
Compulsory microchipping, introduced for dogs in 2016, also allows authorities to directly 
identify dog owners and hold them accountable for their behaviour.  Cats have a much lesser 
impact on their surrounding environment than dogs, will often go about their business 
unnoticed and are unlikely to pose a danger to a member of the public.  As such, the 
Scottish Government does not consider compulsory microchipping to be required for cats. 
 
I announced on 11 May 2017 that the Scottish Government will update regulations governing 
the licensing of dog, cat and rabbit breeding and dealing, which may address some of the 
petitioner’s concerns about irresponsible cat breeding and sale.  That commitment was 
reiterated by the First Minister in the Programme for Government on 5 September 2017.  
However, there will be a need to look very carefully at any scheme that proposed further 
legislation in this area, especially considering that the risk to Highland Wildcat genetics is 
associated with feral domestic cat populations in certain parts of Scotland, rather than with 
owned domestic cats more generally.   
 
Conservation 
 
You ask whether we would be prepared to review the non-native species Code of Practice 
under the Wildlife and Natural Environment (Scotland) Act 2011. I should say at the outset 
that changing the Code of Practice does not, of course, change the law in any way and also 
that I am not certain that viewing the problem of uncontrolled un-neutered cats as a non-
native species issue is necessarily a helpful approach.  However I am prepared to ask the 
Non-native Species Action Group (a group of officials and stakeholders that operates under 
the Scottish Biodiversity Strategy) to look at this issue and consider whether making 
changes to the Code as regards domestic cats would be helpful for the purpose of protecting 
biodiversity in Scotland.  
 
In considering any changes to the Code, the Group will bear in mind biodiversity issues, 
including  impacts on small birds, mammals and amphibians.  They will also in particular 
bear in mind the impact on the Scottish wildcat.  In this context I should mention that we 
support, and work closely with, the partner organisations who are helping to implement the 
Scottish Wildcat Action Plan.  A key part of that is ‘Scottish Wildcat Action’ an ambitious five 



  
 

year project that has the ultimate vision of restoring viable populations of wildcat north of the 
Highland fault line.  
 
To date this work has focussed on six ‘Priority Areas’, and has so far included one of the 
most intensive camera trapping surveys ever done, a first season of TNVR (Trap Neuter 
Vaccinate Release) of feral cats and hybrid cats that show clear domestic cat ancestry, the 
‘Supercat’ campaign to promote responsible cat ownership, and engagement with land 
managers to improve land management practices in relation to wildcats.  The Scottish 
Natural Heritage (SNH) endorsed action plan also includes a conservation breeding 
component, led by The Royal Zoological Society of Scotland. The ultimate aim of this 
program is to establish a viable captive insurance population of wildcats for eventual re-
release into the wild. 
 
On a final note, the petitioner mentioned, in her evidence to the Committee on 7 December 
2017, responses to her letters from the animal welfare section but not from the conservation 
section.  I would like to take this opportunity to put on record that the responses provided 
included contributions from both of those branches although they issued from only one. 
 
I hope this reply is helpful to the Committee in its consideration of the Petition. 
 
  



PE1674/E 
British Veterinary Association Scottish Branch, British Small Animal Veterinary 
Association and British Veterinary Zoological Society joint submission of 29 January 
2018 
 
BVA is the national representative body for the veterinary profession in the United 
Kingdom and has over 17,000 members. Our primary aim is to represent, support 
and champion the interests of the veterinary profession in this country, and we 
therefore take a keen interest in all issues affecting the profession, including 
animal health and welfare, public health, regulatory issues and employment 
matters. 
 
BVA’s Scottish Branch brings together representatives of the BVA’s territorial and 
specialist divisions, government, academic institutions and research organisations 
in Scotland. The Branch advises BVA on the consensus view of Scottish 
members on Scottish and United Kingdom issues. 
 
The British Small Animal Veterinary Association (BSAVA) exists to promote 
excellence in small animal practice through education and science and is the 
largest specialist division of BVA representing over 10,000 members. 
 
The British Veterinary Zoological Society (BVZS) is the specialist division of the 
British Veterinary Association (BVA) and has over 400 active members. The 
membership includes registered veterinary surgeons and veterinary nurses 
working with exotic species at all levels, from those in general practice providing a 
service for herpetologists, aviculturists, aquarists and the owners of exotic pets 
including primates, to those working in animal sanctuaries, wildlife parks, bird 
gardens, zoos and aquaria, and with free living wild animals. 
 
We welcome the opportunity to input into the Public Petition Committee’s 
consideration of public petition No. PE 01674 on managing the cat population in 
Scotland. We recognise the negative impact of hybridisation with the domestic cat 
on the Scottish wildcat population. We consider that the veterinary profession has 
a clear role to play in promoting the responsible ownership of domestic cats and 
in the provision of services to manage the domestic cat population, including 
neutering, microchipping and vaccination. We also recognise the need to manage 
the stray and feral populations of cats in a humane and welfare-friendly way. BVA 
would welcome the exploration of management and conservation strategies that 
promote collaborative working amongst key stakeholders to protect the Scottish 
wildcat Population, such as those set out in the Scottish Wildcat Conservation 
Action Plan. However, whilst we recognise the concerns surrounding feral and 
stray cats and their impact upon the Scottish wildcat, it is important to recognise 
the need to protect the welfare of domestic cats and stray/feral cats within any 
management or conservation strategies that are employed. 
 
Microchipping and registration 
The registration and permanent identification of cats through microchipping can 
facilitate the prompt return of strays to their owner and may provide opportunities 
to reinforce the responsibilities of the owner under the Animal Welfare Act 2006.  
Due to the free-roaming nature of domestic cats and the presence of unowned 

http://www.snh.org.uk/pdfs/publications/wildlife/wildcatconservationactionplan.pdf
http://www.snh.org.uk/pdfs/publications/wildlife/wildcatconservationactionplan.pdf


stray/feral cat populations, compulsory microchipping would not present a blanket 
solution to the issue of hybridisation with the Scottish wildcat population and 
potential disease transmission, any microchipping strategy would need to be 
employed in conjunction with the promotion of overall responsible cat ownership, 
as has taken place in the Cairngorms Wildcat Project. 
 
Neutering  
We strongly support the practice of neutering cats (castration of tom cats and 
spaying of queens) to prevent the birth of unwanted kittens. The British Small 
Animal Veterinary Association (BSAVA) advises that cats can be neutered from 
16 weeks and in the case of feral and rescue kittens we recognise that it may be 
necessary to neuter earlier than 16 weeks (due to the age of trapping). In these 
circumstances, neutering at eight to 12 weeks is considered safe and appropriate 
compared with the harm for non-neutering.  With this mind, we welcome the 
promotion of a co-ordinated approach to the Trap-Neuter (vaccinate) and Release 
(TNR) of feral domestic cats in priority areas as set out in the Scottish Wildcat 
Conservation Action Plan. However, we consider that compulsory neutering of the 
domestic cat population as a strategy to conserve the Scottish wildcat is a 
disproportionate response, especially given that domestic cats in large urban 
areas will have little potential impact on the Scottish wildcat population. 
 
We do not currently support compulsory neutering in domestic cats, as, whilst we 
acknowledge that the welfare implications of neutering are outweighed by the 
social, health and population controls benefits, neutering is not a trivial surgical 
procedure. As with any invasive surgical procedure, a veterinary surgeon has a 
duty to take account the individual health and welfare needs of the animal under 
their care (as set out in the RCVS Code of Conduct), which may result in the 
neutering procedure being an unacceptable surgical intervention for some cats.  
 
With regard to identifying feral cats at time of neutering with a visible mark, we 
would consider that any form of marking or tagging must not result in a potential 
welfare compromise for the individual cat in question. In this respect 
microchipping may be preferable to ear notching or other ‘visible’ methods. 
 
Scottish Wildcat Conservation Action Plan  
As mentioned above, we support the actions set out in the Scottish Wildcat 
Conservation Action Plan and the positive lessons learned in the Cairngorms 
Wildcat Project, including encouraging stakeholders to work together towards a 
co-ordinated TNR approach to feral domestic cats, as well as promoting 
responsible ownership. We note that the action plan’s delivery phase will run from 
September 2014-2019. With this in mind we would recommend waiting until the 
completion and review of this delivery phase, including monitoring of wildcat 
population trends in priority areas, to inform further strategies to conserve the 
Scottish Wildcat population and manage the domestic and feral cat populations in 
Scotland. This will help to ensure that these strategies are evidence-based.  
 
Promoting responsible cat ownership 
The veterinary profession has a clear role to play in promoting responsible cat 
ownership to both existing and prospective cat owners. This includes promoting 
the health and welfare benefits of microchipping, neutering and vaccination to 

http://www.snh.org.uk/pdfs/publications/wildlife/wildcatconservationactionplan.pdf
http://www.snh.org.uk/pdfs/publications/wildlife/wildcatconservationactionplan.pdf
https://www.rcvs.org.uk/setting-standards/advice-and-guidance/code-of-professional-conduct-for-veterinary-surgeons/#declaration
http://www.snh.org.uk/pdfs/publications/wildlife/wildcatconservationactionplan.pdf
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owners.  
 
Building upon the action set out in the Scottish Wildcat Conservation Action Plan, 
consideration should be given to a targeted, public awareness campaign in the 
five wildcat conservation areas  that is supported and promoted by all key 
stakeholders including the Government, vets, land owners and animal charities. 
Such a campaign, as has been the case in the Cairngorms Wildcat Project, 
should promote responsible ownership of cats (including microchipping, neutering 
from 16 weeks if required and vaccination) and improved awareness of the 
implications of domestic and feral cats on the Scottish wildcat population. 
 
 
Responsible breeding 
We support the responsible breeding of cats, that is to say the selection of cats 
from healthy lines, performance of pre-breeding health screening, the finding of 
appropriate homes for kittens and the encouragement of responsible ownership 
(microchipping, neutering and vaccination) to prospective owners.  
 
In terms of the requirement that all those breeding cats should be registered, BVA 
would support this idea in line with our support for registering dog breeders. 
However, we are not clear as to how this would work in practice for cats. At 
present that is not such a scheme for registering dog breeders that could be 
replicated and the higher rate of reproduction that takes place in cats would also 
need to be taken into account. 
 
In addition, we are concerned that the compulsory neutering of all domestic cats 
would have unintended consequences for those looking to breed responsibly from 
healthy lines of cats, in that breeders may then have to source their cats from 
other, inappropriate, sources.  
 
 
Proposal for neutered cats to be considered as ‘under human control’ and exempt 
from non-native species legislation.  
BVA understands that this petition asks that unneutered and unowned cats are 
defined as non-native species and so it would be an offence to release or allow 
them to escape. In practical terms, we are not clear as to how this could be 
enforced and we are concerned that such a change could have unintended 
consequences on humane approaches to the population control of feral/stray cats 
and in turn their wider welfare. BVA believes that in any approach to the 
management of the stray and feral cat population, their welfare must also be duly 
considered alongside the conservation needs of the Scottish wildcat population. 
Therefore, BVA supports the humane population control of feral and stray cats 
through the trap, neuter, release approach, that is already being carried out and 
would not support the proposal for only neutered cats to be considered as ‘under 
human control’ and exempt from non-native species legislation as this does not 
reflect current cat ownership and would potentially put unneutered cats at risk.  
  
Concluding remarks 
The veterinary profession has a clear role to play in the promotion of responsible 
cat ownership and the provision of veterinary interventions such as microchipping, 

http://www.snh.org.uk/pdfs/publications/wildlife/wildcatconservationactionplan.pdf


 
 
 
 
 
 
 
  

neutering and vaccination to manage the domestic cat population. Microchipping 
has a potential role to play in the prompt reuniting of lost cats with their owners. 
Neutering, following an assessment of the individual health and welfare needs of 
the individual cat, also has a role to play in the management of the domestic cat 
population.  
 
We would welcome involvement and collaborative working with other key 
stakeholders in a national campaign to promote the responsible ownership of cats 
(including microchipping, neutering from 16 weeks and pre-pubertal neutering if 
required, as well as vaccination) and improved awareness of the implications of 
domestic and feral cats on the Scottish wildcat population.  
 
Any strategy to manage the domestic and stray/feral cat populations should be 
evidence-based and take the specific welfare needs of these populations into 
account, in addition to the conservation needs of the Scottish wildcat.  We are 
looking forward to a review of the delivery phase of the Scottish Wildcat 
Conservation Action Plan to inform future humane and welfare-friendly strategies 
to manage the cat population and conserve the Scottish wildcat. 
 

http://www.snh.org.uk/pdfs/publications/wildlife/wildcatconservationactionplan.pdf
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PE1674/F 

Cat Population Control Group submission of 9 February 2018  

 

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

Code of Practice under the Wildlife and Natural Environment (Scotland) Act 2011 

and to identify measures which could be introduced to control the soaring domestic 

cat population and protect the existence of the Scottish wildcat. 

CPCG 

The Cat Population Control Group (CPCG) is a collaboration of nine welfare 
charities, comprising Cats Protection, Wood Green, Blue Cross, Celia Hammond 
Animal Trust, PDSA, Battersea Dogs and Cats Home, The Mayhew Animal Home, 
International Cat Care and RSPCA.  

Introduction 

You asked for our views on the action called for in the petition. The proposed actions 
of the petitioner include compulsory neutering, microchipping and registration of all 
owned cats and mandatory licensing of breeding cats. The goals are two-fold; first 
the conservation of the Scottish Wild Cat and second, the welfare of domestic cats. 
The CPCG is focussed on pet welfare and not conservation. Broadly, the actions 
proposed by the petition are more heavily conservation led, and we have concerns 
regarding the impact of some of the actions on the welfare of pet cats, for reasons 
detailed below.  

Legal background 

The petition appears to propose changes to the law to introduce compulsory 
neutering, microchipping and registration of all owned cats as well as licensing of cat 
breeding by means of amendments to the Code of Practice on Non – Native 
Species (“the Code”) made by the Scottish Ministers under Section 14c of the 
Wildlife and Countryside Act 1981 (“WCA”) and amendments to the Scottish 
Natural Heritage Guidance Notice: Native Range (“the SNH Guidance”) 

Section 14c WCA provides that Scottish Ministers may make codes of practice for 
the purpose of providing practical guidance on the application of the relevant non-
native species provisions of the WCA, as it applies in Scotland. Scottish Ministers 
also have powers under the WCA to provide guidance on how Scottish Natural 
Heritage (“SNH”) should exercise its functions in relation to animals outwith their 
native range. 

Under the WCA, Scottish Ministers have powers to revise the Code subject to 
approval of resolution by the Scottish Parliament. However, the WCA also provides 
that failure to comply with a provision of the Code does not render anyone in breach 
of the code liable to proceedings of any kind but breach may be taken into account in 
determining any question in any such proceedings. That being the case, revisions to 
the Code would not, in CPCG’s view, achieve the changes to the law which appear 
to be proposed in the petition. 



The SNH Guidance is not a statutory code and is primarily aimed at SNH staff who 
provide advice on native range. The SNH Guidance explains that it is an offence, in 
Scotland, under the WCA to release non- native species outwith their native range 
without a licence. SNH has said that the domestic cat (Felis catus) is a non-native 
species and that, accordingly, a licence is required to release feral cats (i.e. those 
which are not owned as domestic pets) into the wild. Animal welfare organisations, 
such as Cats Protection, which carry out “Trap, Neuter and Return” work in Scotland, 
do so under licence from SNH. 

 

CPCG’s Position 

The CPCG recognises the importance of neutering as an effective way to reduce cat 
numbers. We consider not only neutering but also age of neutering to be vital to 
preventing unplanned litters of kittens. Specifically, our goal is to make neutering at 4 
months of age the ‘norm’ for pet cats, as opposed to 6 months of age. The PDSA 
Animal Wellbeing (PAW) Report 2017 showed that there is currently a high level of 
unplanned litters because 13% of owners with a female cat said that their cat had 
had at least one litter, and of those 70% said the litter was unplanned. As an 
organisation of nine charities, we strongly advocate improved education and 
awareness around neutering. However, compulsory neutering raises serious 
concerns regarding its enforceability and also the potential long-term unintended 
consequences on cat welfare.  

Specific uncertainties surrounding the petitioners proposed actions include: 

 The cost of neutering all pet cats would be substantial. Although, some 
welfare charities are able to support funding for low income families and feral 
populations, charities do not and cannot cover the cost of every cat neuter. If 
the cost is to be borne by the owner this could result in increased 
relinquishment of pet cats, potentially adding to the conservation problem and 
also impacting cat welfare putting strain on welfare organisations. 

 It is unclear who would enforce legislation and how it would be enforced. 

 Enforcement of registered breeders could have unforeseen consequences 
that requires consideration. For example, if individual owners have to pay for 
a licence, this is unlikely to happen where people are breeding accidental 
and/or occasional litters of low value non-pedigree cats (i.e. moggies). 
Therefore, there could be an unintended shift towards pedigree breeding only 
which could bring its own issues for cat welfare. Additionally, there would 
likely be an increase in abandonment of unplanned litters of cats not neutered 
at an early age if breeding is only legalised for registered breeders. With a 
current high level of litters being unplanned this proposed change could have 
a large impact. To improve cat welfare, we are supportive of a code of 
practise on cat breeding. Additionally, regulation for those deliberately and 
repeatedly breeding for profit would be worth consideration, but any proposal 
would need to carefully consider the points outlined above. 

 Under the proposal, cats that are unneutered and unowned are not exempt 
from NNS legislation and would be defined as ‘high risk for un-controlled 
colonisation and a high degree of invasive potential’. It is unclear the 



implication that this would have for unneutered unowned cats. There are four 
main types of management of invasive non-native species: large scale 
eradication, containment, control, and mitigation. Other invasive mammals are 
subject to culling (e.g. grey squirrels) or pest eradication strategies, which we 
would consider unacceptable in cat populations. Therefore, the implications of 
this legislation requires careful consideration.  

 The petition focuses on owned cats, however unowned cats are likely to be a 
big contributor to the hybridisation of the wildcat. As mentioned above, it is 
uncertain from the petition how these cats would be treated.  Additionally, it is 
unclear the number of unowned and owned cats in the regions where wild 
cats reside and the relative degree to which each group contribute to the 
problem. Therefore, it is difficult to assess the extent to which neutering 
owned cat populations will address the problem if formal plans for neutering 
unowned cats are not also put in place. 

 Additionally, the projected cat population increase reported in the petition is 
unsupported by empirical evidence. There is currently a lack of information 
regarding unowned populations and the limited temporal data that is available 
for owned cats in Scotland suggest numbers have decreased in recent years 
(PFMA). More research is required in this area to be able to draw any 
conclusions confidently. 

Although we cannot support the petitioner’s proposal, we are sympathetic to the 
cause and recognise that 13% of cat owners in Scotland have unneutered cats 
(PAW Report, 2017). We would be supportive of other actions to combat this issue 
such as improving public information by running active, intensive neutering and 
microchipping campaign, similar to Edinburgh & The Lothian’s Snip and Chip 
Campaign run by Cats Protection. Additionally, we consider promotion of early 
neutering (at 4 months of age) vital to reduce unwanted litters by ensuring that cats 
are neutered before they can become pregnant and would advocate campaigns 
promoting early neutering within both the cat owner and veterinary community. To 
maximise the conservation benefit, such campaigns could target owned cats in 
regions where wild cats are likely to inhabit.  

In summary, the petitioners’ case does not provide adequate detail on the 
enforceability and implementation of compulsory neutering. Additionally, it is not 
supported by evidence, therefore it is not clear the proposals would have the desired 
effect. It is likely that the actions would have significant unintended and undesirable 
consequences, which need to be carefully considered. 
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PE1674/G 

Petitioner submission of 26 February 2018 

 

The responses have provided valuable insights into how the pet and vet 

organisations see the cat population problem and their own primary responsibilities. I 

have met/communicated with SSPCA and other respondents to help me better 

understand.  I see three outstanding issues (1) widespread mis-understandings 

concerning wildcat conservation aims (2) everyone agrees with my statistics (chart 

attached) but no one has addressed them head-on (3) everyone agrees with my 

goals, but the voluntary approach is simply not working. A new assertive approach 

to cat neutering (‘neuter all cats/ deliberate opt-in to breed’) will send out a clear 

message and that is what’s needed. To clarify conservation issues, I strongly 

suggest seeking further submissions from Professor Anna Meredith Professor of 

Zoological and Conservation Medicine, Associate Dean International, Royal Dick 

School of Veterinary Studies, University of EdinburghA in person and the Partner 

organisations of Scottish Wildcat ActionB 

Issue 1 – Does the cat population have a much lesser impact on their 
surrounding environment and the public than other pet species e.g. dogs?  
Think of filling a bath but leaving the taps open. It fills up and spills over (homes for 
cats are full up yet new cats are still being produced). A bit of the overspill is 
absorbed by carpets but then pushes outwards and spreads indefinitely (cat recue 
centres are water-logged so don’t want more). Until the taps are turned off (assertive 
neutering measures) the flood will only get worse (rescue centres chronically over-
burdened; overspill cats exposed to atrocious welfare problems we would not want 
for our own cats at home; predator and hybridisation burden on wildlife). At current 
levels the pet cat population is more than doubling every four years, at a time when 
available homes for cats are decreasing. That situation is unsustainable (see chart 
attached). The figures published by polls are a snapshot of only one portion of the 
domestic cat population not the whole cat population1,2. The extent of the unwanted 
cat population already poses actual nuisance to people and the environment, in the 
form of territorial fight injuries, colonisation of neighbours’ homes and outbuildings, 
costly intrusion into industrial premises, grave impacts on bird and small mammal 
populations locally, spread of feline diseases (FIV has been found in a wildcat), and 
as carriers of bovine TB and toxoplasmosis One problem is that much of this 
suffering goes on unseen. Our animals are vulnerable and it’s we who are 
responsible for keeping them, and our environment, safe. None of this mess is the 
cats’ fault.  

Issue 2 – Conservation goals 
The problem when a conservation project is ambitious, exciting, well-run and has the 
highest level of support is the tendency for all of us to think ‘job done’. On the 
contrary, saving our wildcat can’t be done alone by the SWA partners, the project or 
the government. Changes in behaviour towards the domestic cat are necessary. 
These changes in civic society can’t be achieved by charities or vets alone. Wildcat/ 
small mammals/ bird/ amphibian conservation3 all require radical improvements in 
our wasteful habits with domestic cats. Welfare and conservation share the same 
goals -  a situation where ‘every cat has its needs met’ and the wildcat is free from 
the threat of hybridisation. Turning off the taps (‘neuter all cats/ deliberate opt-in to 
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breed) will allow the flood of feral cats to stabilise (be neutered and die off naturally). 
Once we get the populations of overspill cats down there will be no need/ no excuse 
for shooting cats.  Time is of the essence.  Australia took action too late – as a result, 
domestic cats are culled continuously, wildlife has been decimated, and people 
suffer draconian bans on keeping pets4. As a free-roaming species, wildcat 
conservation can’t be considered in terms of designated sites.5 The hybridisation 
threat has to be effectively addressed Scotland-wide. New areas are likely to provide 
better habitat for the wildcat in future and could include woodlands in SW Scotland. 
Cats of the domestic species are highly mobile. Like Caspar - a feral kitten from a 
farmyard in Fife, sold and taken to Braemar where she escaped (un-neutered) 
through an open window. Like Bonnie – living with 30 other cats at a scrapyard in 
rural Aberdeenshire, chronically mal-nourished, weakened by serial pregnancies, on 
the move over a 20-mile area in search of prey and shelter, produced her own 30 
offspring within two years, shot for straying into ‘the wrong place’, took 2 days to 
crawl back to her kittens which had already died. Trapping and neutering 
programmes are a valid tool in bringing the feral cat population under control but only 
work if combined with stopping new cats overflowing from the pet population.6 
Distance between pet cat populations and the current surviving wildcat populations is 
not relevant in the bigger picture.  
 
Issue 3 – Potential unwanted effects e.g. increase in abandoned cats with 
‘neuter all cats’ 
Animal welfare organisations have to think in terms of protecting their staff, 
resources and reputations from increased demand. Not introducing new measures 
will not mean no change, in fact things will get worse. In addition, more cats will 
suffer alone ‘out there’ and perish unseen and uncounted. Like Hero’s kittens, caught 
by the baler and crushed – with only the farm worker to witness their terrible fate.  
The adult approach is to tackle the challenge head-on. Keeping our heads down and 
hoping will only cause more kittens like Hero’s to suffer traumatic fates and cat 
centres to be over-run. Some pet charities fear a ‘neuter all cats’ approach might 
encourage ‘extreme’ pedigree breeding and loss of the gene pool. This is to sacrifice 
the welfare of many cats like Hero and Bonnie in return for the welfare of a potential 
few. There is a case that ‘neuter all cats/ deliberate opt-in to breed’ would open up 
more opportunities and ensure diversity.   
 
Issue 4 - Who would enforce the new measures and operate a register/ 
licencing system? 
All laws rely on self-enforcement. That doesn’t mean people won’t break the law on 
occasions but that is never a reason to abandon laws. When new legal guidance is 
introduced people change their behaviour through a combination of being guided 
and following the example of others e.g. when smoking restrictions were introduced. 
There are no ‘cat police’ in my proposals. While it’s important to learn from the dog 
ID chipping experience, the reasons for chipping cats are different and the situation 
is urgent, so delay would be unhelpful. With cats the main negative impacts come 
from the over-population, so the primary reason for ID chipping is rapid in-the-field 
identification as to whether a cat is already neutered. If already neutered (or ear-
tipped) the cat can be released immediately so avoiding un-necessary uplift and 
containment which currently holds up Trap Neuter Return work. Similar measures 
are being discussed and enacted in a growing number of countries including 
Belgium, Switzerland, France, Sweden, South Australia, many States and city 
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legislatures in the USA and more. In Belgium a 3-stage model was used – (1) all 
adopted cats neutered (2) all cats sold or given for free neutered or the costs paid by 
the seller (3) all cats neutered (unless opt-in for breeding accepted).7 It would be 
helpful to learn from their experience. Ear-tipping is a universally accepted and valid 
measure for ensuring that already neutered unhandled-able cats are protected from 
un-necessary capture, sedation and containment. This is essential to welfare and 
can’t be substituted by ID chipping.8 
 

Issue 6 – The NNS route or the AHW route 

My reference to the Code of Practice on Non-Native Species9 is to prevention of 

further spread and is specific to the domestic cat species (p 24). There is no scope 

for mission creep into ‘eradication’. On the contrary an assertive approach (‘neuter 

all cats/ deliberate opt-in to breed) is the only way to reduce numbers of overspill 

cats and so reduce their exposure to harm. The Code gives provision to use 

guidance, advice and example to enact behaviour change. More structured tools 

include Species Control Agreements and Orders. The focus is prevention, the mode 

is a guided plan of action, the means is self-enforcement, and the goal is lasting 

behaviour change towards simple clear objectives (neuter, return). The NNS “polluter 

pays principle” is pragmatic and simple which is helpful for behaviour change. 

Domestic cats are territorial animals hence welfare needs dictate they should go 

back to site (with exception for clinical reasons/ threat to life / if lost and owner found; 

but they should not be held if owner cannot be found). With a smoother neutering 

pathway, cat welfare will benefit – they can be neutered and go straight back to the 

life they know. The AHW route is associated with cruelty so can be highly emotive. 

Strong negative emotions are barriers to behaviour change. Targeting people for 

‘doing things badly’ is not as effective for behaviour change as showing by example 

‘how to do things right’.  

 

Issue 7 – Choice  

Breeding with dogs, horses, and stock animals involves usually a deliberate decision 

- to choose a mate, make a placement, and have homes organised. With cats, as a 

result of their high reproductive capacity and young age of fertility, pregnancy occurs 

without any deliberate decision and so lacks the same sense of responsibility for the 

owner. Most people set out to get a companion ‘pet’ cat, not to be a breeder. Instead 

they get a breeding machine, stress and worry; for some it becomes a descent into 

chronic loss of control. A cat ‘fit for purpose’ as a companion is an already neutered 

cat. Pet organisations themselves enact compulsory neutering. The next logical step 

is to roll out assertive neutering (‘neuter all cats/ deliberate opt-in for breeding’ to all 

cats, including those sold and those given privately. Then anyone wanting to become 

an owner can get a cat ‘fit for purpose’ and anyone wanting to breed cats would be 

nudged to make a deliberate choice placing them on the same footing as other 

companion animal breeders. I strongly suggest that persisting with the current 

educational messages is only making things worse, as evidenced by the findings that 

the rates of vaccination and neutering in owned cats are already sliding back. People 

who resist voluntary appeals don’t comply with the volume turned up. They are more 

likely instead to wake up to a fresh approach – one that is simpler – if you don’t opt-
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in to be a breeder (and you can) then you’re an owner and your cat gets neutered 

(except on veterinary welfare advice)   

Clinical judgement by a veterinary professional would, as now, come first in 
individual cases to ensure welfare. Evidence shows a neutering procedure is much 
safer than serial pregnancy. 91% of vet professionals place lack of neutering as the 
most important problem needing addressed for cat welfare. There is therefore no 
reason to expect increased numbers of complex cases. 81 % of households don’t 
keep a cat2 and 87 % of people who do keep a cat in Scotland get their cats 
neutered3. That’s 97% of the population who choose in favour of controlling the cat 
population by humane means. Despite the charities’ cautious approaches which are 
for their own reasons, the people ‘out there’ that I and fellow front-line cat workers 
meet every day are strong supporters of more assertive measures to limit the 
unwanted cat population. The people who signed my petition include ’victims’ of cat 
overspill, cat-lovers, non-cat-lovers, frontline cat workers, people who work on the 
land (farming, game-keeping, rural businesses) as well as wildlife enthusiasts. They 
say the old ways have had long enough and that positive assertive measures are the 
needed now. 
 
A Proposal for additional control measures on domestic cat ownership in Scotland as 
a conservation action to protect the Scottish Wildcat. Annex B pp 10-17 to Petitioner 
submission of 22 November 2017. 
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1
674_A.pdf 
B Scottish Wildcat Action Partners: Cairngorms National Park, Forestry Commission 
Scotland, Royal Zoological Society of Scotland, Scottish Wildlife Trust, University of 
Edinburgh Veterinary School, National Museums of Scotland, National Trust for 
Scotland, Scottish Land and Estates, Scottish Gamekeepers Association 
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OWNED PET CAT POPULATION – SHOWING FIGURES FOR SCOTLAND – CONSERVATIVE ESTIMATE. 
BASED ON 1 LITTER PER YEAR, IGNORING OFFSPRING REPRODUCTION, AND NOT COUNTING FERAL 
CAT REPRODUCTION 

Figures Notes 

SCOTLAND NOW  

.88 million owned cats* Number of homes for cats is level/ 
decreasing** 

  

IF 13%*** ARE UN-NEUTERED = 114,400 13% is an under-estimate due to 
methodology 

If half are female = 57,200 
 
X 5 kittens per average litter 
= 286,000 kittens a year 
 
Over 4 years (ignoring offspring reproduction) = 
= 1,144,000 new cats 
 

Cats kept unneutered can have 2 or 3 litters 
per year so this is an under-estimate 
  
 
Increases the pet cat population by a factor of 
X 2.3 every 4 years  

  

IF 17% ARE UN-NEUTERED = 149,600 
 

More realistic.  90 years to get here. 
 

If half are female= 74,800 
 
X5 kittens per average litter 
= 374,000 kittens a year 
 
Over 4 years (ignoring offspring reproduction) 
= 1,496,000 new cats 
 

Cats kept unneutered can have 2 or 3 litters 
per year so this is an under-estimate 
 
 
Increases the pet cat population by a factor of 
X 2.7 every 4 years  
 
 

  

IF 1% ARE UN-NEUTERED = 8,800 
 

Unlikely to achieve without new approach 

If half are female = 4,400 
 
X 5 kittens per average litter 
= 22,000 kittens a year 
 
Over 4 years (ignoring offspring reproduction) 
= 88,000 new cats  
 

Cats kept unneutered can have 2 or 3 litters 
per year so this is an under-estimate 
 
Increases the pet cat population by a factor of 
X .10 every 4 years 
 
Need decrease in population. 
 
Scope for licensed breeders  
 

*based on PFMA geographical ratio’s applied to YouGov/ PDSA survey figures 2016 

**based on PFMA  annual surveys 2013 and RSPCA ‘Tackling the Cat Crisis’ report 2014. 

***based on PDSA/YouGov survey figure for Scotland. Personal communication 2017.  
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Petitioner Tony Rosser 

Petition 

summary 
Calling on the Scottish Parliament to urge the Scottish Government 

to review the Land Registration etc. (Scotland) Act 2012, particularly 
with regard to i) the cadastral map and ii) the provision of supporting 
materials such as death certificates. 

Webpage parliament.scot/GettingInvolved/Petitions/landregistration  

Introduction 

1. This is a continued petition, first considered by the Committee at its meeting on 
1 February. At that meeting, the Committee agreed to write to the Scottish 
Government and the Registers of Scotland (RoS).  

2. The written submissions, including a response from the petitioner, have been 
circulated to members and the Committee is invited to consider what action it 
wishes to take on the petition. 

Committee consideration 

3. The Scottish Government considers that the 2012 Act is “currently working as 
intended” but adds that it is aware that the Public Audit and Post-Legislative 
Scrutiny Committee has indicated its intention to carry out post-legislative 
scrutiny of the Act. That Committee has agreed to seek informal briefing from 

stakeholders at a future meeting before agreeing its approach to post-
legislative scrutiny.1 

The cadastral map 

4. In its submission the Scottish Government states that it has “no current plans to 

review the use of the cadastral map”.  

5. It adds that ministers do have powers under section 11(6) of the Act to make an 
order to change the mapping system used by RoS. It notes— 

“However, this would only be considered where sufficient evidence was 

presented demonstrating that there was a better alternative to the current use 

                                                             
1 Public Audit and Post-Legislative Scrutiny Committee. Post-legislative Scrutiny. Available at: 
http://www.parliament.scot/parliamentarybusiness/CurrentCommittees/105094.aspx  
 

http://www.parliament.scot/GettingInvolved/Petitions/landregistration
http://www.parliament.scot/parliamentarybusiness/CurrentCommittees/105094.aspx
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of the Ordnance Map. The Scottish Government is not aware of any such 
alternatives.” 

6. The Scottish Government identifies that another option would be to amend the 

2012 Act “to require the Keeper to arrange a site survey on each occasion that 
the Ordnance Survey map differs from the Keeper’s cadastral map. It notes, 
however, that there is likely to be significant costs associated with such a 
requirement, with potentially in excess of 1,000 titles being updated each 

week— 

“The Keeper estimates that the costs of surveys in all such cases, followed up 
by correspondence with the affected proprietors and mortgage lenders, would 
exceed £7 million at a conservative estimate each year and could well be 

significantly higher than that.”,  

7. The Keeper of the Registers of Scotland’s submission confirms that “RoS has 
no capacity issues in dealing with updates to the base map from OS”. It adds— 

“It would be both impractical and extremely resource intensive for RoS to seek 

to take our own view on the accuracy of updated information provided by the 
Ordnance Survey. This would add very significantly both to operating costs 
and turnround times.” 

8. The petitioner indicates his concern that, given the number of titles updated 

each week, there is the potential for errors to be made with no opportunity for 
owners to approve the changes. He adds— 

“The risk of error for proprietors is significantly further increased with the 
recent legislation introducing a new scheme called Keeper Induced 

Registration in which property titles independently are moved from the Sasine 
Register into the Land Registry without an application from the owner.” 

9. In response to the Scottish Government’s comment about the potential to 
amend the 2012 Act, the petitioner expresses his view that “change is 

absolutely necessary”. He reiterates his concern that without change “errors will 
continue to be perpetuated at the expense of proprietors”, and refers to the 
“additional problem” of the 20-year cut-off date within the Prescription and 
Limitation (Scotland) Act 1973, as raised in petition PE1672. 

10. On the issue of practicality, costs and resources the petitioner argues that 
“significant costs and delays are borne by property owners at present”. He 
expresses his opinion that— 

“All costs should be borne by RoS and funded by the Scottish Government to 

provide a foolproof system for owners of property.” 

Provision of supporting materials such as death certificates  

11. The Scottish Government notes that the provision of supporting materials is an 
operational matter for RoS, as overseen by the Keeper, but adds that solicitors 

are required under the 2012 Act “to take reasonable care to ensure that the 
register does not become inaccurate”, and that “it is an offence for a solicitor to 

http://www.parliament.scot/GettingInvolved/Petitions/prescriptionandlimitation
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make a materially false or misleading statement in relation to an application for 
registration”. 

12. The RoS does not consider it necessary to ask solicitors to provide copies of 

death certificates. It considers that solicitors are “best placed to ‘know their 
client’” and are also “under a professional duty to act in the best interests of 
their client”. It adds— 

“That being the case, we take the view that we are entitled to rely on 

information certified by a solicitor to be correct without further investigation.”  

13. In response, the petitioner refers directly to his petition, which states— 

“Provision of a death certificate negates the possibility of error by a proprietor 
or solicitor and, in extreme cases, could prevent fraud.”  

14. The petitioner acknowledges that this scenario may not have happened before, 
but reiterates his concern that cases “could come to light in the future”.  

Conclusion 

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

include— 

 To refer to the Public Audit and Post-Legislative Scrutiny Committee for 
consideration as part of its post-legislative scrutiny of the 2012 Act 

 Any other action the Committee wishes to take. 

Clerk to the Committee 

Annexe 

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

 PE1676/A: Scottish Government submission of 6 March 2018 (71KB pdf) 

 PE1676/B: Keeper of the Registers of Scotland’s submission of 15 February 
2018 (88KB pdf) 

 PE1676/C: Petitioner’s submission of 15 March 2018 (213KB pdf) 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1676_A_SG.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1676_B_RoS.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1676_B_RoS.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1676_C.pdf


PE1676/A 
Scottish Government submission of 6 March 2018  
 
Thank you for your letter of 5 February 2018 about the petition by Mr Tony Rosser calling on 
the Scottish Parliament to urge the Scottish Government to review the Land Registration etc. 
(Scotland) Act 2012, particularly with regard to i) the cadastral map and ii) the provision of 
supporting materials such as death certificates. 
 
The Committee agreed to seek the views of the Scottish Government to provide its views on 
the action called for in the petition, and to indicate whether it considers the legislation is 
working as intended.    
 
The cadastral map 
 
The Scottish Government has no current plans to review the use of the cadastral map.  As 
noted in the briefing by SPICe, the Scottish Ministers do have the powers, under section 
11(6) of the 2012 Act, to make an order to change the system of mapping used by the 
Keeper of the Registers.  However, this would only be considered where sufficient evidence 
was presented demonstrating that there was a better alternative to the current use of the 
Ordnance Map.   The Scottish Government is not aware of any such alternatives. 
 
Another potential option would be to amend the 2012 Act to require the Keeper to arrange a 
site survey on each occasion that the Ordnance Survey map differs from the Keeper’s 
cadastral map, and to allow proprietors an opportunity to comment on all such updates. 
 
On this, the Keeper receives 400-450 updated maptiles from Ordnance Survey each week, 
each of which may contain many changes to the mapbase.  While not all such changes 
affect the boundary of a registered title, Registers of Scotland (RoS) estimate that in excess 
of 1,000 titles are updated each week to reflect changes to the mapbase.  The Keeper 
estimates that the cost of surveys in all such cases, followed up by correspondence with the 
affected proprietors and mortgage lenders, would exceed £7 million at a conservative 
estimate each year and could well be significantly higher than that.  That cost would have to 
be passed on to property owners in Scotland, in the form of increased registration fees, as 
the costs of land registration are met by those using the service, rather than by the taxpayer.   
 
Provision of supporting materials such as death certificates  
 
Operational matters at Registers of Scotland are a matter for the Keeper. 
 
The Scottish Government’s understanding is that applications for registration of title are 
typically submitted by the applicants’ solicitor who is under a professional duty to establish 
the identity of their client.   Section 111 of the 2012 Act requires solicitors to take reasonable 
care to ensure that the register does not become inaccurate.  Section 112 provides that it is 
an offence for a solicitor to make a materially false or misleading statement in relation to an 
application for registration.   
 
To ask for a death certificate to verify information being submitted would place an additional 
financial burden on the applicant.  There is a fee charged for obtaining a copy of a death 
certificate.  Details of these fees are at https://www.nrscotland.gov.uk/registration/how-to-
order-an-official-extract-from-the-registers  In addition, there would be additional paperwork 
for the applicant, their solicitors and for RoS.   Any additional costs incurred by RoS in 
relation to handling more paperwork would have to be met through the registration fees 
charged by RoS.  

https://www.nrscotland.gov.uk/registration/how-to-order-an-official-extract-from-the-registers
https://www.nrscotland.gov.uk/registration/how-to-order-an-official-extract-from-the-registers


 
The 2012 Act generally 
 
Finally, the Scottish Government is of the view that the 2012 Act is currently working as 
intended.    We are aware that the Public Audit and Post-legislative Scrutiny Committee has 
indicated that it intends to carry out post legislative scrutiny work on the 2012 Act: 
http://www.parlamaid.scot/parliamentarybusiness/CurrentCommittees/105094.aspx  
 
  

http://www.parlamaid.scot/parliamentarybusiness/CurrentCommittees/105094.aspx


PE1676/B 

Keeper of the Registers of Scotland submission of 15 February 2018 

Your letter of 5 February on behalf of the Public Petitions Committee asked me for 

my views on the following matters that relate to Mr Tony Rosser’s petition about the 

Land Registration etc. (Scotland) Act 2012 (the 2012 Act): 

1. Mr Rosser’s proposal that Registers of Scotland (RoS) should be required to 

confirm the accuracy of Ordnance Survey (OS) updates of the OS base map 

which is used by RoS; 

2. Mr Rosser’s proposal that it should be a mandatory requirement to submit to 

RoS a death certificate in support of a request to amend the land register to 

reflect the death of the owner of a property; 

3. RoS capacity to handle the current volume of OS updates; and 

4. RoS guidance for members of the public about their rights of appeal to the 

Lands Tribunal for Scotland. 

Background 
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The cadastral map and map updates 

The cadastral map, put simply, is a map that shows all information that has been 

mapped as part of the land register. Section 11(5) of the 2012 Act provides that the 

cadastral map must be based upon the base map, and section 11(6) provides that 

the base map is the Ordnance Map. Section 11(7) imposes a statutory duty on me to 

make any changes to the register which are necessary in consequence of an update 

to the base map. In other words, when OS makes a change to the base map, I am 

required by statute to make corresponding changes to the cadastral map and 

therefore the land register where it is necessary to do so. 

In response to the Committee’s question, I can confirm that RoS has no capacity 

issues in dealing with updates to the base map from OS. Our Mapbase Maintenance 

team deals with any updated OS map information on a priority basis, with 

precedence given to any pending applications affected by out-of-date OS mapping, 

or any registered properties affected by an application for rectification. Where it is 

suggested to us that the OS map may be out of date or incorrect, we will instruct the 

Ordnance Survey to carry out a resurvey at our expense. 

It would be both impractical and extremely resource intensive for RoS to seek to take 

our own view on the accuracy of updated information provided by the Ordnance 

Survey. This would add very significantly both to operating costs and turnround 

times. OS has the professional expertise and the technology to carry out surveys, 

which is no doubt why Parliament expressly provided in the 2012 Act that the 

cadastral map must be based on the OS base map. In our experience, mapping 

mistakes by OS are highly unusual but the 2012 Act makes provision for errors in the 

cadastral map to be rectified when they come to light, xxxxx xx xxxx xxxxxxxx xx 

xxxx xxxx. 

 



Death certificates 

Section 11 of the 2012 Act imposes a statutory duty on a solicitor who submits an 

application for registration to take reasonable care not to make the register 

inaccurate in consequence of that application (in other words, information presented 

as part of an application must be accurate). It is a criminal offence for a solicitor to 

make a materially false or misleading statement in relation to an application for 

registration. 

In certifying an application for registration, a solicitor confirms to us that the 

information contained in the application is complete and correct to the best of his or 

her knowledge. Solicitors are best placed to ‘know their client’ and the facts of the 

particular case; and in addition to the statutory duty of care in the 2012 Act solicitors 

are also under a professional duty to act in the best interests of their client and to 

use reasonable skill and care in performing their duties. That being the case, we take 

the view that we are entitled to rely on information certified by a solicitor to be correct 

without further investigation. 

XX X XXXX XXXXXXX XXXXXXXXX, XXX XXXXXXXXX XXXXXXXXX XX XX 

XXXXXXX XXXXXXXXX XXXXXX XXXX XXX XXXXX XXX XXXX XX XX  

XXXXXXXXX XXXX XXX XXX XXXXXXXXXX , We do not consider that it is 

necessary to ask solicitors to provide copies of death certificates XX XXX XXXXX XX 

XXXX XXXXXX XXXX. 

Lands Tribunal for Scotland 

Section 103 of the 2012 Act provides that an appeal may be made to the Lands 

Tribunal on a question of fact or point of law against any decision I take under the 

Act. Where an application is refused, our normal practice is to advise the applicant of 

his or her right of appeal against the decision in question. 

Section 82 of the 2012 Act further provides that a person with an interest may refer a 

question relating to the accuracy of the register or what is needed to rectify an 

inaccuracy in the register to the Lands Tribunal. 

Xx xxx xxx xx xxx xxxxx xxxxx xxxxxx xx xxxxxxxx xx xxx xxxxxxxx xxxxx xx Xx xxx 

Xxx Xxxxxx, xx xxxxxxxxx xxx xxx xxxxxxxxxxxx xxxxx xx xxx xxxxxxxxx xxxxx xx xx 

Xxxxxxxx xxxx xx xxxxxx xxx xxxxxxxxx xx Xxx Xxxxxx xxxxx xxxxxxxx, xxx xxxx xx 

xx Xxxxx xxxx xx xxxxxxx xxx xxxxx xxxx xx xxxxxxx xxx xxxxxx xx xxx xxxx xxx 

xxxx xx XX xx x X xxxx xxxx. Xx xxx xxx xxxxxxxxx xxxxxxxxx xx xxxxxx Xx xxx Xxx 

Xxxxxx xx xxxxx xxxxxx xx xxxxxx xx xxx Xxxxx Xxxxxxxx xxxxx xx xxx xxx xx xxx 

xxxxx xxxx x xxxxxxxx xx xxxxxx xxxxx xxxxxxxxxxx xxx xxx xxxxxxxx xx xx 

xxxxxxxxx . 

Our published guidance on rectification which is available at 

https://kb.ros.gov.uk/land-and-property-registration/inaccuracies-and-

compensation/inaccuracy-and-rectification%23lands-tribunal-of-scotland advises that 

https://kb.ros.gov.uk/land-and-property-registration/inaccuracies-and-compensation/inaccuracy-and-rectification%23lands-tribunal-of-scotland
https://kb.ros.gov.uk/land-and-property-registration/inaccuracies-and-compensation/inaccuracy-and-rectification%23lands-tribunal-of-scotland


questions about the accuracy of the land register can be referred to the Lands 

Tribunal for Scotland under section 82 of the 2012 Act. The Lands Tribunal’s website 

contains full advice about how to apply to the tribunal (http://www.lands-tribunal-

scotland.org.uk/using/making-an-application).  

 

http://www.lands-tribunal-scotland.org.uk/using/making-an-application
http://www.lands-tribunal-scotland.org.uk/using/making-an-application


PE1676/C 

Petitioner submission of 15 March 2018  
 
Thank you for expressing your support for my petition and other supporting statements 
expressed at the Committee Meeting 1st February 2018. As of the 7th March 2018 I am now 

in possession of the following:-  
 
 A. PE1676/A submission from the Scottish Government of 6th March 2018 
 unsigned**, - and 

 
 B. A Letter from Register of Scotland (RoS) dated 15th February 2018 signed 
 Sheenagh Adams  
  

** On 7th March 2018 I requested the Petitions Clerk by Email to let me know who had 
written the response and why there was no signature.  
 
I will respond as follows with my own opinions and without prejudice.  

 
A. Scottish Government of 6th March 2018 unsigned. 
 
NB. Original text from submissions and letters in Italics. 

 
A1. Submission from the Scottish Government. 
 

This unknown Scottish Government spokesperson is quoting an answer from the RoS 

Keeper, a non ministerial government department. 
  
As the Scottish Government is responsible for the Land Registration etc (Scotland) 2012 Act, 
and comments were requested by the Petitions Committee from the Scottish Government, 

could I request that you please refer back to them for comment on my petition by the 
responsible ministerial person. 
 

For your information I had this very same problem in 2016/2017 xx xxxxx xx xxxxxxxx. 
 
A2. 1st Page  The cadastral map 

 
 “On this the Keeper receives 400-500 updated map tiles from Ordnance Survey each  

 week each of which may contain changes to the map base. While not all such 
changes affect the boundary of a registered title, Registers of Scotland (RoS) estimate 
that in excess of 1,000 titles are updated each week to reflect changes to the 
mapbase.” 

 
Whilst acknowledging that the RoS Title Deed Plan uses the OS Map as a background 
medium, and boundary lines are delineated by RoS, there must be many times where these 
boundary lines are amended by RoS to match the new background OS Map. Thus 
introducing errors for owners without their opportunity to approve the changes. Retrospective 

action should be taken to seek approval of these changes by affected proprietors.  
 

This in my opinion is further exacerbated by the facts that as I understand that generally a 
property is transferred from the Sasine Register into the Land Register either when the 

property is sold, or when a new mortgage is taken out on the property, or on the death of the 
proprietors with transfer of the property to their heirs. Or on completion of a Mortgage when 
the owner can make application for voluntarily registration. 



 

The risk of error for proprietors is significantly further increased with the recent legislation 
introducing a new scheme called Keeper Induced Registration in which property titles 
independently are moved from the Sasine Register into the Land Registry without an 
application from the owner. There is no fee if the property is moved into the Land Register by 

this method. Scottish Ministers have requested of RoS that all properties are transferred into 
the Land Register by 2024. No approval of proprietors is to be sought. 
 
In my opinion - What a poor indictment of a Land Registration system in free-fall. 

 
 “Another potential option would be to amend the 2012 Act to require the Keeper to 

arrange a site survey on each occasion that the Ordnance Survey map differs from 
the Keeper’s cadastral map, and to allow proprietors an opportunity to comment on all 

such updates.” 
 
Most definitely, change is absolutely necessary, hence the reason for my Petition to request 
a change to the 2012 Act to make it mandatory for RoS to check OS Map validity against 

current holdings and it’s affect on Title Plans. Otherwise errors will continue to be 
perpetuated at the expense of proprietors. Especially with the additional problem of the 
Prescription and Limitations Act and it’s 20 year cut off date, when owners have not had 
visibility of their Land Registered Title Deed Plan for more than 20years, and cannot then 

request correction of an error. 
 
How is it excessive to have a law (2012 Act) that is not fit for purpose in providing proprietors 
with an accurate Land Registry system?  In my view, the RoS currently provides inaccurate 

information on property title maps and systematic amendments independently, without 
approval by proprietors.  
 
(As explained by Mr Hugh Paterson in his Petition PE01672 and loss of a substantial piece 

of his land.  
Another person from Inverness contacted me regarding the loss of a piece of land due to 
inaccuracies in the Land Register. Also Mr Derek Riddick commented on my Petition website 
which stated “I have experienced difficulties with title registration and consider the 

methodology being used which does not take dimensions for existing titles into the new title 
to be a fundamental and potentially fatal flaw in the current system”.   
 
Also Michelle Ballantyne MSP 1st February 2018 at Petitions Committee noted:- 

 
 “A couple of constituents have come to me with this very problem, so there is a need 

to revisit the issue. If someone who has lived somewhere for a long time suddenly 
finds that a boundary has moved but they are time barred from addressing the issue, 

that is incredibly inequitable and unfair, because they did not know about it. Therefore, 
we really need to have a look at the issue.”) 

 
I would submit that knowledge of errors could occur with a high percentage of owners 
who do not see Title Plans until property is sold, Mortgages are discharged, or their 

heirs make claim on the property.  
 
A3. 1st Page  The cadastral map 

 

 ”The Keeper estimates that the cost of surveys in all such cases, followed up by 
correspondence with the affected proprietors and mortgage lenders, would exceed £7 
million at a conservative estimate  each year and could well be significantly higher 



than that. That cost would have to be passed on to property owners in Scotland, in the 

form of increased registration fees, as the costs of land registration are met by those 
using the service, rather than by the taxpayer.” 

 
Significant costs and delays are borne by property owners at present when title deeds are in 

error, with costs of solicitors, chartered surveyors, RoS fees, public notary and administration 
fees, some at a time of loss of loved ones.  
 
I would submit that the cost of maintaining a correct Land Register is wholly the responsibility 

of the Scottish Government via the RoS whose main reason for being in existence is the 
provision of correct Land Titles. 
 
In my opinion: -  
All costs should be borne by RoS and funded by the Scottish Government to provide 
a foolproof system for owners of property.   
 

(In conclusion I might add that the previous Land Registration Act and the 

systems/procedures of RoS provided a valuable service to property owners. As an example 
in 1990 when OS Digitised their Maps supplied to RoS, they wrote a letter to me with the 
new Title Plan for approval which I readily gave. RoS should again provide this is the type of 
service to owners free of charge.) 

 
A4. 1st Page  Provision of supporting materials such as death certificates. 

 
 “Operational matters at Registers of Scotland are a matter for the Keeper.” 

 
The RoS Keeper is responsible in law to the Scottish Government statutes under which she 
must operate, in particular the Land Registration etc (Scotland) Act 2012.  
As stated in my Petition, “Provision of a death certificate negates the possibility of error by a 

proprietor or solicitor and, in extreme cases, could prevent fraud.” 
 
A5. 1st Page  Provision of supporting materials such as death certificates. 

 

 ”The Scottish Government’s understanding is that applications for registration of title 
are typically submitted by the applicants’ solicitor who is under a professional duty to 
establish the identity of their client.” 

 

As explained in my Petition, “Provision of a death certificate negates the possibility of error 
by a proprietor or solicitor and, in extreme cases, could prevent fraud.” 
 
Not all applications for change to the RoS are required to be made by solicitors, individual or 

joint proprietors can unilaterally make application for these changes. 
 
While it may be that this has not happened before, how many cases could come to light in 
the future. In my view, provision of a certified death certificate excludes future problems for 
proprietors and solicitors alike, and prevents a flawed system. 

  
This loophole should be closed for all.  
 
 

 
 
 



 

B. Register of Scotland (RoS) dated 15th February 2018. 
 
B1. Page 1. “1. Mr Rosser’s proposal that the Registers of Scotland (RoS) should be 

required to confirm the accuracy of Ordnance Survey (OS) updates of the OS base map 

which is used by RoS.” 
 
This is a complete misinterpretation of my Petition in which I had requested:- 
 

“To avoid any inaccuracies or questions about the validity of updated Ordnance Survey 
maps received by RoS, I would like it to be mandatory for the RoS to check their validity 
against the current cadastral map. Where maps are in dispute the RoS should arrange a re-
survey (to be conducted by OS or RoS) of the property physical boundaries, and proprietors 

should have the opportunity to question/approve the revised cadastral plan/title deed plan.”  
 
xxx xxxx xxxx xxxx xxxx xxxx xxxx xxxxxxx xxxxxxx xxxxxxx xxxxx xxxx xxxxx xxxx xxxxxxx 
xxx xxxxx xxxxxxxxxxxxxx xxxxxxxxx xxxxxxxxxxxxx xxxxxxxxxxxx xxxxxxx xxxxxx xxxxxxxx 

xxxx  
 
As explained in my petition “I should note that OS do not delineate boundaries on their 
maps………..” that is wholly the responsibility of the RoS. xxx xxx xx xxxx xxxxxxx xxx 

xxxxxxx xx xxx xxxxxxx xxxxx xxxxxxx xxxxxxxxl xxxxxxxxx xxxx xxx xxxx xxxxx xxxx xxxxx 
x xxxxxxxxxx xxx xxxxx xxxxxxxxxxxx xxxxx  
 
xxxxxxxxxx  xxxxxxxxxxxx xxxxxxxxxxxxxxxxxxxx   xxxxxxxxxxxxx xxxxxxx xxxxxxxx xxxxxx 

xxxxx xxxxxxxxxxx xxxxxxxxxxx xxxxxxxxx xxxxxxxxxx xxxxxxxxxxxxxxx xxxxxxxxxx xxxxx x 
xxxxxx xxxx xxxxxx xxxxxxxxxxxxxx   xxxxxx xxxxxxxxxxxxx xxxxxxx xxxxx xxxx xxxx xx 
 
x xxxx xxxxxxxx xxx xxxxxx xxxx xxxxxxxx xx xxxx xxxx xxxxxxxx xx xxx xx xxxx xxxxxx xx 

xxxxxxx xxxxx xxxxxx xxx  
 
Hence the reason for my Petition to request a change to the 2012 Act to make it mandatory 
for RoS to check OS Map change validity against current title plan holdings. Otherwise errors 

will continue to be perpetuated at the expense of proprietors. Especially with the eventual 
Prescription and Limitations Act statute and it’s 20 year cut off date, after which no 
amendments will be made to correct erroneous title deed plans. 
 

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
 

 xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 

 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx Perhaps the RoS procedure 
should be changed to request title plans when mortgages are discharged.  
    
B4.  2nd Page “Where it is suggested to us that the OS map may be out of date or 

incorrect, we will instruct the Ordnance Survey to carry out a re-survey at our expense.” 
 



Again, the RoS are expecting proprietors/ their solicitors to be the proactive agents to 

‘suggest’ incorrect Title Plans, it is my view that RoS should be the prime mover to get plans 
correct. 
  
Also why are RoS reimbursing OS for incorrect data, surely their contract allows for free 

correction and surveys when required by RoS. xx xxxxxx xxx xxxxxxx xxx xxxx xx xx. 
 
B5.  3rd Page “Death Certificates”  

 

 “That being the case, we take the view that we are entitled to rely on information 
certified by a solicitor to be correct without further investigation.  

 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxWe do not consider that it is 
necessary to ask solicitors to provide copies of death certificates xx xxx xxxxx xx xxxx 
xxxxxx xxxx.” 

 
As stated in my Petition, “Provision of a death certificate negates the possibility of error by a 
proprietor or solicitor and, in extreme cases, could prevent fraud.” 
  

Not all applications for change to the RoS are required to be made by solicitors, individual or 
joint proprietors can unilaterally make application for these changes. 
 
While it may be that this has not happened before, how many cases could come to light in 

the future. In my view provision of a certified death certificate excludes future problems for 
proprietors and solicitors alike and prevents a flawed system.  
 
As Michelle Ballantyne MSP expressed at the 1st February 2018 Petitions Committee 

meeting:-  
 
  “In effect there is a loophole or a gap that people are falling through.” 
  
This loophole should be closed for all proprietors. 

 
 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 

 
 xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxx 

 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxx 

  
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxx 
 



xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
xxxxxx 

 
Should you wish any additional information or indeed copies of the letters referenced above 
please do not hesitate in contact me. 
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Public Petitions Committee 

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1677: Make more money available to mitigate welfare cuts 

Note by the Clerk 

Petitioner Dr Sarah Glynn on behalf of Scottish Unemployed Workers’ Network 

Petition 

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

make more money available to mitigate the impact of UK 
Government welfare cuts through reassessing spending priorities and 
bringing in more progressive taxation. 

Webpage parliament.scot/GettingInvolved/Petitions/mitigatewelfarecuts  

Introduction 

1. This is a continued petition, first considered by the Committee at its meeting on 
1 February when it took evidence from the petitioners.  

2. At that meeting the Committee agreed to write to the Scottish Government. A 

submission has been received from the Scottish Government, to which the 
petitioners have responded. The written submissions are included in the annex 
to this paper, and the Committee is invited to consider what action it wishes to 
take on the petition. 

Committee consideration 

3. The Committee sought the Scottish Government’s response to three specific 
points— 

 to what extent it had considered mitigating welfare cuts as part of its 

budget consideration 

 whether it had considered re-directing expenditure to enable more 
funding to be made available for mitigation 

 whether it had considered increasing the Social Welfare Fund and the 

support available to help people access their benefits. 

Mitigating welfare cuts as part of budget consideration 

4. The Scottish Government’s submission refers to its “ongoing commitment to 
continue to mitigate alongside the work on delivery of devolved benefits 

devolved under the Scotland Act 2016”. It adds— 

“The UK Government’s welfare reforms, introduced since 2010, will result in 
an overall reduction in welfare spend of approximately £4 billion in Scotland 
by 2020-21.” 

http://www.parliament.scot/GettingInvolved/Petitions/mitigatewelfarecuts
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5. The submission states that, through its 2018-19 budget, the Scottish 
Government has allocated over £100 million on mitigation for 2018-19, 
including--  

 £50.1 million to continue the full mitigation of the so-called ‘bedroom tax’ 
through Discretionary Housing Payments (DHPs) 

 £38 million for the Scottish Welfare Fund 

 £12.1 million for other DHPs. 
 

6. Other policies and measures referred to in the Scottish Government’s 
submission include— 

 maintaining spending on disability and employment-injury assistance 
through annual uprating, put onto a statutory footing through the Social 
Security Bill 

 Carer’s Allowance supplement, to be delivered by summer 2018 

 Best Start Grant, to be delivered by summer 20191  

 Young Carer Grant, to be delivered by autumn 2019 

 Funeral Expense Assistance, to be delivered by summer 2019. 

7. While the petitioners acknowledge the confirmation in the Government’s 

submission of the reduction in welfare spend, they consider that the reference 
to policies and measures is “simply a reiteration of what they are already doing 
or have already announced”. 

8. The petitioners state that the purpose of the petition was to highlight their view 

that these measures were not enough, and refer to particular areas that they 
would like to see addressed, including— 

 More money for DHPs, child benefits and the Scottish Welfare Fund 

 A living wage for carers 

 Help for people whose benefits have been sanctioned 

 More help for welfare advice.  
 

9. The petitioners support their position on these suggestions by referring to 

arguments they had previously presented, within the petition and in evidence to 
the Committee, including “more progressive use of the Income Tax powers … 
[and] …scrapping subsidies for first time house buyers”. They add— 

“We further argued that failure to provide further mitigation of the impact of 

benefit cuts could prove the much more costly option in the long run – 
financially as well as socially. Mitigating benefit cuts is an investment in 
society.” 

 

 

                                                             
1 The Social Security Committee is expected to hold an evidence session on 10 May in relation to the 
draft Best Start Regulations. 
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Re-directing expenditure 

10. The Scottish Government submission sets out information on Scotland’s 
discretionary budget allocation over the decade 2010-11 to 2019-20 and the 

reduction in the Block Grant “in real terms” over the next two years. It states— 

“This is the context within which Ministers have and will continue to make 
decisions on how expenditure is directed towards their spending priorities in a 
way which they believe achieves the vision they set out for Scotland in the 

Programme for Government.”  

Scottish Welfare Fund 

11. The Scottish Government considers the Scottish Welfare Fund as a “vital 
lifeline”, noting that it can be accessed by people who require emergency aid. 

12. It adds that, in tandem with CoSLA, the Scottish Government “has extended the 
[Fund] on an interim basis to ensure that those young people who are excluded 
from financial support by the UK Government will still be able to receive 
assistance with housing costs”. 

13. On this issue, the petitioners refer to the DWP’s reversal of its policy and “will 
be paying housing subsidy to 18-21 year olds on Universal Credit”. The 
petitioners consider that this means that “the Scottish Government will no 
longer need to provide extra help to this group”, and suggest that “the money 

budgeted for this can be used for other welfare mitigation”. They ask— 

“Can the Scottish Government confirm that they will be keeping this money for 
welfare, and can they tell us what other help they plan to give?” 

14. The Committee may be aware that the Scottish Welfare Fund is scheduled for 

scrutiny as part of the Social Security Committee’s work programme. 

Conclusion 

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

 To invite the Scottish Government to respond to the questions raised in the 
petitioners’ submission 

 To refer the petition to the Social Security Committee, for consideration as 
part of its inquiry into the Scottish Welfare Fund, and as part of its wider work 

on managing the implementation of the Scotland Acts  

 Any other action the Committee wishes to take. 

Clerk to the Committee 

 

 

http://www.parliament.scot/S5_Social_Security/General%20Documents/Work_Programme_April_2018.pdf
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Annexe 

The following submissions are circulated in connection with consideration of the 

petition at this meeting— 

 PE1677/A: Scottish Government submission of 2 March 2018 (81KB pdf) 

 PE1677/B: Petitioner’s submission of 1 April 2018 (182KB pdf) 

 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1677_A.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1677_B.pdf


  
 

PE1677/A 
Scottish Government submission of 2 March 2018 
 
Thank you for your letter of 5 February 2018 seeking the Scottish Government’s views in 

relation to the petition PE1677 "Calling on the Scottish Parliament to urge the Scottish 

Government to make more money available to mitigate the impact of UK 

Government welfare cuts through reassessing spending priorities and bringing in more 

progressive taxation.” 

 

In particular you asked for the Scottish Government’s response to 3 specific points. 

 

1: To what extent the Scottish Government has considered mitigating welfare cuts as 

part of its budget consideration? 

 

As announced in the recent 2018-19 Draft Budget Bill, there is an on-going commitment to 

continue to mitigate alongside the work on delivery of devolved benefits devolved under the 

Scotland Act 2016. The UK Government’s welfare reforms, introduced since 2010, will result 

in an overall reduction in welfare spend of approximately £4 billion in Scotland by 2020-21. 

Scottish Ministers are concerned by the impact of these cuts and have made numerous 

representations to Ministers in the UK Government about the impacts of UK Government 

welfare reform policy, including calling for the roll out of Universal Credit to be halted.   

 

In 2018/19, the Scottish Government has through the Budget allocated over £100 million on 

mitigation. We have budgeted £50.1 million to continue the full mitigation of the ‘bedroom 

tax’ through Discretionary Housing Payments (DHPs), ensuring more than 70,000 

households save an average of £650 per year, and a further £12.1 million for other DHPs. 

We will also sustain funding for the Scottish Welfare Fund of £38 million. Since it was set up 

in April 2013 the Fund has provided £148 million worth of grants to 275,690 households in 

Scotland.  

 

The Social Security Bill currently before the Scottish Parliament provides the power to vary 
the rates of benefits, including to uprate. The Scottish Government has always been clear 
that we will maintain spending on disability and employment-injury assistance through 
annual uprating, so that what people receive is not eroded by inflation.  Amendments made 
to the Bill during Stage 2 of the Parliamentary process have, therefore, put this policy 
commitment onto a statutory footing.   
 
Scottish Ministers have also announced plans to deliver a Carer’s Allowance Supplement by 
Summer 2018, which will increase support for carers to the same level as UK Jobseeker’s 
Allowance.  This will be done through the combination of the Carer’s Allowance Supplement 
and the existing Carer’s Allowance payment, which represents an investment of over £30 
million per year, benefitting over 70,000 carers.  Further amendments to the Bill extend the 
annual uprating requirement to also include Carers Assistance and so, from the point at 
which the Scottish Government takes over delivery from DWP and commences payments of 
Carers Assistance, these payments will be uprated on an annual basis.  
 
The Best Start Grant will be delivered by Summer 2019, paying a one-off grant of £600 for 
the first child in low income families, reintroducing grants of £300 for further children, and 
making two further £250 payments at key transition points. Delivered by Autumn 2019, the 



  
 

Young Carer Grant will be a £300 annual payment for young adults with significant caring 
responsibilities who don’t currently qualify for Carer’s Allowance. Recipients will also get free 
bus travel from 2020/21. We will also be delivering Funeral Expense Assistance by Summer 
2019, simplifying and speeding up processes, so it is easier for people to find out if they are 
eligible.  As the Minister for Social Security made clear at the Social Security Committee (21 
December 2017); “I am responsible only for what we do here [in Scotland], and we will do 
the right thing by encouraging people to secure the financial support to which they are 
entitled”. 
 

2: Whether consideration has been given to re-directing expenditure to enable more 

funding to be made available for mitigation?  

 
As the budget documents which the Scottish Government published in December 2017 set 

out, over the decade between 2010-11 and 2019-20, Scotland’s discretionary budget 

allocation will be eight per cent – £2.6 billion – lower in real terms. Over the next two years 

alone, the Block Grant from the UK Government for day-to-day spending in Scotland is 

projected to fall by over £500 million in real terms. This is the context within which Ministers 

have and will continue to make decisions on how expenditure is directed towards their 

spending priorities in a way which they believe achieves the vision they set out for Scotland 

in the Programme for Government.  

 

3: Whether the Scottish Government  has considered increasing the Social Welfare 

Fund and the support available to help people access their benefits? 

 

Scottish Ministers view the Scottish Welfare Fund as a vital lifeline for people across 

Scotland, providing £38 million per annum to local authorities. Families and individuals in 

Scotland who require emergency aid can receive a grant through the Scottish Welfare Fund.  

Due to UK Government changes to Universal Credit, which took effect from 1 April 2017, 18 

to 21 year-olds in receipt of Universal Credit are only eligible for housing support if they have 

a specific exemption. Working with CoSLA, the Scottish Government has extended the 

Scottish Welfare Fund on an interim basis to ensure that those young people who are 

excluded from financial support by the UK Government will still be able to receive assistance 

with housing costs. Further, the Social Security Bill includes provision to provide Housing 

Assistance to 18-21 year olds on a permanent basis and requires Ministers to bring forward 

regulations to achieve this. 

 

 
 

 



PE1677/B 

Petitioner’s submission of 1 April 2018 
 
Thank you for sending us the Scottish Government’s response to our petition. 
 
It was useful to have the figure for the reduction in welfare spend confirmed as 
approximately £4 billion a year by 2020 to 2021, though we are still puzzled as to 

why the earlier document quoted in the briefing prepared for the committee gave a 
so much lower figure of £2.2 billion. 
 
It was useful, too, to have a statement on the provisions being made for 18 to 21 

year olds who no longer get housing support from the UK government. 
 
However, the Government’s response is simply a reiteration of what they are already 
doing or have already announced. We already know about this. The argument that 

we made in our petition is that this is not enough, and that the Government has both 
opportunity and obligation to do more. This response could have been written 
without looking at our petition or accompanying evidence. Perhaps it was. 
 

Our petition asked the Scottish Government to look at providing further extra funding 
for welfare to help mitigate the impact of the welfare cuts. In particular, we asked 
them to look at providing: 
 

 More money for Discretionary Housing Payments to compensate for losses 
due to the Benefit Cap and prevent evictions and homelessness. 

 Extra money for child benefits to address child poverty and meet child poverty 
reduction targets. 

 More money for the Scottish Welfare Fund to meet growing needs as a result 
of further cuts coming on line and the spread of Universal Credit. Also, to 
provide help for those suffering from cuts to disability benefits, including those 
who have lost help with mobility while we wait for the Scottish Government to 

take over PIP. 

 A living wage for carers. 

 Help for people whose benefits have been sanctioned (challenging the 
interpretation of UK legislation). 

 More help for welfare advice so people get what they are due from the DWP. 
 
We argued that money could be made available for this through a more progressive 
use of the Income Tax powers, and – in the longer term – by replacing Council Tax 

with Land Value Tax. And that money could also be freed up by scrapping subsidies 
for first time house buyers, which are widely recognised as pushing up prices for all. 
 
We further argued that failure to provide further mitigation of the impact of benefit 

cuts could prove the much more costly option in the long run – financially as well as 
socially. Mitigating benefit cuts is an investment in society. It puts money into the 
economy of the poorest areas, and it helps to prevent numerous negative (and 
expensive) social consequences, including the current epidemic of poor mental 

health. 
 



In the light of the announcement by the UK Government on 29 March, we would also 
like to add the following question. 
 

Now that the DWP has reversed their earlier policy and will be paying housing 
subsidy to 18-21 year olds on Universal Credit, the Scottish Government will no 
longer need to provide extra help to this group, and the money budgeted for this can 
be used for other welfare cut mitigation. Can the Scottish Government confirm that 

they will be keeping this money for welfare, and can they tell us what other help they 
plan to give? 
 
We hope that the petitions committee will be able to take these issues further. 
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Public Petitions Committee 

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1689: Hepatitis C Treatment Targets in Scotland 

Note by the Clerk 

Petitioner Jim Clark 

Petition 

summary 
Calling on the Scottish Parliament to urge the Scottish 

Government to specify ambitious and aspirational upper 
treatment targets for hepatitis C to encourage outreach and 
case-finding. This target should be in addition to the current 
targets of 2,000 treatment initiations for 2018/19, 2,500 for 

2019/20 and 3,000 for 2020/21 onwards, which are sub-optimal 
and should be considered absolute minimums. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01689  

Introduction 

1. This is new petition that did not collect signatures or comments. The 
petitioner has been invited to provide evidence on his petition and will be 
accompanied by a representative of the Hepatitis C Trust. 

Background (taken from the SPICe briefing) 

2. The Hepatitis C virus (HCV) is a blood borne virus. If untreated, it can 
lead to cirrhosis of the liver and liver cancer. The most commonly 
reported route of transmission in Scotland is through injecting drug use, 
accounting for approximately 90% of infections.  

3. In 2016, an estimated 34,500 individuals in Scotland were living with 
chronic HCV, with over half (19,000) having received a diagnosis. Of 
those diagnosed, around a quarter are currently receiving specialist 
treatment and 1,750 are treated each year1. Around 45% of cases are 

believed to still be undiagnosed.  

Treatment  

4. Rapid advances in HCV therapeutics have led to an array of anti-HCV 
medicines that now offer cure to more than 90% of those infected with 

HCV. Not only does treatment help those who are infected but it also 
helps in preventing onward transmission.  

                                                             
1 Health Protection Scotland (2017) Blood Borne Viruses and Sexually Transmitted Infections. 
Scotland 2017. 

http://www.parliament.scot/GettingInvolved/Petitions/PE01689
http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB18-1689.pdf
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5. In 2015, the Scottish Government published an updated Sexual Health 
and Blood Borne Virus Framework 2015-2020 which contains a 
commitment to eliminate Hepatitis C.  

6. The Framework recommended that, due to the high cost of the treatment 
regimens, the initial treatment focus should be on those with the greatest 
need (i.e. more advanced disease). However, this was accompanied by 
a commitment that the Treatment and Therapies sub-group of the 

National Sexual Health & BBV Advisory Committee would keep the 
treatment targets under review.  

7. The Framework set an initial treatment target of at least 1,500 people 
per year being initiated onto anti-viral treatment. This was informed by 

modelling work conducted by Health Protection Scotland and Glasgow 
Caledonian University2  which estimated a minimum of 1,500 people 
would be required to initiate treatment in order to reach the 75% target 
reduction in the number of people developing HCV-related liver failure 

and/or liver cancer each year by 2020.  

8. A PQ (S5W-12382) from November 2017 detailed that 1,782 people 
were treated in 2015/16 and 1,739 in 2016/17.  

9. The background information to the petition makes reference to a report 

from the Treatment and Therapies sub group which was produced in 
October 2017 and contains revised recommendations for treatment 
targets. However, the report is with Ministers and is not yet in the public 
domain.  

10. Nevertheless, at the start of the year, the Public Health Minister 
confirmed that the new national treatment targets are; at least 2,000 
people initiating treatment in 2018/19, 2,500 in 2019/20, 3,000 in 
2020/21 and 3,000 in subsequent years3. These are lower than the 

targets mentioned in the background information to the petition.  

11. The Minister stressed that these are minimum targets and that the recent 
recommendations of the Treatment and Therapies sub group would be 
used to inform an ‘elimination plan’ which will be published later this year.  

Scottish Government Action  

12. As outlined above, the Sexual Health and Blood Borne Virus Framework 
contains a commitment to eliminate HCV and the Scottish Government 
has set out associated treatment targets. The Scottish Government also 

plans to publish an ‘elimination plan’ later this year.  

                                                             
2 Innes H, Goldberg D, Dillon J, Hutchinson SJ. Strategies for the treatment of Hepatitis C in 
an era of interferon-free therapies: what public health outcomes do we value most? Gut. 2014 
Nov 6. 
3 Parliamentary Question – S5W-14071 

http://www.parliament.scot/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-14071&ResultsPerPage=10
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13. In addition, Health Protection Scotland issued National Clinical 
Guidelines for the treatment of HCV in adults in November 2017.  

Scottish Parliament Action  

14. The cross party Scottish Hepatitis C Parliamentary Champions group 
published a report on its Hepatitis C Elimination Inquiry: A Call to Action 
along with the Hepatitis C Trust this year. The report made a number of 
recommendations aimed at increasing access to treatment, including 

reinvesting treatment cost reductions into additional services and 
encouraging clinicians to exceed treatment targets.  

15. The report outlines details of the evidence heard, including that the 
current approach to treatment is based on those who have more 

advanced disease, rather than on those most likely to spread the virus. 
The group also heard that the provision of treatment across health 
boards is patchy due to insufficient funding to cover all those waiting. It 
also heard that some clinicians had been asked to ‘slow down’ the 

number of people being treated due to concerns over the cost.  

16. Some contributors to the inquiry said they were aware of clinicians being 
asked to treat in line with targets rather than the allocated budget. This 
meant that recent reductions in the cost of treatments had not resulted in 

more people being treated. 

17. The Health and Sport Committee of the Scottish Parliament also recently 
undertook an evidence session into blood borne viruses. HCV was 
discussed during this session and the Committee subsequently issued a 

letter which the Cabinet Secretary for Health and Sport responded to on 
21 March 2018. 

Conclusion 

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

Options include— 

 To write to the Scottish Government to asks for its views on the action 
called for in the petition 

 To write to NHS boards to ask for information about the approach 

taken to treating individuals diagnosed with hepatitis C, including any 
prioritisation for individuals with a more advanced disease and the 
number of patients a) currently receiving treatment, and b) waiting to 
receive treatment.  

 Any other action the Committee wishes to take. 

Clerk to the Committee/SPICe 
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Public Petitions Committee 

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1684: Composition of local authority executive committees 

Note by the Clerk 

Petitioner James Swan on behalf of Whitburn and District Community Council 

Petition 

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

amend the Local Government (Scotland) Act 2004 to require that the 
composition of the executive body must reflect the political party 
membership of those elected. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01684 

Introduction 

1. This is a new petition that collected 28 signatures and one comment in support. 
The Committee is invited to consider what action it wishes to take. 

Background (taken from the SPICe briefing)  

2. Each of Scotland’s 32 local authorities is governed by a council comprised of 
councillors elected directly by local residents, normally every four years. 
Councils in Scotland are autonomous bodies, independent of central 
government and are accountable to their electorates for the delivery of 

services. 
 

Single transferable vote 
 

3. The SPICe briefing SB-17/35 on Local Government Elections 2017 sets out an 
overview of the Single Transferable Vote (STV). 

4. Under STV, seats are distributed according to vote share. Each voter gets one 
vote, which can transfer from their first-preference to their second and so on. 

The ballot paper lists the name of each candidate standing for election, and 
voters rank these in order of preference: 1 for first-choice, 2 for second-choice, 
etc. Voters can rank as few or as many candidates as they like. 

Council committees 

5. Traditionally, local authorities have tended to operate through a structure of 
committees and sub-committees. The Local Government (Scotland) Act 1973 
allows local authorities to devolve most decision-making to committees, sub-
committees or council officers. 

6. The full council meeting is the sovereign body of the council, where all 
councillors meet to debate and make key decisions. These decisions include 

http://www.parliament.scot/GettingInvolved/Petitions/PE01684
http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB18-1684.pdf
https://digitalpublications.parliament.scot/ResearchBriefings/Report/2017/5/19/Local-government-elections-2017-1-1#Single-Transferable-Vote
https://www.legislation.gov.uk/ukpga/1973/65/contents
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electing the convenor and deputy convenor, appointing councillors to all 
committees and panels, deciding on strategic objectives and corporate policies 
and setting the annual budget and council tax. 

7. The council is headed by the Leader of the council and each local authority 
elects a civic leader, the Provost or Convenor. In the cities of Glasgow, 
Edinburgh, Aberdeen and Dundee, the Provost is known as the Lord Provost. 

8. Local authorities in Scotland must take corporate decisions as there is no legal 

provision for policies being made by individual councillors. There is no 
requirement for councils to adopt a particular political decision-making and 
scrutiny structure. Each council decides the most appropriate structure suited to 
its particular circumstances. 

9. The Improvement Service published an introduction to local government which 
shows that, in recent years, reviews of local democracy sponsored by the 
Scottish Government have prompted a number of local authorities to alter their 
decision-making structures. These changes have attempted to achieve more 

efficient, accountable and transparent arrangements. Some councils have, for 
example, streamlined their committee structures, by reducing the number of 
service-specific committees, and instead concentrating on broader, more cross-
cutting thematic areas. 

10. Other councils have dispensed with traditional committee structures in favour of 
executive structures, in which responsibility for most strategic decisions is 
delegated to an executive committee. For example, in 2012, Fife Council 
adopted the executive committee structure with 20 members (including non-

voting members) drawn from the 78 elected councillors. In this kind of structure, 
it is the role of non-executive elected members to scrutinise the executive’s 
activities. 

Committee members 

11. As outlined above, the majority of committee members are drawn from elected 
councillors but, in addition, committees and groups can appoint unelected 
members. For example, Section 124 of the Local Government (Scotland) Act 
1973 requires all local authorities to appoint three persons representing 

churches and other religions to committees or groups either advising the 
council on education or discharging education functions of the council on its 
behalf. 

12. SPICe briefing SB-13/85, How do local authorities make decisions? sets out 

case studies of how both Fife Council and City of Glasgow Council have 
implemented an executive committee structure. The persons representing 
churches and other religions are voting members of the executive committee 
when the committee advises or discharges its education functions. 

13. It should be noted that, having introduced an executive committee model in 
2012, Fife Council agreed in May 2017 to replace this with a committee model 
of governance. Glasgow City Council maintains its executive committee 
structure. 

https://www.legislation.gov.uk/ukpga/1973/65/section/124
https://www.legislation.gov.uk/ukpga/1973/65/section/124
http://www.parliament.scot/ResearchBriefingsAndFactsheets/S4/SB_13-85.pdf
https://www.fifedirect.org.uk/topics/index.cfm?fuseaction=page.display&p2sid=5DFDFD7D-A9FB-080B-67AD22482A75DEF0&themeid=2B892409-722D-4F61-B1CC-7DE81CC06A90
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Scottish Government action 

14. The Scottish Government works with local government providing funding and 
the framework for accountability and performance; there is no statutory 

guidance which sets out how a local authority must form its administration. This 
falls in line with the Scottish Government’s approach of allowing local 
authorities to self-govern, as far as possible. 

15. Specifically, the Scottish Government website states— 

 “There is no requirement for councils to adopt a particular decision-making 
 and scrutiny structure: it is a matter for each council to decide what is most 
 appropriate for its particular circumstances and context. For example, some 
 councils have streamlined their committee structures, by reducing the number 

 of service-specific committees, and instead concentrating on broader thematic 
 areas. 

 Other councils have replaced traditional committee structures with executive 
 structures, with responsibility for most strategic decisions delegated to an 

 executive committee. In such a structure, the role of elected members outside 
 the executive is to scrutinise the executive’s activities.” 

Scottish Parliament action 

16. The Session 4 Local Government and Communities Committee published its 

inquiry report on Flexibility and Autonomy in Local Government in June 2014. 

17. Whilst the Committee did not make specific recommendations around executive 
committees or the committee structure of councils, it did echo the Scottish 
Government’s sentiment that it is up to local authorities to decide how to 

operate in a way which best reflects the needs of the local electorate. 

Conclusion 

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

 To seek the views of the Scottish Government and local authorities on the 
action called for in the petition 

 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee/SPICe 

 

http://www.parliament.scot/S4_LocalGovernmentandRegenerationCommittee/Reports/lgR-14-08w.pdf
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Public Petitions Committee 

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1686: Homelessness crisis in Scotland 

Note by the Clerk 

Petitioner Sean Clerkin 

Petition 

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

front load £40 million of £50 million from the Ending Homelessness 
Together Fund allocated for the core homeless over the next five 
years to be used in the next year to build new homes and refurbish 
existing properties so that the core homeless have safe, secure, and 

comfortable homes in tandem with support services in an expanded 
housing first policy. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01686 

Introduction 

1. This is a new petition that was not open for signatures and comments. The 
Committee is invited to consider what action it wishes to take. 

Background (taken from the SPICe briefing)  

2. The five year £50m Ending Homelessness Together Fund was announced in 

the Scottish Government’s Programme for Government in September 2017, 
along with the establishment of a Homelessness and Rough Sleepers Action 
Group. The fund is intended to support the Action Group’s recommendations. 
 

3. The petitioner uses the term “core homeless”. A recent report, Eradicating Core 
Homelessness in Scotland’s Four Cities, defines ‘core’ homelessness as the 
more extreme forms of homelessness which represent the most pressing and 
immediate problems. This would include, for example, rough sleepers, those 

living in unsuitable non-residential accommodation, hostel residents and those 
staying with others (sofa surfers). 

4. The petitioner wants the funding to be front loaded to work towards an 
expanded housing first policy. Housing first involves providing homeless people 

with multiple needs with a permanent house first and arranging support 
services around that home. It avoids the need for temporary accommodation or 
the requirement for the homeless person to demonstrate that they are “ready” 
for a permanent tenancy. 

Scottish Government action 

5. The Homelessness and Rough Sleepers Action Group is chaired by John 
Sparks, Chief Executive of Crisis, and consists of representatives from local 

http://www.parliament.scot/GettingInvolved/Petitions/PE01686
http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB18-1686.pdf
http://www.gov.scot/Publications/2017/09/8468
http://social-bite.co.uk/wp-content/uploads/2018/01/EradicatingCoreHomelessness.pdf
http://social-bite.co.uk/wp-content/uploads/2018/01/EradicatingCoreHomelessness.pdf
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government, academia and the voluntary sector. The group are seeking to 
make recommendations around four questions— 

 What can be done to reduce rough sleeping this winter? 

 How can we end rough sleeping? 

 How can we transform the use of temporary accommodation? 

 What needs to be done to end homelessness? 

6. Recommendations for Questions 1 and 2 have been made by the Group. The 
recommendations on measures to eradicate rough sleeping (Q2) were 
published on 7 March 2018. The recommendations included ones relating to 
housing first, including— 

“Recommendation 8: Ensure that people sleeping rough and experiencing 
multiple forms of exclusion are supported to secure permanent 
accommodation as quickly as possible, according to the best evidence 
available. 

Scottish Ministers should announce a default to Housing First as part of a 
rapid rehousing model for people sleeping rough and experiencing multiple 
forms of exclusion. This expectation should be included in a revised Scottish 
Government Code of Guidance on Homelessness.” 

7. The Local Government and Communities Committee’s inquiry into 
homelessness (see below) also made recommendations regarding housing 
first. 

8. The Scottish Government is currently considering in detail how to take these 

recommendations forward, including how best to utilise the £50 million Ending 
Homelessness Together Fund. Local authorities are responsible for 
homelessness service provision. The Scottish Government will be working with 
local authorities and third sector service providers as they develop their plans.1 

Scottish Parliament action 

9. The Local Government and Communities Committee recently concluded an 
inquiry into homelessness. The Committee’s report was published on 12 
February 2018. The Scottish Government’s response to the report was 
received on 17 April 2018.  

Conclusion 

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

 To seek the views of the Scottish Government and the Homelessness and 

Rough Sleepers Action Group on the action called for in the petition 

                                                             
1 SPICe personal correspondence with Scottish Government officials 18 April 2018. 

https://digitalpublications.parliament.scot/Committees/Report/LGC/2018/2/12/Report-on-Homelessness#Foreword
http://www.parliament.scot/S5_Local_Gov/Inquiries/20180417_Homelessness_MinLGHToConvener.pdf
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 To write to a range of agencies and stakeholders who might have an interest 
in the action called for in the petition. These might include— 

o COSLA and individual local authorities 
o Scottish Federation of Housing Associations 
o Shelter Scotland 
o Crisis. 

 

 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee/SPICe 
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Public Petitions Committee 

7th Meeting, 2018 (Session 5)  

Thursday 10 May 2018 

PE1687: Regulation of fireworks displays in Scotland 

Note by the Clerk 

Petitioner Jane Erskine 

Petition 

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

review existing regulations governing fireworks displays in Scotland, 
particularly in terms of private fireworks displays in rural locations, in 
order to protect animals from fear and distress and prevent 
subsequent injury. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01687 

Introduction 

1. This is a new petition that was not open for signatures and comments. The 
Committee is invited to consider what action it wishes to take. 

Background (taken from the SPICe briefing)  

2. Throughout the year, fireworks are widely used to mark public and private 
celebrations as well as traditional events. Since fireworks are explosives, there 
are strict rules in place across the UK regulating the sale, possession and use 

of fireworks. 
 

Fireworks legislation 
 

3. Regulation of the sale of fireworks is regarded as a consumer safety issue and 
as such is a reserved matter. 

4. The Fireworks Act 2003 is an enabling Act conferring power on the Secretary of 
State in England and Wales and the Scottish Ministers, to make provision for 

the control of fireworks and explosives by regulation in order to secure that 
there is either no risk, or a minimal risk compatible with use, that fireworks will 
cause death, injury or distress to persons or animals, or damage to property. 

5. The Fireworks Regulations 2004 and the Fireworks (Scotland) Regulations 

2004 are designed to tackle the anti-social use of fireworks. 

http://www.parliament.scot/GettingInvolved/Petitions/PE01687
http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB18-1687.pdf
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6. The Fireworks (Scotland) Regulations 2004 deal primarily with the timings of 
curfew. Adult fireworks1 are prohibited from use during night hours (between 
23.00 and 07.00). 

7. Exceptions to this are as follows— 

 Until 01.00 on the nights of Chinese New Year, Diwali and New Year’s 
Eve 

 Until 24.00 on 5th November 

 Local authority employees running local authority firework displays, 
national public celebrations or national commemorative events -  before 
granting such a dispensation, the local authority must be satisfied that 

there is no risk of death of persons or injury, alarm, distress or anxiety to 
persons; death of animals or injury or distress to animals; or destruction 
of, or damage to property. 

8. Enforcement of curfews is a matter for the Chief Constable (in effect, Police 

Scotland). 

9. In addition, under section 80 of the Explosives Act 1875 it is an offence to throw 
or discharge a firework in a street or public place. This is also enforced by the 
police, and a fixed penalty notice of £80 applies. 

The Animal Health and Welfare (Scotland) Act 2006 

10. In the background information to the petition, the petitioner has referred to the 
Animal Health and Welfare (Scotland) Act 2006 (“the 2006 Act”). The 2006 Ac t 
includes provisions on causing unnecessary suffering to protected animals.2 

11. The petitioner states, correctly, that section 19(2) of the 2006 Act places the 
onus on an owner to protect an animal from harm. Section 19(2) provides that 
where a person is responsible for an animal, an offence would be committed if 
unnecessary suffering was caused to the animal by them failing to take some 
action, where that person knew or ought reasonably to have known that the 

omission would cause, or would be likely to cause, suffering. It is not necessary 
to show that the person actually knew that their act or omission would cause 
suffering, but only that they ought to have known. The petitioner states that, as 
the onus lies with the owner of an animal to take all reasonable steps to prevent 

distress or actual harm, if an event at which fireworks will be used is private, 
there are no reasonable steps that an animal owner can reasonably take, and 
there does not appear to be a similar onus placed on the organisers of the 
private event. 

12. However, section 19(1) of the 2006 Act also provides that it is an offence for 
any person, by an act, to cause unnecessary (physical or mental) suffering to a 
protected animal where the person committing the act knew or ought 

                                                             
1 There are different categories of firework in terms of indoor/outdoor fireworks, power and noise 
levels etc.  
2 An animal is a “protected animal” if it is: of a kind which is commonly domesticated in the British 
Islands; under the control of man on a permanent or temporary basis; or not living in a wild state.   
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reasonably to have known, that the act would cause, or would be likely to 
cause, suffering. 

13. In determining whether suffering is unnecessary, regard must be had to various 

considerations, including whether the suffering could reasonably have been 
avoided or reduced, whether the conduct was in compliance with any relevant 
enactment or the provisions of a licence or a code of practice, and whether the 
conduct was for a legitimate purpose. 

Scottish Government action 

14. The Scottish Government has stated that it recognises the distress that noise 
from fireworks can cause animals but points out that responsibility for regulating 
the noise which can be emitted from fireworks lies with the UK Government. 

The relevant legislation here is the Pyrotechnic Articles (Safety) Regulations 
2015. 

15. In response to PQ S5W-12294 (October 2017), the Cabinet Secretary for the 
Environment, Climate Change and Land Reform, Roseanna Cunningham MSP, 

stated that the Scottish Government has no plans to review existing regulations 
in this area.  

UK Government action 

16. In September 2016, Margot James, the Parliamentary Under Secretary of State 

at the Department for Business, Energy and Industrial Strategy, provided a 
written answer to a PQs on the regulation of fireworks asked by Martyn Day 
MP— 

Martyn Day: To ask the Secretary of State for Business, Energy and 

Industrial Strategy, if he will assess the potential effect on (a) public 
safety and (b) animal welfare of restricting fireworks displays to 
regulated organised displays only.  

Margot James: Limiting firework displays to regulated organised 

displays only is not supported, on public safety grounds, by the current 
available evidence. Official statistics, from NHS Digital, demonstrate 
that there is a downwards trend in hospital admissions in England, 
arising from the discharge of fireworks, with 114 such admissions in 

2014/15. The Government will continue to focus on reducing accidents 
and nuisance by encouraging industry, retailers and others to promote 
responsible use through guidance and public education.  

The Government accepts that fireworks can have a detrimental effect 

on some animals. However, we consider that if users follow guidance 
on the correct and sensible use of fireworks, and owners of animals 
take appropriate precautions, these can help to avoid or reduce any 
detrimental effects. 

http://www.scottish.parliament.uk/parliamentarybusiness/28877.aspx?SearchType=Advance&ReferenceNumbers=S5W-12294&ResultsPerPage=10
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17. The UK Government has stated recently that it has no plans to extend or 
amend the legislation relating to fireworks.3 

Conclusion 

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

 To seek the views of the Scottish Government and the UK Government on 

the action called for in the petition 

 To take any other action the Committee considers appropriate. 

 

Clerk to the Committee/SPICe 

 

                                                             
3 See House of Commons Library briefing E-petition 201947 relating to fireworks (January 2018) 

http://researchbriefings.files.parliament.uk/documents/CDP-2018-0018/CDP-2018-0018.pdf


PE1627/A 

Medicines and Healthcare products Regulatory Agency Letter of 9 February 2017 

We have reviewed the official report of the Public Petitions Committee held on 19 
January_2017_(http://www.parliament.scot/parliamentarybusiness/report.aspx?r=10
745). The issues raised by the petitioner relate to capacity to consent and 
confidentiality of treatment in people under the age of 18 with mental health 
problems. These issues are regulated by national legislation and by guidance 
provided by the General Medical Council and therefore do not fall under the remit of 
the MHRA. The SPICe briefing for petition PE1627 correctly and comprehensively 
summarises the legal situation and available GMC guidance.  

Based on the GMC recommendations, doctors should usually prescribe licensed 
medicines in accordance with the terms of their licence. The MHRA ensures that all 
available evidence which have led to a positive assessment of the drug’s benefit:risk 
balance are reflected in the Summary of Product Characteristics (SmPC) and the 
Patient Information leaflet (PIL). These documents provide practical information to be 
used by prescribing doctors such as posology, potential side effects and warnings 
with regards to potential overdose. However, doctors may also prescribe unlicensed 
medicines where, on the basis of an assessment of the individual patient, it is 
concluded, for medical reasons, that it is necessary to do so to meet the specific 
needs of the patient. Prescribing unlicensed medicines or medicines outside the 
terms of their authorisation may be necessary for children, where there is no suitably 
licensed medicine that will meet the patient’s needs, as it is often the case for a 
significant number of paediatric diseases. You may wish to note that guidance to 
prescribers is provided by the General Medical Council, available online at 
http://www.gmc-uk.org/guidance/ethical_guidance/14327.asp.  

You may find it useful to contact the Royal College of Psychiatrists Faculty of Child 
and Adolescent Psychiatry for further discussions with regards to clinical guidelines 
for mental health conditions in children and adolescents. Whilst historically 
medicines were often only developed for adults and not adequately researched in 
children, since the coming into force of Regulation (EC) No 1901/2006 on Medicinal 
Products for Paediatric Use in 2007, it has been a regulatory requirement that 
paediatric research is an integral part of medicine development. The licensing of 
medicines for children conforms to the same rigorous standards as that for adults. 
The MHRA endorses the aims of the Paediatric Regulation, and strongly supports 
activities to increase the availability of safe and effective authorised medications for 
children through robust scientific and ethical studies. Furthermore the MHRA utilises 
various communication tools such as the circulation of the monthly newsletter Drug 
Safety Update to inform prescribers on the emerging safety risks associated with the 
use of medicines including the risks of overdose. 



PE1627/B 

Scottish Youth Parliament Letter of 10 February 2017 

The Scottish Youth Parliament (SYP) does not have specific policy on the issue this 
petition relates to, i.e. on whether parents or guardians should be consulted and 
provide consent before medication is prescribed on mental health conditions if a 
patient is under the age of 18. 

Regrettably, we are therefore not able to express a formal stance on what the views 
of young people are on this specific issue at this time, as we have not gathered 
those views. 

However, we have identified some related issues from our existing policy and 
research that we believe are relevant and that we hope may assist the Committee in 
establishing the views of young people on this issue. 

Firstly, as a rights based organisation, SYP is a firm supporter of the UN Convention 
on the Rights of the Child. Article 12 of the CRC states: 

“States Parties shall assure to the child who is capable of forming his or her own 
views the right to express those views freely in all matters affecting the child, the 
views of the child being given due weight in accordance with the age and maturity of 
the child.”1 

We are concerned that the proposal outlined in the petition is likely to be regressive 
with regards to this Article, as it would effectively deny 16 and 17 year olds the right 
to make decisions for themselves about their mental health. 

Secondly, the Committee may be aware that our current annual campaign, called 
Speak Your Mind, focuses on young people’s mental health. 

Our research into young people’s awareness and experience of mental health 
information, support, and services suggests that implementing the proposal outlined 
in the petition could place an additional barrier to young people seeking support or 
help for their mental health problems. While 55% of young people who responded 
said that they would feel comfortable talking to parents about their mental health, 
23% said that they wouldn’t feel comfortable, with a further 19% saying they weren’t 
sure.2 Young people were also asked what would stop them from talking to someone 
about their mental health, and identified a number of barriers, including 
embarrassment, a lack of understanding about mental health, but also a fear of 
having their confidentiality and privacy compromised.3 A number of young people 
explicitly mentioned that fear of their parents finding out would prevent them from 
talking to someone about their mental health.4 

                                                           
1
http://www2.ohchr.org/english/bodies/crc/docs/AdvanceVersions/CRC-C-GC-12.pdf   

2
https://d3n8a8pro7vhmx.cloudfront.net/scottishyouthparliament/pages/475/attachments/original/1467

641786/SYP_MENTALHEALTH-REPORT_FINAL_2_(1).pdf?1467641786   
3
https://d3n8a8pro7vhmx.cloudfront.net/scottishyouthparliament/pages/475/attachments/original/1467

641786/SYP_MENTALHEALTH-REPORT_FINAL_2_(1).pdf?1467641786 
4
Taken from unpublished data.   



We believe that further action needs to be taken to ensure that young people are 
protected from tragic consequences when it comes to medication for mental health 
problems. In our research, young people themselves expressed concerns about the 
potentially dangerous effects of medication. However, we believe that a more 
effective means of ensuring protection for young people when it comes to medication 
involves an increased focus on social prescribing opportunities, either as an 
alternative to, or in complement with, medical interventions. SYP consultation and 
research has shown that young people favour lower-intensity, non-clinical, 
community-based support (such as peer-to-peer support, talking to youth workers, 
information centres, and counselling) as positive examples of mental health 
services.5 GP surgeries should provide age-appropriate information about local 
mental health support and services, with particular emphasis on young person-
specific support. We note that the Scottish Government’s draft Mental Health 
Strategy intends to introduce new models of supporting mental health in primary 
care, such as increasing the number of link workers and peer support workers, which 
we welcome. The move to a more community-based model of support is also in line 
with the following recommendation from the UN’s Concluding Observations on the 
fifth periodic report of the United Kingdom of Great Britain and Northern Ireland: 

“Support and develop therapeutic community-based services for children with mental 
health conditions.”6 

Finally, the Committee will be aware that we recently undertook a short consultation 
activity with a group of Members of the Scottish Youth Parliament to inform the 
Committee’s consideration of the Armed Forces (School Visits) Petition (PE1603). 

SYP would be happy to look into carrying out a similar exercise to this one on 
Petition PE1627, perhaps at our forthcoming Sitting on 25th and 26th March, to allow 
us to establish more clearly the views of young people on this issue. 

                                                           
5
https://d3n8a8pro7vhmx.cloudfront.net/scottishyouthparliament/pages/449/attachments/original/1461

763333/Final_report-_mental_health_discussion_day.pdf?1461763333   
6
 http://www.crae.org.uk/media/93148/UK-concluding-observations-2016.pdf 



PE1627/C 

General Medical Council Letter of 14 February 2017 

Thank you for your letter to our Chief Executive. In this, you asked the General 
Medical Council (GMC) to provide our views on a petition to ‘provide for consultation 
with and consent from a parent or guardian before prescribing medication to treat 
mental ill health if the patient is under 18 years of age’. You also sought clarification 
about what guidance we provide on prescribing medication to patients under 18, 
particularly those with issues relating to their mental health.  

The Chief Executive’s office has passed this on to the Standards team to respond to, 
as we are responsible for producing guidance which outlines the professional values, 
knowledge, skills and behaviours that we require of all doctors working in the UK. 

As I am sure you are aware, the GMC is an independent organisation that helps to 
protect patients and improve medical education and practice across the UK. As part 
of our role, we outline good practice in the form of standards that doctors need to 
follow, and make sure that they continue to meet these standards throughout their 
careers. We also take action to prevent a doctor from putting the safety of patients, 
or the public's confidence in doctors, at risk.  

Given our role as a professional regulator, we feel that it would be outside of our 
remit and expertise to comment specifically on the steps that can be taken to prevent 
suicide in young people using prescription medication. We are however aware of the 
very distressing situation which has prompted this letter and wish to aid the work of 
the Committee by advising on what our guidance says about the issues raised in the 
petition as clearly and comprehensively as possible.  

This response will outline: 

 The nature and remit of our guidance 

 Key pieces of our guidance and relevant contextual information relating to 
these 

 An explanation of the good practice principles outlined within this guidance, 
which we would expect doctors to take into account. 

Our guidance for doctors: setting the context  

Our guidance sets out the standards of competence, care and conduct that we 
expect of all doctors registered with us in the UK. We do not give clinical guidance, 
as that is the role of the medical Royal Colleges and other bodies such as the 
Scottish Medicines Consortium and Scottish Intercollegiate Guidelines Network. 
Doctors must follow our guidance and serious or persistent failure to do so will raise 
questions of whether a doctor’s fitness to practice may be impaired. But the way in 
which they apply it cannot be mandatory, as it necessarily leaves room for doctors to 
exercise their professional judgement and apply this to the situations they face in 
practice.  

 



We have published two pieces of guidance that are particularly relevant to the 
Committee in addressing the questions raised. These are 0-18 years: guidance for 
all doctors and Good practice in prescribing and managing medicines and devices. 
Collectively, these cover the key principles of relevance in our guidance: patient 
confidentiality, patient consent and good practice in prescribing. It’s important to note 
that our guidance applies to doctors treating patients with both mental and physical 
conditions: we don’t make a distinction between the two.  

0-18 years: guidance for all doctors focuses on providing care for children and young 
people until the age of 18. It’s important to clarify what we mean when we talk about 
‘children’ and ‘young people’ in this guidance. We refer to older or more experienced 
children who can make these decisions themselves as ‘young people’. References to 
‘children’ usually mean younger children who lack the maturity and understanding to 
make important decisions for themselves.  

Our guidance applies across the UK and in Appendix 1 of this guidance, we 
acknowledge that at 16, it is legally presumed that young people have the ability to 
make decisions about their own care. Page 36 of our guidance acknowledges that in 
Scotland, the only parental responsibility that continues beyond 16 is provision of 
guidance to the young person. 

Patient confidentiality  

Our guidance is clear that doctors have the same duty of confidentiality to young 
people as they have to adults (paragraph 21). Without the trust that confidentiality 
brings, young people might not seek medical care and advice, and may not tell 
doctors all of the facts they need to provide good care (paragraph 42).  If there was 
an automatic expectation that parents and guardians would be consulted about the 
patient’s care and asked for consent before a doctor could prescribe medication for a 
mental health condition to a young person, this could deter young people with 
medical needs from engaging with health services. It could also mean that the doctor 
is not given a full picture about the young person’s condition and state of mind, 
making it more difficult for them to accurately assess and prescribe for the young 
person. 

Sharing information  

We acknowledge that young people are usually happy for information to be shared 
with parents and we recognise that sharing information is often in the best interests 
of young people (paragraph 21). We therefore advise doctors to encourage young 
people to involve their parents in their care (paragraph 29).  

If young people are able to take part in decision-making, doctors should explain why 
they need to share information, and ask for their consent (paragraph 45), unless that 
would place the young person at risk of harm or undermine the purpose of the 
disclosure (paragraph 48) . Doctors should share relevant information with parents in 
accordance with the law and the guidance in paragraphs 27-28 and 42-55. 

There are some circumstances in which doctors can disclose information about a 
young person without their consent. Whilst doctors should consider any views given 
by the young person about why they should not disclose, doctors should disclose 

http://www.gmc-uk.org/static/documents/content/0_18_years.pdf
http://www.gmc-uk.org/static/documents/content/0_18_years.pdf
http://www.gmc-uk.org/static/documents/content/Prescribing_guidance.pdf
http://www.gmc-uk.org/static/documents/content/0_18_years.pdf
http://www.gmc-uk.org/static/documents/content/0_18_years.pdf
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_14_21_communication.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_42_43_principles_of_confidentiality.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_14_21_communication.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_29_capacity_to_consent.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_44_45_consent_of_young_person.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_47_50_public_interest.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_27_28_lack_capacity.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_42_43_principles_of_confidentiality.asp


information if this is necessary to protect the young person from risk of death of 
serious harm. We acknowledge that cases like this may arise if a young person is 
involved in behaviour that might put them at risk of serious harm (paragraph 49).  

Young people: assessing the capacity to consent  

Turning to the Committee’s question of consent, Paragraphs 24-26 of this guidance 
outline how we expect doctors to assess whether a young person has the capacity to 
consent to a particular treatment.  

We make it clear that the capacity to consent depends more on a young person’s 
ability to understand and weigh up options than on age. When assessing a young 
person’s capacity to consent, we say that doctors should bear in mind that at 16, a 
young person can be presumed to have the capacity to consent. We also say that a 
young person under 16 may have the capacity to consent, depending on their 
maturity and ability to understand what is involved. It is important that doctors assess 
maturity and understanding on an individual basis and with regard to the complexity 
and importance of the decision to be made.  

Having considered this, provided all relevant information to the patient and 
thoroughly discussed it with them, doctors must decide whether a young person is 
able to understand the nature, purpose and possible consequences of proposed 
treatments. Only if they are able to understand, retain, use and weigh this 
information, and communicate their decision to others can they consent to that 
treatment.  

Our guidance is clear that doctors can provide medical treatment to a young person 
with their consent if they are competent to give it (paragraph 22). As mentioned, this 
applies to both mental and physical health. Parents cannot override the competent 
consent of a young person to treatment that the doctor thinks is in their best interests 
(paragraph 31). Doctors should encourage young people to involve their parents in 
making important decisions, but they should usually abide by any decision that the 
young person has the capacity to make themselves (paragraph 29).  

If, following a capacity assessment, a young person lacks the capacity to consent, 
the doctor should ask for their parent’s consent (paragraph 27). But doctors should 
still involve young people as much as possible in decisions about their care, even 
when they are not able to make decisions on their own (paragraph 23).  

Prescribing 

Having outlined the key principles we expect doctors to take into account when 
involving young people in treatment decisions, I’ll now move to our guidance on 
Good practice in prescribing and managing medicines and devices to answer the 
questions you have raised in relation to prescription medicines. This guidance 
outlines steps that doctors must take to guard against unsafe and inappropriate use 
of prescription medicines. It’s important to bear in mind that the consent principles 
outlined above would still apply. 

Doctors should identify the cause of the patient’s condition and which treatments are 
likely to be of overall benefit to them (paragraph 23). They should only prescribe 

http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_47_50_public_interest.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_24_26_assessing_capacity.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_22_23_making_decisions.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_30_33_refuse_treatment.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_29_capacity_to_consent.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_27_28_lack_capacity.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_22_23_making_decisions.asp
http://www.gmc-uk.org/static/documents/content/Prescribing_guidance.pdf
http://www.gmc-uk.org/guidance/ethical_guidance/14319.asp


medicines if they have adequate knowledge of the patient’s health and are satisfied 
that they serve the patient’s needs (paragraph 14). Doctors should also consider 
whether the person’s needs are best met by prescribing that particular medicine, or 
whether some alternative or additional treatment would be appropriate.  

After taking an adequate history which includes other medical conditions, they 
should – together with the patient - make an assessment of their condition before 
deciding to prescribe a medicine (paragraph 21). Doctors must give patients (or, if 
they lack capacity, their parents) sufficient information about the medicines they 
propose to prescribe to allow them to make an informed decision (paragraph 71). 

Importantly, doctors should reach an agreement with the patient on the proposed 
treatment, explaining the likely benefits, risks and burdens, including serious and 
common side effects; what to do in the event of a side effect or recurrence of the 
condition; and, how and when to take the medicine and how to adjust the dose if 
necessary (paragraph 24). Doctors should encourage patients to be open with them 
about whether they have taken prescribed medicines as directed in the past 
(paragraph 22).   

We say that doctors must make sure suitable arrangements are in place for 
monitoring, follow up and review, taking account of the patients’ needs and any risks 
arising from the medicines (paragraph 51). We acknowledge that reviewing 
medicines will be particularly important where patients may be at risk or if they are 
prescribed a medicine that is commonly misused or abused (paragraph 53). At each 
review, the doctor should confirm that the patient is taking their medicines as 
directed, and check that the medicines are still needed (paragraph 58).  

Further information  

It may be helpful to mention the work we do with doctors and medical students to 
promote our guidance. Our team in Scotland runs free and interactive 
professionalism sessions for groups of doctors. We also introduce medical students 
to the role of the GMC and the standards expected of them in their future careers. 
These sessions are bespoke, and will include many of the issues discussed above. 
They allow doctors the opportunity to discuss some of the key challenges around 
putting our guidance into practice. We work closely with employers and universities 
to discuss which of these sessions would be appropriate. 

http://www.gmc-uk.org/guidance/ethical_guidance/14318.asp
http://www.gmc-uk.org/guidance/ethical_guidance/14319.asp
http://www.gmc-uk.org/guidance/ethical_guidance/14327.asp
http://www.gmc-uk.org/guidance/ethical_guidance/14319.asp
http://www.gmc-uk.org/guidance/ethical_guidance/14319.asp
http://www.gmc-uk.org/guidance/ethical_guidance/14324.asp
http://www.gmc-uk.org/guidance/ethical_guidance/14324.asp
http://www.gmc-uk.org/guidance/ethical_guidance/14325.asp


PE1627/D 

Scottish Association for Mental Health (SAMH) letter of 17 February 2017 

Introduction 
We thank the Committee for contacting SAMH about this petition. We offer our 
sincere sympathies to Annette McKenzie and her family. We have great respect for 
their efforts to ensure lessons are learned following their daughter’s death. 
  
The SPICE briefing on this petition comprehensively sets out the current situation in 
terms of the law and the incidence of prescriptions to people aged under 18.1 It 
appears to us that there are two separate issues to consider: 
 

 Whether existing legislation and guidance is sufficient to protect children and 
young people; and 
 

 Whether existing legislation and guidance was applied in Britney’s case.  
 

Existing legislation and guidance 
As the law stands, people aged 16 and under may be deemed capable of making 
decisions regarding treatment for mental health problems. However, the Scottish 
Government’s guidance on working with children and adults who may be at risk of 
self-harm makes clear that where a child is at risk of self-harm, there is a duty to 
notify authorities and that although young people have a right to confidentiality, the 
duty to protect them comes first in terms of notifying parents of concerns.2  
 
Unfortunately, not every young person has the kind of relationship with their parents 
that would allow them to confidently discuss their mental health. That’s why we share 
the view of the General Medical Council that without assurances about 
confidentiality, children and young people may be reluctant to get medical attention 
or to give doctors the information they need to provide good care.3 However the 
GMC’s guidance makes clear that confidentiality can be breached if it is in the public 
interest: this would include the interest of protecting the child.  
 
The application of existing legislation and guidance 
It appears clear that there is no barrier to a doctor disclosing concerns if they judge 
that a child or young person is at risk. However, this did not happen in Britney’s 
case. 
 
Of course, we cannot comment on the specifics of this case. However, it may be 
useful to consider the medical guidance. In her evidence, Annette McKenzie 
expressed the view that her daughter would not have expected to be given 
medication on her first consultation with the GP. While we know that medication can 
play an important role in recovery from depression and other common mental health 
problems, we believe it is important that GPs follow evidence-based guidelines. 
 

                                                           
1
 SPICE Briefing on Petition PE1627, 2016 

2
 Scottish Government, Guidance on Working with Children and Adults who may be at risk of self-

harm, 2012 
3
 General Medical Council, Protecting Children and Young People, 2012 

http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB17-1627.pdf
http://www.gov.scot/Publications/2012/10/4382
http://www.gov.scot/Publications/2012/10/4382
http://www.gmc-uk.org/Protecting_children_and_young_people___English_1015.pdf_48978248.pdf


There are specific NICE guidelines for children and young people relating to 
depression and social anxiety. Britney was prescribed Propranolol, which we 
understand is a beta blocker used to treat anxiety as well as other conditions.4 It may 
therefore be the case that her GP considered her to have anxiety, though we are 
wary of making assumptions that we cannot substantiate.  
 
NICE guidance on social anxiety in children and young people specifically says that 
they should not usually be offered medication but instead should be offered 
Cognitive Behavioural Therapy.5  
 
NICE guidance on depression in children and young people says that antidepressant 
medication should not be used for the initial treatment of children and young people 
with mild depression. Children and young people with moderate or severe 
depression should be offered a psychological therapy that runs for at least three 
months. Antidepressant medication should only be offered to children and young 
people in conjunction with psychological therapies, and contact should be 
maintained on an approximately weekly basis with the young person and their 
parents for the first four weeks of treatment.6  
 
There is no NICE guideline on other forms of anxiety in children and young people.  
 
In a 2014 SAMH survey of GPs, 53% said they were aware of the SIGN guideline on 
non-pharmacological approaches to depression.7  
 
Conclusions 
We are unable to support the petitioner’s request for a change in the law on consent. 
We think it is reasonable to believe that children and young people might be put off 
seeking help if they thought that their parents would automatically be informed. We 
think that the existing guidance makes clear that parents should be notified if there 
appears to be a risk and we support doctors doing this where necessary. We are 
also concerned about perpetuating stigma by requiring such consent only for mental 
health treatment. Finally, we think it may be necessary to remind GPs of the existing 
guidance on mental health treatments for children and young people to make sure 
that patients receive evidence-based treatment. 

                                                           
4
 MHRA, Summary of Product Characteristics, Propranolol, 2016 

5
 NICE, Social anxiety disorder: recognition, assessment and treatment (Interventions for children and 

young people), 2013 
6
 NICE, Depression in children and young people: identification and management, 2015 

7
 SAMH, GP report,  2014 

http://www.mhra.gov.uk/home/groups/spcpil/documents/spcpil/con1482129948625.pdf
https://www.nice.org.uk/guidance/cg159/ifp/chapter/treatment-for-children-and-young-people
https://www.nice.org.uk/guidance/cg28/chapter/Key-priorities-for-implementation


PE1627/E 

Children and Young People’s Commissioner Scotland letter of 17 February 2017 

I thank the Committee for the opportunity to comment on the above petition.  In 
responding to the issues raised by PE1627, I am conscious of the Petitioner’s desire 
to ensure no other family should have to go through the loss that she has recently 
experienced. 
 

Parental Consent to Mental Health Treatment 

 

I do not support the Petitioner’s view that parental consent should be sought 
whenever a young person under the age of 18 is prescribed mental health 
medication.  My reasons for this are outlined below: 
 

1) I am concerned that this would prevent young people accessing the support 

they need, when they need it.   

2) The existing rules around capacity to consent to medical treatment provide 

clarity to both young people and medical professionals. Introducing a different 

approach in relation to mental health medication would create a dual system, 

which would be difficult to navigate. 

3) Children and young people with capacity have a right to confidentiality when 

accessing medical advice and treatment.   

4) Where a child or a young person is thought to lack capacity, or is assessed as 

being at risk of immediate or significant harm, then there are already protocols 

in place that would allow medical professionals to breach confidentiality.  

 

Prescribing Medication 

 

Mental health support, including talking therapies, should be available to young 
people as and when they need it.  Currently, even if an urgent referral is made, a 
young person may have to wait several weeks before they can access specialist 
help.   
 

This leaves medical professionals in a difficult position.   If a young person has 
sought their help, and the GP is aware that the young person is likely to deteriorate 
further in the interim, then it is perhaps understandable that prescribing medication is  
seen as desirable. 
 

However, I would agree with the Petitioner’s view that there is merit in exploring the 
guidance and training provided to medical professionals when prescribing certain 
health medications to young people under the age of 18, particularly where there is a 
risk that these medications will increase the risk of suicidal tendencies.   
 

In her evidence of 19th January, 2017, the Petitioner suggested that there would also 
be scope to limit the prescription of such drugs to, for example, a week’s supply.  
This would allow for a young person to be more closely monitored, and for them to 
feel supported. I understand that this is a more resource intensive approach, but one 



that I believe puts the best interests of the young person at the heart of the decision-
making process.  I would therefore support this suggestion. 
 

I would also advocate for further training for medical professionals.  Specifically, GPs 
could receive training in how to clearly explain the likely side effects of medication to 
a young person, and to help the young person themselves to identify sources of 
support.  That may be a parent, but it may equally be an older sibling, youth worker 
or other support worker. Encouraging the young person to consider and identify who 
could best support them provides them with a level of control.  If that decision were 
to be taken out of the young person’s hands, for example, where a GP was 
compelled to share information with a parent, then I would argue that this would 
make the young person feel powerless and less likely to seek help in future. 
 

I also believe that it is important that accessible and age appropriate information is 
supplied to young people to allow them to understand how a medication is likely to 
affect them. 
 

The UN Committee on the Rights of the Child – Concluding Observations 

 

The use of psychotropic drugs to treat children and young people was discussed by 
the UN Committee on the Rights of the Child, as part of the UK’s State Examination 
in 2016.  This was discussed mainly in the context of the treatment of conditions 
such as Attention Deficit Hyperactivity Disorder (ADHD).  However, the term 
‘psychotropic’ also applies to many drugs used to treat depression and anxiety 
disorders. 
 

The Committee made a number of recommendations (known as ‘Concluding 
Observations’) which are relevant to this petition.   
 

63. The Committee recommends that the State party:  
 
(a) Regularly collect data on the amount and regularity of psychotropic drugs (Ritalin, 
Concerta, etc.) being prescribed to children, and make the data transparent;  
 
(b) Ensure that the prescription of drugs is used as a measure of last resort and only 
after an individualized assessment of the best interests of that child, and that 
children and their parents are properly informed about the possible side effects of 
such medical treatment and about non-medical alternatives; 
 
It should be noted that whilst parents are mentioned in the above recommendation, 
this was in the context of younger children being prescribed psychotropic medication. 
It should not be read, therefore, as the Committee suggesting parents should be 
automatically informed when a young person with capacity is prescribed such 
medication.  
 
There are further recommendations around the treatment of children and young 
people with mental health issues:  
 

 



61. The Committee recommends that the State party: 
  
(a) Regularly collect comprehensive data on child mental health, disaggregated 

across the life course of the child, with due attention to children in vulnerable 
situations and covering key underlying determinants;  

(b) Rigorously invest in child and adolescent mental health services and develop 
strategies at the national and devolved levels, with clear time frames, targets, 
measurable indicators, effective monitoring mechanisms and sufficient human, 
technical and financial resources. Such strategy should include measures to 
ensure availability, accessibility, acceptability, quality and stability of such 
services, with particular attention to children at greater risk, including children 
living in poverty, children in care and children in contact with the criminal justice 
system;  

(c) Expedite the prohibition of placing children with mental health needs in adult 
psychiatric wards or police stations, while ensuring the provision of age-
appropriate mental health services and facilities;  

(d) Support and develop therapeutic community-based services for children with 
mental health conditions; 

(e)  Review current legislation on mental health to ensure that the best interests and 
the views of the child are taken duly into account in cases of mental health 
treatment of children below the age of 16 years, in particular with regard to 
hospitalization and treatment without consent. 

 

In summary: 

 

 Parental consent should not be sought whenever a young person seeks 

mental health support or requires mental health medication.  The prospect of 

a parent having to be informed when medication is prescribed is likely to act 

as a deterrent to young people approaching their GP. 

 GPs and other medical professionals should have training to increase 

awareness of the possible serious side effects of some mental health 

medication and, in particular the risk of developing or worsening suicidal 

tendencies in under 18s. 

 GPs should be encouraged to limit prescriptions of such drugs.  Where 

medication is thought necessary, then medical professionals should provide 

frequent follow up appointments to ensure that the young person is supported 

and their care is regularly monitored.   

 GPs should work with young people to help them identify who best to support 

them, when they are taking medication.  Where a young person consents to 

this, a GP may share information about the young person’s treatment with that 

person. 

 Accessible and age appropriate information should be made available to all 

young people who are prescribed mental health medication. 

 The availability of mental health support for young people across Scotland, in 

particular talking therapies, should be reviewed to ensure that young people 

are able to access the help they need, when they need it. 



PE1627/F 
Royal College of General Practitioners submission of 26 February 2017 
 
Many thanks for requesting RCGP Scotland’s comments and advice on this petition. 
My apologies for the delay in responding. We would like to express our deepest 
sympathy to Ms Mackenzie in her loss and can understand her quest for lessons to be 
learnt to ensure others do not come to harm.  

The petition calls for a duty for consultation with, and the consent of, parents and 
guardians before prescribing medications for mental health problems in patients under 
18 years of age.  

Patient confidentiality and consent  
As the GMC response states, patient confidentiality is of the utmost importance in the practice 
of medicine. It is crucial that patients can share personal and private worries and concerns, 
knowing that it will not be disclosed to others unless on the most pressing occasions . I 
understand that the Scottish Youth Parliament has reaffirmed this position and presented 
evidence that lessening this confidentiality would increase the barriers to young people 
coming forward and potentially increasing the risk to young patients. RCGP Scotland is fully 
committed to following GMC guidance on confidentiality as described in their publications. 
These guidelines stress the importance of encouraging young people to involve their parents 
and others close to them in their care. This is an important part of the usual care for patients 
with mental health needs.  

Treatment of young patients with mental health conditions  
General Practice has a crucial role as a default first point of contact for patients with all ill 
health presentations. GPs often know the young person well and may have knowledge of their 
family and community. They are able to co-ordinate care and have the ability to deal with 
biological, social and psychological issues. RCGP Scotland believes that medication can have 
an important role to play but that it should not take the place of other, less intensive treatment 
options if they are available.  

RCGP Scotland is concerned that lack of investment in general practice means GPs 
have insufficient time to properly assess and treat this important patient group. The 
need for comprehensive follow-up arrangements makes further demands on GP 
capacity when managing patients with these conditions.  

We support the Scottish Youth Parliament’s view of the importance of social prescribing 
and the move to the provision of ’Links workers‘ to help navigate patients to this means 
of support. We note, however, that as yet very few practices have the benefit of Links 
workers. At other times, GPs may find themselves requiring to involve additional 
services to meet patients’ needs. Often there is lack of clarity with 16 year olds whether 
they are to be managed by adult or children’s services and services can be difficult to 
access with delays in patients being seen. RCGP Scotland has been pressing for 
improvements in the interface between GPs and the rest of the health and social care 
system and this is a case where improved systems of inter-professional clinical decision 
support would streamline care and improve outcomes.  

Summary 
 

 The present arrangements regarding confidentiality and consent underpin the effective 
and safe delivery of care to young people  

 GPs have a key role in the care of young people with mental health problems but must 
have the investment and time to undertake this important work  

 The development of other treatment modalities in primary care, such as Links Workers, 
is a priority  

 Continuing attention to the interfaces within the health and social care service will 
streamline care and improve patient outcomes.  



 

PE1627/G 
Scottish Government submission of 9 March 2017 

 
Thank you for your letter of 20 January in which you have sought the views of the Scottish 
Government on petition PE1627. I note that the petition calls on the Scottish Parliament to urge the 
Scottish Government to provide for consultation with, and consent from, a parent or guardian before 
prescribing medication to treat mental health problems if the patient is under 18 years of age.  
   
I am grateful to the Public Petitions Committee for giving the Scottish Government the opportunity to 
comment on these important matters and thank Mrs McKenzie for raising them at what must be a 
very difficult time.   
  
The Scottish Government expects anyone with a mental illness to receive the same standard of care 
as people with physical illness and that they should only receive medication if they need it. Any drugs 
that are prescribed must be in line with good clinical practice, including on-going supervision by 
health professionals to ensure that patients only remain on these drugs for as long as it is 
appropriate for or their individual condition.   
  
The Scottish Government expects all general practitioners and medical staff working in NHS 
Scotland to comply with the General Medical Council’s guidance on assessing a person’s capacity to 
consent to treatment and to discuss with them the effects or risks when prescribing drugs.  This 
applies regardless of whether the person receiving care is legally classed as a child or an adult.  
  
The current arrangements are designed to underpin the delivery of safe, effective and 
person-centred healthcare and to provide clarity for both young people and medical professionals. 
The capacity to consent depends more on young people’s ability to understand and weigh up options 
than on age. The General Medical Council (GMC) has produced guidance to support doctors in 
safeguarding and protecting the health and well-being of children and young people. The 0-18 years: 
guidance for all doctors focuses on providing care for children and young people until the age of 18. 
Doctors must follow all GMC guidance and serious or persistent failure to do so will put their 
registration at risk.  
 
In the Chief Medical Officer’s Annual Report for 2015/16: Realising Realistic Medicine, Dr Catherine 
Calderwood announced that the consent process for people who receive care and support in 
Scotland will be reviewed by the Scottish Government, General Medical Council and the Academy of 
Medical Royal Colleges.. A task and finish committee set up for reviewing consent met for the first 
time in February.  The review is intended to update the advice provided to clinicians following the 
Supreme Court’s ruling on the Montgomery case.  The review will also develop supporting materials 
and tools to help embed the principles of the guidance into practice. The important issues raised by 
Mrs McKenzie will be considered as part of that review.  
  
I hope this is helpful to the Committee’s consideration of Petition PE1627 but would be happy to 
provide further information if that is necessary.    

http://www.parliament.scot/GettingInvolved/Petitions/PE01627
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_index.asp
http://www.gmc-uk.org/guidance/ethical_guidance/children_guidance_index.asp
http://www.gov.scot/Publications/2017/02/3336


PE1627/H 
Scottish Youth Parliament submission of 5 April 2017 

Introduction 

The Scottish Youth Parliament (SYP) represents all of Scotland’s young people. Our 
Vision for Scotland is of a nation that listens to and values the participation of 
children and young people. Our goal is to do our utmost to make this vision a reality. 
We see this as vital to ensuring Scotland is the best place in the world to grow up. 
 
Our democratically elected members listen to and recognise the issues that are most 
important to young people, ensuring that their voices are heard by decision-makers. 
We provide a platform for young people to discuss issues that are important to them, 
and support them to campaign for the changes they wish to see at community, local 
and national levels. 
 
SYP’s Values are:  

Democracy - We are youth-led and accountable to young people aged 14-25.  

Rights - We are passionate about ensuring that young people are aware of their 
rights and ensuring that local and national government deliver policies that ensure 
those rights are fulfilled. 

Inclusion - We are committed to being truly inclusive and work tirelessly to ensure 
that we represent young people from every community and background.  

Political impartiality - We constructively engage with, and challenge, decision-makers 
from all political parties to ensure the voices of young people are at the heart of 
policymaking in Scotland. 

Our approach 

Following SYP’s correspondence to the Public Petitions Committee on 10th February 
2017 regarding petition PE16271, we have since undertaken consultation with 36 
young people aged between 12 and 25 to gather their views on the issues outlined in 
the petition. These views were gathered through an interactive workshop with 13 
Members of SYP (MSYPs) at our National Sitting in March, and through an online 
survey. The interactive workshop was attended by two Public Petitions Committee 
clerks, who observed the session.  

Advantages/disadvantages  

Young people were asked through the online survey and in the workshop about the 
possible advantages and disadvantages of the calls in petition PE1627 for parents 
and/or guardians to be consulted on, and give consent for, medical treatment for a 
mental health problem for young people under 18.  

While young people identified both advantages and disadvantages, it is important to 
note the strong consensus among young people taking part in the workshop that the 
                                                             
1 http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1627_B_SYP.pdf  

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1627_B_SYP.pdf


disadvantages of the calls outlined in the petition outweighed the advantages, while 
4 young people who responded to the survey said that they couldn’t think of any 
advantages.  

Advantages 

The main advantage identified by young people centred around parents or guardians 
being a valuable source of support for a child or young person if they were involved 
in their treatment:  

“Someone needs to be there for someone going through mental health issues and 
parents are a good place to start.” 

A number of young people felt that in especially vulnerable cases, involving parents 
or guardians was important for safeguarding the young person from harm:  

“Can protect the child under 18 from serious health decline.” 

A small number further commented that making parents aware of mental health 
treatment could help tackle the stigma around mental health and promote 
discussion:   

“An advantage could be that children could be more likely to talk about feelings with 
their parents as they would have to speak about their problems before going for the 
help.” 

Disadvantages 

Young people identified a number of disadvantages to the calls outlined in the 
petition, including:  

 the proposal undermining young people’s human rights;  
 implementing the petition would be a barrier to young people accessing help, 

as some young people may not want to talk to parents about their mental 
health, or even want them to know they are accessing help;  

 a parent’s lack of understanding of mental health problems could make the 
situation worse if they are involved in their child’s treatment;  

 some parents do not have a positive relationship with their child and it would 
therefore be detrimental for them to be involved in their child’s treatment.  

In terms of undermining young people’s rights, there was particular aversion to the 
effect the calls would have on the autonomy and decision-making rights of 16 and 17 
year olds, as well as concerns about rights to privacy:  

“As a 16 year-old you are an adult who can leave school, have children, get married, 
vote (in Scotland) so to tell them they cannot take decisions on what medication they 
can take or not take is kind of ridiculous.” 

“Violates a young person’s right to privacy under Article 16 of the UNCRC.”  

A large number of young people asserted that the calls would serve as a barrier to 
young people accessing help for a mental health problem:  



“I think this is an issue of confidentiality, and would lessen young people's trust in 
medical practitioners, and would result in them feeling they could not turn to medical 
practitioners for help.” 

“Mental health is very personal and sometimes no matter how supportive [parents 
are] you want to keep it private.” 

“Being a young person with mental health issues I would not be able to get the help I 
do if my mother had to be consulted.” 

Young people also identified that parents may have a lack of understanding of 
mental health problems, which could potentially make the situation worse:  

“Parents sometimes think that stress/anxiety/depression are just ‘teenage 
problems.’” 

“Family situation/home situation could potentially be made worse for the young 
person if parents don’t understand.” 

Some young people also felt that, while many parents can be a source of support, 
not every young person has a positive relationship with their parents; indeed, some 
have a harmful relationship, and as such their involvement in a young person’s 
treatment could be highly detrimental:    

“In some cases the young person does not trust their parent or guardian with 
information on their mental well-being.” 

“Parents could be the cause [of a mental health problem].” 

“I ran away from home at 14 because I was abused by my father. He caused so 
many problems that have affected my mental health; the thought that he could have 
access to my medical information is abhorrent to me.” 

Young people’s views on parents being consulted about mental health 
treatment 

Young people were asked through the online survey and in the workshop if they 
agreed with the petition’s call for parents or guardians to be consulted about medical 
treatment for mental health for those under 18. Of the 34 responses to this 
questions, 10 agreed that parents and guardians should be consulted, 19 disagreed, 
and 5 were unsure.  

 

 

 

 

 

 



 

Some young people in the workshop stated that they might be more supportive of a 
call for parents to be consulted on mental health treatment for those under 16, rather 
than under 18:  

“If a young person is under 16, they are in Scotland legally a child therefore, if a 
parent asks for medical details I could see why they would be given it as they are still 
minors. However, over 16s are young adults and their privacy should be respected.” 

“It should be under 16s instead of under 18s.” 

However, others felt that this call would undermine children and young people’s 
rights to confidentiality regardless of age:  

“Young people have a right to confidentiality. Assuming they are able to demonstrate 
autonomy, this should not be breached.” 

“If at age 12 you can get contraception without your parents finding out, then you 
should be able to access medication for mental health problems.” 

 

Young people’s views on parents giving consent for mental health treatment 

Young people were asked through the online survey and in the workshop if they 
agreed with the petition’s call for parents or guardians to give consent for medical 
treatment for mental health for those under 18. Of the 35 responses, 3 agreed that 
parents should give consent, 26 disagreed, and 6 were unsure.  

 

 

 

 

 

 

 

 

 

 

 

As with parents being consulted about medical treatment, a small number of young 
people felt that for under 16s there should be parental consent:  

“Under 16s should possibly have to ask for permission or at least discuss the matter 
with parents due to their younger age and life experiences. However, +16 should be 



able to choose if they wish to accept medical treatment for mental health which has 
been recommended by a medical expert, as they are, in Scotland, seen as adults.” 

However, a majority asserted that young people should be empowered to make 
decisions for themselves, regardless of age:  

“I am not my parents’ property, no young person is – don’t treat them like they are.” 

“We teach our children consent and control over themselves from a very young age 
and medical treatment should not be different.” 

“Young person’s decision should be final.” 

“When it comes down to it, it’s about the young person so they should have the final 
say.” 

“Vulnerable people in society should not be identified purely on age. There needs to 
be a better approach than just to go to the parents.”  

 

Young people’s suggestions for preventing harm through medication 

Young people who took part in the workshop were asked if they had any ideas or 
suggestions for preventing young people from harming themselves with mental 
health medication. Their responses largely focused on prevention, through initiatives 
like tackling mental health stigma at a societal level and promoting positive 
conversations about mental health, and having universal training in mental health 
first aid for professionals such as medical practitioners and teachers.  

There was also an emphasis on empowering young people to choose their own 
source of support when dealing with a mental health problem: 

“Doctors should encourage a young person to nominate someone who they trust to 
support them with their treatment (not necessarily a parent) – make sure it’s always 
in the young person’s hands.”   

Young people also asserted that decisions about consent and confidentiality in 
relation to parents or guardians should be decided according to the individual 
circumstances of a young person’s life, rather than applying a blanket rule based on 
age; for example, taking into account if young people live with their parents or 
guardians or not, the relationship between parents and children, etc. For example, 
one young person stated that she would want her status as a young carer taken into 
account, as she wouldn’t want the cared-for person, in this case her mother, to “have 
something else to worry about.” 

Conclusion 

SYP’s consultation strongly suggests that young people have significant concerns 
about the calls outlined in petition PE1627. While young people acknowledged there 
could be benefits to parents or guardians being consulted and giving consent for 
medical treatment for a mental health problem, a clear majority felt that making this 
compulsory could have more negative than positive consequences for young people, 



including having their rights and autonomy undermined, increasing barriers to 
accessing mental health support, and even a breakdown in family relationships.  

The consultation demonstrates an understanding amongst young people that the 
ongoing stigma against mental health, and a societal reluctance to talk about mental 
health, is still a significant issue. While a few felt that parents being more involved in 
mental health treatment could help break down this stigma, others thought that it 
would prevent young people from seeking help in order to avoid having to tell their 
parents; indeed, some young people with experience of accessing mental health 
support stated that they would not have sought help if they knew their parents had to 
be involved. Young people favoured a focus on breaking down stigma and 
increasing mental health literacy in society, rather than focusing on increasing 
parental involvement in medical treatment.  

While young people were less opposed to parents being consulted about medical 
treatment than giving consent, reflecting an acknowledgement that it can be helpful 
for parents to be aware of young people’s medical treatment, there was strong 
consensus that the ultimate decision on treatment should rest with the child or young 
person.  

While this consultation is small in scope, and therefore cannot be said to be 
representative of young people in Scotland, SYP believes that it has highlighted 
some real concerns with the calls outlined in petition PE1627. It is essential that any 
discussions about changing policy around medical treatment for children and young 
people takes these concerns into account, and that children and young people 
continue to be meaningfully involved in these discussions.   



PE1627/I 

Petitioner’s submission of 7 April 2017  

Many thanks for giving me the opportunity to respond to the submissions the 
Committee received from a number of interested groups and organisations about my 
petition. 

I was disappointed that the submissions were not supportive of my proposal that 
young people under the age of 18 should require parental consent and/or notification 
when being prescribed medication by a GP.  The experience of myself and my family 
in the wake of Britney’s death shows the dangers of prescribing to young people 
without recognition of the parents or guardians of young people coming to GPs with 
mental health concerns.  I understand the wider impact that a blanket imposition of 
parental consent might have on the treatment of young people, particularly in areas 
such as contraception and reproductive health; however my sole focus is on 
treatments and prescriptions issued on the basis of a potential or current mental 
health issue.  It is disappointing that many of the responses took a broad brush 
approach to the issue of prescribing rather than focus on the specific issues relating 
to young people’s mental health. 

However, I would support the views of the Children and Young People’s 
Commissioner for Scotland when he states, “…there is merit in exploring the 
guidance and training provided to medical professionals when prescribing certain 
health medications to young people under the age of 18, particularly where there is a 
risk that these medications will increase the risk of suicidal tendencies.”  The 
Scottish Association for Mental Health also said, “…we think it may be necessary to 
remind GPs of the existing guidance on mental health treatments for children and 
young people to make sure that patients receive evidence-based treatment.” 

The SAMH submission also drew the Committee’s attention to the NICE guidance 
relating to the treatment and diagnosis of depression and anxiety in children and 
young people, guidance that was unfortunately not followed in the case of my 
daughter, Britney. 

The current heightened attention being given to young people’s mental health is 
welcome, and part of this approach must be to remind GPs and all medical 
professionals that young people must be differentiated in their treatment as 
compared to that provided to adults, in particular given the specific needs that young 
people have with regards their mental health.   

I firmly believe that these approaches provide a much better basis for GP 
assessment and treatment of mental health issues in young people.  GPs must 
reconsider the attitude that the first response to young people’s mental health 
concerns is to prescribe medication that in many cases may not be suitable for 
under-18s and in particular must begin with the view that treatment should begin via 
non-pharmacological means, such as CBT or talking therapies.  I was glad to see the 
CYPCS support the idea that where such prescriptions are issued, the supply be 
limited to a maximum of one week’s supply, minimising the potential misuse of such 



medication and ensuring more focus on support and non-drug based treatment from 
local mental health services. 

I would be happy to work together with the respondents – and any other relevant 
parties – to help create and develop the sort of guidance and support for medical 
professionals regarding young people’s mental health that will ensure that tragedies 
such as that which happened in the case of my daughter can never happen again. 



PE1627/J 

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

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

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

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

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

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


PE1627/K 

Royal College of Psychiatrists in Scotland Faculty of Child and Adolescent 

Psychiatry submission of 4 July 2017 

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

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

opinions of members of our Executive. 

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

extend our condolences to her family.  

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

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

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

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

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

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

and how to access services is in their best interest. 

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

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

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

of capacity and competence. 

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

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

disorders in Scotland. 

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



PE1627/L 
Marion Brown submission of 3 January 2018 
 
I have been following the progress of PE01627 and have a special interest in the 
problems that people experience with prescribed anti-anxiety and anti-depressant 
medicines.  This interest and research derives from my work as an independent 
psychotherapist(1) and also includes my involvement in the bringing of another 
current petition PE01651 (prescribed drugs associated with dependence and 
withdrawal) to the attention of the Petitions Committee. 
 
I know from my own psychotherapy practice work that people in distress can be 
helped quickly and effectively, often in just one or two sessions, at the outset of the 
presenting symptoms … IF THEY HAVE NOT BEEN STARTED ON PRESCRIBED 
anti-anxiety, anti-depressant or other mind-altering medicines for the presenting 
‘symptoms’ of stress &/or emotional distress.  If they have been started on any of 
these medicines, or indeed have been on them for any length of time, it can be a 
very different story:  it can be much more difficult, and takes much longer, to support 
people back to normal functioning as we have to take onto account the range of 
effects of the medicines – largely unrecognised by doctors and including issues of 
dependence and withdrawal - and also the effects of the ‘mental-illness’ diagnosis.   
 
I am especially concerned about the issues around ‘consent’, ‘human rights’ and 
‘capacity’ that have been debated during the progress of this particular petition.  One 
of the very fundamental issues for a person feeling overwhelmed, stressed and 
distressed is that our human capacity (at any age) to make rational choices and 
decisions is inherently compromised by these same strong emotions.   
 
Added to this, it is clear that the decision to start taking medicines that can have 
extremely alarming and dangerous adverse effects is not one that can or should be 
taken under time pressure in a brief GP consultation.  Adverse effects of commonly 
prescribed antidepressants include: psychosis, akathisia (i.e. very severe agitation) 
and ‘black box’ warning of increasing risk of suicide!  At the very least anyone being 
initially prescribed any anti-anxiety, anti-depressant or sedative medicine, which 
medicine by definition acts directly on the essential and subtle human nervous 
system, needs to have the support of a sensible companion who is alerted to watch 
out for any adverse reaction or out-of-character behaviour that the patient may 
develop.  I would suggest that anyone prescribing such medication should ensure 
that a suitable companion is identified by the patient and appropriate contact 
established.  
 
The November 2017 Scottish suicide report makes for very important reading and is 
hugely relevant to this petition: The main points on pages 7 & 8 raise many issues 
and questions about prior contact with health services, and quote that: 
"…(59%) had at least one mental health drug prescription dispensed within 12 
months of death…(82%) of these individuals were prescribed an antidepressant 
drug, alone or in combination with other medication.”  
https://www.isdscotland.org/Health-Topics/Public-Health/Publications/2017-11-
14/2017-11-14-ScotSID-Report.pdf 
 

https://www.isdscotland.org/Health-Topics/Public-Health/Publications/2017-11-14/2017-11-14-ScotSID-Report.pdf
https://www.isdscotland.org/Health-Topics/Public-Health/Publications/2017-11-14/2017-11-14-ScotSID-Report.pdf


The commonest ongoing side-effects of the popular SSRI antidepressants include 
sexual dysfunction, fatigue, digestive problems, weight gain and general apathy.   
Suicidal thoughts and impulses and impaired judgement are not at all uncommon.  
All of these effects have a significant influence on self-esteem, intimate relationships 
and general health, so these pills are not ‘safe and effective’ or even ‘no better than 
placebo’.  They have serious ‘effects’ - on mind and body – and it is actually 
dangerous to ‘just stop’ taking them.  You can’t simply go back to ‘square one’ as 
they cause physiological changes to mind/body functioning which may or may not be 
reversible over time.   
 
In my own practice experience I have seen several cases where people have been 
discharged from in-patient care, on ‘compulsory treatment’ cocktails of medicines 
and are feeling utterly broken and desperate to ‘end it all’.  They feel they have lost 
everything – jobs, credibility, relationships, friends and even their sense-of-self.  It 
has turned out that the (compulsory) medicines are making them feel just awful 
physically too, and we have to start trying to unravel all that and support them to get 
back to some sort of normal life – over many months or even years.    
 
I am fully supportive of any sensible measures which provide for people in distress, 
of any age, to be able to access effective emotional support swiftly and within their 
own communities – and not necessarily even need to ‘visit their GP’ unless it 
becomes clear that there is very good reason for this.  I believe that the medicines 
commonly prescribed to ‘treat’ psychological distress are the cause of a great deal of 
harm, currently greatly misunderstood and overlooked by doctors, and that all 
medicines should only be prescribed with very great caution.  There are far safer and 
more effective common-sense ways to support people, who find themselves 
suffering and in meltdown/distress, to move beyond this and to live normal lives. 
 

(1) https://www.hgi.org.uk/find-therapist/therapist/marion-brown  
 

 

 

 

 
 
 
 
 
 
 
  

https://www.hgi.org.uk/find-therapist/therapist/marion-brown


PE1627/M 
Fiona French submission of 3 January 2018 
 
I understand that the issue of informed consent for those aged under 18 years is of 
serious concern to the petitioner, Annette McKenzie, following the tragic loss of her 
daughter.   My heart goes out to her as a bereaved mother.  Clearly it is important 
that the rights of young people are upheld and it is the case that many young people 
may well not seek help if they thought their parents might be informed that they had 
done so.  My very deep concerns around the issue of informed consent applies to all 
adults just as much as it applies to young adults.  As a member of the prescribed 
harmed community and contributor to related petition PE01651, I would contend that 
most adults, whatever their age, do not give informed consent when they are 
prescribed medication for mental health issues.  Their doctors do not provide them 
with the necessary facts about the medication that is needed to make an informed 
decision and most of us are not sufficiently well informed to know the sorts of 
questions we should be asking.  The onus should most certainly not be on the 
patient to do extensive research before engaging in a discussion with a health care 
professional so that they can discern whether the information being given has any 
substance behind it.  And so even with the involvement of parents, with or without 
permission of the patient, it is likely that only partial information will be provided to 
the young adult.  This leaves the patient at a considerable disadvantage and with 
little idea of the risks they are taking in agreeing to consume psychiatric drugs.  
 
With regard to antidepressants, many of us were wholly misled about potential 
benefits, we were not warned about the potential for dependency, nor were we told 
how little is known about how these drugs work, nor were we advised of the risks of 
permanent damage, despite these risks being known.  One example is permanent 
impotence which has blighted the lives of young men and caused some to take their 
own lives.  We were not informed about the limited benefits as demonstrated in the 
original clinical trials.  Nor did we know about the completed suicides during those 
clinical trials.  Completed suicides  have also taken place during a trial with healthy 
volunteers (Prof David Healy).  We now find out too late that there is no real 
understanding of how to taper patients safely off these drugs and that existing NICE 
guidelines on tapering are wholly unfit for purpose.  This is after several decades of 
the drugs being on the market.  Those patients we know who have suffered serious 
damage are being left without help or support and doctors seem to have absolutely 
no idea what to do, indeed they do not even seem to understand what has happened 
to many of us or the nature of the damage sustained.  Denial is very often the 
response or deflecting the blame onto someone else.  Some were first prescribed 
the drugs as teenagers before their brains were fully developed and now years later, 
they have finally been able to taper off the drugs.  Some realise they were never able 
to mature properly because the drugs dull the emotions and make it difficult to 
engage properly with other people.  Close relationships can be adversely affected as 
of course can the ability to function sexually.  
 
I reflect back on my own life.  Prescribed a benzodiazepine at age 20 for myoclonic 
epilepsy, I immediately became hyperactive, virtually stopped eating, lost a quarter 
of my body weight and returned to a state of pre-puberty.   I was training to be a 
teacher.  I could not function either physically (too weak) or cognitively.  I attempted 
to take my own life by swallowing the bottle of tablets.  I spoke to no-one, I had no 



idea what was wrong with me, and I fully intended to die that night, I had no idea the 
drugs were not sufficiently toxic or that I would ever wake up again.  It is only by 
good fortune that my parents did not find me dead in my bed the next day.  When I 
woke up I was devastated to still be alive, all I wanted to do was die.  And I 
continued to feel like that for the next 5-10 years.  
 
This was some 40 years ago and the memories are very clear.  If I had died, no one 
would have had any idea it was an adverse reaction to the drug.  The adverse 
effects were never recognised and all was put down to my “mental health”.   There 
was a particular focus on my close relationship with my mother and she always 
blamed herself for her apparent role in causing my very serious mental health 
issues.  At no time was there ever a discussion about the role of these toxic drugs.   
And so she died with immense guilt about my state of mind.  I greatly regret this.  
 
Many more attempts were made to take my own life after being prescribed 
antidepressants, the drugs that are said to be “safe and effective”.  The fact that they 
were clearly unsuccessful  does not mean that I did not fully intend to die.  On one 
occasion I took an overdose of sleeping tablets and put a plastic bag round my head 
with elastic bands round my neck, I fully intended to die but I woke up and the plastic 
bag was off my head.  I took another overdose and attempted to drown myself,  it 
didn’t work. No one ever knew about these attempts. I tried to gas myself, not 
realising that certain types of gas are not toxic.  I swallowed a bottle of aspirins and 
was found only by chance by my husband at the time who was away for the 
weekend.  I walked out of a psychiatric ward to take that overdose.  I was then 
informed I might spend the rest of my life in hospital as happened in those days.  I 
still had no idea what was wrong with me.  As an in-patient, I became aggressive 
and I became psychotic. I was told my behaviour was unacceptable, I was never 
advised it was the effects of the drugs.  I was never suicidal, aggressive or psychotic 
prior to being prescribed benzodiazepines and antidepressant drugs.   
 
In 1981, a neurologist suggested the drugs were making me worse but this was 
never pursued and a brief attempt at tapering ended in failure and so I quickly went 
back onto the drugs.   Withdrawal effects were never discussed. no one recognising 
that my lifelong “depression” was in fact the side effects of the benzodiazepine.  No 
psychiatrist or GP suggested I try to taper off the drugs.  I am now 63 and I have lost 
over 40 years of my life to these drugs.  Never at any stage did I give informed 
consent because the adverse effects of the drugs were never discussed with me.  
My family were always fully involved from the outset and extremely supportive but 
they had no more idea than I had what had in fact been happening to me.   So what 
is informed consent, that is my question?  Without full and accurate information on 
which to base a decision, there is NO INFORMED CONSENT.  There are far too 
many harrowing stories of patients coming out the other end of this process, having 
been prescribed psychiatric drugs at a fairly young age and now realising they have 
lost many years of their lives as a result.  
 
I only wish my account was something which could be discounted as being a product 
of the times when little was known about the drugs I was prescribed.  However, my 
involvement with the online prescribed dependent and harmed community 
demonstrates quite clearly that not a great deal has changed.  I can only fear for the 
many young people being prescribed psychiatric drugs in the present day.  I hope 



the Committee members will reflect on this issue of informed consent and what it 
actually means and what it means in particular for young people who have not yet 
learned a great deal about the world or the machinations of the pharmaceutical 
industry which seeks to make as much profit as possible with little concern for the 
widespread damage to patients resulting from their products.  Doctors are provided 
with skewed information about the drugs, emphasising the benefits and downplaying 
or concealing the risks.  Medical careers depend on research funding from the 
pharmaceutical industry. Whether or not to involve parents in the decisions with and 
about young people’s medical treatment  is a very difficult question and I understand 
the reasons for not going down that route.  Surely the bigger and more important 
question is whether young people are actually giving informed consent at all.  How 
many will look back and realise that in fact they had absolutely no idea what they 
were agreeing to when their doctor offered them that first prescription.  Hopefully 
many will emerge unscathed but It is tragic that possibly just as many or more will 
not.   And for those who succeed in taking their own lives they will not have the 
opportunity to explain why they did so.  I am very glad I am still alive and can give a 
clear account of what happened to me all those years ago.   But remember it all 
started with a diagnosis of myoclonic epilepsy, not a mental health issue.    



PE1627/N 
Ann Kelly submission of 12 January 2018 
 
As someone who has been suicidal for many years, I have an overview of this 
situation that I feel is wholly sinister and needs brought into the open. 
  
Many people have died with the truth on their lips and the truth being that these mind 
altering drugs are corrupting peoples neurochemistry.   On taking these drugs one of 
three things happen: 
  

1.   The patient has an immediate adverse reaction resulting in psychosis and 
possibly sectioned... or... 

2.   The patients body works and metabolizes the drug and so the patient suffers 
long term consequences when they eventually try to come off the drugs. 

3.   The patient cannot come off the drug so their lives are lived not from the seat 
of their own emotions but as some kind of re calibrated automaton.   

  
This young girl must have spent her last hours in total terror while the world went 
about its business, and this is happening now to someone else while you are reading 
this. What's really sad also is that, because doctors habitually minimise the effect 
these drugs have on the mind, the friends and family of people in these situations 
may dismiss pleas for help as exaggeration. 
  
What's also sickening, is that these deaths are put down as ''misadventure'' or some 
other socially acceptable label that underscores what for them is a statistic.       
  
The backbone of this country is being weakened by putting people into an altered 
state of consciousness.    How can this be right?     
  
The people who have gone can't speak, the people who are on the brink of suicide 
are trying desperately to be heard... In the light of the accounts that you are 
reading...please hear their battlecries and look closely at the philosophies behind 
psychiatry! People are being made disabled at best, and die at worst! 
 

 

 

 

 

 

 

 

  



PE1627/O 
Alyne Duthie submission of 4 January 2018 
 
If the tragic story of Britney Mazzoncini does nothing else, it should serve to warn us 
of the precariousness of prescribing powerful psychoactive drugs to teenagers and 
children. 
  
I understand that Britney was prescribed Propranolol a beta blocker as an anti-
anxiety agent. As patients, adult or child, we have to rely on the knowledge of our 
doctors to best guide us in decisions that may make the difference between good 
health or bad, life or death. Sometimes we might be best advised to go beyond the 
usual sources to get that extra information. RxISK1 is an independent drug safety 
website founded by internationally respected psychiatrist and pharmacologist 
Professor David Healy, where patients, doctors and pharmacists can research 
prescription drugs and report drug side effects. In the top 100 reported side effects, 
Propranolol was reported as causing anxiety in 908 patients, depression in 814, and 
drug withdrawal syndromes in 251. There were 208 suicide attempts, 615 cases of 
completed suicide, 451 cases of suicidal ideation and 406 deaths. Propranolol while 
active on the physiological symptoms of anxiety does nothing to get to the underlying 
root causes. Dr Binoy K Singh, associate chief of cardiology at Lennox Hill Hospital 
in New York talking to The New York Times in 2012 “said he knew of no long-term, 
randomized clinical trials measuring beta blockers’ effectiveness in resolving anxiety 
or improving performance in pressure situations” 2. Are we doing the best by our 
children and adolescents by prescribing them powerful mind and brain altering drugs 
when the BBC reports that the brain continues to develop into the mid 20s and quite 
possibly even the early 30s? 
  
In general terms we seem to be presiding over an unprecedented medicalisation of 
childhood and teenage problems. Antidepressant prescriptions for children rose 54 
per cent between 2005 and 2012 in the UK causing the World Health Organisation to 
voice its concern over the rise in the use of these drugs in children both in the UK 
and in other countries adding that their use couldn’t be justified for off-label reasons3. 
The Dundee Evening Telegraph reported4 on a one year old baby boy prescribed an 
antidepressant by NHS Tayside in 2014. 
  
In an interview5 with Sami Timimi, consultant child and adolescent psychiatrist and 
Director of Medical Education at Lincolnshire Partnership Foundation, he explains 
that there is “no such thing as diagnosis in psychiatry” because of the “problem of 
‘reliability’ in psychiatric classification” and that psychiatric medication should best be 
seen as “enhanced placebos”. He is certainly of the opinion we need to be judicious 
in our prescribing of these drugs to children and adults.  
  

                                            
1
 https://rxisk.org/about/ 

2
 http://www.nytimes.com/2012/11/15/sports/golf/heart-medications-may-also-calm-nerves-keeping-

them-banned.html 
3
 http://www.bbc.co.uk/news/health-35756602 

4
 “Kids as young as one being given antidepressants”. Dundee Evening Telegraph, 22 August 2016. 

5
 “Does Psychiatry Actually Diagnose?” An interview with Sami Timimi. Psychology Today blog. 

Posted 20 December 2016. 

https://rxisk.org/about/
http://www.nytimes.com/2012/11/15/sports/golf/heart-medications-may-also-calm-nerves-keeping-them-banned.html
http://www.nytimes.com/2012/11/15/sports/golf/heart-medications-may-also-calm-nerves-keeping-them-banned.html
http://www.bbc.co.uk/news/health-35756602


Further to the ethics of prescribing psychotropic drugs to children and teenagers I 
will leave you to think on the very eloquent arguments made by Jacqueline A Sparks, 
Associate Professor in the Couple and Family Therapy Program at the Department 
of Human Development and Family Studies at the University of Rhode Island, 
Kingston, and by Barry L Duncan, PhD, affiliated with the Institute for the Study of 
Therapeutic Change, Fort Lauderdale, Florida.

6   
 
  

                                            
6
 https://ssristories.org/the-ethics-and-science-of-medicating-children-ethical-human-psychology-and-

psychiatry/ 

https://ssristories.org/the-ethics-and-science-of-medicating-children-ethical-human-psychology-and-psychiatry/
https://ssristories.org/the-ethics-and-science-of-medicating-children-ethical-human-psychology-and-psychiatry/


PE1627/P 
General Medical Council submission of 16 January 2018 
 
 
Thank you for your letter asking for more information on safeguarding training for 
general practitioners in relation to children and young people. This is an important 
issue and I note with sadness the tragic events leading to the petition you have 
received. 

 
 You asked three questions:  
• What mandatory training exists for general practitioners in relation to safeguarding 
children and young people?  
 
• What percentage of general practitioners in Scotland have undertaken this training?  
 
• Whether general practitioners have sufficient capacity to undertake continuous 
professional development activities such as training to safeguard children and young 
people, alongside their day to day role?  
 
I should explain that as the medical regulator, the General Medical Council helps to 
protect patients and improve medical education and practice in the UK by setting 
standards for students and doctors. We support doctors in achieving (and 
exceeding) those standards, and take action when they are not met.  
 
I have set out some detailed information for the Committee below in relation to the 
requirements we set for medical education and training. Through our publication 
Outcomes for graduates we describe the knowledge, skills and behaviours that all 
newly qualified doctors must be able to show. The Committee may be interested to 
know that we are currently consulting on a new version of these Outcomes, which 
gives greater prominence to the requirement for doctors to take steps to safeguard 
children. 

However, we do not collect the information required to be able to say how many GPs 
in Scotland have undertaken safeguarding training or their capacity to do so. We do 
require doctors to undertake continuous professional development (CPD) as part of 
the revalidation process, however this is necessarily high-level and does not specify 
the types of CPD activity that licensed doctors must undertake each year.  
 
I hope the information provided below is helpful to the Committee. I am committed to 
making sure we work productively with our partners in Scotland, including the 
Scottish Parliament, and would be happy to provide any further information we can 
do to support your work. 

 

 

  

https://www.gmc-uk.org/static/documents/content/Outcomes_for_graduates_Dec_16.pdf


PE1627/Q 
The Royal College of General Practitioners submission of 26 January 2018 
 
Calling on the Scottish Parliament to urge the Scottish Government to provide 
for consultation with and consent from a parent or guardian before prescribing 
medication to treat mental ill health if the patient is under 18 years of age. 
 
RCGP Scotland’s response to the Committee’s request for further information 
 
The Royal College of General Practitioners (RCGP) is the professional membership 
body for family doctors in the UK and overseas. It is committed to improving patient 
care, clinical standards and GP training. The College’s objectives, in concern for 
care for patients, are to shape the future of general practice, ensure GP education 
meets the changing needs of primary care throughout the UK, grow and support a 
strong, engaged membership and to be the voice of the GP. 
 
The College in Scotland came into existence in 1953 (one year after the UK 
College), when a Scottish Council was created to take forward the College’s 
interests within the Scottish Health Service. It currently represents around 5,000 GP 
members and Associates in Training throughout Scotland. In addition to a base in 
Edinburgh, the College in Scotland is represented through five regional faculty 
offices in Edinburgh, Aberdeen, Inverness, Dundee and Glasgow. 
 
RCGP Scotland welcomes the opportunity to respond to the Scottish Parliament’s 
Public Petitions Committee’s request for further information to aid in its consideration 
of Petition PE1627. The three specific questions asked by the Committee are given 
below with a response following each. 
 
Question 1) What mandatory training exists for general practitioners in relation 
to safeguarding children and young people? 
 
RCGP manages the GP Specialty Training curriculum and assesses all trainees prior 
to either issuing or withholding each individual’s Certificate of Completion of Training. 
 
Section 3 04 of the curriculum is entitled Care of children and young people. The 
published summary of 3 04 unequivocally states that, ‘All general practitioners need 
to be competent in dealing with safeguarding matters concerning children.’ That 
section’s stipulations on ‘How to learn this area of practice’ instructs trainees that, 
‘Interprofessional case-based learning is an effective way for you as a GP to learn 
about child protection (safeguarding children), and to remove some of the barriers to 
collaboration. You should participate in interprofessional education programmes 
provided by child protection teams in each locality.’ 
 
Completion of this section of the curriculum mandates evidenced competency in 
several areas. These are described below with particularly relevant sections quoted: 
 

1) Fitness to practice - ‘This concerns the development of professional values, 
behaviours and personal resilience and preparation for career-long development 
and revalidation. It includes having insight into when your own performance, 



conduct or health might put patients at risk, as well as taking action to protect 
patients. This means that as a GP you should: [edited]: 
 

 Show respect for the sensitivities of young people regarding their health 
attitudes, behaviours and needs 

 Describe the principles of child-focussed clinical governance and risk 
management such as safety of treatment and care, safeguarding, the use of 
evidence-based practice, clinical audit, effective prescribing and referrals 

 Safeguard children and young people, understanding that: 
o The welfare of the child and young person must be the paramount 

consideration  
o In dealing with vulnerable children and young people, a focus on the 

family risks losing sight of the child 
o Often children and young people in special circumstances are ‘invisible’ 

to the system because they live in the shadow of their parents’ 
problems 

o Dealing effectively with maltreatment of children and young people 
involves recognising the clinical features, knowing about local 
arrangements for child protection, referring effectively and playing a 
part in assessment and continuing management, including prevention 
of further abuse 

o Child abuse can take many forms such as physical abuse, emotional 
abuse, sexual abuse and exploitation, and neglect’. 

 
2) Maintaining an ethical approach – ‘This addresses the importance of 
practising ethically, with integrity and a respect for diversity. This means that as 
a GP you should: 
 

 Be aware of the impact of your attitudes to treating children and young people 
equitably, with respect for their beliefs, preferences, dignity and rights 

 Understand how to manage the issues of confidentiality and consent 

 Be aware of how and when you share information with other agencies’. 
 

3) Communication and consultation – ‘This is about communication with 
patients, the use of recognised consultation techniques, establishing patient 
partnership, managing challenging consultations, third-party consulting and the 
use of interpreters… This means that as a GP you should [edited]: 
 

 Develop and apply the primary care consultation to bring about an effective 
doctor–patient–family relationship to enable parents or carers, children and 
young people to: 

o Participate in their own care-planning and delivery 
o Be routinely involved and supported in making informed decisions and 

choices about care, taking into account age and development, 
increasing autonomy with age, and the need for confidentiality 
balanced with the parents’ need for information 

o Achieve concordance, including active listening and shared decision-
making with you as their GP 

o Receive information on medicines in a clear way that is appropriate to 
their understanding as children, young people and parents 



 Provide longitudinal continuity of care as determined by the needs of the 
patient and family: 

o Understanding the problems with transitions from child to adolescent, 
and from adolescent to adult. This applies to all children but especially 
the vulnerable 

 Manage primary contact with children and their families – and, with older 
children, on their own’. 
 

4) Data gathering and interpretation – ‘This is about interpreting the patient’s 
narrative, clinical record and biographical data. It also concerns the use of 
investigations and examination findings, plus the adoption of a proficient 
approach to clinical examination and procedural skills. This means that as a GP 
you should [edited]: 
 

 Manage conditions and problems which may present early and in an 
undifferentiated way, and recognise a seriously ill child (and intervene 
urgently when necessary) by … recognising children and young people who 
are at risk in some way, whether physically, mentally or emotionally’. 

 
5) Making decisions – ‘This is about having a conscious, structured approach 
to decision-making; within the consultation and in wider areas of practice. This 
means that as a GP you should [edited] 
 

 Use a decision-making process determined by the prevalence and incidence 
of illness in the community and the specific circumstances of the patient and 
family 

 Ensure that parents or carers, children and young people receive information, 
advice and support to enable them to: 

o Manage minor illnesses themselves, using community pharmacists and 
triage services where appropriate 

o Access appropriate services when necessary 
o Have shared responsibility for self -care of chronic conditions and 

exacerbations 
o Use repeat prescribing and reviews appropriately 
o Access support groups’. 

 
6) Clinical management – ‘This concerns the recognition and management of 
common medical conditions encountered in generalist medical care. It includes 
safe prescribing and medicines management approaches. This means that as a 
GP you should [edited]: 
 

 Manage and appropriately treat common and rare but important paediatric 
conditions encountered in primary care, such as: 

o Mental health problems such as attention deficit hyperactivity disorder 
(ADHD), depression, eating disorders, substance misuse and self-
harm, autistic spectrum disorder and related conditions (see also 
modules 3.10 Care of People with Mental Health Problems) [and] 

o Psychological problems: e.g. enuresis, encopresis, bullying, school 
refusal, behaviour problems including tantrums 



 Appropriately manage common symptoms like vomiting, drowsiness, 
developmental delay, infantile colic, ‘failure to thrive’ and growth disorders, 
behavioural problems, obesity 

 Prescribe and advise appropriately about the use of medicines in children and 
young people, being competent at: 

o Calculating drug doses 
o Understanding the risks and benefits of medicines in relation to children 
o Understanding the needs of ethnic minorities, and cultural differences 

in beliefs about illness and the use of medicines’. 
 

7) Managing medical complexity – ‘This is about aspects of care beyond 
managing straightforward problems. It includes multi-professional management 
of co-morbidity and poly-pharmacy, as well as uncertainty and risk. It also covers 
appropriate referral, planning and organising complex care, promoting recovery 
and rehabilitation.’ 

 
8) Maintaining performance, learning and teaching – ‘This area is about 
maintaining performance and effective CPD for oneself and others, self-directed 
adult learning, leading clinical care and service development, participating in 
commissioning, quality improvement and research activity. This means that as a 
GP you should [edited]: 

 

 Be familiar with and access the best evidence about clinical management and 
prescribing of medicines for children 

 Use significant event meetings and audit as tools with which to reflect on your 
clinical practice in children 

 Reflect on aspects of protecting children and attend training’. 
 

9) Organisational management and leadership – ‘This is about the 
understanding of organisations and systems, the appropriate use of 
administration systems, effective record keeping and utilisation of IT for the 
benefit of patient care … This means that as a GP you should [edited]: 

 

 Describe the issues involved in delivering services for young people relating to 
access, communication, confidentiality and consent 

 Provide access for young people to confidential contraceptive and sexual 
health advice services that are tailored to meet their needs’. 
 

10) Practising holistically and promoting health – ‘This is about the physical, 
psychological, socioeconomic and cultural dimensions of health. It includes 
considering feelings as well as thoughts, encouraging health improvement, 
preventative medicine, self-management and care planning with patients and 
carers. This means that as a GP you should [edited]: 
 

 Have an awareness of disease prevention, well-being and safety in children 
and adolescents, including in the following areas [edited]: 

o Social and emotional well-being 
o Keeping children and young people safe, safeguarding, accident 

prevention 



 Promote health and well-being by applying health promotion and disease 
prevention strategies appropriately, and using them to detect problems that 
may already be present but have not yet been detected, by: 

o Being aware of your role as a GP in promoting and organising 
immunisation 

o Being aware of your role as a GP in the prevention of accidents 

 Support transitions (maximising children’s achievements and opportunities, 
and understanding their rights and responsibilities) 

 Promote physical health, mental health and emotional well-being by 
encouraging children, young people and their families to develop healthy 
lifestyles 

 Describe your role as a GP in dealing with enuresis, sleep disturbance, 
bullying and school refusal’. 

 
11) Community orientation – ‘This is about involvement in the health of the local 
population. It includes understanding the need to build community engagement 
and resilience, family and community-based interventions, as well as the global 
and multi-cultural aspects of delivering evidence-based, sustainable healthcare. 
This means that as a GP you should [edited]: 
 

 Adopt a family-centred approach in dealing with patients, their families and 
their problems. This requires: 

o Effective communication and engagement (listening to and involving 
children and young people, and working with parents, carers and 
families) 

o An understanding of the importance of supporting parents and having 
the skills to do this 

 Reconcile the health needs of patients and their families, and of the 
community in which they live, in balance with available resources. This 
requires: 

o an understanding of the legal and political context of child and 
adolescent care 

o an understanding of the organisation of care – care pathways and 
local systems of care 

o an assessment of needs, including an understanding of the 
assessment framework 

 Describe the importance of the health care needs of the paediatric population 
of your community and the socio-economic and cultural features that might 
affect health 

 Describe the importance of the workload issues raised by paediatric 
problems, especially the demand for urgent appointments and the 
mechanisms for dealing with this’. 

 
In advising on assessment of whether or not a candidate for the MRCGP 
examination, which is required to complete training, can demonstrate these skills, 
RCGP makes clear that: 
 
‘Satisfactory completion of the WBPA [Workplace Based Assessment] part of the 
MRCGP examination includes requirements to demonstrate competence in Cardio 



Pulmonary Resuscitation (CPR), Automated External Defibrillation (AED), out of 
hours care and child safeguarding.’ 
 
It goes on: 
 
‘The GP curriculum states that all GPs should be competent in dealing with 
safeguarding. This includes recognising the clinical features, knowing about local 
arrangements for child protection, referring effectively and playing a part in 
assessment and continuing management, including prevention of further abuse. 
GPStRs need to satisfy the GMC and the public that they have the appropriate 
knowledge, clinical skills and understanding of child safeguarding to be able to apply 
these skills should the need arise. 
 
By the completion of ST3, as with CPR and AED training, GPSTRs are required to 
have demonstrated level 3 competences in safeguarding children within their 
ePortfolio. This should normally include reflection in their learning log which 
demonstrates their understanding of child safeguarding throughout their training and 
any relevant courses, elearning modules or conferences attended.’ 
 
Two further resources are provided for trainees, Safeguarding children and young 
people: roles and competences for health care staff – Intercollegiate Document and 
the joint RCGP/NSPCC Safeguarding Children and Young People Toolkit. 
 
Question 2) What percentage of general practitioners in Scotland have 
undertaken this training? 

 
100%. Every practicing GP in the UK must gain a Certificate of Completion of 
Training before being able to join the GMC GP Register. To gain that certificate, this 
training must be completed and evidenced at examination.  
 
All existing GPs who qualified before the MRCGP became compulsory over a 
decade ago must undertake Child Protection training as part of Appraisal and 
Revalidation, which is supervised by the GMC. All GPs are subject to Annual 
Appraisal and undergo Revalidation every five years. Therefore, all GPs have 
undertaken and completed required training. 

 
Question 3) Whether general practitioners have sufficient capacity to 
undertake continuous professional development activities such as training to 
safeguard children and young people, alongside their day to day role?  

 
As is now well recognised, currently GPs often are struggling to cope with the 
demands that are made on them to simply consult with patients either in the surgery 
or at home. The necessary clinical paperwork in the form of results handling, letters 
and referrals is also extremely burdensome. An aggressive chronic disease 
management approach generates a great deal of workload through the acquisition of 
medical test results and the rapidity with which people pass through hospital services 
creates a burden for appropriate communications. GPs report having little time 
available for anything else, whether that be discussion with GP colleagues, wider 
team meetings, personal reflection, Significant Event Analysis, criterion audit or 
continuous professional development.  



 
An additional issue is that, as true ‘generalists’, GPs need to know about an 
enormous range of medical conditions, together with the individual physical, 
psychological and social aspects of their patients. Deciding what to prioritise in terms 
of their professional development becomes difficult. Each GP must necessarily make 
choices about whether for their patients, for example, adolescent mental health is 
more important than dementia, whether heart failure requires more professional 
development than back pain, and so on. 
 
It is also worth noting the increasing gap between the level of knowledge that it is 
possible for a GP to have about any subject and the level that the increasingly super-
specialised consultant will have. The ‘knowledge gap’ between GP and specialist is 
now perceived by some GPs as a chasm, with technological advances in health care 
potentially creating an ideal knowledge base for the generalist that is increasingly 
unobtainable. 
 
The new General Medical Services contract, due to come into effect in April 2018, 
makes provision for one session of ‘protected time’ per practice per month, through 
which GPs may develop training and skills. While any level of provision currently is 
welcome, it is clear that much higher levels would be necessary in order to facilitate 
appropriate GP continuous professional development. Provision for GPs should at 
least be comparable with that available to secondary care clinicians. 
 

 

 

 

 

 

 

 

  



PE1627/R 
Anonymous submission of 30 December 2017 
 
We are told that there are at present over 5 million users of antidepressants in the 
UK. Although these drugs give support to a large number of people with severe 
depression, it is evident that antidepressants are being prescribed, contrary to NICE 
Guidelines, to those who are not clinically depressed, and to whom they are likely to 
do more harm than good. 
 
In 2009 my son, who had never been depressed in his life, went to see a doctor over 
insomnia caused by temporary work-related stress. He was prescribed the SSRI 
Citalopram, and within days he had taken his life. At my son’s inquest, the coroner 
rejected a suicide verdict, but delivered a narrative verdict, citing Citalopram by 
name as the “possible cause”. 
 
After the inquest, I noticed that what happened to my son was far from unique. 
Eventually, in 2013, I began the “AntiDepAware” website. This includes links to 
reports of inquests held in England and Wales since 2003, most of which have been 
discovered in the online archives of local and national newspapers. It must be noted 
that this list is far from exhaustive but, even so, contains over 5500 reports on self-
inflicted deaths, all of which are related to use of antidepressants. 
 
As my research continued, certain trends became more noticeable, so that I was 
able to conclude that the link between antidepressants and suicide is heightened: 

 
  in the early weeks of uptake or if the dosage is increased, decreased, 
withdrawn, or changed for another brand. (This is highlighted in the British 
National Formulary) 
  when SSRI antidepressants have been prescribed alongside other psychiatric 
medication, such as anti-psychotics or benzodiazepines. 
  When the deceased has been prescribed antidepressants not for clinical 
depression, but for what NICE terms “sub-threshold” conditions such as 
anxiety, PTSD, work-based stress or grief. 

  
Much of my research has been directed towards children who have taken their lives 
after being prescribed antidepressants.  
Because of the acknowledged risk of suicidal ideation, NICE Clinical Guideline 28 
lays out three criteria, all of which must be met if antidepressants are to be 
prescribed to children under 18. 
 
These can be summarised as: 

  Only if the antidepressant prescribed is Fluoxetine. 
  Only if the child has been diagnosed with moderate to severe clinical 
depression. 
  Only if it can be shown that the prescription has been preceded by at least 3 
months of “specific interpersonal therapy” which has proved ineffective.  

 
In other words, NICE regards the prescription of antidepressants to children as an 
absolute “last resort” option. Nevertheless, antidepressants continue to be 



prescribed to children in ever-increasing quantities, in total contravention of NICE 
Guidelines. 
  
I have also researched the over-prescription of medication for ADHD. This has been 
shown to lead to conditions like bipolar disorder in teens, which in turn has been mis-
medicated with SSRIs. 
 
In 2015, I was contacted by a Human Rights organisation, asking permission to use 
my articles The Lost Children and The ADHD Epidemic as part of a submission to 
the United Nations Committee on the Rights of the Child in Geneva. 
 
In June 2016, the UNCRC published their investigation into children’s rights in the 
UK. 
 
Sections 59-62 of the report dealt with mental health. Here, the committee voiced 
their concerns over the over-medication of children. 
 
They reported that ”The actual number of children that are given methylphenidate or 
other psychotropic drugs is not available”, and that: “There is reportedly a significant 
increase in the prescription of psycho-stimulants and psychotropic drugs to children 
with behavioural problems, including for children under 6 years of age, despite 
growing evidence of the harmful effects of these drugs.” 
One of their recommendations was to: “Ensure that prescription of drugs is used as a 
measure of last resort and only after an individualized assessment of the best 
interests of that child, and that children and their parents are properly informed about 
the possible side effects of this medical treatment and about non-medical 
alternatives.” 
 
Earlier in 2016, the World Health Organisation had raised concerns about the rising 
level of antidepressants prescribed to children in the UK and other countries. 
I don’t believe that the government has made public its response to either the 
UNCRC or WHO. 
  
If prescribers in both the public and private sectors continue to ignore the guidelines 
published by NICE and the BNF, the numbers of adults and children who take their 
lives will continue to rise. These deaths are preventable. 



PE1627/S 
Anonymous submission of 9 February 2018 
 
At the age of 14 I was prescribed anti-depressants I'm not sure how many times I 
met with the nurse I think it was after a few weeks and I had to stop taking them after 
2 weeks due to them making me not be able to eat which was already a problem I 
suffered with and constant nausea. When I turned 18 I was admitted to a cpn and 
prescribed anti-depressants ( Citalopram ) after meeting with them 4 times and again 
I was bed ridden due to them making me seriously ill. Due to my age the cpn didn't 
ever want my mum in to discuss medication, I was then prescribed Quetiapine which 
is an anti psychotic to treat bipolar, major depression and schizophrenia. Along with 
that I was asked to go on Diazepam which I refused. At first I thought the medication 
was amazing as it made me feel numb and my emotions had dulled but I suddenly 
started becoming suicidal and wanting to harm myself. Even though because of my 
age the confidentially is a given but due to my state I would be considered vulnerable 
and I believe my parents should be aware of what medication I'm being given  
 



PE1627/T 
Amiee Folan submission of 7 February 2018 
 
My experience with anti depressants. 

 

When I was 11 years old I was diagnosed with a number of mental health problems, 

bi polar, schizophrenia, split personality disorder, anxiety and depression, I was 

given medication for all of the above but as I tried to overdose on them at the age of 

13 I was taken off them as it was clear they werent helping me anymore as problems 

at home worsened. I was left to deal with this alone with no offer of counselling or 

any other form of help. By the time I was 16 I decided it was time I finally did 

something about it so I took myself to the local gp and asked for help (counselling, 

therapy just anything that would help me cope as I was severly self harming at this 

stage) Instead of acknowledging my request for help I was handed a prescription for 

sertaline anti depressants and was sent on my way (I was in the gps for all of 10 

minutes, not nearly long enough to be prescribed anti depressants, it was also my 

first visit to that particular gp as I was moved to a childrens unit in Scotstounhill) 

I decided that maybe the doctors prescription was the best option and decided to 

take them, the first two days were okay, I wasnt experiencing anything different so I 

continued to take them as prescribed (one tablet a day) but by day three and four I 

was hearing voices and seeing people who weren't really there, I was having terrible 

night terrors and self harmed basically non stop during those days by the time day 

six came I felt so distraught about everything that I was experiencing that I attempted 

to end my life, I emptied all of my tablets out of the packaging and onto a table and 

started to take them all. I was so lucky that my partner at the time arrived home and 

stopped me before I could do any serious harm to myself. I started to explain what I 

was going through and they basically gave me what I really needed all along, 

someone to listen, someone who would actually help me with my issues and stop me 

from blocking it all in to the point I was physically harming myself. They were able to 

tell me that I didnt need medication, they reassured me I would be okay without them 

and I allowed them to take the medication and dispose of it all. 

If GP's keep handing out anti depressants instead of offering help so many more 

people are going to go through the same experience as myself, even some will 

experience worse, some people may not be as lucky as myself and may go through 

with commiting suicide without anyone there to stop or help them. I was too young to 

go through something like this myself to begin with even worse that a legal guardian 

wasnt informed that I was prescribed a high dosage medication. Its terrible how 

easily accessible medications, with side effects like these are. I would hate for 

someone younger or even a little older than me to go through something like this and 

not be offered every other bit of help before hand. Anto depressants should be a last 

resort after every other avenue has been pursued. 

 

Thank you for taking the time out to read about my experience.  



PE1627/U 
Megan McManus submission of 9 February 2018 
 
I was 17 years old and went to see my doctor about how I was always very sweating, 
could hardly catch my own breath, my chest would always tighten, I couldn’t sleep at 
night and how I was always tired, they spoke to me about a few things that day. I 
wasn’t even in the room for 10 minutes and this was my first visit about how I felt and 
she told me that she was going to give me a anti depressant/anxiety tablets. I asked 
why I was giving them I didn’t think I needed them and she just said take them for 
the next 2 months and let me no how you get on as she thought that they would be 
the best thing for my symptoms. 
 



PE1627/V 
Stephanie Craig submission of 9 February 2018 
 
I was 14 just about to turn 15 the first time I went to the doctors and got prescribed 

medication for my mental health problems. It all started because I asked the doctor if 

I was to young for antidepressants as I was going through a really tough time. The 

first medication they put me on was fluoxotine. For the first couple of weeks there 

wasn't a noticeable change regarding my mental health. Then It hit, it hit me hard. 

My mental health became a lot worse and I became suicidal. I was on fluoxotine for 

around a year as well as being on other medication for anxiety. In that year I 

attempted to commit suicide at least 10 times through taking overdoses, trying to 

hang myself and trying to jump in front of a train. This has left me with lifelong health 

problems. I wholeheartedly believe this was due to being put on fluoxotine as I only 

attempted to take my life when I got put on fluoxotine. Thinking back there was alot 

more that could have been done to help with my mental health. I mean there was no 

attempts at therapy untill I was 16 but by then the damage was already done. Since 

then I've been on different medication including antipsychotics and I have been told I 

have a personality disorder due to signs and symptoms I have displayed since I was 

16. I think that my mental health problems have progressively gotten worse since 

being put on fluoxotine. I also think if I had therapy or counselling before I got put on 

medication then maybe things would be a lot different. I've been on at least half a 

dozen medications but the problems are still there and hasnt been dealt with. I think 

it's about time that people got a voice, that young people get a voice. I think that 

things need to change with regards to giving medication to young people with mental 

health problems. To many young people are affected by medication that is meant for 

adults these medications can cause some serious lifelong problems. I think it needs 

to be a last resort not a first, things need to change and they need to change now. 

 



PE1627/W 

Anonymous submission of 9 February 2018 

 

I am currently 18 years old about 3 4 weeks after I turned 18 I went to the doctors 

about heart pains and feeling dizzy as I thought it was something physical that was 

wrong I went to see every doctor in the practice and they all where convinced it was 

anxiety and I was having bad panic attacks I took that into consideration and asked 

what I could do to stop it from happing they proscribed me a tablets called setraline 

and explained that it was an antidepressant and that it would probably make me feel 

a bit low for a couple of days before I start to feel better I explained that I did not 

want to take them as I didn’t want to feel worse than what I already did and they 

went persisted that I give them a try to see if they would help I took the tablets home 

and had a think about it but still didn’t think it was a good idea to take them so I 

decided not to, this was all going on in July 2017 it is now February 2018 and the 

doctors still ask me if I have tried them and I still tell them that I haven’t and I won’t 

eventually I was offered counselling but I am starting to feel better day by day on my 

own I don’t agree with doctors handing out antidepressants out to young people 

based on a 15 20 minute appointment I definitely think counselling should be offered 

100% before antidepressants as sometimes they don’t help people and can become 

very addictive. 



PE1627/X 
Anonymous submission of 9 February 2018 
 
I was 17 nearly 18 years old when I was having a bad patch and was suicidal and 

my last resort was my Doctors and I was giving anti depressants and the second 

steps was Councilling shouldn’t it be Councilling first and then medication? I hide my 

emotions from my family as I was ashamed and felt like a disappointment. 

18 years old I took the total attempt of 6 suicidal attempts overdoses on anti 

depressants 100 tramadol paracetomol 18p paracetomol On Shop shelves and 

especially medication I was giving from the doctors was never a week supply was 

always a month I was issued and I was in hospital for a week with a mental health 

team. 

6 suicidal attempts it took for me to get Councilling and some support from my 

Doctors when I was under 18 I was expected my mum to be phoned as it would be 

minutes before my life changed and my families changed forever 

I’m Praying this comes to a end and Councilling and family should be the first step 

instead of depending our life’s on medication I have a daughter now and the though 

of her going to Doctors and me being shut out as she is feeling this emptiness and 

for her to take her life scares me. 

 



PE1627/Y 
Karen Mcelhinney submission of 21 February 2018 
 
I am 34 and have been involved with mental health services since approx age 18. 
Having suffered severe mental health problems most of my life I have been involved 
with a number of agencies and mental health specialists as my belief is tablets are 
not a cure. I have used alternatives to anti-depressants for a number of years which 
include alternative behavioural therapies such as meditation and various other 
methods to lift depressive low moods. I have also been an inpatient within nhs 
psychiatric ward for a short period in which I was observed without medication and 
further released home to continue with alternative coping methods , at times 
throughout the years I have also had input from crisis team which I found extremely 
beneficial and would recommend as an alternative to current method which involves 
assessment at local a&e and would most benefit young adolescents who may just 
need temporary support for short periods . I feel the current mental health system is 
lacking in adequate support for young and old patients and that gps are very quick to 
alleviate the problem by medication this in my opinion is a short term unnecessary 
solution which only creates further problems later in life in regards to long term 
dependency and also side effects which vary from slight to extreme. I feel it would 
benefit patients more to have a support network and alternative therapies as a first 
port of call and medication only if all other avenues have been explored and 
exhausted and as gps are limited in time for each appointment I feel a medical 
professional such as a mental health expert be available and readily accessible to 
both gps and the public for advice and support at any time and that the patient be 
supported throughout and encouraged to confide in a family member to help them 
through the process and be there to safeguard their well being and prevent any 
possibility of self harm .  
 



PE1627/Z 
Petitioner’s submission of 19 February 2018 
 
I want to thank the committee for giving me the chance to respond to the 
submissions and specialist they have had in. Again I stand firm with the view that 
children under the age of 18 should have some forum of trusted adult consenting 
and supporting them with treatment.  
 
I understand not all children will have supporting family's sadly this is something I 
have come across personally while speaking with young people. Where they are 
open to having an adult they trust involved (as many do not understand the 
treatment being given or options) Many would not want their parents involved (some 
would though) but they would want an adult they trust involved (many weren't aware 
they could have an adult involved with help from their GP) Maybe they aren't being 
informed within that GP visit of what they are entitled to and what choices they have.  
 
A big question I ask my self is are they given informed consent themselves in that 15 
min visit so that they can fully understand and give informative consent to the 
treatment? This is something I find within a 15-min appointment very unlikely. To 
speak to a patient to check them over, to look up the best treatment and then explain 
the effects good and bad and how to take the medication alone would take surly 
longer than 15 mins just a thought for you just now but something I will come back to 
later on in the submission.  
 
I would like to start with addressing a few things from the sitting on the 7th 
December. Firstly I wanted to thank everyone who took the time to sit before the 
committee and give their views and also answer the committees 
questions. CAMHS was brought up a number of times about it being over stretched 
and underfunded and it not being able to see everyone referred (I know this first-
hand as my son has been rejected from CAMHS) How do CAMHS access who need 
to be seen and who doesn't ? If a Dr / School refer a child they are not doing so 
lightly, so to not see that child how can they say they have stats and figures ? They 
only have the stats and figures for children they have seen. I would say I agree with 
the charity's that CAMHS is only a small part as it seems so many are indeed as 
Children in Scotland said rejected from CAMHS some without even being seen, 
some after being seen once (this was the case a few months ago with my daughters 
friend who tried to take his own life) Are we putting money before our children's well-
being surly extra funding to child services like CAMH should be a priority to try to 
bring in more resources to a place that's very clearly unable to live up to the standard 
that it was intended. I have included a link from young minds about the funding 
of CAMHS1.  
 
To quote Children in Scotland “It is important to remember that we have targets and 
statistics only for the upper levels of CAMHS. CAMHS are intended to be a four-tier 
system, starting with universal services—schools, general practitioners and health 
visitors—and moving up to more specialist services. We have data only on referrals 

                                                           
1
 https://youngminds.org.uk/about-us/media-centre/press-releases/children-s-mental-health-funding-not-

going-where-it-should-be/ 
 

https://youngminds.org.uk/about-us/media-centre/press-releases/children-s-mental-health-funding-not-going-where-it-should-be/
https://youngminds.org.uk/about-us/media-centre/press-releases/children-s-mental-health-funding-not-going-where-it-should-be/


to tiers 3 and 4—the more intensive sectors. People are waiting longer than they 
should be in those sectors. Only about 80 per cent of children and young people are 
seen within the 18-week target—a target that we feel is too long”  
 
I myself find this shocking that CAMHS only has data on 3 and 4 what about 2 and 1 
should there not be figures on that to show early prevention? Are schools and GP's 
who make up 1 and 2 educated enough to deal with mental health? I agree 18 
weeks is far too long and that is a big problem, sadly some cannot make it to this 
waiting point and the end result is tragic. I also agree that the voluntary sectors have 
little or no funding and are most often approached more than CAMH for help we 
need to look at what help we can also provide for these voluntary sectors so that 
they can continue to be of the best support they can be when they are some peoples 
last hope after being rejected by everyone else.  
 
I would like to say to Mr Whittle that I was concerned how SAMH were so hostile to 
your comment about capacity as I think this was a very fair and important question 
and one that I would have liked to seen addressed instead of shut down, of course 
as with physical health mental health can affect our capacity to know what is best for 
us at the time. I think we need to remember we are not saying people with mental 
illness lack the capacity to give consent to understand and know what is best for 
them but that anyone with any kind of illness can come to a point where their 
capacity can lack, I find it concerning that SAMH would be so defence about this, I 
personally and I'm sure others would also agree that it is a question that needs to be 
answered when in any health condition do you lack capacity? So let's say when a 
person is having mental health episodes the one thing they have said after it is they 
were not in control or do not remember doing or saying certain things, do they then 
have the capacity I would say NO so it is something I wonder when a medical 
professional such as a DR defines that they do have the capacity and is there any 
guild lines in place for this ?  
 
I welcome the view of bringing some kind of approach into schools regarding mental 
health and physical well-being but I think that it is better started in primary school 
and carrying on Into high schools rather than the view of it starting in high school, 
study's show that children as young as 8 suffer from some forum of anxiety low 
mood. I’m aware that there is nothing in place within the schools) I agree with 
Children in Scotland that it can be very scary idea about going to speak to a GP. 
There can be life events that can be easily talked through with a school councillor 
Sometimes someone who the child doesn't see as an authority figure. I read in the 
petition response from Children in Scotland that it's something the Scottish 
government is already looking into and I welcome this and hope that it is a positive 
outcome as it is one that I believe will make a big difference, the idea seems to be 
working that Penumbra has and I would welcome as I said it starting within primary 
schools, I was concerned about the target of 52% Penumbra talked about that was 
then scrapped as it reached its target surly it would then go on to reach 100 % to me 
52% is just over half. Penumbra seems to have some very interesting points in his 
way of treatment and I cannot understand why Penumbra is not funded more when it 
is clearly showing signs of better well-being for our children maybe services like this 
are a step forward.  
 



I want to pick up on what Rona said about Gp's having the necessary training 
dealing with people with mental health issues? I think it is an important question and 
one that the committee had conflicting views on (which I will comment more on in my 
response to the petition sitting 18th Jan) The question also Rona asked was “do they 
have training to make appropriate decisions when prescribing mental health drugs to 
under-18s, to ensure that those around the young people are informed of the 
possible side effects of medication? I certainly know that they do not make the 
parents of people around them aware as this is confidential so unless the child tells 
them they have no way of knowing to help and support and sadly like myself misread 
the signs for laziness or teen behaviour.  
 
Another question was How confident are you that GPs are well enough equipped to 
deal with prescribing drugs to young people? I agree with SAMH that GP's would 
welcome more training and help within that field and also their willingness to say so 
is showing they do want to help but are limited to what they know and can do. As the 
committee already obtained that over half of GP's don't know a non-pharmaceutical 
method also stated by SAMH. SAMH also said that “in our response to the petition, 
we said that there is currently the ability to break confidentiality when a young person 
is potentially in danger. We are not sure that that is widely understood.” To me that is 
also a very big concern as this should be very clear to a GP as this can mean life 
and death I would hope this is something that would be looked into more. I believe 
that it should have been broken with Britney that day I will come to that within my 
response to the sitting on the 18th Jan.  
 
I wanted to pick up on what Michelle said (also welcome you, you are a great asset) 
about the growing amount of antidepressants being prescribed is it down to more 
people coming forward or a lack of other services, I don't believe a raise in 
prescribing shows more people coming forward as the MH Minster says,I believe it 
could show people on them for longer it could show more people being put on them 
for none related mental health issues, such as everyday life events.  
 
Also, Michelle asked some key questions "What amount of time would you say that 
doctors need to spend with a young person before they can “adequately” make that 
decision?” This question is one I would personally ask myself if I could because even 
a mental health professionals would not be able to make that assessment within an 
hour session let alone 10-15 mins or even a double 20 mins appointment.  
 
Johann makes an interesting point supporting Mr whittles about capacity which I 
believe is a very important question if someone is at that point of complete anxiety 
crisis not clear thinking then I do think they lack the capacity. Johann also 
said “Should there be in place a hierarchy of interventions by the GP before they get 
to the point of prescribing tablets? I believe she has a point there should be 
someone higher up that's deals with mental illness having some intervention to see if 
the person does have a mental illness before we start them on medication that they 
may not need and that also Carry the risk of acting out something they wouldn't 
normally.  
 
Another question was asked by Michelle “was the GMC’s very clear statement in its 
letter that “doctors should disclose information if this is necessary to protect the 
young person from risk of death or serious harm”. I myself do not believe they are or 



I believe having over-ridden all GMC guidelines and protocols and giving my 
daughter medication on her first ever visit the Dr must have had concern and if she 
was concerned enough that she needed to give my daughter medication I don't 
understand why she wasn't concerned about her safety her well-being.  
 
I have tried the best I can to cover the sitting on the 7th December I will now move to 
the sitting on the 18th Jan again. I would like to thank the Minster of mental health 
and Dr John Mitchell for sitting before the committee to give evidence and answer 
their questions, first I must say I was shocked at many of the statements made by 
both of them and also the conflicting informed given. I was alarmed by the saying 
that the amount of antidepressants are on a raise and this is seen as something 
positive to me this is not positive, this could also be seen as I see it as negative it 
could mean more people being given them for none metal illness or people being 
given them longer, surly we should expect to see a less depends on these pills and 
more ways of managing mental illness.  
 
Dr John Mitchell said he believes GP's are well advised in mental health, and he 
feels they do have enough support and training to know how to deal with mental 
health, yet in the last sitting SAMH said they had spoke to GP's and most are not 
informed enough and would welcome more help training and understand so this 
confuses me, much of what Dr Mitchell said did, not a lot was anything new, I 
did note he said he would not have given the medication that was given to Britney as 
it was a physical medication I have included links to useful things about propanol.  
 
The Minster for mental health related to others about the current system might deter 
children and young people from seeking help from doctors and other professionals 
and make them less likely to disclose the full facts of how they are feeling and their 
symptoms. While this is always going to be the case we have to look at what is in the 
best interest of the person, not everyone will disclose the full facts or symptoms no 
matter of age or consent this is something that would need built up after many 
meetings (trust) I personally still do not disclose the full facts and symptoms to my 
DR and I'm 36 years old so it is not for the consent but for the trust not being built up 
there.  
 
I again want to go back to what the Minster of mental health said “Antidepressants 
are effective, their use is evidence based,” I would welcome the Minster to show the 
evidence to the committee as Fluoxetine, also known as Prozac. It is the only drug 
recommended for under 18s “as this is the only antidepressant for which clinical trial 
evidence shows the benefits outweigh the risks“. Even then it should not be 
prescribed until psychological therapy has been tried for three months and not 
worked. So I would welcome the information the MH Minster has about this.  
 
I think Johann made a very good point about at what visit at what point are these 
antidepressants being prescribed is it the 1st the second, after other treatment has 
been tried ? I asked this question in a closed group i run in support of Britney's plea 
and I have selected some people that came forward and they have submitted 
submissions, as you can see Britney being given them at her first visit is happening 
more than we think (I could get a lot more submissions if needed to support this) I 
welcome the committee saying this is something that needs to be looked at an 
answered.  



I believe members have been provided with a copy of a GMC report to read to clear 
up any confusion that you had in the last meeting I understand not wanting to second 
guess, so I hope this indeed helps. I am concerned that medication is still being said 
would not be a first call as stated in the GMC guileless and also Dr Mitchell stated 
himself yet my daughters case proves it is as do so many of the submissions, I 
believe that if the GP that day thought there was enough reasons to break all 
Guidelines and give medication that day then there was concern for my daughter to 
be a risk therefore the Dr should then break patients confidentiality for my daughters 
own safety, if the concern was not so great why break protocol why not give 
no medication and make another appointment ?  
 
It seems the breaking patient confidentiality is in the interest of the public more than 
the patient from what the GMC says and the MH Minster. I couldn't understand the 
comment “If a child was diagnosed with a serious illness such as cancer, the GP 
would inform the parents and carers, because the child would need treatment” would 
that not be the same as a mental illness? Is physical illness and mental Illness not on 
the same level as that was my understanding. We could look at it when someone 
has cancer they do not lack the capacity to make their own decisions the same as 
earlier said about mental health, yet this is an example of when it would be broken 
by the MH Minster I believe someone with a mental illness needs as much help and 
understand as someone with physical illness so this comment kind of through me.  
 
Dr Mitchell said “clinician who believed that the person in front of them was 
expressing active suicidal ideas, the level of risk would trump any concerns about 
confidentiality. My daughter had said she didn't want to be here, she had thoughts of 
suicide but wasn't going to act on them, she said she has self harmed in the past, 
when did the alarm bells go off? Never because if they did common sense would 
have told you not to give a depressed 16-year old girl who suicide was in her mind 
84 tablets, the means I believe to take her life. The sad thing is I do not think my 
daughter wanted to take her life I think it was a cry for help, but she was not given 
informed consent as to what these drugs would do (slow her heart right down till it 
stopped) I noted this was said by the MH Minster “ Maureen Watt: We do not know 
what went on in the specific case, and we cannot surmise. There is obviously going 
to be an investigation. I wonder if the committee could explain this comment an 
investigation into what?  
 
Dr Mitchell said "I cannot imagine a clinical situation in which any person presenting 
in acute distress and potentially mentally ill or suicidal would simply be given an 
antidepressant and that would be that. There would be much more concern, and 
support would be put in place around such a person, as an emergency measure, on 
that day.” Yet the very reason this petition is before yourselves is for this reason a 
young girl 16 years old who went for a once only visit with that GP to talk for the first 
time about mental health spoke of suicide self harm and was given 84 tablets and 
being told to return in 28 day it does happen and it happened to my daughter that is 
a cold hard fact.  
 
Rona makes a very valid point about if the person was able to give informed 
consent, I do not believe my daughter was. I have thought about the consent as it is 
one of the main things I raised this petition for, but I am glad it has uncovered and 
brought forward more issues that need addressed by the committee. I spoke with 



another person who also helped with an Interesting idea. It would take a GP a few 
seconds to print off a pre-prepared form that could be on the computer of every 
practitioner. By asking the child patient to hand it to the parent / guardian, the GP is 
not breaching confidentiality — the child may decide not to pass it on to the parent. 
That protects the GP who has made a genuine attempt to inform the parent. The 
standardised form could be used for all prescribed medication, and may look like 
this: 
 
I have prescribed your child: (Propranolol) What it will do: (slow down your child’s 
heart rate, reduce sweating, trembling, etc.) What it won’t do: (reduce your child’s 
feelings of anxiety)  
 
Possible side effects: (your child may well feel over-tired and lethargic) If you feel 
that the medication is having an adverse effect on your child, please make an 
appointment to see your child’s GP. As with all medications prescribed to children, 
please ensure that your child is taking the correct dosage, as stipulated on the 
packet.  
 
And if the medication they prescribe isn’t on the list of meds for children, then there 
should be an alternative form saying that its adult meds, but carrying the same 
warnings about adverse effects and supervising the taking of the dosage. The onus 
is then taken off the doctor, and put on to the child and parent, they will have 
Informed consent that way not only verbal but written as a lot of the time we do not 
remember important things that are said in appointments, I believe a child would find 
it easier to hand over a bit of paper than try to talk and say all this,it is just a thought 
but one I think is worth thinking about.  
 
Below I have enclosed many links I believe will be useful to the committee. Once 
again I thank each and every one of you for your compassion and understand and 
passion you have shown myself and my family thought out the petition. I have tried 
to cover everything in this petition but sadly two days ago we lost my step father to 
cancer, so I have tried my best to write this. I would be more than happy to write 
another covering anything I have missed that the committee would like to know.  
 

 “Scotland in the News” (AntiDepAware website, 12/02/2018)  

 “Why Propranolol” (AntiDepAware website, 16/04/2017) 

 http://www.bbc.co.uk/news/uk-scotland-42917452?SThisFB  
 
Here’s a page from NICE: 

 https://bnfc.nice.org.uk/drug/propranolol-hydrochloride.html    

Looks like you can give it to children – but no mention of giving it for anxiety. 

Here’s a dosage for migraine prophylaxis, whatever that is: 

For Child 12–17 years - Initially 20–40 mg twice daily; usual dose 40–80 mg twice 
daily (max. per dose 120 mg); maximum 4 mg/kg per day. 

The Patient Information Leaflet seems to think it’s OK: 
 https://www.medicines.org.uk/emc/files/pil.5853.pdf 

http://www.bbc.co.uk/news/uk-scotland-42917452?SThisFB
https://bnfc.nice.org.uk/drug/propranolol-hydrochloride.html
https://www.medicines.org.uk/emc/files/pil.5853.pdf


Adults & children over 12 years:  

Anxiety - 40mg before anxious situations. For long-term anxiety 40 mg two or three 
times a day, treatment is reviewed after 6-12 months.  

 CAMHS (West London) says: 

“Propranolol is a beta-blocker medicine. A beta-blocker medicine helps to reduce the 
symptoms of anxiety, like sweating and shaking. It does not treat the feeling of 
anxiety – only the symptoms that come with it.” 

 This last sentence sums it up – it’s for slowing down the heart (physical), does not 
address problems in the mind (mental). Therefore it can lead to tiredness & lethargy 
which can induce depression alongside anxiety. 

 The same thing is mentioned here: 

https://www.headmeds.org.uk/medications/13-propranolol/use_and_action 

“Propranolol is a beta-blocker medicine 

A beta-blocker medicine helps to reduce the symptoms of anxiety, like sweating and 
shaking. It does not treat the feeling of anxiety – only the symptoms that come with 
it.” 

https://www.headmeds.org.uk/medications/13-propranolol/use_and_action


PE1627/AA 
Marion Brown submission of 13 February 2018 
 
I attended the Committee meeting for PE01627 on 18 January where Maureen Watt 
and Dr John Mitchell gave evidence. 
 
I found this to be a very perturbing experience.  There seemed to be a defensive 
attitude rather than an attitude of recognising that a terrible tragedy – a completely 
needless sudden death of a young girl - had occurred, and the need for an open and 
honest exploration what lessons could be learned in order to minimise the risk of 
such a tragedy occurring again. 
 
There was a lot of focus on ‘mental health’ and ‘appropriate’ (sic) prescribing of 
antidepressants – per guidelines.  There was also discussion about the need for 
young people to be able to have confidential consultations with their GP, and the 
need for GPs to have time to have the necessary discussions leading to ‘informed 
consent’.  Submission PE1651/CC (David Healy) also has relevance to this petition. 
 
With PE01651 we would contend that prescribing doctors do not themselves know 
how the psychiatric drugs work and have been misled by their own professional 
guidance, so the notion of ‘informed consent’ is completely undermined from the 
outset.   
 
Had an SSRI antidepressant been prescribed in this case (instead of a beta-blocker), 
it may not have had fatal consequences in a one-off impulsive overdose, but may 
well have induced suicide by other means. (See PE1627/R).  Scientific American 
article ‘The Hidden Harm of Antidepressants’ (Feb 2016)1 gives a concise summary. 
 
All the points in my own earlier submission (PE1627/L) remain pertinent. 
 
I understand that the GMC investigated this case and came to the eventual 
conclusion that the prescribing doctor had acted in accordance with ‘good medical 
practice’ and had ‘done as any other doctor would have done’ in the circumstances.   
 
That may indeed be the case – and the prescribing doctor has to live with the terrible 
consequences of her decision to prescribe what she did prescribe on that occasion, 
a beta-blocker heart medication for symptoms of anxiety. 
 
The question has to be asked: WHAT COULD AND SHOULD BE LEARNED FROM 
THE TRAGEDY?   It would appear that the medical profession, guided by robust 
‘medical defence’, refuses to learn anything - excepting how to prove that they have 
no responsibility or liability whatever for the tragic outcome. The ‘guidelines’ were 
apparently followed and the doctor ‘did what any other doctor would have done’ in 
similar circumstances and so cannot be singled out for scapegoating.  No-one takes 
any responsibility and a young girl of 16 has died by taking an overdose of pills 
prescribed ‘as per medical guidelines’ for the presenting symptoms of anxiety. These 
pills, with known powerful effects on the heart, were prescribed without any 
knowledge of, or discussion with, her parents with whom she lived. 

                                                 
1
 https://www.scientificamerican.com/article/the-hidden-harm-of-antidepressants/  

https://www.scientificamerican.com/article/the-hidden-harm-of-antidepressants/


Learning points for doctors, from this tragedy, should surely be: 
 

1. What had/has the patient presented with?   (Anxiety, poor sleep, etc.) 
2. What was/is the likely cause of the symptoms?  (Bullying etc.) 
3. What could/can be done about the cause of the presenting symptoms?  (NOT 

MEDICAL!) 
4. Where could/can the patient be appropriately and swiftly signposted for help 

and support for dealing with the cause of the symptoms? (Link worker, nurse 
counsellor, community support etc.) 

5. Agree to follow-up, if that should be required, at a later date. 
6. If it was/is really felt necessary, at a later date, to prescribe any medicine (be 

that anti-anxiety, beta-blocker?!, antidepressant, sedative, painkiller etc.) for 
the presenting symptom(s) then the choice of medicine, possible adverse 
effects, and dosage should be carefully discussed with the patient and it 
should be agreed with the patient that such a prescription medicine (which, 
by design, acts on the nervous system) can only be provided with the 
knowledge of an adult companion of the patient’s choice who can ‘keep an 
eye’ on how the patient responds to the medicine, and can raise alarm in 
case of any adverse reaction which the medicated patient may not 
recognise as such. 

7. Akathisia is a very real risk, especially with antidepressants, and the patient 
and a trusted companion should be alerted that this is a possible early 
adverse reaction for some people who cannot safely metabolise 
antidepressants.  Many GPs do not recognise this – but patient groups are 
distributing information  http://missd.co/  

 
I have written an article for Welldoing.org ‘What you need to know ….’ 2 intended for 
social workers/counsellors/therapists (and indeed patients and their doctors) who are 
finding that medications are seriously complicating and compromising the 
effectiveness of their/our work, detailing what I have learned about the issues - and 
containing links to useful online resources.  
 

                                                 
2
 https://welldoing.org/article/what-you-need-to-know-about-coming-off-antidepressants  

http://missd.co/
https://welldoing.org/article/what-you-need-to-know-about-coming-off-antidepressants


PE1627/BB 
Alyne Duthie submission of 15 February 2018 
 
When we visit our doctors seeking help to overcome problems with our mental health 
we assume there is good evidence-based research for the treatments they may offer 
us. But that isn’t necessarily the case. Professor David Healy, a leading expert in 
pharmacology, spoke recently at a global health conference in Aberdeen. He 
questioned the value of prescribing antidepressants to teenagers – 45% of the under 
18s are currently prescribed fluoxetine – when the clinical evidence showed they 
caused more harm than good. Dr Jane Morris, a consultant psychiatrist at 
Aberdeen’s Cornhill Hospital, was quick to refute this by saying that studies showed 
the drugs can be the most effective treatment for young people with depression. She 
talked of the importance of seeing whether the benefits outweighed the risks. 
Psychiatry has indeed been telling the public of the effectiveness of mind and brain-
altering drugs for conditions like depression and anxiety but they have been less 
forthcoming about the widespread manipulation and burying of negative drug trial 
data in some cases leading to massive fraud, the $2 billion GlaxoSmithKline health 
care fraud settlement in 2011 deemed the largest in US history being a prime 
example. 
 
The practice of “ghost writing” articles published in medical journals appears to be 
endemic and further keeps the public from knowing the truth. A study published in 
the Journal of Clinical Epidemiology in 20161 revealed that a third of meta-analyses 
of antidepressant studies were written by pharmaceutical employees and that they 
were 22 times less likely than other meta-studies to show negative outcomes about 
the drugs. 
 
There is research, however, that is less keen to toe the pro-pharmaceutical line. 
From a 2004 paper, “Efficacy and safety of antidepressants for children and 
adolescents”2, statements such as “results make a major benefit from newer 
antidepressants unlikely”, and “serious adverse effects with newer antidepressants 
are common enough to be detected in randomised controlled trials raises serious 
concerns about their potential for harm”, give a less rosy picture for antidepressant 
prescribing in this age group. And concerns are expressed for “biased reporting and 
overconfident recommendations” which “mislead doctors, patients and families”. In a 
2005 study titled “Wishful thinking: antidepressant drugs in childhood depression”, 3 
we see further worrying issues raised; “Reasons for the increasing rates of use are 
likely to include heavy promotion of both medication and illness, distortion of the 
publicised data related to safety and efficacy, under estimation by clinicians of the 
importance of the placebo response”. In addition the Yellow Card system for 
reporting adverse drug reactions is “subject to underreporting, misleading and flawed 
analysis”. Disturbingly, given that fluoxetine is the only antidepressant recommended 
in the UK for children 8 years and older they discovered a “lack of statistical 
advantage of fluoxetine over placebo”. The authors concluded that in the “perceived 
need to ‘do something’” the Hippocratic injunction to “do no harm” may be forgotten. 
In a reanalysis4 of data from Study 329, a clinical study originally funded by 
                                                           
1
http://www.jclinepi.com/article/S0895-4356%2815%2900429-1/abstract  

2
 https://doi.org/10.1136/bmj.328.7444.879  

3
 https://doi.org/10.1192/bjp.187.4.304    

4
 http://www.bmj.com/content/351/bmj.h4320  

http://www.jclinepi.com/article/S0895-4356%2815%2900429-1/abstract
https://doi.org/10.1136/bmj.328.7444.879
https://nam03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1192%2Fbjp.187.4.304&data=02%7C01%7C%7Cced5be0b875e4613421f08d5738b27bd%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C636541963850817707&sdata=qOvGFru3vWdpYlPwOA0ZCuNiMjkTpkEWPIN1yChmhII%3D&reserved=0
http://www.bmj.com/content/351/bmj.h4320


SmithKlineBeecham from 1994 to 1997 into the efficacy of paroxetine and 
imipramine in treating adolescent depression, researchers found exaggerated 
efficacy and undisclosed harms. Some of the most important information was buried 
in the appendices in which suicide attempts were misrepresented as “emotional 
lability” or “worsening depression”. People may remember the BBC Panorama’s 
“Secrets of Seroxat” and “Emails from the Edge” after which the MHRA advised 
against prescribing SSRI antidepressants to the under 18s. 
 
For children, or indeed adults, to see themselves only through the lens of mental 
illness can only be counterproductive, it does nothing to address the underlying 
reasons for their distress. As Natasha Devon5 formerly appointed children’s mental 
health champion by the Department of Education in England put it so aptly: “If a child 
is being bullied and they have the symptoms of depression because they are being 
bullied, what they need is for the bullying to stop. They need to feel safe again. They 
don’t necessarily need antidepressants or therapy”. They certainly don’t need the 
adverse side-effects of taking antidepressants the possibility of suicide being one of 
them as highlighted in an analysis6 of 70 trials of the most common antidepressants 
which found they doubled the risk of suicide and aggression in the under 18s, 
something already partly acknowledged by the 2004 FDA “black box” warning for all 
antidepressants about risk of suicidal thoughts and behaviour in young people. And 
no one is asking about the likelihood of suffering permanent sexual dysfunction after 
being prescribed antidepressants in childhood. 
 
The prescribed harm community know only too well the resulting neuropsychiatric 
damage from antidepressants or indeed any of the other prescribed psychotropic 
medications, and it is increasingly left to them to challenge the perceived wisdom on 
what we know about their efficacy. In a quote attributed to Stephen Hawking but 
likely from the historian, Daniel J. Boorstin; “The greatest enemy of knowledge is not 
ignorance, it is the illusion of knowledge”. We need to challenge the illusion that we 
are presented with all the facts, that we are apprised of all the risks and for that we 
need “duty of candour”. 
 
 
 
 
 

                                                           
5
 “Stop-giving-bullied-children-anti-depressants, The Independent, 29 April 2016 

6
 http://www.bmj.com/content/352/bmj.i65  

http://www.bmj.com/content/352/bmj.i65


 

 

PE1627/CC 
Fiona French submission of 13 February 2018 

 
1 Robust assessment of harms is needed 
 
At the meeting of the Public Petitions Committee on 18 January, the Minister for Mental 
Health, Maureen Watt, stressed the importance of early intervention and prevention which 
is of course the best way to avoid young people with mental health issues being in the sit-
uation where medication needs to be prescribed at all.  We all welcome greater openness 
about mental health issues and the reduction of stigma.  However, it cannot just be as-
sumed that this has resulted in increased prescribing of antidepressants or that increased 
prescribing is necessarily a good thing.  Research in England has demonstrated that in-
creased prescribing rates are due to patients staying on the drugs for longer rather than 
more patients coming forward.  Without a robust assessment of the harms caused by 
these drugs, including drug-related suicides, one cannot assume anything about their 
safety or effectiveness.  Yet, Dr Mitchell stated during the discussions for PE01651 that 
there was no way of knowing how often patients of all ages were seriously harmed by 
these drugs.  Increased prescribing among young people could also of course simply indi-
cate a lack of alternative services available to these patients and their prescribing doctors.  
 
2 Explicit and accurate information is needed about the drugs 
 
Professor David Healy, one of the world’s foremost psychopharmacologists and expert in 
SSRI antidepressants, spoke at a global health conference recently in Aberdeen1. He said 
that, in 29 paediatric clinical trials of antidepressants, every single one failed to produce an 
obvious benefit. Moreover, “In every single one of these trials it has produced more harms 
than benefits in the sense that it has made children become suicidal who wouldn’t 
have become suicidal if they hadn’t been put on these drugs.”  He also said: “We 
have a situation where, if you are following the evidence, no-one should be using these 
drugs. At the same time, in teenagers, these drugs have become the most commonly used 
drugs.”   
 
Dr Jane Morris, consultant psychiatrist, Cornhill Hospital, Aberdeen, spoke on behalf of the 
Royal College of Psychiatrists.  She was astonished at Prof Healy’s assessment of the ev-
idence but she did not explain what was wrong with Prof Healy’s statements or in what 
way they were wrong.  She expressed the view that antidepressant prescribing is effective 
and appropriate.  And so the listening public was once again left confused, much like the 
patient in the consulting room when given less than clear information about the drugs they 
are being advised to consume.  What is one to believe and disbelieve? The public and pa-
tients alike are not given facts and figures on which they can base an informed decision.   
They are not presented in such a way that allow for an informed assessment of the bene-
fits and the risks.  Why is this information not presented to the public in a format that they 
can understand it?  So how can a young person possibly be expected to make an in-
formed decision when there is such a huge gulf between one set of experts on the one 
hand and the Royal College of Psychiatry on the other?  Which set of opinions will be pre-
sented to the young patient in the consulting room?  Surely the issue is not the capacity to 
consent but the quality and accuracy of the information being offered by the prescribing 
doctor.  
 
3 Antidepressant prescribing is too high 

                                                 
1
 http://www.bbc.co.uk/news/uk-scotland-42917452 

 

http://www.bbc.co.uk/news/uk-scotland-42917452


 

 

 
The Minister for Mental Health and Dr John Mitchell both asserted that there is no evi-
dence that antidepressants are being prescribed inappropriately by GPs in Scotland.  Dr 
Mitchell said they are being used for the right indications and they are being reviewed.  I 
find this surprising given the research results being reported in England and the recently 
announced Public Health England year long review of drugs of dependence, including an-
tidepressants.  Prof Tony Kendrick, Southampton University, estimates that around 33 - 
50% of patients could taper off their antidepressant drugs and avoid future side effects and 
become more self-reliant2.  He also says that up to one half of patients could be given an 
alternative treatment.  The Minister however stated that “there is no evidence that people 
having greater access to psychological therapies will reduce antidepressant prescribing”.  
The views of the Scottish Government seem to be completely at odds with thinking south 
of the border.  
 
4 Medical training in pharmacology? 
 
There was much discussion about training and education for GPs in mental health, particu-
larly diagnosis of depression.  Also the issues around safeguarding and obtaining consent.  
The Committee discussed GP undergraduate and postgraduate training in psychiatry and 
opportunities for continuing professional development, as well as the nature of appraisal 
and revalidation.   
 
I would wish to once again focus on the drugs.   
 

• How much education and training do GPs receive in relation to the drugs they prescribe 
and the adverse effects of those drugs?   

 

• How much time is spent on pharmacology for example in the undergraduate and post-
graduate courses?  I understand that time in the undergraduate curriculum for this sub-
ject has been reduced as curricular changes have taken place over the years and this 
has been a cause of considerable concern.  

 

• How much of the information received by prescribing doctors is in fact from the pharma-
ceutical industry and biased in their favour?   

 
It is now clear from the experiences of patients reported for Petition PE01651, that GPs 
seem to have limited understanding of the issues of dependence or the need for slow and 
safe tapering.  They often do not recognise the adverse effects of the drugs, assuming that 
such effects are signs of deteriorating mental health.   If there is such limited understand-
ing of the drug effects then they may not be in a position to give patients accurate infor-
mation in order for informed consent to be obtained.  Nor will they be in a position to moni-
tor the patient appropriately after the drug has been prescribed.  Young adults should be 
informed of all the risks associated with these drugs as should adults of all ages.  These 
include of course the risk of dependence and the difficulties of withdrawal.  
 
The issue of safeguarding was then discussed.  Young adults who seek help for mental 
health problems are likely to be anxious or depressed or both.  If they have a history of 
self-harming that would of course ring alarm bells.  A young person in these circumstances 
may well have no intention of taking their own life, but the prescribing of powerful neuro-
toxic drugs could well propel them towards that very act.  And so while it would be the 

                                                 
2
 https://www.southampton.ac.uk/news/2016/07/antidepressent-study-kendrick.page 

https://www.southampton.ac.uk/news/2016/07/antidepressent-study-kendrick.page


 

 

case that the young person has the capacity to give consent, at the same time that young 
person may have little idea of what might lie ahead.  It is one thing to be told that a drug 
might have a particular effect, it is quite another to experience it.   The experience may 
bear no resemblance to the expectations of the patient.  Rational thought  may no longer 
be possible.  This of course can happen to patients of any age after being prescribed anti-
depressants.  Even with regular reviews, the GP may not be able to prevent a patient’s su-
icide.  If family members or other trusted adults are fully involved that should lessen the 
risks but even then that may not be sufficient.  It is crucial that GPs therefore understand 
the harmful and dangerous effects of these drugs for patients of all ages and that they 
clearly warn patients about these and any family members or trusted adults who are in-
volved in that decision-making process for young adults. 
 
5 NICE Guidelines on depression 
 
Dr Mitchell referred to the NICE guidelines on depression, last revised in 2016.  I was re-
cently made aware of these guidelines by Dr Philip Gaskill, GP but with respect to the sec-
tion on antidepressant withdrawal.  There are about two pages on this subject.  I checked 
every research reference on which the advice was based and to my astonishment discov-
ered that the studies are short term studies when in practice patients are on these drugs 
for many years or even decades.  Clearly there has been no attempt to revise them with 
respect to withdrawal.  I cannot of course comment on the rest of the document but I would 
ask again what exactly is known about these drugs and in particular what do GPs know 
about them?  if GPs follow the tapering guidance in this document they may well put pa-
tients at risk but they will be legally covered because they had followed the guidelines.  In 
my case, after a catastrophic withdrawal from a benzodiazepine, my GPs main concerns 
were to deny all knowledge or understanding of what had happened to me.   Antidepres-
sants have been on the market for decades and the tapering guidelines have never been 
revised to take account of the length of time patients are being kept on these drugs.  
 
6 Written consent forms  
 
Perhaps a written consent form is needed for the prescribing of mental health drugs 
whether they are prescribed for a physical or a mental health problem.  Patients could be 
provided with a detailed information sheet about the perceived benefits and known risks of 
these drugs and this would ensure every patient receives hopefully accurate and unbiased 
information and is not dependent on what may be the partial knowledge of the prescribing 
doctor.  The quality of the information would require honesty on the part of those compiling 
the document.  There is no point in medical experts providing conflicting opinions if they do 
not explain exactly what they are talking about and why their opinions differ.  The  patient 
could take that information sheet away with them, reflect on it, discuss it with family mem-
bers if they so choose before the drug is prescribed.  As these drugs are not to be pre-
scribed as a first line of treatment for young adults, consent would not normally be required 
at first consultation.  Perhaps a trusted adult could be involved in the consent process with 
the agreement of the young adult.  If the young adult does not wish anyone else to be in-
volved then this could be documented and it would be clear that they young adult is likely 
to be at greater risk as a result.  If the risk is high, then of course confidentiality would have 
to be breached.  
 
The reason this petition was brought was the tragic death by suicide of Annette Macken-
zie’s daughter, Britney.  The central issue was that of informed consent and the prescrib-
ing of powerful anti-anxiety drugs at first consultation.  Even if Britney had not been pre-
scribed them at first consultation but had returned for further consultations, the risks of tak-



 

 

ing the drugs would have been the same.  The risks of the drugs have to be properly 
communicated to patients of whatever age and at whatever stage of the consultation pro-
cess they happen to be prescribed.  it is assumed that the prescribing doctor will be aware 
of those risks but perhaps we should not take that for granted.  Was Britney informed that 
propranolol has been associated with many suicides?  Did the trainee GP in question 
know that this was the case?  Had Britney been informed that this was one of the risks as-
sociated with this particular drug, perhaps she would have been better placed to under-
stand what was happening to her.   Instead, the outcome was that the trainee GP had act-
ed as any other doctor would do in similar circumstances.  This surely does not bode well 
for other young patients seeking help for anxiety or depression.   An information sheet 
would ensure that any known risks are presented and presented consistently.  Written 
consent would ensure that there is documentary evidence that the process of informed 
consent has indeed taken place and this would protect the prescribing doctor in the event 
of a subsequent death or other adverse event.  
 



 

 

PE1627/DD 

Liz de Oliveira submission of 13 February 2018 
 

My daughter, Lucy, took her own life on 27th February 2017 aged 22. She had, of course 
unbeknown to me, been prescribed anti-depressant drugs sometime in the previous 6 
months before she killed herself. I believe that she was prescribed some antidepressant 
that was a SSRI but which was NOT Fluoxetine and Propranonol. I say “believe” because 

as she was 22 I had no way of knowing precisely what she was prescribed, when, and in 
what dosage. Even at the inquest those questions remained unanswered. 
 
Lucy and I had an extremely close relationship and we confided in each other a great deal. 

We had an extremely positive relationship. The first hint that she might have been 
prescribed anti-depressants actually came about when I was prescribed Fluoxetine after I 
suffered anxiety brought on as a result of a severe assault on me by my neighbour. When I 
mentioned the fact to Lucy she actually told me to be very careful taking them and warned 

me that they could actually make me worse and more depressed - even to the point of 
becoming suicidal - before they started making me better. I assumed that she had this 
knowledge as she was a second year paediatric student nurse at John Moore University 
and attached to Liverpool’s Alder Hey Hospital. However she mentioned, almost in 

passing, that she was on an anti-depressant because of the stress she was under trying to 
combine her studies with her employment. At some point she mentioned Propranonol but 
again almost in passing. I did not question her closely about them and how they were 
being prescribed and monitored and that will remain one of the greatest regrets of my life. 

It appears that Lucy was basically just given these tablets in a short consultation, probably 
the standard 6 minutes, without any other type of treatment being considered. Had she 
been under 18 NICE guidelines should have ensured that she would have had at least 
three months of “specific interpersonal therapy” before doctors would have been permitted 

to prescribe her such medication.  As far as I am aware very little monitoring of Lucy 
appears to have been undertaken. Lucy had never had any diagnosis of depression before 
and I am not convinced that she was clinically depressed but rather was under a great 
deal of stress from various sources in her extremely busy life. 

 
It came as huge shock to discover that she had made an unsuccessful attempt on her life 
in August 2016. This was brought to light, totally by chance when, after her death, whilst 
examining her laptop,  her older brother, found a suicide note on it. He questioned her 

boyfriend at that time and he admitted that Lucy had made an attempt on her life by taking 
an overdose but that he had managed to prevent her from taking enough medication to do 
any real harm after which she had begged him not to tell anyone. No doubt she was 
concerned about the potential impact it might have on her career. This would appear to 

coincide with the time when she was first prescribed the medication and now I can fully 
understand why she was warning me about the possible effects of Fluoxetine- because 
she told me in the knowledge of the effect it had had on her and that she had attempted to 
take her life when first prescribed them. Her second, successful, attempt came at a time 

when she told me that the doctors were altering her medications and dosages because 
they also wanted her to take an anti-epileptic medication as she was suffering from a “tic” 
and as there was a history of epilepsy in the family they were concerned that this too might 
be epilepsy –related. (The post mortem found this not to be the case and that it was likely 

due to the stress she was under).   
 
I understand that many young people are “Gillick competent” and able to make informed 
decisions about their health on their own without any input from their parents. I also agree 

that in general they should be able to do so in confidence and that if their parents were to 



 

 

be informed as a matter of course this might actually deter them from seeking assistance. 
However I do feel that mental health is one area where perhaps this should not be the 
case. Indeed even with adults it would appear that often patients do not understand the full 

potential impact of the medication they are being prescribed, especially the potentially 
negative side-effects that they might cause. Of course this is not assisted by the fact that 
they are usually prescribed when a patient is in a highly emotional state and unable to 
comprehend as well as they would in normal circumstances. This was certainly the case 

with me on the two occasions that I was prescribed anti-depressants both after the assault 
and after Lucy’s death. I am an intelligent woman, I am a barrister by profession, and yet 
on both occasions I was so emotionally traumatised I have little, if any, recollection of what 
instructions or warnings I was given when the medications were prescribed. This is of 

huge concern given that one of the side effects appears to be a heightened risk of suicide! 
 
My views are that in respect of mental health all young people, possibly up to the age of at 
least twenty five, should have somebody informed about their diagnosis, medication etc. 

This might not need to be a parent. It could be another relative or someone who is in a 
position to monitor the young person in the knowledge of the difficulties they are 
experiencing and the medication they are on. This would ensure that there was a safety 
net-someone who could note any significant changes in mood, any possible side effects of 

the drugs that might manifest themselves. In this area of medicine, when the 
consequences of not being informed and having the young person properly monitored can 
be absolutely catastrophic; it is imperative that someone close to the patient should be 
informed and this should be permitted to overrule the young person’s autonomy. If Lucy’s 

doctor had been permitted to inform me even in the very briefest of detail about the fact 
Lucy was on various anti-depressants, the cause and the possible side effects I feel I may 
very well have been able to keep her safe. The fact that I was robbed of a chance to save 
her because I was unaware of the situation will haunt me for the rest of my life. 

 
In order to prevent other families suffering the never-ending devastation that a suicide 
inflicts upon those close to the victim I would seek to persuade you that this should be an 
exception to the general rule in respect of young people’s human rights and that there 

should be a duty on the medical profession to disclose such diagnoses and treatment. In 
order to highlight the various issues surrounding mental health I took part in a BBC3 
Documentary called “Death on Campus-Our Stories” which featured Lucy’s story. I hope 
that you will take the time to watch it and see the devastation such deaths cause. For that 

reason I support this petition. 
 
http://www.bbc.co.uk/iplayer/episode/p05lyqp91 
 

                                              
1 At the time of this submission being published, it is understood that this link will be available for 8 months 
from 12 November 2017. 

http://www.bbc.co.uk/iplayer/episode/p05lyqp9


PE1627/EE 

Anonymous submission of 13 February 2018 

As this subject is close to my heart. My eldest child has struggled with anxiety for 
quite a few years & in the past 9 or 10 months has been struggling with depression. 
We went to the doctors in September & within 2 or 3 minutes of being in the room 
(not our normal GP, it was a doctor we had never met before) was offering to put my 

son on medication. Luckily we have a very close relationship & hed asked me to go 
with him, if I wasn’t there to say no to medication & ask for a referral then he would 
of walked out of that room with a load of tablets after telling this lady he’s been 
having suicidal thoughts & god knows what could of happened.  

We have been back to our doctors since & still haven’t had a referral.  
I really think the age of consent needs upping as my child is nearly 18 & I know he 
would of taken them tablets if I want in that room with him. I understand not all 
children have an open relationship with their parents but I feel that a child is just that 

a child & children should not be given such strong medication without an adult 
knowing, especially when the doctor prescribing them has never met the child 
person & the child is talking about suicidal thoughts.  
 



 
PE1627/FF 

Beverley Thorpe submission of 28 March 2018 
 
 
Paradoxically speaking……. more drugs, more suicide. 

 
A paradoxical reaction or paradoxical effect is an effect of medical treatment, 

usually a drug, opposite to the effect which would normally be expected. An example 
of a paradoxical reaction is suicidal ideation caused by antidepressants. 

  

It is now widely acknowledged, prescription drugs can put us at risk of dangerous 
adverse effects, most notably, antidepressants and some other medication can raise 
the risk of suicide. 

 
At recent events run by Samaritans Scotland, NHS Scotland and the Health and 
Social Care Alliance Scotland, people directly affected by or who engage with those 
affected by suicide were asked to ‘share their views on suicide prevention’.  The 

events aimed to influence the development of the Scottish Government’s next 
Suicide Prevention Action Plan, due to be published in Spring 2018. This week, the 
findings of the consultations were presented to Scotland's Mental Health Minister, 
Maureen Watt.  

 
The report says doctors, council workers and bus and train staff should be given 
suicide prevention training in a bid to stem the rising tide of those taking their own 
lives. GPs, A&E staff, prison officers, teachers and job centre staff are among those 

who should get potentially life-saving training as findings were there was little help or 
understanding available in times of crisis. The report is also critical of family doctors: 
“Participants highlighted inconsistent support from GPs, some of whom did not seem 
to know how to talk to those who had contemplated or attempted suicide” it says. It 

also claims many GPs are unaware of what other services exist to help people, apart 
from NHS mental health services. 
 
I personally attended the consultation in Inverness on January 18th, 2018, where I 

respectfully made the point that any Suicide Prevention Strategy discussions must 
include discussions about the adverse effects of antidepressants and other other 
prescription medication. The Suicide Prevention Strategy 2013-2016 included the 
statistics that 59% of the 5,119 people who died by suicide between 2009 and 2015 

in Scotland had at least one mental health drug prescription dispensed within 12 
months of death. 82% were prescribed an antidepressant alone or in combination 
with another drug.  Why are alarm bells not ringing? 
 

I was disheartened but not surprised to find, as with the Mental Health Strategy 
2017-2027, this week’s report failed to mention our ever increasing dependence on 
the medication 59% of people who died had been prescribed.  These are drugs 
Maureen Watt now proposes people take in higher doses for longer periods of time. 

In her statement about the report, Mrs Watt claims to want to learn more from people 
about the issue, so here goes………. 
 

x-dictionary:r:'Pain?lang=en&signature=com.apple.DictionaryApp.Wikipedia'


SSRI antidepressants have different names throughout the world but the mechanism 
of action is the same. They are generally prescribed on the basis they cure a 
‘chemical imbalance’.  However, no chemical imbalances have ever been proven to 

exist.  No tests exist to support this theory, and it is a societal belief based on 
pharmaceutical marketing. 
 
Animal studies demonstrate when initially given Fluoxetine (Prozac), an SSRI 

Antidepressant , the brain shuts down its own production of serotonin, causing a 
paradoxical effect or opposite effect on the level of serotonin.  The brain’s chemistry 
wants to remain balanced and any disruption from SSRIs or other medications 
throws the brain off balance. What results from this disturbance is often described as 

like a rollercoaster effect. A person’s mood goes from consistently depressed to 
temporarily content to all over the place very quickly. It’s for this reason the Food and 
Drug Administration requires “Black box warnings” on all SSRIs, stating very clearly 
that they double suicide rates from two per 1,000 to four per 1,000 in children and 

adolescents.  
 
“Instead of correcting biochemical imbalances, the drugs cause biochemical 
imbalances. Deterioration seen in many patients is not caused by an inherent 

disease process within the brain, rather a by toxic exposures to psychiatric 
medication.  Every psychoactive medication disrupts the normal homeostatis of 
the brain, causing additional biochemical distortions within the brain as the organ 
attempts to overcome or compensate for the drug-induced disruption of normal 

function.” (Andrews, Kornstein, Halberstadt, Gardner, & Neale, 2011; Breggin, 
1991,2008a; Breggin and Breggin, 2004; Science Daily, 2011a). 

 
In short, the drugs ‘create’ a chemical imbalance rather than ‘cure’ one.  It is at times 

of starting medication or increasing or decreasing doses the imbalance most often 
occurs.  
As Peter Breggin, a leading psychiatrist and medical expert who has examined 
dozens of cases of individuals who have committed suicide or violent crimes while 

under the influence of SSRIs says, certain behaviors are “known to be associated 
with these drugs,” including “anxiety, agitation, panic attacks, insomnia, irritability, 
hostility, impulsivity, akathisia (severe restlessness), hypomania, and mania.” Any of 
these adverse effects can cause both suicide and violence. As far back as 1994, he 

suggested that a label warning for SSRI antidepressants should include specific 
behavioral reactions including violence, depression and suicide. 
 
I advise Mrs Watt to take a look at SSRI Stories,(www.ssristories.org), a collection of 

over 6,000 “stories” that have appeared in the media (newspapers, TV, scientific 
journals) in which prescription drugs were mentioned and in which the drugs may be 
linked to a variety of adverse outcomes including suicide and violence. There are 
over 1300 harrowing deaths reported in detail in the Suicide section, all of which 

were linked to Prescription medication, in particular SSRIs. There are many untold 
“stories” as for years families have claimed that antidepressant medication drove 
their loved ones to commit suicide, but have been continually dismissed by medical 
companies and doctors who claimed a link was unproven. There are also landmark 

settlements by pharmaceutical companies to families who were brave enough to 
pursue their claims. 
 

http://www.ssristories.org)/
http://www.telegraph.co.uk/news/uknews/1336447/Ted-Hughes-blamed-drug-for-Plaths-suicide.html


One of the stories titled “Youth, meds and suicide” which appeared in the Los 
Angeles Times, reports an FDA panel hearing on claims that some antidepressant 
drugs trigger thoughts of death in children. 

In a public hearing a panel of experts convened by the Food and Drug Administration 
addressed the underlying question: “Could the same drugs that doctors say have 
helped make life more enjoyable and fulfilling for millions also increase the risk of 
suicide in some children?” The hearings came weeks after health officials in England 

banned doctors from prescribing a range of antidepressants to children, citing 
concerns over suicide risk.  
 
As Maureen Watt says “every suicide is a tragedy with a far-reaching impact on 

family, friends and the community long after a person has died.” The story of 16 year 
old Scot, Britney Mazzoncini will be added to the ever growing list of suicides caused 
by prescription medication. She went to her GP with depression and suicidal 
thoughts and was prescribed a month's supply of Propanolol, a Beta-blocker / anti-

anxiety drug. She left the surgery with 84 x 40mg tablets and was advised to return 
in 28 days. 16 days later, she took an overdose and died at their family home in 
Glasgow. What we do know is Beta-blockers, particularly the more lipophilic, 
nonselective beta-blockers, like propranolol can cause major depressive episodes 

after initiation of therapy.  
 
Her courageous mother, Annette McKenzie, had no knowledge her daughter was 
taking the medication. Annette  lodged a petition at the Scottish Parliament 

asking for a rethink of the way GPs treat mental health conditions in young people. 
She wants GPs to be unable to prescribe antidepressants to under-18s without the 
knowledge of a parent or guardian. MSPs have ordered more information on whether 
children are prescribed antidepressants as "the first port of call or the last port of 

call". 
 
We will never know the exact conversation between Britney and the prescribing GP, 
but what we do know is Beta-blockers, particularly the more lipophilic, nonselective 

beta-blockers, like propranolol can cause major depressive episodes after initiation 
of therapy. Today, when the concept of compliance is being replaced by patient 
choice and Realistic Medicine says modern healthcare providers should encourage 
and welcome a patient who is self-educated and well informed about any and all 

proposed treatments, would it be “Realistic” to assume Britney have been aware 
Propranolol can cause depression? 
 
Mrs Watt, don’t we owe it to Britney and her mother Annette, and all the others who 

have lost loved ones, to include discussions about the adverse and often paradoxical 
effects of antidepressants and other prescription medication if we are to effectively 
influence the development of the Scottish Government’s next Suicide Prevention 
Action Plan? 

 
 
 

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


PE1627/GG 

Anonymous submission of 15 February 2018 
 
I am writing in full support of this petition.  

 
I have twin daughters. At 15 one of them was given at a first visit from a GP 
propanalol for panic attacks due to bullying at school. At no point was my daughter 
offered any other intervention or asked to return to see her gp I think an adult should 

be made aware of this to ensure they have support and guidance and if when taking 
medication like this an adult should be supervising to ensure safety. My other 
daughter was 16. She went to the Gp admitted to self harming and contemplating 
suicide had a plan. She was given antidepressants. I was not told she had been 

harming herself or a plan. How does this safe guard her from harm giving her pills 
that in my opinion have made her feel worse. After me fighting to get her seen by a 
psychiatrist I was told she should not be on them and to wean her off them.  I believe 
if I was told I would have asked for alternative therapy’s like councilling Camhs. 

Instead I have seeked help on my own and have been taking her to Chris’s house 
who have saved her. My daughter went through a lot in her life and needed  help not 
pills. I would like the government to look at the guidelines to ensure young people 
under 18 have a adult aware of their needs to ensure the well being and safety of our 

children. My daughter would have preferred someone to talk to and help guide her 
and put things on place to support her instead of medication that she is now 
dependent on and I feel she became more depressed and had attempted suicide 
more after commencing the antidepressants.  
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