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PE1685 by Jim Nisbet on Log burner stoves in Smoke Control Areas.
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following continued petitions—

 
PE1480 by Amanda Kopel on behalf of The Frank Kopel Alzheimer's
Awareness Campaign on Alzheimer's and dementia awareness / PE1533
by Jeff Adamson on behalf of Scotland Against the Care Tax on Abolition
of non-residential social care charges for older and disabled people;
PE1577 by Rachael Wallace on Adult Cerebral Palsy Services;
PE1591 by Catriona MacDonald on behalf of SOS-NHS on Major redesign
of healthcare services in Skye, Lochalsh and South West Ross;
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McHarrie on behalf of A77 Action Group on A77 upgrade; and
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people under 18 years of age.
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Public Petitions Committee 

5th Meeting, 2018 (Session 5)  

Thursday 29 March 2018 

PE1680 Private Water Supplies in Scotland 

Note by the Clerk 

Petitioner Angela Flanagan 

Petition 

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

review The Private Water Supplies (Scotland) Regulations 2006; 
produce guidance for all relevant bodies to comply with the Private 
Water Supplies (Scotland) Regulations 2006; transfer the Regulatory 
powers over the Drinking Water quality of private water supplies from 

Local Authorities to the Drinking Water Quality Regulator for Scotland 
and ensure an Equal Right of Appeal in the Planning process where 
objections on public health grounds are intimated by interested 
parties.  

Webpage parliament.scot/GettingInvolved/Petitions/PE01680  

Introduction 

1. This is a new petition that collected 14 signatures and attracted five comments.  

Background (the following is taken from the SPICe briefing) 

2. Private Water Supplies (Scotland) Regulations 2006: The regulation of type 

A (also known as regulated) private water supplies (those serving 50 or more 
individuals, and/or providing 10 cubic metres of water a day, and/or providing 
water to commercial or public activities) was recently updated by the Water 

Intended for Human Consumption (Private Supplies) (Scotland) Regulations 
2017. 

3. Private Water Supplies (Scotland) Regulations guidance: The Drinking 

Water Quality Regulator provides guidance to local authorities on the Water 

Intended for Human Consumption (Private Supplies) (Scotland) Regulations 
2017, which was published in December 2017. 

4. Drinking water quality: Private Water Supplies are regulated by the relevant 

local authority. The Drinking Water Quality Regulator (DWQR) monitors the 

work of local authorities and provides guidance and advice to authorities and 
private water supply system owners. 

5. Rights of appeal in planning: Currently, after consideration of a planning 

application, a planning authority can decide to: 

 grant permission unconditionally  

http://www.parliament.scot/GettingInvolved/Petitions/PE01680
http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB18-1680.pdf
http://dwqr.scot/media/36397/pws-regulations-guidance-consolidated-december-2017.pdf
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 grant permission subject to certain conditions being met  

 refuse permission  

6. Where planning permission is granted subject to conditions or is refused, the 
applicant has the right to appeal that decision to either a local review body (for 
decisions on local developments made by a planning officer) or Scottish 

Ministers (for all other decisions). 

7. The 'first party' to a planning application is the applicant, the 'second party' is 
the planning authority and the ‘third party’ is any individual or organisation that 
has made a formal representation to the planning authority about an 

application. The role of the third party in the development management process 
is limited to making representations to the planning authority, which are 
considered by the authority during the decision making process. A third party 
right of appeal (also known as an equal right of appeal) would grant certain 

categories of objector to a planning application a limited right to appeal against 
the award of planning permission for certain types of development, e.g. when 
the development is a departure from the policies and proposals in an adopted 
development plan. 

Scottish Government Action 

8. The Scottish Government has no current plans to review the regulation of 
private water supplies, following the recent introduction of the Water Intended 
for Human Consumption (Private Supplies) (Scotland) Regulations 2017. The 
Scottish Government introduced the Planning (Scotland) Bill to the Parliament 

on 4 December 2017. However, Ministers have specifically ruled out the 
introduction of a third-party right of appeal as part of this Bill. 

Scottish Parliament Action 

9. The Scottish Parliament is currently considering the Planning (Scotland) Bill. 

The issue of private drinking water supplies has not been considered in any 
detail. 

Recent media article 

10. The petitioner recently contacted the clerks to highlight the news article “Don’t 

let your kids play in the garden” published in the Perthshire Advertiser on 13 
March 2018. The article reports that residents living in a housing development 
in Bridge of Earn have been warned not to dig in their gardens while council 
officials investigate whether their properties were built on contaminated land. It 

is the petitioner’s view that this — 

“…demonstrates that the ill-effects of planning and building control legislation 
continue to assail the public…and that this entirely supports [the] petition 
which seeks to ensure consistent practice across different services, especially 

where planning matters are raised which are pertinent to public health”. 

Conclusion 

http://www.parliament.scot/parliamentarybusiness/Bills/106768.aspx
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11. The Committee is invited to consider what action it wishes to take. Options 
include — 

 To write to the Scottish Government seeking its view on the petition. 

 To take any other action the Committee considers appropriate. 

 

SPICe/Clerk to the Committee 



PE1680: Private Water Supplies in Scotland 

Petitioner Angela Flanagan 
Date 
Lodged 

18 January 2018 

Petition 

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

• review The Private Water Supplies (Scotland) Regulations 2006; 

• produce guidance for all relevant bodies to comply with the Private 
Water Supplies (Scotland) Regulations 2006; 

• transfer the Regulatory powers over the Drinking Water quality of 
private water supplies from Local Authorities to the Drinking Water 
Quality Regulator for Scotland; 

• ensure an Equal Right of Appeal in the Planning process where 

objections on public health grounds are intimated by interested 
parties. 

Previous 
action 

Over time we have raised these issues with:- 

• Local Councillors, Council Planning Officers, and Environmental 
Health Officers; 

• MSPs Elizabeth Smith and Roseanna Cunningham, MP Gordon 
Banks and MEP Iain Houghton; 

• Ombudsmen, QC, Senior QC, successive Lord Advocates; 

• Petitions to the Scottish Parliament (PE 439, PE 809, PE 1009); 

• Petition to the European Parliament (0971/2009) which requested of 
the Scottish Government that it provide “measures to address the 
unnecessarily dangerous water situation” we and our community were 
facing; 

• Director of Public Health (Tayside) and the Drinking Water Quality 
Regulator for Scotland; 

• Scottish Human Rights Commission 

Currently with: 

• Scottish Government’s Standing Council on Europe (referred to sub-
group). 

• Scottish Parliament’s Commission on Parliamentary Reform 
(referred to Equalities and Human Rights Committee). 



Background 
information 

The benefits of a review would be: 

• to eliminate inconsistencies in the implementation of the Scottish 

Regulations and through them with the EU Directive with which they 
should be compliant. 

For example, whereas paragraphs 27 and 28 of the Directive provide 
that the member state should take action to restore water quality 
where that is necessary to protect human health, and Article 130 r (2) 
requires that priority be given to action which rectifies the problem at 

source, the Scottish Minister responsible for the Directive states that 
in Scotland responsibility for the ongoing maintenance and any 
remedial action to bring a private water supply into Compliance rests 
with the owners and users of those supplies and not with national or 
local authorities. 

• to reconsider the powers of enforcement granted to local authorities 
so that any remedial action required is proven effective. 

The benefits of guidance provision would be: 

• to ensure consistent practice across different services; 

• to ensure that Environmental Health departments are involved 
where Planning matters are raised which are pertinent to Public 
Health. 

The benefit of transferring the regulatory powers over the quality of 
private water supplies to the Drinking Water Quality Regulator for 
Scotland would be: 

• more objective and focused examination of water-specific issues 

• more reliable avoidance of cases of water-borne disease; 

• a specialist unit would achieve better liaison with the UK Cross -
Government Strategy to ‘increase the prevention of infection’ (The 
Lancet) in parallel with increasing Anti-Microbial resistance, now listed 
on the National Risk Register of Civil Emergencies. 

The benefits of an Equal Right of Appeal would be: 

• to avert unduly preferential treatment of commercial developers over 
individual households; 

• to ensure that Developers cannot pass on provision and 
maintenance costs for essential services to individuals or their 
communities. 



Personal Experience 

The developer contracted to repair the water collecting tank for the 

private water supply serving 35 households reneged on this. The 
Council’s planning department failed to enforce this repair at ‘source’, 
and refused to defer further building on site, thereby obstructing legal 
Action and allowing the passing on of these costs and associated 
health risks to us and the community. 

Boil water notices have been issued over the past two decades, with 

cases of water-borne disease, including E.Coli 0157, notified. 
Bacterial contamination of our own domestic supply despite the 
presence of a UV filter necessitated our attachment to mains water at 
full cost. 

The European Parliament Petitions Committee wrote to the Scottish 
Government to ask for measures to address the “unnecessarily 

dangerous” water situation faced by our community. These were 
refused by the Scottish Minister responsible for the Directive who 
indicated that this situation was “fairly typical” of supplies drawn from 
farmland. 

Approval in principle for further development on the same supply still 
leaves Compliance with Regulations with regard to essential services 

reliant on the “honour” of commercial Developers. 
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Public Petitions Committee 

5th Meeting, 2018 (Session 5)  

Thursday 29 March 2018 

PE1685: Log burner stoves in Smoke Control Areas 

Note by the Clerk 

Petitioner Jim Nisbet 

Petition 

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

introduce legislation to prohibit the use of log burner stoves in Smoke 
Control Areas. 

Webpage parliament.scot/GettingInvolved/Petitions/PE01685  

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 (the following is taken from the SPICe briefing)  

2. Part III of the Clean Air Act 1993 relates to Smoke Control Areas and it is an 

offence to emit smoke from a chimney of any building within a smoke control 
area. However, fireplaces may be exempted if Ministers are satisfied that “such 
fireplaces can be used for burning fuel other than authorised fuels without 
producing any smoke or a substantial quantity of smoke”. 

 
3. In Scotland, fireplaces are exempted by publication of a list by Scottish 

Ministers in accordance with changes made to sections 20 and 21 of the Clean 
Air Act 1993 by section 50 of the Regulatory Reform (Scotland) Act 2014. 

4. Scottish Government Building Standards Guidance on Combustion appliances 
and associated work not requiring a warrant shows that new solid fuel 
combustion appliances of not more than 50kW output do not require warrant 
approval, and that those of more than 50kW in flats, and houses of three 

storeys and above do; houses of up to two storeys are exempt. 

Scottish Government action 

5. Cleaner Air for Scotland, published in November 2015, is the Scottish 
Government’s air quality strategy. This recognises that “Domestic biomass 

burning is another example of benefits for greenhouse gas emissions but a 
potentially negative impact on local air quality”, and undertakes to— 

“[…] review evidence for the positive and negative effects of permitted 
development rights for domestic biomass flues, given the significant figures 
for ‘other combustion’ noted […]”  

Scottish Parliament action 

http://www.parliament.scot/GettingInvolved/Petitions/PE01685
http://www.parliament.scot/ResearchBriefingsAndFactsheets/Petitions%20briefings%20S5/PB18-1685.pdf
https://www.legislation.gov.uk/ukpga/1993/11/part/III
https://smokecontrol.defra.gov.uk/appliances.php?country=scotland
https://smokecontrol.defra.gov.uk/appliances.php?country=scotland
http://www.legislation.gov.uk/asp/2014/3/part/3/chapter/4/crossheading/smoke-control-areas-fuels-and-fireplaces/enacted
http://www.gov.scot/Topics/Built-Environment/Building/Building-standards/publications/glf5
http://www.gov.scot/Topics/Built-Environment/Building/Building-standards/publications/glf5
http://www.gov.scot/Resource/0048/00488493.pdf
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6. The Scottish Parliament’s Environment, Climate Change and Land Reform 
Committee recently concluded an inquiry into Air Quality in Scotland. The 
report, published on 28 February 2018 summarised the relevant evidence as 

follows— 

 Health Protection Scotland is “beginning to get concerned” about the 
contribution of wood burning stoves to air pollution, stating that “we have 

to be aware that the dynamic is changing and have regard to how that 
affects the overall balance of sources of pollutants” 

 Glasgow City Council noted that “we might be undoing some of [the 
benefits of banning coal] through the promotion of wood burning and 

biomass in certain areas”. The problem cannot easily be quantified, 
however they “do not have good enough controls” 

 New standards for wood burning stoves are coming into force in 2020 
which, it is claimed by the Stove Industry Alliance, “can reduce 

particulate emissions (PM) by 90% compared to an open fire and 80% 
compared to a stove manufactured ten years ago” 

 Emissions from wood burning stoves are exacerbated by wet wood, and 
"More regulatory control on the types and moisture contents being 

burned, as well as an increase in consumer awareness on the effects of 
quality fuel on emissions would go a long way as to improving air quality 
strategies” 

 Other evidence considered that there was a gap in the 1993 Act. The 

City of Edinburgh Council described the Act "outdated and does not deal 
effectively with emissions from smaller combustion process for example, 
wood burning stoves, biomass boilers (both domestic and commercial 
units)” 

 Witnesses highlighted the lack of data on the impact of wood burning to 
overall emissions so it was difficult to quantify the extent of the problem 

 The Cabinet Secretary for Environment, Climate Change and Land 
Reform acknowledged that because of permitted development rights 

local authorities cannot accurately assess the number of wood burning 
stoves in their areas and so are unable to assess their impact. While 
pointing out the higher emission standards of modern stoves and boilers, 
Ms Cunningham also recognised that the 1993 Clean Air Act might need 

to be updated. 

7. Due to a lack of available data, the Environment, Climate Change and Land 
Reform Committee was therefore unable to establish whether wood burning 
stoves “are a serious contributing factor to harmful pollutants”. However, they 

considered that there “is a gap in regulations around the installation of wood 
burning stoves, with conflicting guidance coming from environmental health 
department officials, planning regulations and building standards”. There are 
therefore benefits to “harmonising these approaches”. They recommended that 

the Scottish Government— 

 undertake research to understand the extent of pollutants emanating 
from wood burning stoves and biomass boilers, which are regulated 
differently, so that informed decisions can be made on whether any 

harmful impact needs to be mitigated, and 

http://www.parliament.scot/parliamentarybusiness/CurrentCommittees/105527.aspx
https://sp-bpr-en-prod-cdnep.azureedge.net/published/ECCLR/2018/2/28/Air-Quality-in-Scotland-Inquiry/ECCLRS052018R1.pdf
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 review the current regulations and guidance on the installation of wood 
burning and multi-fuel stoves and boilers in homes to ensure that air 

pollution from wood burning and multi-fuel stoves is sufficiently 
considered and appropriately regulated. 

8. The Scottish Government’s response to the Environment, Climate Change and 
Land Reform Committee’s response has not yet been received.  

Conclusion 

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

 Defer further consideration of the petition until the Scottish Government 

responds to the Environment, Climate Change and Land Reform 
Committee’s report 

 To take any other action the Committee considers appropriate. 

 

SPICe/Clerk to the Committee 

 



Log burner stoves in Smoke Control Areas 

Petitioner Jim Nisbet 

Date Lodged 19 February 2018 

Petition 
summary  

 

Calling on the Scottish Parliament to urge the Scottish Government 
to introduce legislation to prohibit the use of log burner stoves in 
Smoke Control Areas.   
 

Previous 
action 

 

I have contacted my local MP, the Scottish Government 
environmental air quality group, the Edinburgh Council 
Environmental Group, the Edinburgh District Medical Group as well 
as local councillors. Although in every case they were sympathetic it 
was clear only the Scottish Government could address this in 
replacing the 1993 Clean Air Act. 

 

Background 
information 

 

Recently, there has been a dramatic increase in the number of log 
burner fires installed.  During cold months, in ‘Smoke Control Areas’, 
the air quality is being destroyed by log burner pollution due to the 
smoke, soot, acrid fumes and particulates produced.   The 1993 
Clean Air Act, which was supposed to stop smoke pollution in towns, 
is completely unfit for purpose.  In Section 21 it states that approved 
log burners must operate ‘without producing any smoke or a 
substantial amount of smoke.’  Not only is this contradictory but it 
simply allows log burners to produce up to a ‘substantial’ amount of 
smoke. As this is non quantitative it has been interpreted by local 
councils (eg. Edinburgh) to allowing up to 6 hours of heavy smoke a 
day along with the continuous fumes, soot, acrid fumes and 
particulate pollution. Of equal concern is that local councils have no 
direct control over what is burnt in a log burner.  When non kiln dried 
logs (only kiln dried logs are an approved fuel), wet wood and 
household waste are burnt the amount of smoke and acrid fumes is 
dramatically increased.  Similarly the local council has no idea how 
many log burners are being installed as there is no need to get any 
sort of planning or building control permission whatsoever.     

Worse still are the health effects brought on by the particulates 
especially PM2.5 size which are now well documented as causing 
cancer, lung disease, heart attack, stroke and dementia.   Before we 
end up with the same recently highlighted log burner severe 
pollution levels recorded in London the Scottish Government needs 
to introduce legislation that bans the use of log burners in Smoke 
Control Areas. 

It seems that most properties with log burners also have full gas or 
electric central heating hence there is no actual need to have them.  
They are seen as an increasingly ‘trendy’ house accessory to 
impress friends and guests.  People need to use their diesel cars, 
and businesses their diesel trucks, – virtually no one needs to use a 
log burner fire.   



The Scottish Government’s environmental focus on diesel vehicle 
pollution is ignoring the equally if not more serious issue of log 
burner pollution. There is a growing base of research evidence 
being widely published by the BMJ and others, which demonstrates 
the seriousness of log burner fire pollution and the detrimental 
health issues. The Guardian ‘Pollutionwatch’ articles have used this 
research to give details of just how bad the pollution in the UK from 
log burning stoves is. In one research it has been found that log 
burning stoves use in the UK gives 2.7 times the particulate pollution 
from all road vehicles. In another the pollution from a single log 
burner is found to be equivalent to that from 6 HGV trucks or 18 
diesel cars. A Danish research paper suggests this is closer to 500 
diesel trucks. Even the UN Environment Program recommends 
phasing out log burners due to their severe detrimental health 
impact. Surely the Scottish Government has a duty of care to ensure 
that we all live in a health-sustaining clean air environment. Some of 
us, now surrounded by log burners, are not. 

Very simply, as stated earlier, the 1993 Clean Air act needs 
superseded by the Scottish Government’s own version which makes 
it illegal to operate a log burner fire in a ‘Smoke Control Area’.  This 
needs to happen now before log burning fire use is completely out of 
control and the pollution levels go out of control with it. 

Also the Scottish Government’s strategic planning virtually hides the 
log burner pollution issue under the heading of ‘biomass’.     
Biomass is not perfect but operates completely differently and the 
government should take account of this by addressing log burner fire 
pollution directly and on a similar priority to diesel vehicles. 
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Public Petitions Committee 

5th Meeting, 2018 (Session 5)  

Thursday 29 March 2018 

PE1480: Alzheimer’s and dementia awareness  

Note by the Clerk 

Petitioner Amanda Kopel on behalf of The Frank Kopel Alzheimer's Awareness 
Campaign 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
raise awareness of the daily issues suffered by people with 
Alzheimer’s and dementia and to ensure that free personal care is 
made available for all sufferers of this illness regardless of age. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01480 

 

PE1533: Abolition of non-residential social care charges for older and disabled 
people 

 

Petitioner 

 

Jeff Adamson on behalf of Scotland Against the Care Tax 

Petition 

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

abolish all local authority charges for non residential care services as 
under Part 1, Paragraph 1, Subsection (4) of the Community Care and 
Health (Scotland) Act 2002. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01533 

Introduction 

1. The Committee last considered these petitions at its meeting on 9 November 
2017. At that meeting, the Committee agreed to write to the Scottish 
Government. A response has now been received from the Scottish Government 

and the petitioner for PE1533. The Committee is invited to consider what action 
it wishes to take. 

 
Committee Consideration  

Scottish Government response 
 
2. The Committee asked the Scottish Government what conditions, in addition to 

dementia, will be covered under the proposal to extend free personal care to 

people under 65. The Scottish Government responded as follows— 
 

http://www.parliament.scot/GettingInvolved/Petitions/alzheimers
http://www.parliament.scot/GettingInvolved/Petitions/PE01533
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“Our commitment to extend free personal care means that those adults with 
any long term condition, or those who develop dementia or other degenerative 
conditions under the age of 65, who are assessed as needing it will receive 

free personal care. This will include ensuring that those diagnosed with a 
terminal illness receive the personal care they are assessed as requiring for 
free”. 

 

3. The Committee also asked the Scottish Government whether other services 
used by people with dementia and other long term conditions, such as day 
services, will be included given they are not captured by the current definition of 
free personal care. The Government’s response states that the provision of free 

personal care is subject to Schedule 1 of the Community Care and Health 
(Scotland) Act 2002 which defines personal care as— 

 

“…care which relates to the day to day physical tasks and needs of the 
person cared for (as for example, but without prejudice to that generality, to 

eating and washing) and to mental processes related to those tasks and 
needs (as for example, but without prejudice to that generality, to 
remembering to eat and wash); and “personal support” means counselling, or 
other help, provided as part of a planned programme of care”. 

 
4. It is anticipated that the Health and Sport Committee will be the lead committee 

for scrutiny of the legislation to give effect to the proposal to extend free 
personal care to people under 65.  

 
Petitioner for PE1533 response 
 
5. The petitioner for PE1533 is of the understanding that the Scottish Government 

plans to extend Free Personal Care by making an annual payment to each 
council based on an estimate of the personal care support required for adults 
between 18 and 64 at an agreed hourly rate.  
 

6. The petitioner states that this plan may be problematic, citing a review 
conducted by Scotland Against the Care Tax (SACT) of the Scottish 
Government’s decision to provide an addition £6 million per year to Integrated 
Joint Boards to raise care charging income thresholds for 2016-17 onwards. 

 

7. SACT made an FOI request to Scottish councils on income from social care 

charges and while the petitioner highlights that this work has not been 
validated, information from 16 out of 32 councils indicated that— 

 
 31% of council areas had seen their income from care charges fall in line 

with the amount allocated by the Scottish Government (5). 

 25% of council areas saw a significantly smaller fall in income from care 

charges than the funding given by the Scottish Government (4). 

 44% of council areas actually saw a rise in income from care charges 

despite the additional funding given to reduce care charges. (7). 
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8. The petitioner also states that extending Free Personal Care to adults between 
18 and 64 in the same way as is done for people over 65 “may not be so easy 
because there are significant differences in the care and support received by 

adults in the 18-64 age group”. By way of an example, the petitioner refers to 
the Social Care Services 2017 statistics that were published in December 2017 
which shows— 

 

 The average (mean) hours of home care for those over 65 is 9 hours per 

week.  

 The average (mean) hours of home care for those between 18 and 64 is 

22 hours per week.  

 

9. The petitioner therefore states— 
 

“As long as other home care remains chargeable, it is easier for people over 

65 with an average of only 9 hours to manage their care packages to reduce 
the number of these other care hours to a level that minimises care charges”.  

 
10. The petitioner states that SACT have created a Personal Care Calculator App 

which allows individuals to enter their details as if undertaking a financial 
assessment for home care. From an analysis of the information entered into the 
calculator, SACT have concluded that the main gainers from the proposed 
method of extending Free Personal Care will be people with high levels of 

savings, those with a high net weekly wage and those with a very small number 
of “other social care” hours1. 

 

11. The petitioner refers to the Scottish Government commitment to fund the zero 
rating of all personal care hours whether or not individuals are better off. The 
petitioner highlights that the current proposed model of funding will make a net 

contribution to local authorities with no benefit to most service users.   
 
12. The petitioner’s written submission proposes an alternative option to the way 

the petitioner understands the payment for Free Personal Care will be extended 

by the Scottish Government. This solution would, in the petitioner’s view, have 
no additional cost to the government and “deliver real benefit to people needing 
personal care around Scotland”. 

 

13. The proposed option would still involve each adult under 65 being assessed 

and that the current charging regimes would still be applied with all the income 
thresholds, allowable expenses, taper rates and service rates. However, the 
petitioner suggests that after this calculation is made, a personal care rebate is 
applied to the charges, deducting the individual cost of personal care hours. It 

is the petitioner’s view that this option would mean that “everyone who received 
personal care would see and improvement in their care charges”.  

 

                                                             
1 Note, the petitioner explains that the app has some limitations as it does not take into account fixed rate 
charges such as community alarms or meals services and does not take into account service based 
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14. In concluding their written submission, the petitioner asks the Public Petitions 
Committee to write to the Scottish Government to ask the following questions— 

 

 Would the Scottish Government confirm that the aim of its policy of 

Extending Free Personal Care is, first, to improve the financial position 

of people between 18 & 64 who receive Personal Care and, second, to 

leave local authorities no worse off than they are currently?  

 

 What investigations have the Scottish Government carried out to ensure 

that their method of extending Free Personal Care will deliver these aims 

for the maximum number of people?  

 

 What alternative method of delivering an extension of Free Personal 

Care has the Scottish Government considered and would they examine 

our (the petitioner’s) proposal?  

 
Conclusion 

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

 To bring the response from the petitioner for PE1533 to the attention of the 

Health and Sport Committee in connection with that Committee’s anticipated 
scrutiny of the legislation to give effect to the Scottish Government’s 
proposal.  
 

 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— 

 PE1533/FF: Scottish Government submission of 7 December 2017 (79KB 

pdf) 

 PE1533/GG: Petitioner submission of 25 January 2018 (230KB pdf) 

 

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

webpage. 

 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1533_FF.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1533_FF.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1533_GG.pdf
http://www.parliament.scot/GettingInvolved/Petitions/PE01533


PE01480: ALZHEIMER’S AND DEMENTIA AWARENESS 

Petitioner Amanda Kopel on behalf of The Frank Kopel Alzheimer's Awareness 
Campaign 

Date 
Lodged 

21 June 2013 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
raise awareness of the daily issues suffered by people with 

Alzheimer’s and dementia and to ensure that free personal care is 
made available for all sufferers of this illness regardless of age. 

 
Previous 

action 
We sent a letter to the First Minister highlighting our case and 

received a reply. The response received stated that they cannot 
comment or intervene in individual cases. 

We have written to the DWP requesting DLA. Eventually Mr Kopel 
won his appeal and was granted full DLA. 

We have actively contacted and spoken to experts from the NHS and 
they have actively encouraged this campaign. 

We have spoken to MSP Graham Dey. Mr Dey has been in contact 
and has said he would take up any complaint about the NHS the 
campaign had. He also sent out a complaint form. However, we feel 
that this can take place after we submit this appeal. 

We have recently set up “The Frank Kopel Alzheimer's Awareness 
Campaign” on Facebook. This gives people the opportunity to show 

their support for the campaign and leave and highlight their own 
personal stories: 

https://www.facebook.com/frankkopelalzheimers?filter=2 

Supporters of our campaign include ITV’s Lorraine Kelly and Deacon 

Blue’s Ricky Ross, Dundee United Football Club and other clubs, 
personalities, players and members of the public throughout the UK 
have shown their support. 

Media coverage including The Sun and The Courier & Advertiser. 

 

Background 
information 

As he is not yet 65, Frank Kopel is not offered free personal care, so 
his family are forced to pay the council more than £300 a month for a 
carer who helps wash and dress him. At the moment many people 
are being discriminated against because of their age. If Frank was 65 

years of age his care would be free, but because he is only 64 we 
have to pay care costs and for other items such as personal bodily 



items etc. What does it matter what the number is on the birth 
certificate? No matter the age, Alzheimer’s and dementia is the same 
illness. We want the Scottish Government to end this age 
discrimination and make care available for all ages. 

Alzheimer's disease is the most common cause of dementia, affecting 
around 496,000 people in the UK. The term 'dementia' describes a 

set of symptoms which can include loss of memory, mood changes, 
and problems with communication and reasoning. These symptoms 
occur when the brain is damaged by certain diseases and conditions, 
including Alzheimer's disease. It is estimated that, out of the 

approximately 62,000 people in Scotland who have dementia, 55% 
have Alzheimer’s disease, which means that there are approximately 
33,550 people with Alzheimer’s disease in Scotland. 

Alzheimer's is a progressive disease, which means that gradually, 
over time, more parts of the brain are damaged. As this happens, the 
symptoms become more severe. 

Symptoms 

People in the early stages of Alzheimer's disease may experience 
lapses of memory and have problems finding the right words. As the 
disease progresses, they may: 

• become confused and frequently forget the names of people, 
places, appointments and recent events 

• experience mood swings, feel sad or angry, or scared and frustrated 
by their increasing memory loss 
• become more withdrawn, due either to a loss of confidence or to 
communication problems 
• have difficulty carrying out everyday activities 

Frank Kopel’s wife Amanda wants people to understand the daily 

issues suffered by sufferers of Alzheimer’s and dementia. She wants 
to make changes in the way people with Alzheimer’s and dementia 
are dealt with. There are other uphill battles faced by families. 
Sometimes these battles are with the DWP, Health Authorities and 

other medical professionals. This is what the Awareness Campaign 
was set up to highlight. 

We need to take this action to take place to stop other people 
suffering in Scotland. We need to highlight the difficulties faced each 
day – these include: financial, support and awareness of the disease 
etc.    

We request that the Scottish Government looks at the wider national 
issue and what they can do to end age discrimination in health care in 

Alzheimer’s. 
 



PE01533: ABOLITION OF NON-RESIDENTIAL SOCIAL CARE CHARGES FOR 
OLDER AND DISABLED PEOPLE 

Petitioner Jeff Adamson on behalf of Scotland Against the Care Tax 

Date 
Lodged 

01 September 2014 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government 
to abolish all local authority charges for non residential care services 

as under Part 1, Paragraph 1, Subsection (4) of the Community Care 
and Health (Scotland) Act 2002. 

 
Previous 

action 
 We have formed a campaign group called Scotland Against the 

Care Tax to coordinate national action to end local authority 
charges for non-residential social care services (care 
charging).  We have produced a number of guidance 
documents to explain how care charges are calculated, the 

inefficiencies of the collection of care charges and the 
inconsistencies in how care charging is applied across 
Scotland.  

 We have spoken to a number of MSPs about the case for 

abolition of care charging.  
 We have helped some of these MSPs to raise questions in the 

Scottish Parliament about the implementation of care charging.  
 We have advised a previous petitioner on this matter – Mr W 

Tait (PE1466) and spoken in support of his petition to the 
Health and Sport committee of the Scottish Parliament.  

 Our members have taken part in the COSLA working group on 
non-residential care charges and have tried to bring about 

changes in the way the current guidance is written and applied 
nationally.  

 We have spoken to local authorities across Scotland with a 
view to ending particular anomalies, have contributed to 

consultations and supported individuals in challenging local 
authority decisions.  

 We have highlighted the inconsistencies of care charging in the 
local and national press and broadcast media, as well as at 

several gatherings of politicians, health and social care 
professionals, and disabled individuals.  

 

Background 
information 

The Case Against Care Charges 

Local authorities throughout Scotland routinely charge for a range of 

non-residential care services, from Home Care to Community 
Alarms.  

Through the Community Care and Health (Scotland) Act 2002 the 



Scottish Government took the power to regulate the practice of care 
charging.  To date it has not exercised this power, preferring to 
support self-regulation by COSLA.    It made a commitment to hold 
this power in reserve until the implementation of guidance issued by 

COSLA in 2002 could be evaluated.  That evaluation has never been 
carried out. 

COSLA has produced national guidance on the implementation of 
care charges, but, as this guidance remains only advisory and local 
authorities are free to set their own charging policies.  It has failed to 
achieve the consistency sought by the Scottish Government. 

Our petition starts from the premise that social care in any form is an 
equality and human rights issue.  It is an essential part of the 

infrastructure of a fair and just society which respects, upholds and 
guarantees the equality and human rights of its citizens. 

A society which pursues a policy of charging those who are entitled to 
use non-residential care services does not do this.  Instead care 
charging uncompromisingly demands that they pay more than any 
able bodied person to achieve the same basic human rights.   In 

some instances it can lead to a disabled individual deciding to forego 
much needed care and support, a decision which will entail significant 
risk of harm or further deterioration of an illness or condition. 

For those who are obliged out of necessity to accept local authority 
care charges,  this situation often leads to a stunted life of poverty 
with insufficient resources to pay for anything more than the bare 

essentials of life, i.e. heating and food, at the level of spending 
deemed permissible by the local authority.  

The realities of life will dictate little opportunity to improve living 
conditions, participate in the social and civic life of their community or 
save for that rainy day.  Forget about family event, such as a holiday 
or the wedding of a son or daughter.  Forget about putting aside a 

deposit for a new home.   Again, care charging in Scotland must be 
seen as representing a fundamental violation of a disabled 
individual’s legitimate freedom to enjoy basic human rights.  

Care Charging is an increasingly contentious area in Scottish 
politics.  It has been described as either a “Client Contribution” or a 
“Care Tax” depending on the approach taken.     For a variety of 

reasons the number of people affected by care charging has risen 
over the last 5 years.  This has brought to national attention a number 
of different anomalies.  

 Bereavement Allowance, along with a number of other benefits 
such Widowed Parent’s Allowance and Industrial Death Benefit 
are treated as income for the purposes of charging meaning 

that up to 100% of these benefits can be taken in charges.  



 Terminal Illness can only feature as a condition for exemption 
in the calculation of care charges in the last 4 weeks of the 
person’s life.  

More people are being asked to pay more for their non-residential 
care services – including older people who don’t pay for personal care 
but do have to pay for domestic support or support to leave the house 

and meet friends.  Falkirk has introduced social care charging for the 
first time in the last couple of years.  Glasgow has both increased the 
amounts it charges and extended its charging regimes to thousands 
more older and disabled people.  

Scottish Government figures show that over the last three years, care 
charges throughout Scotland have risen on average by 

12%.  Increases by some local authorities have been far more than 
that.  Aberdeen has more than doubled its income from care charging 
in the last 2 years, while West Dunbartonshire has more than trebled 
income from care charges. 

Is there the consistency that Scottish Ministers first looked for in 
2002? 

What has also been seen across Scotland is a huge variation in the 
charges for non-residential care services.  Last year the Audit 

Commission found that charges for a single hour of Home Care 
varied between £8.56 per hour and £23.70 in different areas.  Day 
Care for younger adults can vary between being free of charge and 
£175 per week.  Such variations have not decreased in the last ten 
years but have grown wider.  

The above mentioned are just two of the services for which a charge 

is made.  Aberdeen City, as an example, has a list of 24 chargeable 
services.   But it is not just the level of charges which lacks 
consistency.  The provision of services is normally subject to means 
testing which itself demonstrates a tremendous range of variation.   

The first variable is the minimum income threshold.  This is the level 
of income which a local authority believes that a disabled person 

should be able to live on, i.e. what is deemed a permissible level of 
“spending” per household.  COSLA recommends that this should be 
the Income Support level plus 16.5%, but local authorities across 
Scotland set this at different amounts.  For a single person under 60 it 

varies from £122 per week, in East Ayrshire, to £173 per week in 
neighbouring North Lanarkshire – both less than the ACTUAL amount 
of Income Support disabled people can get.  

Moreover, if in Scotland the minimum income threshold is Income 
Support plus 16.5%.  In England it is Income Support plus 25%.  In 
Wales it is Income Support plus 35%.  Scotland is unfortunately at the 

bottom of the list.  



In 2014 the poverty level for a single person in Scotland was set at 
£177 per week, 60% of median earnings.  Local authorities are 
routinely applying care charging to people already deemed to be in 
poverty.  

The second main variable is what is called the “taper” – effectively a 
tax on any income above the minimum income threshold.   Some 

local authorities take 100% of this income, others take 15%.  The 
current UK income tax rate on people earning more than £40,000 a 
year is only 40%.  Twenty six local authorities in Scotland tax disabled 
individuals at a higher rate.  

The third variable is in Disability Related Expenditure. It is a legal 
requirement in England to take account of any additional expenditure 

related to a person’s disability.  Not so in Scotland.  The 
overwhelming majority of local authorities in Scotland make no 
allowance for any additional costs on the grounds that the 16.5% 
additional allowance in the minimum income threshold is 

adequate!  And those which do take into account additional costs 
related to disability often have a very narrow view of what such 
additional costs actually are.  For example, Stirling only makes an 
allowance of between £4 and £6 a week for additional fuel costs for 

people who need to heat their houses up to 24 hours a day - £6 a 
week is equivalent to a 1KW electric fire for 7 hours a day.  In 
addition, guidance in England and from the Independent Living Fund 
recommends that any income from employment should be 

disregarded on the basis that to impose a care charge on this income 
could create a disincentive to work.  In Scotland, again, this is not the 
case. 

The Case For Abolition Of Care Charges 

1. For users of it, social care is essential for their participation in 
society and their equal enjoyment of human rights.  

2. The Integration of Health and Social Care is making the 
process of care charging more complicated.  The Scottish 

Government accepts that there should be no charges for 
services supplied to meet health care needs but we are seeing 
the return of debates over the “Health Bath” v the ‘Social Bath’ 
and what agency should pay for them.  A person who gets staff 

support for a bath in their own home for health needs will not 
have to pay whereas if it is for social care needs then they will 
have to pay.  Similar complications occur over the 
administration of medication, rehabilitation, physiotherapy and 

occupational therapy.  As the integration of health and social 
care deepens, sorting out these distinctions will take up more 
and more valuable staff time.  

3. The new Self-Directed Support (Scotland) Act 2013 has 

established the principle that carers should not be charged for 
services intended to support them in their caring role.  Some of 



these services - such as respite care - could just as 
appropriately be regarded as services to and for a disabled 
individual rather than for the carer.  That one arrangement 
would incur charges, while the other would not, highlights the 
arbitrary nature of care charging.  

The national discussion around these issues is recognition that there 

are problems with the spread of care charges.  They put people off 
using services when their needs are relatively small, they unfairly 
penalise some people for having care needs and they may lead to 
people requiring much greater support in the future.   This is in direct 
conflict with the prevention agenda. 

After working with COSLA for some time, we believe they can no 

longer offer the prospect of reform of the system.  Over the last 10 
years, COSLA has never succeeded in standardising care charges 
despite claiming that its guidance aimed to do this.  Now COSLA is 
set to lose 25% of Scottish Local Authorities from its membership.  It 

will no longer be able to produce national guidance that will apply to 
all local authorities. 

The problem will not be solved by the creation of a new agency to 
regulate local authorities, adding yet more layers of bureaucracy to 
the care charging system and undoubtedly fostering new forms of 
unfairness.  

Neither should it be solved by shifting the burden on to provider 
organisations through cutting payments which would risk tarnishing 
the relationship between service user and support provider. 

Rather it is time to recognise that non-residential social care is an 

equality and human rights issue and make it free at the point of 
delivery.  It is an essential part of the infrastructure of a just society in 
which the equality and human rights of all its members are fully 
respected and upheld.   This is the type of Scotland that all our 
citizens want to see.  

This petition is supported by the following individuals and 
organisations: 

Ian Hood, Coordinator, Learning Disability Alliance Scotland 

Frances Hawarden 
Etienne d'Aboville,  Chief Executive, Glasgow Centre for Inclusive 
Living 
Sally Witcher, Chief Executive, Inclusion Scotland 

Claire Cairns, Network Coordinator, The Coalition of Carers in 
Scotland 
Jim Elder Woodward, Chair, Scottish Campaign For A Fair Society 
Heather Fisken, Independent Living in Scotland project 

Pam Glancy-Duncan 



Florence Garabedian, Chief Executive,  Lothian Centre for Inclusive 
Living 
Andy Kerr, Chief Executive,  Sense Scotland 
Norma Curran, Chief Executive, Values Into Action Scotland 

James Blair, Policy Coordinator, Self Directed Support Scotland 
Tressa Burke, Chief Executive, Glasgow Disability Alliance 
Pat Onions, Co-Founder Pat's Petition 
Fiona Collie, Policy & Public Affairs Manager, Carers Scotland 

Sheila Scott, Chief Executive,  Inclusion 
Sam Smith, Chief Executive, C-Change 
John McArdle, Chair, Black Triangle 
Sam Cairns, Chief Executive, Equal Say 

Helen Hunter, Head of Service, Quarriers 
John Dalrymple, Chief Executive, Neighbourhood Networks 
Austen Smyth, Chief Executive, The Richmond Fellowship Scotland 
Ian Welsh, Chief Executive, The Alliance 

Florence Burke, Chief Executive, Carers Trust Scotland 
Suzanne Munday, Chief Executive,  MECOPP 
Dana O'Dwyer, Chief Executive, Capability Scotland 
Annie Gunner-Logan, Chief Executive, CCPS 

Peter Scott, Chief Executive, Enable Scotland 
Loretto Lambe, Chief Executive, PAMIS 

 
 

 

 

 



 

 

  

 

PE1480/Z 
Scottish Government submission of 7 December 2017 
 

 What conditions, in addition to dementia, will be covered under the proposal to extend 
free personal care to people under 65? 

 
The Scottish Government previously introduced Free Personal Care for those over the age 
of 65 who were assessed as needing it, and this will now be extended to those under 65. 
Our commitment to extend free personal care means that those adults with any long term 
condition, or those who develop dementia or other degenerative conditions under the age of 
65, who are assessed as needing it will receive free personal care. This will include ensuring 
that those diagnosed with a terminal illness receive the personal care they are assessed as 
requiring for free.  

 

 Whether other services used by people with dementia and other long term conditions, 
such as day services, will be included given they are not captured by the current 
definition of free personal care? 

 
Nearly 78,000 people over 65 in Scotland currently benefit from Free Personal Care, and our 
commitment means that this support will be extended to all those under 65, assessed as 
needing it, regardless of condition. This means that those adults under the age of 65 
assessed as needing it will be entitled to receive free personal care in the same way as older 
people are.  
 
The provision of free personal care to those aged either under or over the age of 65 will 
therefore continue to be subject to Schedule 1 of the Community Care and Health (Scotland) 
Act 2002.  The definition of personal care can be found in paragraph 20 of schedule 12 to 
the Public Services Reform (Scotland) Act 2010, which sets out that “personal care” means 
care which relates to the day to day physical tasks and needs of the person cared for (as for 
example, but without prejudice to that generality, to eating and washing) and to mental 
processes related to those tasks and needs (as for example, but without prejudice to that 
generality, to remembering to eat and wash); and “personal support” means counselling, or 
other help, provided as part of a planned programme of care.  
 
Guidance on the definition of personal care is published on the Scottish Government 
website. 
 
 
 
 



 

 

  

 

PE1533/FF 
Scottish Government submission of 7 December 2017 
 

 What conditions, in addition to dementia, will be covered under the proposal to extend 
free personal care to people under 65? 

 
The Scottish Government previously introduced Free Personal Care for those over the age 
of 65 who were assessed as needing it, and this will now be extended to those under 65. 
Our commitment to extend free personal care means that those adults with any long term 
condition, or those who develop dementia or other degenerative conditions under the age of 
65, who are assessed as needing it will receive free personal care. This will include ensuring 
that those diagnosed with a terminal illness receive the personal care they are assessed as 
requiring for free.  

 

 Whether other services used by people with dementia and other long term conditions, 
such as day services, will be included given they are not captured by the current 
definition of free personal care? 

 
Nearly 78,000 people over 65 in Scotland currently benefit from Free Personal Care, and our 
commitment means that this support will be extended to all those under 65, assessed as 
needing it, regardless of condition. This means that those adults under the age of 65 
assessed as needing it will be entitled to receive free personal care in the same way as older 
people are.  
 
The provision of free personal care to those aged either under or over the age of 65 will 
therefore continue to be subject to Schedule 1 of the Community Care and Health (Scotland) 
Act 2002.  The definition of personal care can be found in paragraph 20 of schedule 12 to 
the Public Services Reform (Scotland) Act 2010, which sets out that “personal care” means 
care which relates to the day to day physical tasks and needs of the person cared for (as for 
example, but without prejudice to that generality, to eating and washing) and to mental 
processes related to those tasks and needs (as for example, but without prejudice to that 
generality, to remembering to eat and wash); and “personal support” means counselling, or 
other help, provided as part of a planned programme of care.  
 
Guidance on the definition of personal care is published on the Scottish Government 
website. 
 
 
 
 



 

 

PE1533/GG 
Petitioner submission of 25 January 2018 
 
2018 marks the fourth year that our petition has been considered by the Scottish 

Parliament Petitions Committee.  Can I take this opportunity to thank you for your 

continuing interest in this subject of social care charges which remains a matter of 

concern for so many across Scotland? 

Our current understanding of how the Scottish Government plan to extend Free 

Personal Care is that an annual payment will be made to each council based on their 

estimated personal care support for adults between 18 & 64 at an agreed hourly rate1.  

Councils will apply a zero rate on each hour of personal care for charging purposes.    

This may have problems.  Previous care charging initiatives by the government may 

not have delivered the type of changes that were expected.  And now evidence has 

emerged that this preferred option might not deliver.  If this proves to be true then the 

Petition Committee could play an essential role in stimulating the Scottish Government 

to consider more effective ways of delivering their policy aims.   

As outlined below, providing free personal care to under 65s will still leave many 

disabled people facing significant charges to receive the social care they need for 

independent living. Personal care doesn’t include many elements of a social care 

package, a disabled person may receive, e.g. respite care, day care centres, or 

employ Personal Assistants, which can still be charged for.  

Continuing to charge for “non-personal” elements of a social care package will add 

additional complexity to the system as local authorities will have to determine which 

parts of the package can be charged for and which must be free. SACT therefore 

continues to call for an end to all social care charges, as only this will remove the 

current discrimination against disabled people whereby they are charged for the 

essential support they need to enjoy the same human rights as anyone else. 

Failure To Deliver 

Two years ago, the Scottish Government agreed to give an additional £6 million per 

year to Integrated Joint Boards to raise care charging Income Thresholds for 2016-17 

onwards.   In Feb 2016, the Cabinet Secretary said that “This would benefit more than 

13,000 people who will pay a smaller contribution towards the cost of their care and 

around 900 people who will be taken out of charging altogether.” 

We looked at the  income from social care charges for this year, examining the amount 

of money that was allocated to each local authority to increase thresholds and what 

change this led to in overall income from care charges.  Where income from charges 

fell by that amount given, it is likely that the Scottish Government’s aims of making 

people pay a smaller contribution were realised.  However, if the income from charges 

fell by a significantly smaller amount or actually rose overall, then it is likely that the 

aims had been frustrated.   

Social care charging, as the committee knows, is a complicated financial process and 

there is a real danger that while one change promises to reduce contribution, other 

changes introduced at the same time could lead to increased contributions.   

                                                           
1
 For the calculations in this paper we have assumed this hourly rate is £10.  There is no suggestion that this will 

be figure actually used by the Scottish Government.   



 

 

Scotland Against The Care Tax made a FOI request from Scottish Councils on income 

from social care charges.  We received information from half the councils in Scotland 

(16).  While this information remains to be validated, it does provide some indication of 

how the policy has worked.  We are not identifying any councils at this point until the 

data is fully authenticated by the Scottish Government.   

We found that  

 31% of council areas had seen their income from care charges fall in line with 

the amount allocated by the Scottish Government (5). 

 25% of councils areas saw a significantly smaller fall in income from care 

charges than the funding given by the Scottish Government (4). 

 44% of council areas actually saw a rise in income from care charges despite 

the additional funding given to reduce care charges. (7).  

These results demonstrate that the Scottish Government need to be cautious in how it 

makes any future changes to care charges.  If the policy is not designed properly then 

the outcomes may not be as it desires.   

Evidence Emerges To Support Concerns About A Simple Extension Of Free 

Personal Care 

It can be attractive to assume that extending Free Personal Care will be a 

straightforward repeat of what happens for over 65s.  But, it may not be so easy 

because there are significant differences in the care and support received by adults in 

the 18-64 age group.   

The Social Care Services 2017 statistics release published last month shows  

 The average (mean) hours of home care for those over 65 is 9 hours per week. 

 The average (mean) hours of home care for those between 18 and 64 is 22 

hours per week. 

As long as other home care remains chargeable, it is easier for people over 65 with an 

average of only 9 hours to manage their care packages to reduce the number of these 

other care hours to a level that minimises care charges.    

For people between 18 & 64 with more hours of support, simply making their personal 

hours free may not affect their actual charges.   

Personal Care Calculator 

In order to test this theory, SACT has created a Personal Care Calculator App.  This is 

currently available on our website, free to use.  It allows individuals to enter their 

details as if undertaking a financial assessment for home care.   When the relevant 

details have been entered including the relevant local authority, then the current level 

of charges is shown.   

The app also allows people to estimate how their current home care package might be 

split between personal care and ‘other social care’.   This allows that user to compare 

their current charges with what they may expect to pay following the introduction of 

Free Personal Care.    

The app has some limitations.  It is not a full care charges calculator.   It does not take 

into account fixed rate charges such as community alarms or meals services.   It also 



 

 

does not take into account service based services such as day centres or respite 

which may be charged for in some areas.   

Results from the Personal Care Calculator.  

The Personal Care Calculator App has had hundreds of people use it to see how the 

policy might affect them.    No identifying data is retained so each user is anonymous 

but the information that they enter such as hours of support and income from benefits 

and so on is kept for our analysis.   

Most will not gain.   

1. User 37 from the Aberdeen area current receives 10 hours of home care for 

which they are financially assessed to pay £42 per week.   In the future they 

estimate they will have 4 hours of personal care which is free and 6 hours of 

other social care. The calculation is that their financial assessment will remain 

at £42 per week, making them no better off.  [However the local council would 

receive £40 per week in respect of User 37 from the Scottish Government – 4 

hours times the £10 hourly rate.] 

 

2. User 123 from the Glasgow area currently receives 18 hours of home care for 

which they pay £45 per week.   In the future they estimate that they will also 

have 15 hours of personal care which is free and 3 hours of other social care for 

which they will still have to pay £45 per week, also making them no better off.  

[The council may be reimbursed as much as £150 pw] 

There will be some gainers  

1. User 13 from the Edinburgh area has significant savings high above the 

threshold for charging and pays £224 per week for 14 hours of home care at 

this point.   They estimate that all of these 14 hours will be reassessed as being 

personal care and will have no care charges in the future.   

User 13 is a gainer because of their high level of savings they are expected to 

pay the full cost of their support. For this person all their care will be zero rated 

and therefore free.   

Analysis 

From our analysis of the overall results, it looks like the main gainers from the 

proposed method of extending Free Personal Care will be  

• Those with high levels of savings 

• Those with a high net weekly wage. 

• Those with a very small number of “other social care” hours - 4 or less 

dependent on area. 

Most others will see no change in the level of charges they are asked to pay.  However 

the Scottish Government is committed to funding the zero rating of all personal care 

hours whether or not individuals are better off. The funding this policy costs will thus 

make a net contribution to local authorities with no benefit to most service users.    

 

 



 

 

An Alternative Option  

There is an alternative which would have no additional cost to the Scottish 

Government which could deliver real benefit to people needing personal care around 

Scotland.   

A Personal Care Rebate  

In this option, each adult under 65 receiving care would still be assessed and their 

individual personal care hours would be identified.    The current charging regimes 

would be still be applied with all the income thresholds, allowable expenses, taper 

rates and service rates.  

However, at the end, after the current calculation has been made, a Personal Care 

Rebate is applied to the charges deducting the individual cost of personal care hours.   

This would be a simple calculation of number of hours times the local hourly rate.   If 

the value of the rebate was greater than the actual cost of charge a null charge would 

be set.   

The Scottish Government would still set the amount it was going to transfer to each 

local authority in lieu of personal care charges.  An example of how this works: 

User 37 (described in more detail above) currently pays £42 per week for 10 

hours of home care.   Following the extension of FPC, they will have 10 (6 

personal and 4 other care)  hours of social care for which the initial calculation 

will still be £42 per week but then a Personal Care rebate of £40 off their weekly 

bill, leaving them with a weekly charge of just £2.    [The local council would 

receive the £40 per week in respect FPC from the Scottish Government.] 

This would mean that everyone who received personal care would see an 

improvement in their care charges.  Care users would still pay care charges for their 

other care hours of support.    The Scottish Government would be seen to improving 

the position of care users.  Local Authorities would still be in receipt of the current full 

value of income they receive from care charges – now made up of a mixture of paid 

charges and a “free personal care” contribution from the Scottish Government. 

Merits 

 This would be fairer to individuals, deliver net benefit all personal care 

recipients under 65 and meet the Scottish Government’s promise to extend 

Free Personal Care to under 65s.  

 Local authorities would not be at a financial disadvantage because of this policy 

 The Scottish Government would meet the spirit of its promise to extend Free 

Personal Care.   

Follow Up 

We would ask the Petitions Committee to write again to the Scottish Government 

asking them the following three questions.   

• Would the Scottish Government confirm that the aim of its policy of Extending 

Free Personal Care  is, first, to improve the financial position of people between 

18 & 64 who receive Personal Care and, second, to leave local authorities no 

worse off than they are currently? 



 

 

• What investigations have the Scottish Government carried out to ensure that 

their method of extending Free Personal Care will deliver these aims for the 

maximum number of people? 

• What alternative method of delivering an extension of Free Personal Care has 

the Scottish Government considered and would they examine our (the 

petitioner’s) proposal?  

I look forward to watching the committee proceedings as usual.   
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Public Petitions Committee 

5th Meeting, 2018 (Session 5)  

Thursday 29 March 2018 

PE1577: Adult Cerebral Palsy Services  

Note by the Clerk 

Petitioner Rachael Wallace 

Petition 

summary 

Calling on the Scottish Parliament to urge the Scottish Government to 

develop and provide funding for a clinical pathway and services for 

adults with cerebral palsy. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01577 

Introduction 

1. This is a continued petition that was last considered by the Committee on 9 
November 2017. At that meeting the Committee agreed to write to the Minister 
for Public Health and Sport and to the National Institute for Health and Care 

Excellence. 
 

2. Responses have now been received in addition to a further written submission 
from the petitioner and the Committee is invited to consider what action it 

wishes to take. 
 
Committee Consideration  

3. At its last consideration of this petition, the Committee noted the petitioner’s 

concern that the Scottish Government had not contacted her since the 
beginning of 2017, despite the Minister for Public Health and Sport making a 
commitment to work with the petitioner. The Committee therefore agreed to 
write to the Minister for Public Health and Sport to ask why there had been no 

further engagement with the petitioner.   
 

4. In her response to the Committee, the Minister apologised for the lack of 
engagement with the petitioner and recognised that it would have been 

beneficial for government officials to have maintained ongoing contact with her. 
The Minister confirmed that a meeting had been scheduled for January 2018 
between the petitioner, officials and Murdo Fraser MSP to discuss work which 
the petitioner could contribute to.   

5. The petitioner’s written submission confirms that she has now met with the 
Scottish Government to discuss the main issues in her petition. She is positive 
about this engagement and the constructive working relationship she hopes to 
maintain with the Government in the future.   

http://www.parliament.scot/GettingInvolved/Petitions/adultcerebralpalsyservices
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6. The petitioner highlights several projects and evidence gathering exercises that 
are currently ongoing. This includes— 

 The development of the National Action Plan on Neurological Conditions, 

which the Scottish Government intends to consult on during autumn 2018.   

 Work commissioned through the Health and Social Care Alliance on patient 
perspectives to neurological healthcare services. 

 A neurological services mapping exercise. 

7. While the petitioner welcomes this work, she recognises that they are at an 
early stage of development and asks the Public Petitions Committee to monitor 
the Scottish Government's commitments regarding the petition closely.  

National Institute for Health and Care Excellence response  

8. At its meeting on 9 November 2017, the Committee also discussed guidance 
that the National Institute for Health and Care Excellence (NICE) is currently 
developing for the management and treatment of cerebral palsy in adults which 

will be published in 2019. The Committee therefore agreed to write to NICE to 
clarify what opportunity there may be for the petitioner, or others with an 
interest in the issue of services for adults with cerebral palsy, to contribute to 
the work on developing the guidance.  

9. In its written submission, NICE provides information about how guidelines are 
developed and how organisations can get involved in the development of the 
guidance by registering as a stakeholder. NICE states that the Scottish 
Government is welcome to register as a stakeholder for the cerebral policy in 

adults guideline.  

10. The submission explains that there are three stages to the NICE guideline 
development process where stakeholders have a role. The first two stages of 
this process for the cerebral policy in adults are complete. However, there is an 
opportunity to provide feedback on the third stage of the draft guidance which is 

currently scheduled between 16 July 2018 – 28 August 2018.  

Petitioner’s closing remarks 

11. In concluding their written submission, the petitioner states that— 
 

“We are a long way from providing the quality and continuity of care that 
adults with Cerebral Palsy in Scotland need and deserve. I would like to see a 
lot more progress and positive results as I do not want to be submitting the 
same petition in 5 years’ time because there has been no movement from the 

status quo”. 

Conclusion 

12. The Committee is invited to consider what action it wishes to take. Options 
include — 
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 Defer consideration of the petition until the findings of the consultation on 
National Action Plan on Neurological Conditions are published 

 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— 

 PE1577/M: NICE submission of 20 November 2017 (119KB pdf)   

 PE1577/N: Minister for Public Health and Sport submission of 12 December 

2017 (63KB pdf)  

 PE1577/O: Petitioner’s submission of 22 February 2018 (65KB pdf) 

 

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

webpage. 

 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1577_M.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1577N_Minister_for_Public_Health_and_Sport.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1577N_Minister_for_Public_Health_and_Sport.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1577_O.pdf
http://www.parliament.scot/GettingInvolved/Petitions/adultcerebralpalsyservices


PE01577: ADULT CEREBRAL PALSY SERVICES  

Petitioner Rachael Wallace 

Date 
Lodged 

27 August 2015 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government 
to develop and provide funding for a clinical pathway and services for 
adults with cerebral palsy. 

 
Previous 
action 

I have been in contact with Murdo Fraser MSP and he has written to 
the Scottish Government on my behalf. Mr Fraser has requested a 
meeting with the Minister for Sport, Health Improvement and Mental 

Health. A meeting has not as yet been arranged. In addition, Mr 
Fraser has submitted 2 written parliamentary questions.  The 
responses I received from the Minister on the issues of providing a 
clinical pathway and services was inaccurate and unsatisfactory. 

In addition, Mr Fraser has asked a question in the Chamber at 
general questions on the 18th of June 2015 - To ask the Scottish 

Government what action it is taking to improve care services for 
adults with cerebral palsy. (S4O-04479). The Minister’s reply was 
inadequate. 

Furthermore, I run an online support group called “Living Positively 
with Cerebral Palsy”. This allows people with cerebral palsy to share 
their experiences of living with cerebral palsy. The message from my 

website is that there is not a national clinical pathway or therapy for 
adults with cerebral palsy. 

Also, I have been working closely with Bobath Scotland to raise 
awareness of cerebral palsy and lobby for a clinical pathway and 
therapy services for adults. 

 

Background 
information 

Cerebral Palsy is not a local Health board issue - it is a national issue. 
According to figures from Bobath Scotland, approximately 15,000 
adults have Cerebral Palsy (CP) in Scotland. Paediatric services are 

well established with input from multidisciplinary teams such as 
specialist physiotherapy, occupational therapy, speech and language 
therapy, orthotics, neurology and regular orthopaedic reviews. When 
a person with CP leaves school all these services stop, however that 

person still has complex needs CP is not a static condition, all the 
beneficial therapies they received as a child are to maintain health, 
mobility and quality of life. 

As an adult with CP, I have to pay for private physiotherapy from a 
paediatric physiotherapist as there are no adult Allied Healthcare 



Professionals who are trained to work with adults with Cerebral Palsy 
in the NHS. There is no coordinated clinical pathway which results in 
the patient having to self manage their own condition. You are relying 
on the good will of health professionals, who on top of their own 

workload, are willing to take an interest in someone with Cerebral 
Palsy. Medication that I was put on in my teens was not reviewed until 
my early twenties by a brain injury specialist who was eventually 
found via several emails to Neurology by paediatric services. 

Cerebral Palsy does not fit into the National Neurological Advisory 
Group as there is not a clinical pathway, as there is with MS, 

Parkinsons and Epilepsy. Therefore adults with CP are unable to 
access high quality healthcare services that are safe, effective and 
put the patient at the centre of their care. 

Although CP is not considered to be a progressive condition, studies 
by SCOPE (Cerebral Palsy and Ageing) and Bobath Scotland would 
suggest otherwise. Evidence from the SCOPE website: 

http://www.scope.org.uk/Support/Parents-and-
Carers/Landing/Cerebral-palsy/Ageing 

Common problems reported by people with CP as they get older: 

 Increased pain and discomfort especially in the joints resulting 

in less flexibility.  
 Increased spasms  
 Increased contractures (shortening of muscles especially in 

limbs which can result in limbs remaining in a fixed position).  

 Digestive difficulties  
 Emergence or increase in incontinence  
 Fatigue – many individuals with CP use 3 to 5 times the 

amount of energy that non-disabled people use when they 

move and walk.  
 Weight gain or loss  
 Many adults with CP will experience post-impairment 

syndrome – a combination of pain, fatigue and weakness to 

muscles and bone deformities often caused by repetitive 
motion.  

Sometimes the effects of ageing can be heightened due to 
inadequate rehabilitation following surgery or even the constant use 
of equipment.  For example, poor wheelchair seating and support can 
affect posture causing pain, discomfort and sometimes loss of 
function in limbs. 

Cerebral palsy in adulthood should receive the same status as other 

neurological conditions such as MS. An adult with CP should receive 
regular care and physiotherapy from a multidiscipline team of Allied 
Health Professionals who specialise in cerebral palsy.  It would be 
essential to create a clear clinical pathway for adults that GP’s can 



refer to. In the future, I would like to see a specialist consultant albeit 
a doctor, physiotherapist or neurological specialist who is the key 
person who coordinates therapies and care for adults with cerebral 
palsy.  I would like to see this be rolled out across all health boards 
across Scotland. 

 

 

 

 

 



 

PE1577/M 
NICE submission of 20 November 2017 
 
Thank you for contacting NICE about our guideline on cerebral palsy in adults that is 
in development.  
 
For your background, there is further information on our website about how we 
develop NICE guidelines, it outlines how organisations can get involved in the 
development of the guidance by registering as a stakeholder. The Scottish 
Government are very welcome to register as a stakeholder for the cerebral policy in 
adults guideline. You can have up to two named contacts and they have 
responsibility for collating the feedback from the organisation. The named contacts 
will need to create a NICE Account, this will enable them to click through to the 
stakeholder registration page and indicate their interest in this title. Once registered, 
contacts will receive updates during the development process.  
 
In terms of the opportunities for the Government to get involved, there are three 
points in the guideline development process where stakeholders have a role, 
summarised below. Unfortunately the first two stages are complete, however there 
will still be the opportunity to provide feedback on the draft guidance.  
 

1 Stakeholder scoping workshop – held on 9 November 2016 
Registered stakeholder organisations are invited to the scoping workshop.  
 

2 Consultation on the draft scope – held 29 November 2016 - 05 January 
2017  

The final scope published in February 2017. At the same time that we consulted on 
the draft scope we advertised positions on the guideline committee for both lay 
members and health professionals.  
The list of committee members for this topic is published on our website.   
 

3 Consultation on the draft guidance – currently scheduled for 16 July 2018 - 
28 August 2018, although this may change.  

 
If you have any queries please contact us again, via email: nice@nice.org.uk or 
telephone: 0300 323 0141. 
 
I hope this is helpful. Please tell us how we did by completing our short survey. It will 
only take you a couple of minutes. 
  

https://www.nice.org.uk/guidance/indevelopment/gid-ng10031
https://www.nice.org.uk/about/what-we-do/our-programmes/nice-guidance/nice-guidelines/how-we-develop-nice-guidelines
https://www.nice.org.uk/about/what-we-do/our-programmes/nice-guidance/nice-guidelines/how-we-develop-nice-guidelines
https://www.nice.org.uk/get-involved/stakeholder-registration
https://accounts.nice.org.uk/signin
https://www.nice.org.uk/guidance/gid-ng10031/documents/final-scope
https://www.nice.org.uk/guidance/gid-ng10031/documents/committee-member-list-2
mailto:nice@nice.org.uk
https://www.snapsurveys.com/wh/s.asp?k=147308072969


PE1577/N 
Minister for Public Health and Sport submission of 12 December 2017 
 
Thank you for your letter of 13 November 2017 on behalf on the Public Petitions 
Committee (PPC) regarding their consideration of petition PE1577 (Calling on the 
Scottish Parliament to urge the Scottish Government to develop and provide funding 
for a clinical pathway and services for adults with cerebral palsy).  
 
I would like to apologise for the lack of engagement with the petitioner since the last 
meeting of the Committee in March this year. Whilst we had been engaging through 
the PPC, I recognise that it would have been helpful if officials had also been 
engaging directly with the petitioner. I am pleased  to confirm that my officials will be 
meeting with the petitioner and Murdo Fraser MSP in Dundee in January.  
 
There are a number of pieces of ongoing work which we feel the petitioner’s 
experience and perspective would be valuable, such as the development of our 
National Action Plan on Neurological Conditions; the development of the new 
neurological standards through Healthcare Improvement Scotland; and work we 
have commissioned through the Health and Social Care Alliance on patient 
perspectives to neurological healthcare services. We look forward to discussing this 
work with the petitioner in more detail in January.   
 
I hope the information in this letter is helpful to the PPC.  
 
 
 
 
 
 
 
 
  



 

 

PE1577/O 

Petitioner’s submission of 22 February 2018 

 

I met with the Team Leader – Strategic Planning and Clinical Priorities Team 

(Scottish Government) on the 26th of January 2018. Murdo Fraser MSP was also in 

attendance. We discussed the main issues in my petition and it is positive that I am 

now engaging in discussions with the Scottish Government. There are several 

projects and evidence gathering exercises taking place at the moment.  The National 

Advisory Committee for Neurological Conditions (NACNC) are developing a National 

Action Plan on Neurological Conditions. The lived experience project is based upon 

qualitative research commissioned by the Health and Social Care Alliance. There is 

also a neurological services mapping exercise, as well as neurological engagement 

projects and quantitative research. The Scottish Government will launch a 

programme of engagement over the summer months and launch their consultation 

on the draft National Action Plan in the Autumn.  

 

I have been asked by Health Improvement Scotland to become a member of the 

Development Group for the Review of the General Neurological Standards for Care 

and Support. I have accepted this position and look forward to working on this review 

and raising awareness of Cerebral Palsy as an adulthood condition.  While the 

research and the National Action Plan for neurological conditions are welcomed, 

these are at an early stage of development. I know a care pathway for adult Cerebral 

Palsy NHS services will not be developed overnight but the issues raised in my 

petition have not been solved, and I would ask the Public Petitions Committee to 

monitor the Scottish Government's commitments regarding the petition closely.  I 

should receive regular correspondence from the Scottish Government and hope to 

develop a good working relationship with the team leader and his team.  We are a 

long way from providing the quality and continuity of care that adults with Cerebral 

Palsy in Scotland need and deserve.   I would like to see a lot more progress and 

positive results as I do not want to be submitting the same petition in 5 years’ time 

because there has been no movement from the status quo.  
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Public Petitions Committee 
 

5th Meeting, 2018 (Session 5) 

 
Thursday 29 March 2018 

 
PE1591: Major redesign of healthcare services in Skye, Lochalsh and South 

West Ross 
 

Note by the Clerk 

 
Petitioner Catriona MacDonald on behalf of SOS-NHS 

Petition 
summary 

The petition calls on the Scottish Parliament to urge the Scottish 
Government to reverse its approval of the major service change to 
healthcare services in Skye, Lochalsh and South West Ross. 

Webpage parliament.scot/GettingInvolved/Petitions/skyelochalshsouthwestross 

 

Introduction  

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

meeting on 23 November 2017. At that meeting, the Committee agreed to write 

to the Cabinet Secretary, to outline concerns about the mismatch between what 
she believes to be happening and what the petitioners say is happening on the 
ground. The Committee also invited the Cabinet Secretary to respond to 
concerns about the nature of communications being issued by NHS Highland 

generally, but in particular with regard to local councillors.  
 
2. The Cabinet Secretary’s response and a subsequent submission from the 

petitioners are provided in the annex to this paper. The Committee is invited to 

consider what action to take on the petition. 
 
Committee consideration 

 

3. In her submission, the Cabinet Secretary recognises the Committee’s concerns 
and provides a commentary and text of relevant correspondence between the 
Board and local councillors. 
 

4. In their submission, the petitioners reiterate their request that the Scottish 
Government reverse its approval of the service redesign.   
 

5. In the course of the Committee’s consideration of the petition, it has received 

seven submissions from the Scottish Government, at official or ministerial level. 
The consistent theme throughout those responses is that the Scottish 
Government is content that due process has been followed, and it has no 
intention of reversing its approval of the major service change. 

 
6. The Scottish Government is also consistent in its view that, as the redesign has 

been approved, it is a matter for the local Board together with the local 

http://www.parliament.scot/GettingInvolved/Petitions/skyelochalshsouthwestross
http://www.parliament.scot/parliamentarybusiness/report.aspx?r=11228
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community and elected representatives to take matters forward as an 
operational matter. 
 

7. The petitioner’s response reiterates the request that the Cabinet Secretary 
reconsiders approval of the redesign and for an Independent Scrutiny Panel to 
be set up. 
 

8. The petitioner’s concerns are set out under the following headings— 

 Sir Lewis Ritchie’s external view (referring to the external review of out of 
hours service) 

 The redesign Outline Business Case does not reflect reality 

 Concerns for wellbeing of older people 

 Transport and access issues. 
 

9. The overarching theme set out in the petitioner’s submission is concern about 
NHS Highland not taking on board the views and concerns that are being 
expressed by the community. 

 

Action  

  
10. The Committee is invited to consider what action to take. Options include— 

 

 To close the petition, on the basis that the Cabinet Secretary has confirmed 
that she is content that due process has been followed and therefore the 
Scottish Government does not intend to reverse its approval of the major 
service change and that the issue is now an operational matter for NHS 

Highland.  

 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— 

 PE1591/W: Cabinet Secretary for Health and Sport submission of 10 January 
2018 (118KB pdf) 

 PE1591/X: Petitioner submission of 20 March 2018 (200KB pdf) 

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

 

 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1591_W.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1591_W.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1591_X.pdf
http://www.parliament.scot/GettingInvolved/Petitions/skyelochalshsouthwestross


PE01591: MAJOR REDESIGN OF HEALTHCARE SERVICES IN SKYE, 
LOCHALSH AND SOUTH WEST ROSS 

Petitioner Catriona MacDonald on behalf of SOS-NHS 

Date 
Lodged 

30 October 2015 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
reverse its approval of the major service change to healthcare 
services in Skye, Lochalsh and South West Ross. 

 
Previous 
action 

We participated at every possible opportunity in NHS Highland's 
consultation on the proposed service changes and campaigned 

against these changes. We highlighted issues with the consultation 
and design process to Dave Thompson MSP in December 2014 and 
sought to explore concerns with senior NHS Highland representatives 
at a meeting in January 2015 that was chaired by Mr Thompson. 

We held public meetings in March and June 2015, each attended by 
several hundred people, to raise awareness and demonstrate support 
for our campaign to have an Independent Scrutiny Panel (ISP) 
examine NHS Highland's major service change proposals. Over 4500 

signatures have been collected on a petition calling on the Cabinet 
Secretary for Health to establish an Independent Scrutiny Panel (ISP) 
to examine the NHS Highland proposals. 
 

We sought to engage the support of all the May 2015 General 
Election local parliamentary candidates for an ISP, and spoke with the 
First Minister during her pre-election visit to Portree to raise our 
concerns. We met with Mary Scanlon MSP who raised a 

parliamentary question on our behalf on 10 June 2015. 
We are seeking reversal of the Scottish Government’s approval of 
NHS Highland’s major service change proposals for hospital and 
healthcare services in Skye, Lochalsh and South West Ross, 

because we are extremely concerned about the potential impact of 
the proposed service changes on our remote and rural population. 

 

Background 
information 

NHS Highland has decided to close two hospitals and build a single 
new one for the area without assessing the medical, health and social 
care needs of the Skye, Lochalsh and South West Ross population. 
We have evidence that the design process and the public consultation 

that sought to justify its outcome are both deeply flawed. We believe 
that the proposed major service change will lead to deterioration in 
the safety and efficiency of, and equitable access to, essential health 
services and will have a significant impact on the sustainability of 
living in the North of Skye. 

We therefore urge the Scottish Government to reverse its 



authorisation of the proposed major service change and to establish 
an Independent Scrutiny Panel, which would be charged with 
determining the medical, health and social care needs of the 
communities of Skye, Lochalsh & South West Ross. The Panel would 

then require NHS Highland to respond and amend the design based 
on the findings of the Panel. 

 
 

 

 

 



  
 

PE1591/W 
Cabinet Secretary for Health and Sport submission of 10 January 2018 
 
Thank you for your further letter of 8 December 2017 in respect of the above petition, 
following the Committee’s consideration at its meeting on 23 November. 
 
You reference my letter of 26 June 2017 to the Committee, when I stated my understanding 
that NHS Highland’s offer to meet with local Councillors in relation to the redesign had been 
turned down.  I note you received representations from Councillors of the Eilean a Cheo 
Ward, stating they “would like to note for the record that at no time have we refused to meet 
with any party on NHSH, including Chairman Mr David Alston”. 
 
You have set out that you are extremely concerned at any suggestion that the Committee 
and the Scottish Government are being misinformed as to the nature of communications 
between NHS Highland and the elected representatives of Skye.  You asked that I seek 
further clarification from NHS Highland as to exactly what communication they have had with 
the locally elected representatives and what responses they have received. 
 
I can assure the Committee that I too would be concerned if the Committee or Scottish 
Government were misinformed and I have sought advice from NHS Highland.  I have set out 
below the relevant text from correspondence between the Board and local Councillors.  
 
The Board advise that on 9 June the Councillors responded to correspondence received 
from the Chairman of NHS Highland, and in response to the Chair’s invitation to meet with 
them the Councillors noted that: 
 
We believe we have made our concerns about access to emergency medical clear to you 
and the Chief Executive. If you believe a meeting would assist us in progressing our 
concerns rapidly then of course we are happy to meet with you. If however the purpose of 
such a meeting is simply so that you can reiterate points of little or no relevance to the 
concerns of the electorate and fail to address legitimate issues and concerns that have 
already been put to you, then our time would clearly be better spent progressing these 
issues in other ways. 
 
The Chair responded on 20 June noting he was sorry that the Councillors “feel that a 
meeting to discuss these issues is likely to be unproductive.  If, at some point, you feel a 
meeting would be helpful please do let me know.” 
 
I understand that, following my letter to the Committee on 26 June, Councillor MacDonald 
wrote directly to the Chair of NHS Highland to raise his concerns.  Councillor MacDonald 
noted that:  
 
The truth of the matter is that we did not turn down a meeting with you as you well know. 
What we said in our letter of June 9 2017 was: ‘If you believe a meeting would assist us in 
progressing our concerns rapidly then of course we are happy to meet with you.  If, however, 
the purpose of such a meeting is simply to reiterate points of little or no relevance to the 
concerns of the electorate and fail to address legitimate issues and concerns that have 
already been put to you, then our time would clearly be better sent progressing these issues 
in other ways. 
 
I understand that, on 3 August, the Chair took the opportunity to write to Councillor 
MacDonald to apologise and set out his understanding, noting: 
 



  
 

I am sorry that you believe that I have misrepresented your position in respect of a meeting. I 
understood from your response that you did not believe that a meeting would be helpful if we 
would be reiterating points previously made.  As our position has not changed, it is likely that 
we would indeed go over previous statements.  Our responses have been consistent, 
however, obviously it concerns me if we are not able to look forward and work together to 
execute all the plans. 
 
In responding to your point about moving plans forward, as you are aware, I have asked 
NHS Highland to establish a Locality Planning Group with all key stakeholders to discuss 
and address any on-going local concerns.  Given  that some of the  concerns being raised 
relate to the out-of-hours provision for Portree and North Skye, you will also be aware that 
NHS Highland are commissioning an independent, external view to provide assurance that 
the arrangements for North Skye in terms of unscheduled and out-of-hours care are robust, 
safe and sustainable.  It is my understanding that this review will begin in early 2018. 
 
I hope my reply is helpful in bringing your considerations to a conclusion. 
 
 
 
 
 
 

 



  

 

 
PE1591/X 

SOS NHS Skye submission of 20 March 2018 
 

We were encouraged that the Committee’s last discussion of our petition 
recognised the need to widen the scope of the external view of out of hours 
services to include the redesign of health and social care.  However, 

unfortunately the last Cabinet Secretary response (PE 1591/W) is disappointing 
in that this is not mentioned. The response demonstrates the brick wall that this 
community and our elected representatives meet when attempting to 
communicate our concerns to NHS Highland (NHSH). That is why we lodged this 

petition, because from the start of the redesign process in 2014 NHSH have 
refused to acknowledge the legitimacy of, far less attempt to address, the 
concerns of people living in and around Portree and north Skye. We therefore 
reiterate our request to the Cabinet Secretary that she reconsiders her approval 

of the redesign pending independent scrutiny of the plans. 
 
Sir Lewis Ritchie’s External View  

The external view of the Portree out of hours service led by Sir Lewis Ritchie is in 

progress and we trust that this will be a truly independent process that takes on 
board the difficulties in accessing essential acute and emergency care 
particularly out of hours. However, it is obvious to anyone living here that out of 
hours care cannot be reviewed realistically without considering the impact of the 

redesign on other key aspects of local health services such as the location of 
inpatient beds and the dramatic cuts that have already taken place in these 
locally. Some of these changes have been implemented ahead of new 
arrangements being in place and tested, contrary to the conditions set by the 

Cabinet Secretary when she approved the Initial Agreement. it is clearly in the 
public interest that the redesign process should be halted until Sir Lewis reports 
his findings. 
 
The redesign Outline Business Case does not reflect reality 

The redesign Outline Business Case is peppered with assertions that it is all 
about strengthening primary care and community services so that people can 
receive the support they need in their own home or as close to home as possible. 

What really concerns this community is that all we see from the redesign is the 
exact opposite: loss of local facilities, and out of hours services in Portree, a 
major urban settlement and one of Scotland’s leading tourist locations, limping 
along with closures and staffing issues. The result is that people and those close 

to them are having to travel further to access essential care, in total contradiction 
of what NHSH claims the redesign aims to do. 
 
NHSH are aware of the deeply held public view that the redesign proposals are 
fundamentally flawed in that they were not driven by the health needs of the area 

but rather by a pre conceived redesign model which has been foisted on the 
area, through an options appraisal system that lacked a robust methodology. At 
no point is this acknowledged and it is constantly glossed over with standard 
platitudes stating that the proposals in SLSWR have community support. The 

OBC lacks reference to any measurable criteria, nor has any quantitative 



  

assessment been carried out to match the investment objectives that are to be 

utilised in any major service redesign in accordance with the Capital Investment 
Manual.  
 
Concerns for wellbeing of older people 

The redesign seems to signal that our older population are no longer worthy of a 
hospital bed especially if the admitting doctor suspects that the patient may end 
up ‘blocking’ a bed. With the sharp and severe cut in hospital bed numbers on 
the island, down to a ratio comparable only with third world countries, we now 

have many examples of older people being refused a hospital bed in Broadford, 
then developing a more serious illness than the original admission necessitated, 
which in turn results in them needing a much more expensive acute bed in 
Inverness with all the trauma of an up to 5 hour journey in an ambulance. Or 

even being denied the opportunity to be assessed by a suitably qualified health 
professional. 
 
Transport and access issues 

On the crucial issue of transport, the first meeting of the recently re-instated 
Transport and Access Working Group shows how flawed the option appraisal 
process at the heart of the redesign OBC is. This group, set up to examine the 
transport and access implications of the redesign, has to date managed to 

commission a report which fails to contribute anything useful and we understand 
has been sent back to the authors for extensive reworking. Given that access is 
such a crucial factor for both the urban and rural local populations when the 
hospital at the heart of the island’s capital is to be closed, surely it should have 

been a major factor in the option appraisal. The fact that the transport study is 
being conducted almost four years after the options appraisal is a clear 
manifestation of a fundamentally flawed process. 
 
NHS Highland’s redesign plans need to be scrutinized independently 

We do not have confidence in NHS Highland’s ability or willingness to redesign 
health services that have served our community for decades in a safe and 
person-centred manner. Professor MacDonald is adding new information to his 

critique of the option appraisal previously presented to the Committee because 
the questions raised in his paper have not yet been answered by either NHSH or 
the Cabinet Secretary. Lives are literally at stake here due to the botched and ill 
thought through redesign plans and nothing short of a completely independent 

review can bring about the changes we urgently need in our health care 
provision.  
 
We believe that NHS Highland are misrepresenting the truth to the Cabinet 

Secretary and have done so from the start of this process. We therefore 
respectfully request that the Committee continues to pursue answers on our 
behalf and to reiterate our request for an Independent Scrutiny Panel to be set 
up. 
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Public Petitions Committee 

5th Meeting, 2018 (Session 5)  

Thursday 29 March 2018 

PE1610: Upgrade the A75 

Note by the Clerk 

Petitioner Matt Halliday 

Petition 

summary 

Calling on the Scottish Parliament to urge the Scottish Government to 

upgrade the A75 Euro-route to dual carriageway for its entirety as 

soon as possible. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01610 

 

PE1657: A77 upgrade 

Petitioner Donald McHarrie on behalf of A77 Action Group 

Petition 

summary 

Calling on the Scottish Parliament to urge the Scottish Government to 

dual the A77 from Ayr Whitlett’s Roundabout south to the two ferry 

ports located at Cairnryan, including the point at which the A77 

connects with the A75. 

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01657 

 

Introduction 

1. The Committee last considered PE1610 and PE1657 at its meeting on 23 
November 2017. At that meeting, the Committee took evidence from the 

Minister for Transport and the Islands and agreed to reflect on this evidence at 
a future meeting date. This note provides a summary of the issues that were 
discussed during the evidence session. 
 

2. Written submissions have subsequently been received from the Minister for 
Transport and the Islands and both petitioners. The Committee is invited to 
consider what action it wishes to take. 

Committee Consideration 

 
A75/A77 Investment   

3. During the evidence session with the Minister for Transport and the Islands, the 
Committee heard that the Scottish Government’s on-going commitment to the 

http://www.parliament.scot/GettingInvolved/Petitions/A75RoadUpgrade
http://www.parliament.scot/GettingInvolved/Petitions/a77upgrade
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A75 and A77 can be demonstrated by its investment in maintenance since 
2007 of approximately £66 million for the A75 and £48 million for the A77. In 
terms of capital funding, approximately £50 million has been invested in the 

A75 to improve overtaking and to remove known pinchpoints while 
approximately £35 million has been invested in schemes on the A77. 
 

4. The petitioner for PE1657 highlighted in his written submission that the 

Minister’s quoted figure for road maintenance equates to an average annual 
spend of £6.6 million for the A75 and £4.8 million for the A77 which he 
considers “not so impressive and even less impressive from an end-users’ 
perspective”. The petitioner therefore asked the Committee to establish 

whether the figures refer to the full length of the A77 or from Whitlett’s 
Roundabout south to Stranraer which PE1657 is focussed on.   
 

5. During the evidence session, the issue of road maintenance was further 
explored. The Minister highlighted that financial pressures on local government 

budgets often lead to road maintenance not being considered a top priority for 
councils. The Minister cited the Audit Scotland report, published in August 2016 
which “highlighted the difference between the condition of the trunk road 
network and that of the local road network”.  

 

6. In response, the Minister highlighted that he has increased the maintenance 
budget but is also encouraging local authorities who face budgetary pressures 
to collaborate with neighbouring local authorities. In further written evidence 

provided to the Committee, the  Scottish Government confirms that the Road 
Collaboration Programme is funded between national and local government 
and demonstrates the Government’s “commitment to ensuring integrated 
service provision and providing efficient public services against a backdrop of 

reducing public sector budgets”. 
 

7. The Government’s submission states that a Road Collaboration Programme 
(RCP) has been set up to take forward “Option 30” collaboration and service 
sharing initiative. The initiative is funded by all 30 road authorities and is 
expected to be used by all authorities to support work around shared services. 

The RCP is currently supporting five cluster groups, through regional 
partnerships. 

Maybole bypass 

8. During the evidence session, the Minister was challenged about the decision to 

build a single-carriageway bypass as being “short sighted” and that it did not 
represent good value for money, as the road may require to be upgraded again 
in the future. The Minister responded by stating that he did not envisage having 
to go back to the Maybole bypass and extend it from a single to a double 

carriageway. He highlighted that the 85 per cent journey cost for 60 per cent of 
the cost represented a positive outcome for this project and that— 
 

“…the Maybole bypass group, which had been campaigning for decades on 

the issue … were overwhelmingly positive”. 
 

http://www.audit-scotland.gov.uk/report/maintaining-scotlands-roads-a-follow-up-report-0
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9. The petitioner for PE1657 reinforces in his written submission that the decision 
to build a by-pass rather than a dual carriageway is a “missed opportunity”. He 
further states that “from a number of perspectives including safety issues, 

business, environment and in hard economic terms, dual carriageway is by far 
the best solution, 100% better”. The petitioner also notes that the current plan 
“offers zero time improvement for HGV traffic journey times”.  The petitioner 
therefore requests a copy of the in-depth study that the Minister referred to 

during the evidence session, which concluded that a single carriageway was 
the most appropriate option. 
 

10. The petitioner goes on to state that having a dual carriageway rather than a 

bypass at Maybole would cost approximately £50 million “which is relatively 
modest compared to spending elsewhere”.  

South West Transport Study 

11. During the evidence session, the Minister referred to a study that the Scottish 

Government is commissioning which will consider the rationale for 
improvements to road, rail, public transport and active travel on key strategic 
corridors, including the A77 and the A75. The cost of this study is expected to 
be approximately £200,000 as well as additional costs for a data collection 

exercise.  The study is expected to have a particular focus on access to the 
ports at Cairnryan.  
 

12. Further information received from the Scottish Government subsequent to the 

evidence session confirms that the study is expected to be published in 
Autumn/Winter 2018. The study will inform the Second Strategic Transport 
Projects Review (STPR2) which will report later in the parliamentary session, 
taking cognisance of the strategic outcomes from the new National Transport 

Strategy. 
 

13. During the evidence session, the Minister stated that the STRP2 will result in a 
long list of options which will require to be narrowed down. However, the 
Minister indicated that— 

 

“…those who support the A75 and the A77 campaigns…are in a strong place 

in terms of consideration for future investment”. 

 
14. In his written submission, the petitioner for PE1657 questioned whether the 

study would be open for public consultation.  

50mph speed limit 

15. Members will recall that the Committee asked the Minister during the evidence 
session whether there was scope to pilot a 50mph speed limit for heavy goods 

vehicles (HGV) on the A77, similar to the pilot currently underway on the A9. 
The Minister agreed to consider this suggestion. Subsequent written 
correspondence received from the Minister states— 
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“There are no current plans to increase the HGV speed limit on the A77, or 
any other trunk road, as it is believed that there is insufficient evidence in this 
area to justify a change. A 50 mph HGV pilot is on-going on single-

carriageway sections of the A9; however, this is due to the specific 
circumstances on that particular route. The trial will be evaluated after a three-
year period, with any relevant lessons considered”. 
 

16. In response, the petitioner for PE1610 notes the current trial on the A9 and 

states— 
 
“Since April 2015 the 50mph limit has been in force in England and Wales, 
therefore on all the routes to the rivals to Scotland’s ports , surely this would 

provide a far wider database on the pros and cons of 50mph than on one road 
where there are major improvements already taking place”. 

Economic Profile of Dumfries and Galloway 

17. During the evidence session, the Minister agreed to provide the Committee with 

information about the economic profile of Dumfries and Galloway including 
business start-up rates, business survival rates, employment rates and 
migration patterns into and out of the area. This information has now been 
provided alongside other relevant socio-economic data. 

 
18. The data provided has been presented against three comparator areas: South 

Ayrshire, Scottish Rural Average (SRA) and National level. Some of the key 
messages in relation to Dumfries and Galloway are as follows— 

 
 Population Age Structure1: There are less working age resident population 

when compared to the SRA and Scotland; The proportion of older people is 
higher compared to both the SRA and Scotland and the resident population of 

Dumfries and Galloway has decreased by 1% compared to a 1% increase 
nationally. 

 

 Population Migration2: Dumfries and Galloway showed a 1% increase in 

population in 2011 which is lower than South Ayrshire (2%), the SRA 
comparator area (4%) and across Scotland (6%).  

 

 Economic Activity3: 68% were economically active (either in work or actively 

seeking work) similar to the national rate (69%) and 4% lower than the SRA 
comparator area (72%).  
 

 Business Start-ups
4
: The number of annual business start-ups in Dumfries 

and Galloway decreased by 48% between 2010 and 2015. The number of 
business start-ups across in the SRA comparator area decreased by 1% and 

increased by 40% in Scotland as a whole over the same period. 

                                                             
1 NOMIS 2015 
2 NOMIS 2011  
3 Census 2011 
4 NOMIS 2015 
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 Business Closures5: There were fewer business closures in Dumfries and 

Galloway between 2010 and 2015 (a decrease of 68%) compared to the SRA 
comparator area (down 13%) and South Ayrshire (down 6%). Conversely, 
across Scotland, there was an increase (7%) in business closures. 

 

19. The petitioner for PE1610 welcomed this information being available, but 
stressed that— 

 

“…it is imperative that the economic impact of both dualling the A75 and of 

the status quo takes into account the effect on the wider economy, such as 
the effects on the Central Belt Distribution centres that service Northern 
Ireland and the economic links to Northern Ireland itself”. 
 

20. In their written submission, the petitioner for PE1657 stresses how vital 
immediate improvements to the road infrastructure are stating— 

 

“We operate in one of the most fragile economies in the country, via roads 
which continue to deteriorate at an alarming rate. There is widespread 
acknowledgement of the importance of the A77 and A75, now it’s time…for 

government to show that it too is aware of their strategic importance”.  
 

21. The Committee may wish to note that Brian Whittle, MSP, recently lodged a 
parliamentary question in relation to the A77 as follows— 

 

To ask the Scottish Government how many times the (a) A77 south of the 

Whitletts Roundabout and (b) A75 between Stranraer and Gretna has been 
closed, including closures in one direction, in each of the last five years, 
broken down by (i) reason for and (ii) duration of the closure. 
 

22. A response is expected by 28 March 2018. 
 

23. The petitioner for PE1657 highlights in his written submission that the Welsh 
Assembly is currently exploring other ways to improve its road connections to 

the port of Holyhead as well as upgrading the dual carriageway by adding a 
lane on the A55. The petitioner goes on to highlight that both P&O and Stena 
Line are “seriously concerned regarding the increasing deterioration of the 
roads”. In summarising their written submission, the petitioner for PE1610 

suggested that the Committee may wish to take evidence from ferry operators. 
 

24. The Committee may also wish to note that the Scottish Government launched a 
consultation on a new enterprise agency for the South of Scotland on 15 March 

2018 which will run until 7 June 2018. The consultation summarises the 
Government's ambitions for the South of Scotland, explains the current 
economic circumstances of the area and draws out areas of strength and 
opportunities. The consultation document states— 

                                                             
5 NOMIS 2015 
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“The A75 and A77 strategic routes also play an important role in connecting 
the ports at Cairnryan with the rest of Scotland. The ports are not only 

important to the region but are of major importance to Scotland as a whole, 
operating as a direct link to Ireland with all the economic and social benefits 
that brings on both sides of the Irish Sea”. 

Conclusion 

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

 To ask the Scottish Government to respond to the specific queries raised by 

the petitioners in their written submissions and to ask how members of the 
public can contribute to the South West Transport Study. 
 

 To defer consideration of the petition until the South West Transport Study 

has been published. 

 

 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— 

 PE1610/H: Scottish Government submission of 11 December 2017 (135KB 
pdf)  

 PE1610/I: Petitioner submission of 24 January 2018 (9KB pdf)  
 PE1610/J: Petitioner for PE1657 submission of 01 February 2018 (86KB 

pdf)  
 PE1610/K: Minister for Transport and the Islands written submission of 1 

March 2018 (430KB pdf) 

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

webpages (PE1610 and PE1657).  

 

 

http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1610H__SG.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202017/PE1610H__SG.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1610_I_and_PE1657_H.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1610_J_and_PE1657_I.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1610_J_and_PE1657_I.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1610_K_PE1657_J.pdf
http://www.parliament.scot/S5_PublicPetitionsCommittee/Submissions%202018/PE1610_K_PE1657_J.pdf
http://www.parliament.scot/GettingInvolved/Petitions/PE01621
http://www.parliament.scot/GettingInvolved/Petitions/A75RoadUpgrade
http://www.parliament.scot/GettingInvolved/Petitions/a77upgrade


PE01610: UPGRADE THE A75 

Petitioner Matt Halliday 

Date 
Lodged 

13 July 2016 

Petition 
summary 

Calling on the Scottish Parliament to urge the Scottish Government to 
upgrade the A75 Euro-route to dual carriageway for its entirety as 
soon as possible. 

 
Previous 
action 

A previous petition was running on Change.Org and an action group 
has been set up on social media to fight for this cause. A meeting was 
arranged with Joan McAlpine MSP who  recommended lodging a 
petition with the Scottish Parliament. 

 

Background 

information 
The A75 is not only the road to Stranraer and the ferry ports of 

Cairnryan but, as such, is also the road to Belfast, one of the UK's 
capital cities. 

Due to the current design of the road and previous fact, it is a road 
where many differing vehicle types are thrown together often at highly 
differential speeds. The volume of HGVs in convoy travelling east 
when the ferries dock combined with the 40mph limit for those 

vehicles causes very high level of congestion upon the A75, a volume 
of traffic that was never envisioned when the current road was 
designed. 

Throw in even slower moving agricultural vehicles, faster moving 
traffic, such as cars and motorcycles, and a large amount of tourist 
traffic unfamiliar with the vagaries of the A75, and it is easy to see 

how frustration can brew carelessness on the road. A change to dual 
carriageway would help negate the causes of this while also 
preventing a conflict between vehicles travelling east with those 
travelling west. 

For the same reasons, the local economy would benefit by being 
more accessible to tourists, commerce and improved links with 

Northern Ireland and England. This is not to mention the benefits to 
the local populace in improved safety and reduced journey times, 
especially when there is more centralisation of health services to 
Dumfries resulting in journeys of up to 90 miles for some in the west 
of Dumfries & Galloway. 

I have come to these conclusions as a regular user of the A75 and I 

know for a fact that I am not alone in holding these opinions. 
 

 



PE01657: A77 upgrade 

Petitioner Donald McHarrie on behalf of A77 Action Group 
Date 
Lodged 

19 June 2017 

Petition 

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

dual the A77 from Ayr Whitlett’s Roundabout south to the two ferry 
ports located at Cairnryan, including the point at which the A77 
connects with the A75. 

Previous 
action 

The A77 Action Group has been formed on Facebook and we have 
now had a number of public meetings.  The group has contacted Mr 
Brian Whittle MSP for advice on how to go forward with a petition. 

Background 

information 
The A77 is the main arterial route from the central belt to the south 

west of Scotland.  On the way it also provides connections to a number 
of towns and villages. It also provides the road connection between our 
capital city Edinburgh via Glasgow to Northern Ireland’s capital city 
Belfast and the Republic of Ireland’s capital city Dublin beyond that. So 

from an economic perspective, as well as a cultural view point, the A77 
is a strategic road, nationally and internationally. 

The line of the road often reflects its design history harking back 
centuries to the days of coach and horses. From Edinburgh to the 
notorious Whitlett’s roundabout at Ayr the journey is relatively straight 
forward on motorway or dual carriageway. From this point south the 

road not only narrows to a single carriageway, it also passes through 
eight communities all with urban speed limits ranging from 40mph to 
20mph.  It has very few dedicated safe passing places to overtake 
slower moving vehicle types that use this road. 

We as a country need to build on the investments already implemented 
in the area, such as the £77 million, spent on the A77 & A75 from 2008 

(the A77 improvements being the Symington and Bogend Toll 
improvements relating to safety improvements and on sections of dual 
carriageway north of Ayr).  The design work and planning of Maybole’s 
bypass that is scheduled to commence August 2018 is also included in 
this figure. 

Existing pressure on the road 

 The pulse of vehicle numbers associated with the HGV traffic 
coming off the ferries results in long convoyed queues in a platoon 

effect travelling along the road, making passing these vehicles 
dangerous. 

 There is a large proportion of tourist traffic, which is unfamiliar with 
the snaking, twisting nature of the road. 

 There is a mix of slow (agricultural vehicles) and fast-moving traffic 
(cars and motorcyclists), which can cause delays and lead to 
driver impatience in the form of rash and often near fatal errors of 
judgement. 

 In some places the road width does not allow two HGVs to safely 



pass each other without one giving way to the other. 

 The road width also does not allow road work to be carried out in a 
safe way without closing the road (eleven closures occurred for 
this reason in 2016/17), which results in lengthy diversion routes 

on even more unsuitable roads. 

 There is increased traffic travelling south via the A77 south of Ayr 
to get to the North Channel ferries operating out of Loch Ryan as a 
result of the withdrawal of the Troon to Larne ferry service.  

Potential benefits of an upgrade 

The National Planning Framework Strategy Map unequivocally 
demonstrates the economic and social significance of both A77 and 
that of A75 to Scotland and the rest of the United Kingdom in equal 

measure.  The local and national economy would benefit by being 
more accessible to tourists, commerce and improve the links between 
Scotland and Northern Ireland and its neighbour and EU country the 
Republic of Ireland. 

The A77 Truck Road had nine road closures south of Whitlett’s  
roundabout at Ayr in 2016/17 alone due to road traffic incidents. If the 

road was wider and upgraded, then these closures would be less 
frequent, so the communities along the diversionary routes could be 
left without the thundering traffic disturbing their idyllic settings. 

The bypasses and improvements we seek are not that dissimilar to the 
project benefits of the A737 Dalry bypass in that these upgrades it 
would serve to separate local from strategic traffic. This in turn would 

encourage improved economic & employment opportunities through 
better journey time reliability for both motorists and businesses along 
the length of the A77. 

An independent study commissioned by South Ayrshire Council stated 
that the benefit to Scotland of events, such as the 145th Golf Open that 
was held at Royal Troon, was £110m as a whole. The world famous 

golf course and holiday complex at Turnberry owned by President 
Trump is being starved of such events due to the lack of investment in 
the road structure. The action called for in the petition could therefore 
have positive economic implications for Scotland as a whole. 

Conclusion 
 

South West Scotland needs a fit for purpose road infrastructure in 
order to sustain and grow with the greater community of Scotland, the 
United Kingdom and within whatever relationship it has with Europe. 

The A77 Action Group is not alone in holding these opinions, as many 
people use the A77 every single day for work, or for social and 
domestic purposes, and have supported this campaign. 

 



  

 

PE1610/H and PE1657/G 
Scottish Government submission of 11 December 2017 
 
Thank you for your points of clarification following my appearance at the Committee 
on the 23 November. I have outlined below details of the responses to each of the 
four clarifications raised by the Committee.     
 
In respect of the first clarification requested on the economic profile of Dumfries and 
Galloway, details on business start-up rates, business survival rates, employment 
rates and migration patterns.  This information is currently being compiled and will be 
issued as soon as possible.   
 
In terms of the second clarification, regarding a 50 mph speed limit pilot for HGVs on 
the A77, whilst the Scottish Government wishes to see reliable and competitive 
journey times for all road users, including the freight haulage industry, achieving this 
has to be balanced against the safety and operational performance of the road 
network. Recent studies have identified a correlation between HGV speeds and the 
level of injury accidents taking place on this route, with a higher percentage of HGVs 
being involved in collisions compared to the national average.  
 
There are no current plans to increase the HGV speed limit on the A77, or any other 
trunk road, as it is believed that there is insufficient evidence in this area to justify a 
change. A 50 mph HGV pilot is on-going on single-carriageway sections of the A9; 
however, this is due to the specific circumstances on that particular route. The trial 
will be evaluated after a three-year period, with any relevant lessons considered. 
 
In response the Committee’s third request with regards to information on the road 
collaboration project, the Scottish Government is committed to working with local 
government to help to improve the condition and safety of all roads. This is 
undertaken through the Road Collaboration Programme (RCP) which is funded 
between national and local government. This programme demonstrates the Scottish 
Government’s commitment to ensuring integrated service provision and providing 
efficient public services against a backdrop of reducing public sector budgets. 
 
Following the outcome of the National Road Maintenance Review, a Road 
Collaboration Programme was set up specifically to take forward the “Option 30” 
collaboration and service sharing initiative. The Board is chaired by Colin Mair of the 
Improvement Service with representatives from Transport Scotland, the Society of 
Chief Officers of Transportation in Scotland (SCOTS representing local road 
authorities), the Society of Local Authority Chief Executives (SoLACE) and CoSLA 
making up the Board. This initiative is co-funded by all 33 road authorities and is 
expected to be utilised by all road authorities to support work around shared 
services. The RCP is currently supporting five cluster groups, these regional 
partnerships are outlined in Annex A.  
 
Finally, with respect to the last clarification, on timescales for the South West 
Transport Study.  Transport Scotland is currently procuring consultants with 
appointment expected in early 2018 and with the study expected to report in Autumn 
/ Winter 2018. The emerging outcomes from the Study will inform the second 
Strategic Transport Projects Review (STPR2) which will report later in this 



  

 

parliamentary session as it must take cognisance of the strategic outcomes from the 
new National Transport Strategy (NTS). 
 
I trust this is of assistance. 
 
 

 
 

Annex A – Road Collaboration Programme Regional Partnerships 
 

Region Participating Councils  

Northern Roads Collaboration 
Forum 

Aberdeen City, Aberdeenshire, Moray, Highland, 
Orkney, Western Isles, Argyll and Bute, Angus 

Edinburgh, Lothians, Borders 
and Fife Forum 

Edinburgh City, East Lothian, Midlothian, West 
Lothian, Fife and Scottish Borders 

Clyde Valley Roads Alliance East Dunbartonshire, East Renfrewshire, Glasgow 
City, Inverclyde, North Lanarkshire, Renfrewshire, 
South Lanarkshire, West Dunbartonshire 

Tayside Roads Collaboration 
Board 

Angus, Dundee City, Perth and Kinross,  

South West Exploratory Group Dumfries and Galloway, East Ayrshire, South 
Ayrshire, North Ayrshire  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



PE1610/I and PE1657/H    
Petitioner for PE1610 submission of 24 January 2018                                                                                                 
 
If I may, I would like to respond to a couple of points from the Scottish Government 
submission. 
 
Firstly on the matter of the Economic Profile Report on Dumfries & Galloway. While I 
welcome this report being made available, it is imperative that the economic impact of both 
dualling the A75 and of the status quo takes into account the effect on the wider economy, 
such as the effects on the Central Belt Distribution centres that service Northern Ireland 
and the economic links to Northern Ireland itself. I feel that this is a much wider reaching 
issue than just the desire to regenerate South West Scotland and the securing of the 
Scotland-Ireland ferry routes through improved transport links is vital to this. 
 
Secondly on the issue of 40mph versus 50mph HGV speed limits the Scottish Government 
state that there is currently a trial running on the A9. Since April 2015 the 50mph limit has 
been in force in England and Wales, therefore on all the routes to the rivals to Scotland's 
ports, surely this would provide a far wider database on the pros and cons of 50mph than 
on one road where there are major improvements already taking place. Although I would 
also state that this concern should not distract from or take away from the need for 
improvements to both the A75 and A77. 
 
Finally may I suggest that it may be informative to take evidence from representatives of 
both P&O  and Stena Line in front of the full Committee as I am sure their submissions 
were informative to those members that attended the fact finding trip to Castle Douglas. 
 



PE1610/J and PE1657/I  
Petitioner for PE1657 submission of 01 February 2018 
 
On behalf of the A77Action Group, I would like to thank the committee for their interest in 

the above petitions.  Although I am the petitioner for PE1657 regarding the A77 upgrade to 

dual carriageway from Ayr, I also support the PE1610 petition regarding the upgrade of the 

A75.   No matter which city residents of the South West who wish to visit in the UK, the 

journey will involve one or the other.   

Despite the Transport Minister's figures for road maintenance, it must be remembered that 

the time period for this spend is over ten years.  On the A75 an average annual spend of 

£6.6m or in the case of the A77, an average spend of £4.8m is not so impressive and even 

less impressive from an end-users' perspective.  

Could the Committee establish from the Minister that the figures produced by the Minister 

refer to the full length of the A77 or from Whitlett’s Roundabout south to Stranraer which 

petition PE1657 actually refers to?  

Maybole- a bypass rather than dual carriageway is a missed opportunity.     

From a number of perspectives including safety issues, business, environment and in hard 

economic terms, dual carriageway is by far the best solution, 100% better.   The A77 

Action Group would like to know when the dual carriageway option for Maybole was 

explored and by whom?   We refer to the "in-depth study" which shows the bypass 

scheme will deliver 85% of the journey time that a dual carriageway would deliver at 60% 

of the capital cost.  It should be noted that the current plan offers zero-time improvement 

for HGV traffic journey times.  A single carriageway limit remains at 40mph for HGVs.  This 

would increase to 50mph on a dual carriageway, an improvement of 80% which surely 

must be compelling reason.   

 May we please have a copy of the study? 

On the cost analysis, having a dual carriageway rather than a bypass at Maybole would 

cost in the region of £50m which is relatively modest compared to spending elsewhere.  

We would draw your attention to the A737 trunk road that has only had trunk road status 

since 1996.  It certainly does not carry the freight volumes that the A77 and A75 do, 

therefore, its economic benefit to the tax payer is considerably less that what we are 

requesting.    

From the Minister of Transport “I do not envisage having to go back to the Maybole bypass 

and extend it from a single to double carriageway.” Are we to deduce from this reply that 

he has no intention of dualling the A77 south of Whitletts roundabout? Is he basically 

saying “NO” to our request in the petition?   

We would encourage the Committee to seek clarification from the Minister for 

Transport on this matter! 

Our information is that the bypass decision stands and companies are already onsite near 

Maybole.  This being the case, we wish to impress upon the Minister the necessity of 



future-proofing the three proposed bridges in this project to be able to accommodate a 

future dual carriageway.  

 We require a reply to this suggestion.   

Official estimates of traffic flows are looking 15 years ahead.  Too many miles of the A77 

south of Ayr were laid more than 150 years ago.  Will the Minister please ensure that the 

proposed independent study announced at our meeting in Parliament on 15th November, 

2017, looks much further ahead than 15 years in relation to the A77 and the A75.  When 

does this study begin and can the people here wait that long?  If the surface on parts of 

the A77 e.g. the coast road from Girvan to Lendalfoot, is further eroded, we may be back 

to driving on the original drove roads! 

The study will no doubt include analysis of SIMD figures as well as those from each 

Neighbourhood Profile report produced for Health and Social Care Partnerships.  We are 

aware there are areas in the South West with significant multiple deprivation. 

Will the results of the study be open for public consultation?  Would it be possible for the 

Committee to establish from the Minister if this would be possible, and if not why not? 

The Welsh Assembly is looking at other means to strengthen its road structures to the port 

of Holyhead by building another tunnel and adding a third Menai Strait crossing, as well as 

upgrading the dual carriageway by adding a lane on the A55.  While we agree with the 

government taking a holistic approach to the South West of Scotland, please be aware of 

how vital immediate improvement of our infrastructure really is.  We operate in one of the 

most fragile economies in the country, via roads which continue to deteriorate at an 

alarming rate.  There is widespread acknowledgment of the strategic importance of the 

A77 and A75, now it’s time to for government to show that it too is aware of their strategic 

importance.   

Is the Government aware that even the partial withdrawal of ferry services would impact on 

the whole Central belt as our members so ably demonstrated at Holyrood.  Growth in the 

freight market has increased over the last year. During the meeting on the 15th November 

A77 Action Group had with the Minister, the Stena Line representative announced that 

they had seen a growth of 1.6% some 5% behind growth levels on the Dublin/Holyhead 

corridor over the last 12 months.  P&O on the 8th January announced that they had seen a 

1.3% growth and the best figures since 2011 http://www.poferries.com/en/pr-

contact/press-release/08012018-larne-cairnryan-freight-traffic-hit-six-year-high-in-2017-

says-P&O-ferries 

But both ferry companies are seriously concerned regarding the increasing deterioration of 

the roads.  For an example of this concern, please see Stena Line’s  press release 

published on 11th January. http://news.stenaline.co.uk/pressreleases/poor-road-access-at-

scottish-ports-disadvantages-ni-economy-2369664 

This crucial issue needs the Scottish Governments full attention to make the 

competitiveness of the Scottish routes greater.   Irish Ferries are committing to €165.2m 

new build for 2020 for Dublin/Holyhead to run with the already huge Ulysses cruise ferry.  

http://www.poferries.com/en/pr-contact/press-release/08012018-larne-cairnryan-freight-traffic-hit-six-year-high-in-2017-says-P&O-ferries
http://www.poferries.com/en/pr-contact/press-release/08012018-larne-cairnryan-freight-traffic-hit-six-year-high-in-2017-says-P&O-ferries
http://www.poferries.com/en/pr-contact/press-release/08012018-larne-cairnryan-freight-traffic-hit-six-year-high-in-2017-says-P&O-ferries
http://news.stenaline.co.uk/pressreleases/poor-road-access-at-scottish-ports-disadvantages-ni-economy-2369664
http://news.stenaline.co.uk/pressreleases/poor-road-access-at-scottish-ports-disadvantages-ni-economy-2369664


The new build will have the capacity for 330 freight units, and Ulysses has a capacity of 

240 freight units.  http://www.icg.ie/documents/2018/2018-01-02-Company-

Announcement.pdf  Irish Ferries state that they are investing because they have 

confidence in the markets in which they operate.  The additional capacity on this route will 

mean the Scottish Ports are left at an even greater disadvantage. 

As previously shown by the A77 Action Group, A77T provides a link in the chain of roads 

that connects Edinburgh via Glasgow to Belfast, Dublin and beyond.   Does this not qualify 

as connecting two cities?  Likewise, does the A75 not link Belfast with Carlisle and 

beyond?  Applying the Scottish Government's own policy on connecting cities, the A75 

and A77 should therefore be dual carriageway for their entire length. 

With reference to South Ayrshire and Dumfries & Galloway Councils, much greater 

budgetary demands continue to be placed on both Councils to try to maintain roads 

damaged by diverted traffic.  At a recent meeting with South Ayrshire Council, the Leader 

Douglas Campbell, assured the Action Group the issue of the A77 is a Council priority and 

the matter would be raised with COSLA. 

The Group suggests that if the Trunk Road Budget for the next twelve years was totalled, 

including the monies for new roads through the City Growth Deals/Ayrshire Growth Deal, 

and 10% was allocated to the roads in the South West, it would amount to a minimum of 

£600m.  Our information is that £3billion will be required to dual A9 carriageway from Perth 

to Inverness bypassing every town and village.  An additional £3billion will be spent on the 

A96 Inverness to Aberdeen to build dual carriageway along the whole road.  By extending 

the time frames on current infrastructure projects, this would allow the upgrading on A75 

and A77 to start much sooner.   

Please do not reject this suggestion out of hand.  It certainly warrants further discussion 

and consideration. 

The people of the South West of Scotland are weary of the "sticking plaster" approach to 

improving the A77 and the A75.  We must insist that our roads are afforded the same 

parity of spending as other parts of Scotland, only dual carriageways will now suffice.  

The A77 Action Group firmly believes there is greater urgency to act than the Government 

may care to acknowledge and that this matter must now involve other Government 

departments.  We would ask that they examine closely the consequences to Scotland of 

failing to bring the infrastructure in the South West into the 21st century.  

Finally, we would like to again thank the members of the Petition Committee for all 

their work.  We invite them to visit us this year with other interested bodies and 

continue positive dialogue about our future here in the South West. 

 

http://www.icg.ie/documents/2018/2018-01-02-Company-Announcement.pdf
http://www.icg.ie/documents/2018/2018-01-02-Company-Announcement.pdf
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Scottish Government submission of 1 March 2018 

 
Further to my letter of 11 December which provided responses to clarifications raised 
by the Committee, please find an outline of the economic profile of Dumfries and 
Galloway in Annex A. As requested, a summary of business start-up rates, business 

survival rates, employment rates and migration patterns into and out of the area 
have been provided alongside other relevant socio-economic data.  
 

 

 

 

 

 

 

  



 
 

Annex A – Dumfries and Galloway Economic Profile 
 
Dumfries & Galloway, and South Ayrshire:                           
Selected Socio-Economic DataBorders 
Transport Corridors StudyClient Name 

1. Introduction 
This note provides a summary of selected socio-economic data analysis covering Dumfries 
and Galloway as prepared for Transport Scotland. The main purpose of the data analysis is 
to help establish the economic profile of Dumfries and Galloway and how it compares to the 
wider profile of the Scottish economy. 
 
The following key indicators have been used: 

 Population Age Structure 

 Population Migration 

 Household Incomes 

 Council Tax banding 

 Economic Activity 

 Business Birth, Deaths and Survival Rates 

 Gross Value Added 
 

Data analysis for Dumfries and Galloway has been presented against three comparator 
areas: South Ayrshire, Scottish Rural Average (SRA) and National level. The key at the 
bottom of the page shows the colours representing each of the comparator areas. 
 
A Scottish Rural Average (SRA) has been derived (similar to the SRA used in the Borders 
Transport Corridors Study) and allows for a broad comparison of the analysis against areas 
of similar geographic nature. The SRA comprises The Scottish Borders, Argyll & Bute, 
Angus, Aberdeenshire and Highland council areas. 
 
Where possible, the most up-to-date data has been used. It should be noted that the data 
used covers different years and this should be borne in mind when interpreting the results. 
 
2. Population Age Structure (NOMIS 2015) 
The population age structure of an area is an important factor in determining economic 
health. For example, an ageing population tends to lead to greater dependency on the 
working age population and services in the area, and a low working age population indicates 
lower economic wealth and would reduce the overall attractiveness of the area for 
businesses to locate. 
 
The estimated resident population age structure of Dumfries and Galloway is the same as 
South Ayrshire across the three age categories. However, there are less working age 
resident population in Dumfries and Galloway when compared to the SRA and Scotland as a 
whole. It is also worth noting that there are more people in the over 65 age category in 
Dumfries and Galloway compared to both the SRA and Scotland as a whole. 
 
Since 2011 the resident population of Dumfries and Galloway has decreased by 1%. This 
decreasing trend is similar to the SRA comparator area (down 3%) and South Ayrshire 
(down 0.5%). Conversely, resident population has increased by 1% during this same time 
period at the national level. 
 



 
 

 
 
3. Population Migration (NOMIS 2011) 
The population migration statistics1 for Dumfries and Galloway showed a small net increase 
in population of 251 (1%) in 2011. Although this increasing trend is consistent with South 
Ayrshire (2%), the SRA comparator area (4%) and across Scotland as a whole (6%), the rate 
of increase is smaller. 
 

 
  

                                            
1 Includes migrants who moved into the area from within the UK and migrants who moved into the area from 
outside the UK. 



 
 

4. Household Incomes (Scottish Government 2014) 
Analysis of Mean Gross Household Income Estimates per week shows a disparity in average 
household incomes for Dumfries and Galloway and the three comparator areas. On average, 
households in Dumfries and Galloway took home £37 per week less than households in 
South Ayrshire; £76 per week less than the SRA comparator area; and £66 per week less 
than the national average in 2014. 
 

 
 
5. Council Tax Banding (Scottish Statistics 2017) 
Council Tax bands are a key indicator often used by local authorities to identify areas where 
increased investment in public services and public transport provision are necessary. The 
chart below shows that Dumfries and Galloway has the highest proportion of total 
households (62%) within the lowest council tax bands (A-C) when compared to all three 
comparator areas. Dumfries and Galloway also has the lowest proportion of households 
(10%) in the highest bands (F-H). 
 

 
  



 
 

6. Economic Activity (Census 2011) 
The economic activity rate is a crucial indicator of the economic wellbeing of an area. The 
economically active are those defined as in work or actively seeking work, whilst the 
economically inactive are defined as those neither in work nor seeking employment, such as 
retirees, students, unpaid carers and long term sick. 
Of people in Dumfries and Galloway aged between 16 and 74 in employment in 2011, 68% 
were economically active (either in work or actively seeking work) similar to the national rate 
(69%) and 4% lower than the SRA comparator area (72%). This broadly indicates that 
access to employment for Dumfries and Galloway residents is relatively similar to other 
areas within Scotland. 
 

 
 
7. Business Start-ups (ONS 2015) 
Business start-ups are an indication of the level of investment and entrepreneurial activity in 
an area. The number of annual business start-ups in Dumfries and Galloway decreased from 
315 in 2010 to 165 in 2015, a 48% decrease. The number of business start-ups across in the 
SRA comparator area decreased by 1% but increased by 40% in Scotland as a whole over 
the same period. The graphic below shows business start-up rates year-on-year since 2010. 
 

 
 
NB a negative percentage value does not mean business closures but rather means fewer 
business start-ups compared to the previous year. This is further emphasised in Table 1 
which shows the total number of business start-ups in each year (with year-on-year 
percentage change in brackets). 

 

 

 



 
 

Table 1: Business Start-ups 

Area/Year 2010 2011 2012 2013 2014 2015 

D&G 315 
385 

(+22%) 

320 

(-17%) 

435 

(+36%) 

425 

(-2%) 

165 

(-61%) 

South 
Ayrshire 

280 
340 

(+21%) 

310 

(-9%) 

385 

(+24%) 

380 

(-1%) 

410 

(8%) 

SRA 491 
565 

(+15%) 

590 

(+4%) 

697 

(+18%) 

665 

(-5%) 

485 

(-27%) 

Scotland 15,530 
16,940 

(+9%) 

17,385 

(+3%) 

21,540 

(+24%) 

21,235 

(-1%) 

21,725 

(+2%) 

 
8. Business Closures (ONS 2015) 
The number of business closures in Dumfries and Galloway between 2010 and 2015 
decreased by 68%, from 425 closures in 2010 to 135 in 2015. This decreasing trend, albeit 
to a much lesser degree, was also evident for the SRA comparator area (down 13%) and 
South Ayrshire (down 6%). Conversely, across Scotland as a whole, there was an increase 
(7%) in the number of business closures. The graphic below shows business closure rates 
year-on-year since 2010.  
 

 
 
NB a negative percentage value does not mean business start-ups but rather means fewer 
business closures compared to the previous year. This is further emphasised in Table 2 
which shows the total number of business closures in each year (with year-on-year 
percentage change in brackets).  
 
 
 
 



 
 

Table 2: Business Closures 

Area/Year 2010 2011 2012 2013 2014 2015 

D&G 425 
400 

(-6%) 

420 

 (+5%) 

320 

(-24%) 

365 

(+14%) 

135 

(-63%) 

South 
Ayrshire 

320 
280 

(-13%) 

335 

(+20%) 

305 

(-9%) 

310 

(+2%) 

300 

(-3%) 

SRA 467 
440 

(-6%) 

543 

(+23%) 

483 

(-11%) 

503 

(+4%) 

405 

(-19%) 

Scotland 15,185 
13,970 

(-8%) 

16,545 

(+18%) 

14,850 

(-10%) 

15,630 

(+5%) 

16,315 

(+4%) 

 
9. Business 1 Year Survival Rates (ONS 2015) 
The graphic below highlights the one-year business survival rates from 2011 to 2015 in each 
of the four geographic areas. There are small fluctuations in business survival rates over this 
period. Overall, however, the rates increased over time for Dumfries and Galloway (up 1%) 
but decreased across South Ayrshire (down 5%); the SRA comparator area (down 2.2%); 
and at the national level (down 1.5%). 
 

 
  



 
 

10. Gross Value Added (Nomis 2015) 
Dumfries and Galloway GVA increased from £2.4 billion to £2.8 billion (16%) between 2011 
and 2015, accounting for 2% of Scotland GVA. This increase is above that of the Scotland 
GVA increase (14%) and lower than the SRA comparator area GVA increase (19%) over the 
same period. 
 
GVA per head of population in Dumfries and Galloway increased by 17%, from £15,976 per 
head in 2011 to £18,721 per head in 2015. Again, this relative increase is slightly higher than 
the GVA increase in each of the three comparator areas. 
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Public Petitions Committee 

5th Meeting, 2018 (Session 5)  

Thursday 29 March 2018 

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

Note by the Clerk 

Petitioner Annette McKenzie 

Petition 
summary 

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

Webpage  Parliament.scot/GettingInvolved/Petitions/PE01627 

Introduction 

1. This is a continued petition that the Committee last considered at its meeting on 
18 January 2018. At that meeting, the Committee took evidence from the 

Minister for Mental Health and agreed to reflect on this evidence at a future 
meeting. The Committee also agreed to invite the petitioner to provide a further 
written submission.  

2. A summary of the evidence session is outlined in this briefing note. Written 

responses have been received from the petitioner and other respondents with 
an interest in the petition. The Committee is invited to consider what action it 
wishes to take. 

Committee consideration  

1. Since the last consideration of this petition, 15 written submissions have been 
published. This includes a submission from the petitioner in response to the 
evidence sessions with young people's mental health charities on 7 December 
2017 and with the Minister for Mental Health on 18 January 2018. 

 
2. Submissions have also been received from the Royal College of General 

Practitioners, the petitioner for PE1651 and other contributors to this petition as 
well as young people, or family members of young people, who have direct 

experience of taking antidepressants. These submissions are included in the 
annexe to this paper. 

Prescription of anti-depressants to under-18s  

3. During the evidence session with the Minister for Mental Health, the Committee 

explored the Scottish Government’s views on the prescription of anti-
depressants to under-18s. The Committee challenged the government’s 

http://www.parliament.scot/GettingInvolved/Petitions/PE01627
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position that an increase in the prescription of anti-depressants demonstrated 
an increase in the number of younger people seeking help with their mental 
health and questioned whether young people were receiving the appropriate 

treatments. 
 

4. The Minister responded as follows— 
 

“The rise in prescribing in Scotland is associated with reduced stigma and 

more people coming forward for treatment. Antidepressants are effective, their 
use is evidence based, and there is currently no evidence that general 
practitioners are overprescribing them”.  
 

5. Dr John Mitchell advised that the Scottish Government document “Key 
Information on the Use of Antidepressants in Scotland”, published in 2014 

highlighted that evidence from a variety of sources showed that “as far as we 
know, the prescribing of antidepressants in Scotland, particularly by GPs, is 
appropriate”. 
 

6. The Minister also highlighted that the prescribing of antidepressants was in line 
with prescribing in general for physical illnesses, citing an Audit Scotland report 

on Prescribing in General Practice in Scotland, published in January 2013 
which found a 30 per cent increase in the prescribing of all medications. 

 

7. The Committee recognised that more people are now presenting with mental 

health issues and that there is an increase in the prescribing of 
antidepressants. However, it highlighted that it was unclear whether medication 
is “the first port of call”. The Scottish Government responded by stating that 
there is no data which captures this information but— 

 

“We have spoken to the Royal College of General Practitioners, which would 

say that prescribing would be at the very back of a GP’s mind if a young 
person came forward with mental health problems”. 

 

8. In her written submission, the petitioner remains concerned that medication is 
still considered the first line response. The petitioner goes on to highlight that 

from people she has spoken directly to, “there is evidence to suggest that 
people under the age of 18 are being prescribed anti-depressants at their first 
visit more often than we think”. The petitioner believes that a hierarchy of 
interventions should be put in place before medication is prescribed and that 

“there should be someone that deals with mental illness before medicating 
unnecessarily”.  
 

9. In written responses received from young people who have direct experience of 

taking anti-depressants, the consistent view is that other forms of treatment, 
such as psychological therapies should be offered before anti-depressants are 
prescribed. 
 

10. Other written submissions also comment on the increased prescribing of 
antidepressants and the evidence base for the efficacy of these medications in 
treating young people. In respect of informed decision-making, Fiona French’s 

http://www.gov.scot/Publications/2014/07/5712/0
http://www.gov.scot/Publications/2014/07/5712/0
http://www.audit-scotland.gov.uk/docs/health/2013/nr_130124_gp_prescribing.pdf
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written submission questions how young people can possibly be expected to 
make an informed decision about taking anti-depressants when there is a “huge 
gulf between one set of experts on the one hand and the Royal College of 

Psychiatry on the other”.  
 

11. The petitioner for PE1651 raises concerns that “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”. 

GP training 

12. The issue of GP’s understanding of psychiatry was explored by the Committee 
during the evidence session with the Minister. The Committee asked the 

Scottish Government how it ensured that GPs have the appropriate training to 
support young people with mental ill health. The Minister’s response was as 
follows— 

 

“All GPs are fully registered medical practitioners who have completed 
undergraduate psychiatry. The Royal College of General Practitioners figures 

show that more than 75 per cent of current GP trainees in Scotland have 
completed postgraduate psychiatry posts and that more than 50 per cent have 
worked in paediatrics. About 30 per cent will have done both. Therefore, GPs 
who are coming through the system have a good level of knowledge and 

experience of mental health issues as well as paediatrics. 
 

13. The petitioner highlights that the Scottish Government’s position in relation to 
GP training runs contrary to research conducted by the Scottish Association for 

Mental Health (SAMH). The research found that GPs wanted to know more 
about mental health and did not always feel that they had enough information. 
The petitioner also cited SAMH’s view that it was not sure the extent to which 
GP’s understood the ability to break confidentiality. The petitioner states that 

this is “a very big concern as this should be very clear to a GP as this can mean 
life and death”.   

14. The Committee also raised concerns that evidence has suggests that only 
approximately half of GPs indicated that they were familiar with the Scottish 

intercollegiate guidelines network (SIGN) guidelines on mental health. The 
Committee highlighted that this evidence does not therefore concur with the 
assurances made by the Scottish Government in relation to GP knowledge and 
understanding.  

15. In response, the Scottish Government highlight the range of guidance that GPs 
have access to including the SIGN guidelines, UK-wide NICE guidelines, local 
guidelines from GP’s own health boards and best practice information from  
royal colleges, such as the RCGP or the Royal College of Psychiatrists. The 

Scottish Government also commented that one in three people presenting to 
GP practices will have a mental health problem. As a result, “GPs and health 
practitioners are as well versed in dealing with [mental health] issues as they 
are with physical health problems”. 
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16. The Committee will recall that it agreed to ask the Royal College of General 
Practitioners (RCGP) about the mandatory training in place for general 
practitioners in relation to safeguarding children and young people.  

 
17. The RCGP confirms that it manages the GP Speciality Training curriculum and 

assesses all trainees prior to either issuing or withholding each individuals 
Certificate of Competition of Training. Section 3 04 of the curriculum covers 

“Care of children and young people” and states that “all general practitioners 
need to be competent in dealing with safeguarding matters concerning 
children”. The RCGP’s response confirms that completion of this section of the 
curriculum mandates evidenced competency in eleven specific areas.  

 

18. The RCGP was also asked what percentage of GP’s in Scotland have 
undertaken safeguarding training for children and young people. In its 
submission, the RCGP confirms that every practicing GP in the UK must gain a 
Certificate of Training before they can join the GMC GP Register. It also 

confirms that for GP’s who qualified before the MRCGP1 became compulsory 
must undertake child protection training as part of Appraisal and Revalidation 
and that all GP’s are subject to Annual Appraisal and undergo Revalidation 
every five years. As such, the RCGP is of the view that “all GP’s have 

undertaken and completed required training”. 
 

19. The Committee also asked the RCGP whether general practitioners have 
sufficient capacity to undertake continuous professional development such as 

safeguarding training alongside their role. In their response, the RCGP 
highlighted that GP’s are “struggling to cope” with the day-to-day work 
demands and have limited time for anything else beyond consulting with 
patients and the necessary clinical paperwork. The submission also highlights 

as medical generalists, GP’s often need to decide what to prioritise in terms of 
their professional development which can be difficult. 

 

20. In concluding its written submission, the RCGP referred to the new General 
Medical Services contract, due to come into effect in April 2018. This makes 
provision for one session of ‘protected time’ per practice per month for GP’s to 

develop training and skills. However, it is the RCGP’s view that “much higher 
levels would be necessary in order to facilitate appropriate GP continuous 
professional development”. 

 

21. The petitioner for PE1651 highlights in her written submission that a number of 
learning points should be considered for GP’s as a result of the petition. For 

example, the symptoms that people are presenting with, the likely cause of 
these symptoms and what could be done without resorting to medication. She 
also addresses the importance of signposting young people to appropriate 
support services, arranging suitable “follow-up” appointments and only at this 

stage prescribing medication. 

                                                             
1 MRCGP is an integrated assessment system, success in which confirms that a doctor has 
satisfactorily completed specialty training for general practice, and is competent to enter independent 
practice in the United Kingdom without further supervision 
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Consent 

22. During the evidence session, the Minister reiterated the Scottish Government’s 
position made in previous written submissions to the Committee, that young 

people have a right to confidentiality when seeking medical advice and a right 
to make informed decisions about consent. 
 

23. The Committee asked for an update on the review of the consent process for 

people being cared for and supported in Scotland which the Scottish 
Government is conducting alongside the General Medical Council and the 
Academy of Medical Royal Colleges. Dr Mitchell responded by confirming that 
the review will come out for consultation in March 2018. 

 
24. In her written submission, the petitioner suggests a possible solution which may 

address the issue of consent for young people who have been prescribed 
antidepressants. This suggestion involves GP’s providing young people who 

have been prescribed anti-depressants with a pre-prepared form to hand to the 
parent at their discretion which outlines what the drug will do and the possible 
side effects of this medication. The petitioner is of the view that this “protects 
the GP who has made a genuine attempt to inform the parent”.  

 
25.  Fiona French’s written submission supports this suggestion stating that— 

 

“Perhaps a written consent form is needed for the prescribing of mental health 
drugs…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”. 

Child and Mental Health Services 
 
26. The Committee explored the scope of Child and Adolescent Mental Health 

Services (CAMHS) being extended up to the age of 25, as previously 
suggested by SAMH. The Minister responded as follows— 
 

“Work to explore the extension of CAMHS to the age of 25 is under 

development and will form part of the remit of the youth commission that will 
be led by Young Scot…The young people who are involved in the commission 
are going to do their own research to identify the issues that are important to 
them”.  

 

27. The Minister also confirmed that the direction of travel of the mental health 
strategy is towards early intervention and prevention. She stated that the draft 
budget includes a 32 per cent increase (£17 million) for direct support for 
mental health innovation and improvement which includes money for CAMHS 

transformation and a commitment to increase the mental health workforce by 
800 workers over the next five years. 
 

28. The Minister also highlighted that Heath Improvement Scotland (HIS) are 

currently working with a number of health boards to redesign CAMHS services, 
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upskill people already working in CAMHS and increase the number of people 
working in CAMHS. The Minister identified that through this intervention, NHS 
Forth Valley saw immediate increases to the number of children that were 

being seen by CAMHS. 
 

29. In her petition, the petitioner refers to concerns expressed by the voluntary 
sector that CAMHS is overstretched and underfunded. She raises specific 

concerns that due to these pressures, not all children will be able to access 
CAMHS. As such, data only exists for children that have accessed CAMHS and 
does not reflect the true number of people requiring this form of support. The 
petitioner is of the view that more funding for CAMHS should therefore be a 

priority as it is “very clearly unable to live up to the standard that it was 
intended”.  

 

30. The Committee also asked the Minister whether there was scope to capture 
CAMHS data at all four tiers of CAMHS, rather than for just tiers 3 and 4 which 

currently exists. The Minister responded as follows— 
 

“It would be extremely difficult to capture data on tiers 1 and 2, because that 

service is provided by a wide range of organisations including schools and 

youth groups … by increasing the number of people who have, for example, 

mental health first-aid training, we can identify people who are showing signs 

of depression or stress and ensure that they have lower-intensity counselling 

sessions at an early point, and we can perhaps prevent people from having to 

go into tiers 3 and 4.  

 

31. The petitioner highlights that she finds it “shocking” that CAMHS only has data 
on tiers 3 and 4 and states that there should be information at tiers 1 and 2 to 
“show early prevention”. The petitioner also questions whether schools and 
GP’s “who make up 1 and 2 [are] educated enough to deal with mental health. 

Early intervention and prevention 
 
32. The Committee has previously heard concerns that the Scottish Government’s 

mental health strategy lacks a focus on early intervention and prevention and 

sought the views of the Minister in this regard.  
 

33. The Minister responded by acknowledging that “most mental health problems 
occur in adolescence or even earlier, which is why 14 of the actions in the 

mental health strategy are concerned with early intervention and prevention”. 
The Minister also highlighted that one of the streams of work on the mental 
health strategy concerns the review of personal and social education in 
schools. 

 

34. In relation to diagnoses, the Scottish Government acknowledged that it was 
more complicated to identify depression in adolescents compared to mature 
adults, stating— 
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“It requires a sensitive understanding of what it is like to be an adolescent 
nowadays and an understanding of the developmental pathway that we all go 
through as we grow into an identity of ourselves…GP’s are used to starting off 

thinking not in a medical way but in a social environmental way and exploring 
the problems in people’s lives and what they can do about them  without 
necessarily thinking about medical interventions and diagnosis”. 
 

35. The Committee asked the Scottish Government about school-based 

counselling and whether it had considered other systems of school counselling 
that have been developed such as in Wales. The Minister responded by 
stating— 

“We hope to get the findings from the review of PSE towards the end of the 

year. We will look at what happens in areas such as Wales. Wales may not 

have the sort of system that we want to introduce in Scotland, but we will be 

looking at what we can learn from other areas as part of the review. 

36. The Minister also confirmed that the provision of school based counselling is 
delegated to local authorities and that “not all schools will need the same 

services”. The Minister added that the review of PSE will help to develop 
recommendations in this area. 
 

37. The petitioner welcomes bringing “some kind of approach into schools 

regarding mental health and physical well-being” but suggests that this should 
begin in primary school as studies have shown that children as young as 8 
suffer from some form of low mood.  

Suicide intervention training  

 
38. During the evidence session with the voluntary sector, the Committee heard 

that a target previously existed that 50 per cent of front line staff should receive 
mental health training through applied suicide intervention training and skills-

based training on risk manager. As the Committee will recall, this target has 
now been reached. The Scottish Government was therefore asked what 
assessment has been made of the outcomes being achieved by the delivery of 
this training and whether there is an intention to review this target. 

 
39. The Minister responded to this question as follows— 

“The former HEAT target for suicide prevention training for key front-line staff 

ended in 2010 because the target had been exceeded in all board areas and 

at least 50 per cent of front-line staff across Scotland had been trained in 

suicide prevention awareness techniques. As a matter of good practice, NHS 

boards continue with that work in order to maintain at least 50 per cent of 

front-line staff being trained in suicide prevention awareness techniques”. 

40. The Minister confirmed that it is currently discussing with NHS Health Scotland 
its plans to refresh and reinvigorate its suite of training programmes for suicide 
prevention and wider mental health awareness. The Minister also highlighted 
that the Scottish Government intends to undertake a public consultation during 
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spring 2018 on its suicide prevention action plan. The Minister stated that this  
engagement process “will afford stakeholders the opportunity to contribute their 
views and aspirations on action to support suicide prevention”. The outcome of 

the consultation is expected to be published in summer 2018. 

Conclusion 

The Committee is invited to consider what action it wishes to take. Options members 
may wish to discuss include— 

 

 To ask the Scottish Government for its views in relation to the suggestion 

made by the petitioner to introduce the use of written consent forms whether 
it will refelect on the finding of the SAMH survey regarding GP knowledge of 
SIGN and other guidelines and undertake to promote the available guidance 
to all GP practices in Scotland. 

 To ask Young Scot for an update on the work of the youth commission to 
explore the extension of CAMHS to the age of 25. 

 To ask Health Improvement Scotland for further information about its work 
with health boards to improve CAMHS services in Scotland.   

 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— 

 PE1627/Q: The Royal College of General Practitioners submission of 26 

January 2018 (235KB pdf)  

 PE1627/R: Anonymous submission of 30 December 2017 (124KB pdf)  

 PE1627/S: Anonymous submission of 9 February 2018 (5KB pdf)  

 PE1627/T: Amiee Folan submission of 7 February 2018 (7KB pdf)  

 PE1627/U: Megan McManus submission of 9 February 2018 (58KB pdf)  

 PE1627/V: Stephanie Craig submission of 9 February 2018 (6KB pdf)  

 PE1627/W: Anonymous submission of 9 February 2018 (61KB pdf)  

 PE1627/X: Anonymous submission of 9 February 2018 (61KB pdf)  

 PE1627/Y: Karen Mcelhinney submission of 21 February 2018 (6KB pdf)  

 PE1627/Z: Petitioner’s submission of 19 February 2018 (239KB pdf)  

 PE1627/AA: Marion Brown submission of 13 February 2018 (77KB pdf)  

 PE1627/BB: Alyne Duthie submission of 15 February 2018 (166KB pdf)  

 PE1627/CC: Fiona French submission of 13 February 2018 (219KB pdf) 

 PE1627/DD: Liz de Oliveira submission of 13 February 2018 (91KB pdf) 

 PE1627/EE: Anonymous submission of 13 February 2018 (66KB pdf) 
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All written submissions received on the petition can be viewed on the petition 

webpage 

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


PE1627: CONSENT FOR MENTAL HEALTH TREATMENT FOR PEOPLE UNDER 

18 YEARS OF AGE 

Petitioner Annette McKenzie 
Date 
Lodged 
 

21 December 2016 

Petition 
Summary 

Calling on the Scottish Parliament to urge the Scottish Government 
to provide for consultation with and consent from a parent or 

guardian before prescribing medication to treat mental ill health if 
the patient is under 18 years of age. 
 

Previous 
Action 

Contacted local Member of UK Parliament regarding dispensing 
regulations and legislation. 
 

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

 
Background 
Information 

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

The GP subsequently prescribed 40mg of Propanol to be taken 

three times a day and this prescription was duly filled by the local 
pharmacist with 84 tablets issued – a month’s supply at once. 

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

Sixteen days later, Britney overdosed on Propanol.  The police 

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

I believe that the type of medication and care required specifically 

related to mental health issues requires a particular approach when 
diagnosing and treating these kinds of conditions in younger people. 

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



that pathways of care are most appropriate for their children. 

The quantity and strength of medications prescribed to Britney 

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

There are undoubtedly cases where young people with mental 
health issues require prescription medication, in addition to other 
forms of care.  However this should only be done in the case of 

under-18s with the involvement, knowledge and consent of the 
parents or guardians. 

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

 
 



PE1627/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.  
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