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Background 
 
1. In May 2004, the Medicines for Human Use (Clinical Trials) Regulations 2004 came 
into effect UK-wide.  They created a UK Ethics Committee Authority and set standards for 
ethical review of clinical trials on medicines, including a single opinion within a time limit. 
The Health Departments agreed on a UK-wide REC system co-ordinated by a Central Office 
for Research Ethics Committees (COREC), and the introduction of a centralised booking 
system and a single UK-wide opinion for all NHS R&D.  
    
2. While COREC has introduced systems to harmonise and speed up NHS ethical review 
in line with the requirements of the Clinical Trials Regulations, researchers and others 
complain of bureaucratic process and the inconsistent handling of proposals.  Because of such 
concerns, Lord Warner announced that he would review the operation of the ethics committee 
system in England before the National Patient Safety Agency (NPSA) took on COREC’s 
functions on 1 April 2005.   
 
The Warner Review Report 
 
3. The Ad Hoc Advisory Group established to conduct the review, Chaired by Michael 
O’Higgins, submitted its report to Lord Warner on 4 April, although Jane Kennedy since 
assumed responsibility for the topic following her appointment as Minister of State.  The 
report was published on 6 June.  The report contained 9 recommendations all of which are of 
relevance to Scotland, the most significant of which is for the merger and rationalisation of 
NHS RECs leading to a much smaller number working more intensively and consistently.   
 
4. These new proposals promise a further period of change in England that required 
thorough exploration: this work was led by the NPSA’s NHS REC Change Advisory Group.  
That Group’s work included investigation into the feasibility, resource implications and 
impact on committee members and administrators of a range of potential solutions to deliver 
the review’s recommendation concerning the number of RECs. The success of any model 
clearly depended on the successful implementation of other recommendations such as 
transfer of Site Specific Assessments to NHS R&D and the definition and implementation of 
the role of scientific officers.  These factors were also built into an implementation plan 
which was to be the subject of consultation at the end of the year – any changes brought 
about by the report are not expected to take effect until the spring of 2006. 
 
The Scottish Position 
 
5. Given the UK–wide nature of the REC system, Ministers recognised that there would 
be an expectation in the REC community for a consultation to be conducted in Scotland.  
There is also a need to review some of the research provisions of the Adults with Incapacity 
(Scotland) Act 2000 in light of inconsistencies which have arisen with subsequent legislation, 
primarily the Medicines for Human Use (Clinical Trials) Regulations 2004.  The Deputy 
Minister for Health and Community Care therefore agreed that a Scottish Ethics Advisory 
Group (SEAG) should be set up to assess the extent to which the findings and 
recommendations of the Warner Report are valid in Scotland and consider the implications of 
implementing them. 
 
6. The Scottish Group linked in to the NPSA group to ensure that Scottish issues were 
taken account of in considering a way forward for the UK.  At the same time, consultation on 
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the Warner Report’s findings and recommendations in Scotland allowed the wider REC 
community to contribute to this important discussion.   
 
7. The NPSA assumed COREC’s functions on 1 April 2005.  Since the ambit of NPSA 
services does not extend to Scotland, CSO arranged for Scottish services to be provided using 
their income generation powers.  While it remains the aim of the UK Health Departments to 
have a coherent UK-wide system for the provision of ethical review, it was recognised that 
legal advice would be necessary on the extent to which it was possible or appropriate to 
commercially contract with NPSA for certain functions. 
 
Scottish Ethics Advisory Group  
 
Remit 
 
8. The Scottish Ethics Advisory Group (SEAG) agreed its remit at its first meeting on 
20 June 2005.  In doing so there was recognition that ethics is a UK service and it was 
therefore no more appropriate for SEAG to pursue its own views without regard to what was 
happening in other parts of the UK than it would be for any other country to do similar.  It 
was nonetheless recognised that certain differences would be necessary because of legal, 
funding and organisational differences. 
  
 SEAG Remit:- 
 

• to assess the extent to which the findings and recommendations in the report of the 
Review of NHS Research Ethics Committees in England are applicable in Scotland, 
taking into account the views expressed by the wider research community in 
consultation; 

 
• to consider the implications of implementing those recommendations in Scotland; 

 
• to specifically investigate the feasibility, resource implications and impact on 

committee members and administrators of a range of potential solutions to deliver the 
review’s recommendation concerning the number of RECs; and 

 
• to consider any other changes necessary or desirable to the operation of the research 

ethics system in Scotland, including the impact of the Medicines for Human Use 
(Clinical Trials) Regulations 2004 on the operation of the Adults with Incapacity 
(Scotland) Act 2000. 

 
Membership 
 
9. SEAG consisted of key stakeholders from throughout Scotland and was chaired by the 
Chief Scientist, Professor Roland Jung.  Full Membership details are attached at Annex 1.  
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Methodology 
 
10. SEAG met 4 times between June and December 2005.  In taking its remit forward, the 
Group was informed by the findings of a Scottish consultation exercise on the Warner Report 
(July-September 2005) and by the results of a questionnaire issued by the Association of 
Research Ethics Committees to member committees across the UK.  Links with the NPSA 
REC Change Advisory Group in England were maintained throughout.  The views of Scottish 
REC Administrators on the Warner Report were taken at a meeting in August.   On the 
specific question of the scope for rationalisation of RECs and closer collaboration with R&D, 
views were sought from Directors of Public Health in Scotland in September 2005.   
 
11. In taking forward the consultation exercise, CSO sent out letters to the following 
members of the REC community in Scotland on 1 July:  

 
• Chairs of NHS RECs  
• Directors of Public Health 
• NHS REC Administrators 
• R&D Directors 

 
12. Key stakeholders  were requested to bring the letter and enclosures to the attention of 
research ethic committee members and Chief Investigators and other research colleagues to 
allow them the opportunity to provide comments on the findings of the report should they 
wish to do so.  The final date for comments was 30 September 2005.  The consultation was 
also placed on the Scottish Executive website, reference Con601, and the Chief Scientist 
Office website, for wider comment. 
 
13. Responses were collated by SEAG’s secretariat and analysed to produce a report for 
distribution to members of SEAG.   
 
Consultation Responses 
 
14. Responses to the Scottish consultation were received from a total of 37 respondents.  
Of these, 19 responses were from individuals and 18 on behalf of groups/organisations 
(Table 1).  The majority of responses were from the NHS and REC community in Scotland 
i.e. REC Chairs, Administrators and members, and R&D representatives. 
 
Table 1: Numbers of respondents from different groups consulted 

 Number of respondents 
REC Administrators 4 
REC Chairs 5 
REC Members 2 
RECs 4 
NHS R&D  9 
Directors of Public Health 1 
NHS Associate Medical Director 1 
University Sector 5 
* Other  6 
Total 37 
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*  Royal College Paediatrics and Child Health 
 Scottish Council on Human Bioethics 
 NHS Health Records Manager 
 British Psychological Society 
 Scottish Human Rights Centre 
 Royal College of Physicians 
 
15. An analysis of the responses from those who expressed an opinion on the report’s 
recommendations can be found at Annex 2.    
 
16.    Respondents were largely in agreement with the Review Report’s conclusions and 
recommendations, although there were mixed views on some specific findings.  In 
particular:- 
 

• payment of members received a mixed response.  Those in favour largely supported 
some form of system for compensating employers for time spent away from work.  
Some respondents supported payment of lay members.  Others recognised the 
implications for some of receiving payment on tax and benefits and suggested a 
flexible approach.  Others who did not support the recommendation felt that 
membership was inhibited not through lack of payment but through too much 
bureaucracy in the system; 

 
• a small majority of respondents disagreed with recommendation 2 (RECs should not 

reach decisions based on scientific review).  Difficulties in separating ethical review 
from scientific review were highlighted.  Respondents felt that the distinction between 
the two could easily be blurred. Respondents also expressed concern about the 
proposal to refer to COREC for scientific guidance should there be reservations about 
the quality of the proposed science; and 

 
• respondents disagreed strongly with aspects of recommendation 9 (the creation of 

“Scientific Officers” in COREC to support the work of Committees).  The merits of 
scientific officers were acknowledged but respondents felt there were more 
advantages to be gained from having them based locally rather than situated centrally 
in COREC. 

 
17.    After discussing the content of the Warner Report and taking account of the views 
expressed in the consultation exercises, SEAG was generally supportive of the findings of 
the Warner Report and then considered the operational consequences of implementing the 
conclusions in Scotland.  In doing so SEAG took account of the work of the NPSA REC 
Change Advisory Group which was also considering such matters.  In particular, it supported 
12 principles of rationalisation agreed by the NPSA Group (see Annex 3), recognising that 
they usefully complemented the emerging SEAG recommendations on how Scotland should 
move forward in relation to the improvement of the REC system.   
 
18.      In view of the comprehensive nature of the assessment of responses to the consultation 
report attached as Annex 2, and SEAG’s general agreement with those findings, the 
following section of this report presents them in a structure which suggests how the Warner 
recommendations accepted by the group and the relevant emerging findings from the NPSA 
group might be implemented. 
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Warner Report Proposals – Findings and Feasibility  
 
Structure of the REC system 
 
More Intensive operation of RECs 

 
 19. For fully active RECs, SEAG disagrees with the Warner Report recommendation 

on more intensive operation of RECs and takes the view that it would be unreasonable to 
expect a significant increase in the time members devoted to this task. SEAG concludes that 
a more flexible and increased membership for a smaller number of fully active 
committees (e.g. considering 7 or 8 proposals per meeting) would be a more acceptable 
way to proceed and one which would bring significantly greater efficiencies, and enhance 
the experience of REC members, over the present arrangements. On the question of timing 
and location of meetings, SEAG feels that there should be flexibility in approach.  Restricting 
meetings to normal office hours is not supported.  However, more flexible and increased 
membership of committees would allow for the possibility of holding meetings at a variety of 
times in different locations thus increasing access for members, lay representatives and 
researchers. 
 
Payment of REC Members 
 
20. SEAG acknowledges the issue of paying REC members (beyond current 
arrangements for travel etc. which should continue) to be a difficult and sensitive area.  
Although proposed in the Warner Report as a direct consequence of the more intensive 
working of RECs, it nonetheless merited consideration in its own right.  Lay recruitment to 
RECs was not considered to be a problem and in itself would not justify the payment of 
members.  It was recognised that if England decided to pay its lay members, or reimburse 
employers, there was a case for doing likewise in Scotland in the interest of a consistent 
approach throughout the UK.  Equally, there was a case to be made for being consistent with 
the wider Scottish approach to encouraging lay participation.  Finally, it was recognised that 
payment would be a new and significant cost to the operation of the ethics committees.  It 
was concluded that this topic should be considered further when the outcome of the 
proposals in England were known, and when the costs of paying lay members in a 
rationalised REC system could be quantified. 
 
Scientific Advice to RECs 
 
21. SEAG recognises the merits of scientific support to assist Committees at all stages of 
the REC process, and notes that some Scottish Committees already have and appreciate such 
assistance.  SEAG therefore supports the extension of scientific advice to all RECs.  In 
line with the emerging thinking in England, the preference was for this kind of support to be 
locally based and not centralised, and for the people providing this service to be called 
Research Ethics Service Advisers. 
 
Triage 
 
22. Although not directly addressed in the Warner Report, SEAG supports the 
introduction of a triage arrangement to improve the efficiency of the current system.  
Such an arrangement would usefully identify applications which merited action in advance of 
REC scrutiny e.g. non-research applications, those where ethics requirements were clearly 
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not met (e.g. no peer review), those where further clarification was desirable in advance of 
REC review etc.  It was noted that REC Chairs sometimes undertook this task themselves at 
present; as such, having this scrutiny undertaken by a suitably qualified and trained member 
of staff such as a Research Ethics Service Adviser would not only be in the interests of the 
Chair but also the applicants. 
 
Research Ethics Service 

 
23. SEAG notes that the aforementioned scientific support, triage arrangements and the 
need for effective and informed assistance for researchers all support the view emerging from 
the NPSA Group that the focus of the ethics process should be on a Research Ethics Service 
rather than solely on RECs.  Given the range of important functions and support activity 
being undertaken outwith RECs, SEAG supports this development. 
 
Training and Accreditation 
 

 24. In the same vein SEAG agrees that more emphasis is required on training and 
imparting advice to researchers, both to strengthen their ability to identify ethical issues 
and on using plain language in their submissions.  Members highlighted areas where 
improvements could be made to achieve greater consistency across the research ethics 
system, including the restoration of more regular Chairs’ meetings, a core curriculum for 
training of ethics committees and training to support harmonisation of decision making by 
RECs.     

 
Closer collaboration with NHS R&D 
 
25. The need for the ethics service to work more closely with NHS R&D colleagues in 
providing a seamless support to researchers is endorsed by SEAG, although the importance of 
preserving the independence of the REC decision making process was recognised.  In 
consultation this proposal was strongly supported by NHS Boards who agreed that this 
process could be facilitated through co-location, common REC and R&D systems and 
integrated ethics and R&D application forms.  SEAG concludes that for this to happen 
there is a need for ethics to be more closely integrated with the NHS R&D management 
structure.  The precise nature of such an arrangement would require further discussion and 
agreement with NHS Boards.    
 
Application Form and Application Process 
 
26. SEAG agrees that the common application form and application process require 
improvement.  There is a need for a form, or forms, which take account of different types of 
research and for the form to be available in a format which can be easily downloaded with the 
facility for others to access and to edit/track changes.  SEAG welcomes the changes made 
to the form by COREC in September 2005 and hopes that further changes would be 
made in future to make the form more user friendly and ease the application process.    
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Remit of RECs 
 
Ambit of REC Responsibility 
 
27. SEAG fully supports the conclusion in the Warner Report that it should remain the 
role of research ethical review to safeguard the rights, dignity, safety and welfare of potential 
human research participants by providing an independent opinion on the ethical implications 
of a research proposal.  It is also broadly in agreement with the recommendation that the 
remit of NHS RECs should not include surveys or other non-research activity if they 
present no material ethical issues for human participants.  SEAG recognises that the 
lack of a clear definition of research as opposed to audit or service evaluation causes 
difficulties and notes that work is being undertaken within COREC to provide clarity in 
this area throughout the UK. 
 
28. The suggestion that surveys were “non-research activity” was questioned and it was 
concluded that this depended on the purpose of the survey.  In contrast, clinical audit was 
considered to be distinguishable from research since it was defined by its purpose.  SEAG 
then went on to consider whether non-research activity which did present some degree of 
material ethical issues for human participants should go before a REC.  SEAG notes that 
there are parallel systems for consideration of ethical issues in non-research studies and 
supports the view that where there are “significant” ethical issues the advice of a REC 
should be sought. 
 
29. SEAG agrees that further clarification on the Warner Report’s intentions with  
regard to NHS staff is required.  SEAG felt the reference to “research on NHS staff”  
was very broad and needed to be more specific.  It was important to draw a distinction  
between research involving NHS staff in their capacity as employees (for which approval 
should not be required) and research which includes NHS staff – recruited as research 
participants by virtue of their professional role (for which approval should be required).   
 
Scientific Review 
 

 30. While acknowledging that scientific review was a matter to be addressed outwith 
research ethics committees SEAG concludes that in considering ethical approval, 
scientific matters cannot always be divorced entirely from ethical issues.  Difficulties 
were often experienced when reviewing applications with poorly written protocols, and 
SEAG agreed that this could be avoided by improving the quality of scientific peer review 
prior to submission.  SEAG concludes that the more robust peer review systems now being 
introduced under research governance may resolve some of the issues.  Difficulties with 
poorly written ethics applications might also be minimised with early identification through 
the proposed triage arrangements conducted by suitably trained scientific staff.  
 
Low Risk Research Proposals 
 
31. It was noted that a significant new proposal emerging from the NPSA implementation 
group is that not all research applications currently requiring REC approval would in future 
be considered by an ethics committee.  Applications where there was considered to be no or 
minimal harm to patients (it is anticipated that a large volume of student applications would 
fall into the category) would in future receive a notice of ‘no objection’ from National 
Research Ethics Advisers operating as a central function within a Research Ethics Service. It 
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is envisaged that all applications would be triaged at an early stage to either RECs or 
scientific advisers.  
 
32. In contrast, SEAG takes the view that all research should continue to be 
submitted to an independent REC, seeing any erosion of this important principle to be 
counter to the Declaration of Helsinki.  The Group considers that, with early identification 
through triage (see paragraph 22), such no/low risk proposals could be subjected to 
proportionate attention by a REC, possibly in the form of a schedule of such proposals 
prepared by a REC scientific adviser and submitted for approval by the committee.   
This would deliver the desired handling efficiencies for such cases while retaining the 
important principle of independent REC decision.  The group took the view that to fulfil its 
role properly, the REC should have access to the applications themselves, but suggested that 
the introduction of a shorter, simplified application form for no or low risk applications 
should be considered. 
 
Site Specific Assessments 
 
33. SEAG agrees with the Warner conclusion that site specific assessments (SSAs) 
for NHS sites are an unnecessary activity for RECs.   It was noted that SSAs were already 
considered by NHS R&D in NHS Grampian and NHS Lothian where the system is working 
well.   This move was strongly supported by NHS Boards.   
 
Implementation of Findings in Scotland 
 
Rationalisation 
 

 34. SEAG agrees that Scotland should move to a smaller number of Committees 
with sufficient workload to justify attendance of members and provide them with 
greater experience.  REC activity data for the period 2002 through to 2005 identified the 
overcapacity in the system (see Annex 4).  This view was supported by NHS Boards in 
consultation where a degree of rationalisation of RECs has already taken place.  SSAs form a 
significant proportion of submissions, and data provided to SEAG confirmed that if these 
were removed from RECs, the workload could be expected to drop by approximately 40% 
across Scotland.  If this reduction in workload was accompanied by RECs working close to 
full activity levels (7 or 8 applications per meeting) then the number of committees could be 
reduced significantly. 

 
35. The Group also agrees that there are advantages to RECs operating from centres 
sharing resources to support a number of RECs and notes that such a model 
complements the arrangements currently being introduced in NHS R&D management 
in Scotland.  As such, the Group concludes that the creation of a Research Ethics Service 
managed from the 4 main research active cities would not only improve the efficiency 
and effectiveness of the Scottish REC system but also facilitate closer integration with 
related R&D functions.  The appointment of Research Ethics Service Advisers in 
management centres would enhance this service providing the scientific officer support role, 
triaging applications and offering wider support in terms of providing training and feedback.  
This would reduce the burden on Chairs, and address the issue of inconsistency amongst 
committees by identifying/providing appropriate training and on capturing and sharing good 
practice where issues and arguments have been already explored.   
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36. SEAG acknowledges the importance of considering the consequences of such a 
model in rural areas where access to meetings could be difficult; for that reason it is 
recommended that while the REC system should be managed from a small number of  
sites in the future, RECs should continue to sit at a wide range of geographical locations  
throughout Scotland. 

 
 37. One further advantage of greater centralisation of management would be that 

committees could be appropriately trained to consider applications in specialised areas such 
as medical devices, student research or paediatrics.  SEAG agrees that this would not 
preclude specifically constituted committees developing a degree of specialisation in certain 
areas, such as in dealing with proposals involving adults with incapacity or paediatric studies.     

 
38. SEAG proposes the creation of management centres within NHS Glasgow, NHS 
Grampian, NHS Lothian and NHS Tayside providing support for their wider 
geographical area.  The geographical support arrangements by these four centres should be 
determined in consultation with NHS Boards.  One possible model is for NHS Glasgow to 
encompass NHS Ayrshire and Arran, NHS Lanarkshire and NHS Greater Glasgow (and the 
agreed element of NHS Argyll and Clyde following dissolution in March 2006); NHS 
Grampian to encompass NHS Highland, NHS Orkney, NHS Shetland, NHS Western Isles 
and NHS Grampian (and again, the agreed element of NHS Argyll and Clyde following 
dissolution in March 2006); NHS Tayside to encompass NHS Fife and Forth Valley and NHS 
Tayside and NHS Lothian to encompass NHS Borders, NHS Dumfries and Galloway and 
NHS Lothian.  As previously proposed, REC meetings would be held outwith the 
administrative centres to ensure suitable accessibility for REC members and applicants to the 
REC system.   

 
Resource Implications  
 
This section of the Report considers the resource implications of implementing the proposals 
set out above. 
 

 39. SEAG recognises that a fundamental difference between England and Scotland was in 
the area of funding the ethics service.  Whereas in England the operational and staff costs of 
the ethics system are centrally funded by the Department of Health (to a large extent through 
COREC), in Scotland the responsibility for funding the ethics system remains with Health 
Boards.  The exception is funding provided by CSO for the two Scottish MRECs.   

 
 40. The Group considered whether there was any merit in seeking to identify and 

centrally manage the funds currently spent on this service.  The advantages of such an 
approach would be that the provision of a nationally co-ordinated service as envisaged in this 
report could be funded on the same basis, with a greater flexibility for any local variations in 
activity (and therefore costs) to be supported by a separately identified budget.  However, the 
difficulties in both identifying the costs associated with the current service, and then seeking 
to manage it as a new and discrete budget were recognised, particularly uncertainty such an 
approach would bring upon those currently working in the system.   

 
41. SEAG recommends that the responsibility for the running of the ethics system in 
Scotland should remain with NHS Boards.  It is recognised that the planned rationalisation 
of RECs and the centralisation of the management of the ethics service are expected to bring 
efficiencies which should make the overall costs of running such a new system no more than 
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they are at present. SEAG suggests that further work should be undertaken to identify both 
the financial efficiencies of the redesigned research ethics service and any additional costs 
falling to the 4 management centres by virtue of their enhanced role.  While such additional 
costs could be mitigated by savings in co-located Boards within the wider geographical area, 
it was recognised that not all the expected efficiencies would immediately translate into 
financial savings; as such, further work was necessary to determine the extent to which such 
funds might reasonably be transferred. It was also recognised that for the redesigned 
Research Ethics Service to operate within and benefit from the expected efficiencies, the 
support of those currently responsible for the operation and management of RECs in all NHS 
Boards is essential.  It is recommended that the accountable officer in each NHS Board, 
(usually the Director of Public Health or the Medical Director), should be consulted on 
how this might work in practice. 

 
 42. It was also considered important for CSO to support the development of such 

arrangements nationally and oversee the wider implementation process.  It is therefore 
recommended that CSO funds a post to support and manage the Scottish redesign of 
the Research Ethics Service and to act as an interface with the wider changes being 
introduced throughout the UK.  Such a post should be located within the NHS, be time 
limited and work to a clear timetable for implementation.   

 
Summary of Findings/Proposals  

   
 43. SEAG’s findings and proposals are summarised as follows:- 
   

• SEAG was generally supportive of the findings of the Warner Report; 
 

• SEAG disagrees with the Warner Report recommendation on more intensive 
operation of RECs and concluded that a more flexible and increased 
membership for a smaller number of fully active committees (e.g. considering 7 
to 8 proposals per meeting) would be a more acceptable way to proceed; 

 
• Payment – SEAG concluded that this topic should be considered further when 

the outcome of the proposals in England are known, and when the costs of 
paying lay members in a rationalised REC system can be quantified; 

 
• SEAG supports the extension of scientific advice to all RECs; 

 
• SEAG supports the introduction of a triage arrangement to improve the 

efficiency of the current system; 
 

• SEAG supports the focus of the ethics process as being on a Research Ethics 
Service rather than solely on RECs; 

 
• SEAG supports closer collaboration with NHS R&D and concludes that for this 

to happen there is a need for ethics to be more closely integrated with the NHS 
R&D management structure; 

 
• SEAG agrees that the common application form and application process require 

improvement.  SEAG welcomes the changes made to the application form in 
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September 2005 and hopes that further changes will be made in future to make 
the form more user friendly and ease the application process; 

 
• SEAG is broadly in agreement with the recommendation that the remit of NHS 

RECs should not include surveys or other non-research activity if they present 
no material ethical issues for human participants.  SEAG recognises that the lack 
of a clear definition of research as opposed to audit or service evaluation causes 
difficulties and notes that work is being undertaken within COREC to provide 
clarity in this area throughout the UK; 

 
• SEAG notes that there are parallel systems for consideration of ethical issues in 

non-research studies and supports the view that where there are “significant” 
ethical issues the advice of a REC should be sought; 

 
• SEAG agrees that further clarification on the Warner Report’s intentions with  

            regard to research involving NHS staff is required; 
 

• SEAG concludes that in considering ethical approval, scientific matters cannot 
always be divorced entirely from ethical issues; 

 
• SEAG took the view that all research should continue to be submitted to an 

independent REC.  The Group considers that, with early identification through 
triage (see paragraph 22), such no/low risk proposals could be subjected to 
proportionate attention by a REC, possibly in the form of a schedule of such 
proposals prepared by a REC scientific adviser and submitted for approval by 
the committee.  SEAG proposes that the introduction of a shorter, simplified 
application form for no/low risk proposals should be considered; 

 
• SEAG agrees with the Warner conclusion that site specific assessments for NHS 

sites are an unnecessary activity for RECs; 
 

• SEAG agrees Scotland should move to a smaller number of Committees; 
 

• SEAG agrees that there are advantages to RECs operating from centres sharing 
resources to support a number of RECs and notes that such a model 
complements the arrangements currently being introduced in NHS R&D 
management in Scotland; 

 
• SEAG concludes that the creation of a Research Ethics Service managed from 

the 4 main research active cities would not only improve the efficiency and 
effectiveness of the Scottish REC system but also facilitate closer integration with 
related R&D functions. SEAG proposes the creation of management centres 
within NHS Glasgow, NHS Grampian, NHS Lothian and NHS Tayside providing 
support for their wider geographical area; 

 
• SEAG recommends that RECs should continue to sit at a wide range of 

geographical locations throughout Scotland; 
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• SEAG recommends that the responsibility for the running of the ethics system in 
Scotland should remain with NHS Boards; 

 
• for the rationalised system to work, the support of those to be responsible for its 

operation and management is essential – SEAG recommends that the 
accountable officers in each NHS Board should be consulted on these specific 
proposals; and 

 
• it is recommended that CSO funds a post to support and manage the redesign of 

the Scottish Research Ethics Service and to act as an interface with the wider 
changes being introduced throughout the UK.  Such a post should be located 
within the NHS, be time limited and work to a clear timetable for 
implementation.   
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Adults with Incapacity  
 
44. The Adults with Incapacity Act made provision for research to be conducted on 
incapacitated adults (Section 51) but made no specific provision for research to be conducted 
in emergency circumstances.   To conduct research on incapacitated adults under the 
AWI Act requires,  inter alia, that the research has been approved by “the Ethics Committee” 
constituted by Regulations made by Scottish Ministers - this Committee is known locally as 
MREC A. 
 
45. The Medicines for Human Use (Clinical Trials) Regulations 2004 subsequently made 
provision for research to be conducted on incapacitated adults throughout the UK, but only 
where clinical trials of medicinal products were involved.  Those same Regulations inserted a 
new Sub-Section (3A) into Section 51 of the AWI Act to make specific provision for 
situations where it was not practicable to contact the guardian or welfare attorney, but only in 
relation to research involving medicinal products.  
 
46. In the rest of the UK, clinical trials of medicinal products involving incapacitated 
adults may be approved by any ethics committee “recognised” under those Regulations.  We 
therefore have the situation under which any “recognised” ethics committee - including all 
Scottish recognised committees - may give an ethical opinion on a research proposal 
involving incapacitated adults and medicinal products in any other part of the UK. In 
Scotland we have a quite different position because of the AWI Act, under which all research 
on incapacitated adults must be approved by MREC A, unless it is a clinical trial of medicinal 
products in which case it goes to MREC A only if the conditions set out in Regulation 14 are 
met (Annex B); otherwise it can go to any recognised committee in the UK. 
 
47. A further complication is that the Clinical Trials Regulations do not allow an appeal 
against the decision made by MREC A in relation to clinical trials of medicinal products.   
This is inconsistent with the approach taken in England where a right of appeal against an 
ethics opinion in clinical trials of medicinal products is standard.    
 
48.    SEAG noted that a number of developments had taken place since the AWI Act had 
been introduced, most significantly the introduction of the Clinical Trials Regulations and the 
English Mental Capacity Act.  It was also noted that while the above issues introduced 
inconsistencies between Scotland and the rest of the UK, those inconsistencies were not 
sufficient to merit further piecemeal amendment of the AWI Act through the Clinical Trials 
Regulations.  SEAG concluded that it was preferable to make changes to the AWI Act itself, 
after a full public consultation on the issues had been undertaken. Such consultation should 
await confirmation that the revised structures of RECs proposed in the Report are accepted, 
since the expertise of committees other than MREC A to consider AWI applications is a 
fundamental issue to be addressed.  
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ANNEX 1  
 
Scottish Ethics Advisory Group Membership 

 
Chair 
Professor Roland Jung 
 
Directors of Public Health 
Dr Harry Burns (Resigned following his appointment as Chief Medical Officer.  Replaced by 
Dr Malcolm McWhirter, Director of Public Health, Forth Valley Health Board)  
Dr Lesley Macdonald   
 
Administrators 
Mr Peter Reith   
Ms Jan McCulloch   
 
MREC Scotland 
Professor Kennedy Lees   
 
R&D 
Dr Heather Cubie  
 
REC Chairs 
Mrs Margaret Thomson   
Dr Sheila Simpson  
 
REC Medical Advisor 
Gus MacConnachie  
 
AREC 
Dr Kate McGarva  
 
CSO 
Mike Stevens  
 
Lay Representative 
Joan Munro 
 
OREC Managers 
Moira Nolan  
Dr Alison Hinds  
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ANNEX 2 
 

Analyses of Responses to Scottish Consultation 
 
Recommendation 1: Report reference 5 (no. 1) 
The remit of NHS RECs should not include surveys or other non-research activity if they 
present no material ethical issues for human participants.  COREC should develop guidelines 
to aid researchers and committees in deciding what is appropriate or inappropriate for 
submission to RECs.  
 Number % 
Agree/Strongly agree 18 75 
Disagree 6 25 
Total 24 100 
 
Of the respondents who expressed an opinion, the majority (75%) agreed with 
recommendation 1.   
 
Some respondents suggested expanding this recommendation to include other types of 
research which does not present ethical issues for human participants.  One respondent 
commented:- 
 

“This recommendation needs to be broadened and articulated more clearly to include 
a wider range of social science-type research which involves interviews, observation, 
questionnaires and focus groups.  Much of this is benign and non-invasive research 
which does not need the full COREC ‘treatment.’”  

 
 The need to underpin this recommendation with definitions of what is inappropriate for 

submission to RECs and clear definitions of terms such as ‘survey’ and ‘non-research 
activity’ was considered to be essential by a number of respondents.  One respondent 
highlighted the need to resolve the long-standing issue of whether clinical audit is research 
requiring REC review.   As part of their response, the British Psychological Society 
submitted their “Good Practice Guidelines for the Conduct of Psychological Research within 
the NHS” which provides guidance on definitions.  This can be found in the Annex to this 
report. 
 
Six respondents who expressed an opinion disagreed with this recommendation (25%):- 
 
 “This statement implies that surveys are not research! On the contrary, many surveys 

represent important means of obtaining data and may themselves be invasive, 
upsetting, and contain confidential details.” 

 
NHS staff were identified as a potentially vulnerable group who required protection from 
particularly intrusive research by RECs:- 
 
 “…it seems to me that NHS staff (and also medical students) come in for a lot of 

research because they are ‘there’ …….Many jobs are surely stressful enough without 
this.  I know that they do not have to participate, but I wonder sometimes if there is 
peer, or managerial pressure, to do so.” 
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 The difficulties regarding publishing research in peer-reviewed journals without ethical 
approval was highlighted by one respondent:- 

 
 “If surveys are carried out without ethical approval, how can these data be published 

when many journals require a statement that the research has been approved by an 
ethics committee? It would be very sensible to have a method for referral of surveys 
for approval by the committees, perhaps by using a formal, rigorous, checklist that 
could be applied independently by two committee members. Many surveys might 
“pass” this checklist and hence avoid the need for complete consideration. The result 
could substitute for “ethical permission” for the purposes of publication.” 

 
Table 8: Recommendation 2: Report reference 5 (no 2) 
RECs should not reach decisions based on scientific review.  In the unusual situation of a 
REC having reservations about the quality of the science proposed, they should be able to 
refer to COREC for scientific guidance. 
 Number % 
Agree/Strongly agree 8 44 
Disagree 10 56 
Total 18 100 

 

 Of the respondents who expressed an opinion, the majority (56%) disagreed with 
recommendation 2.  Difficulties in separating ethical review from scientific review were 
highlighted.  Some of the disagreement expressed was in relation to referring to COREC for 
scientific guidance which was thought by some of the respondents to be inappropriate:- 

 “It would be inappropriate for COREC to provide guidance – they should not be seen 
to be setting themselves up as the “expert” in all matters/processes regarding ethical 
matters. In an audit trail there would have been no independent input.   COREC 
cannot be everything – there is a danger that they could be acting outwith their remit.   
There is sufficient expertise/capability within Scotland for guidance to be sought 
in-house.” 

 Forty-four per cent of the respondents who expressed an opinion agreed with the 
recommendation.  One respondent commented:- 

 “…………There needs to be some robust independent advisory structure for scientific 
methodological advice.  COREC would probably be the best forum for this in that it 
would be independent of any institutional pressure such as might exist in a hospital’s 
Research & Development department.” 

Table 11: Recommendation 3: Report references 5 (no 3), Annex 3 
The recently introduced managed operating system has been well received.  Its use of IT 
points the way to further efficiency and quality improvements.   We believe that responsibility 
for site-specific assessment should be transferred to NHS hosts as soon as acceptable 
mechanisms for quality assurance are in place. 
 Number % 
Agree/Strongly agree 12 71 
Disagree 5 29 
Total 17 100 
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 Of the respondents who expressed an opinion, 71% agreed with recommendation 3.  This was 
qualified by some respondents who supported the transfer of SSAs to NHS hosts, but 
highlighted problems experienced with the introduction and running of the managed 
operating system in Scotland.  Respondents also commented that any transfer of 
responsibility to NHS hosts needed to be supported by sufficient resources to cope with the 
additional workload and that any SSAs undertaken would have to be subject to robust quality 
assurance. 

 29% of the respondents who expressed an opinion disagreed with the recommendation.  
Potential conflict of interest in devolving SSAs to Health Boards was raised by one 
respondent.  One respondent commented:- 

“SSA by ethics is absolutely essential especially if there is a large vol of research 
affecting the same patient group or specialism.” 

   
 Problems with the IT system in Scotland were again raised by two respondents who disagreed 

with the recommendation.    

   
Table 14: Recommendation 4: Report references 5 (no 4)  
The application form and application process call for improvement.  The form should take 
more explicit account of differences between types of research and should also give more 
space and attention to ethical issues. 
 Number % 
Agree/Strongly agree 22 100 
Disagree 0 0 
Total 22 100 

 All the respondents who expressed an opinion agreed with recommendation 4 (100%).   
Respondents commented:- 

“………The new application form is not easy to follow and does not flow in a logical 
manner. This makes it harder for researchers and reviewers alike.” 

 
“The form needs to be simplified avoiding needless repetition with separate ones 
available for clinical trials of interventions, other quantitative research, and 
qualitative research.” 

 
“We entirely endorse the view that the application form and application process 
should be improved.  The form could be substantially trimmed in length: there are 
questions that more or less repeat themselves; if the focus is on ethics, not on science, 
why are so many questions devoted to the science?” 
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Table 16: Recommendation 5: Report reference 5, (no 5) 
We strongly encourage NHS research hosts to adopt common national systems.  Substantial 
 improvement to local R&D procedures and their interaction with ethical review – 
 including the ability to make multiple use of information supplied once - is required in  
order to reduce bureaucracy and timescales.  This is the most pressing of all  
our recommendations. 
 Number % 
Agree/Strongly agree 5 100 
Disagree 0 0 
Total 5 100 

 

 All the respondents who expressed an opinion agreed with recommendation 5 (100%).  
Respondents commented:- 

“I agree that this urgently needs to be addressed – what with grant application forms, 
ethics submission forms, R & D forms, MHRA forms – research in the UK is going to 
grind to a halt with no-one wishing to start on this massive undertaking to get a study 
up and running – research will go abroad to non-EU countries – this is one thing I 
am sure of.” 

 
 “The information provided once on the current Ethics form should be supplied to all 

parties with a legitimate need to manage the research process (Ethics, R&D and 
University offices).” 

Table 18: Recommendation 6: Report references 5 (no 6), Annex 3  
We believe that a smaller number of RECs – perhaps one for each Strategic Health Authority, 
with a limited number of exceptions – would be more appropriate.  Their operations would 
be more intense than at present, with a greater use of electronic communications.  The time 
commitment required of members and support staff for training should be more formally 
recognised, as should the time taken in committee hearings and preparation.  This implies 
paying REC members appropriately, either directly or through compensating their 
employers. 
 Number % 
Agree/Strongly agree 7 50 
Disagree 7 50 
Total 14 100 

 

 50% of the respondents who expressed an opinion on recommendation 6 agreed that some 
rationalisation in Scotland was probably required.  However, many respondents qualified 
their agreement highlighting issues that they felt would need to be addressed:- 

“Agree with need for a reduced number of committees in Scotland.  However, more 
intensive operation, greater electronic communication, and paid committees will all 
have detrimental impacts upon the motivation and therefore the nature of members 
recruited.  For example, reliance on electronic communication would disenfranchise 
a significant proportion of potential lay members.  Nor do all potential professional 
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members have adequate electronic access, bearing in mind the extent to which such 
work is often undertaken at home.” 

 
Geographical and remote/rural issues were also highlighted:- 
 

“…………….there is a need to take account of geographical aspects including remote, 
rural and island issues and ensure appropriate representation.  There were mixed 
views around payment but it was suggested that compensation for people’s time 
should be considered as an essential element of membership.” 

 
The same percentage of respondents who expressed an opinion disagreed (50%) with the 
recommendation highlighting potential problems including increased workloads resulting 
from more intense operation, the impact on a researcher’s ability to attend meetings, lack of 
representation of remote and rural populations and the loss of valuable face to face interaction 
caused by greater use of electronic communication.  One respondent commented:- 
 

“The workload, as a 'volunteer' is much greater than expected, particularly in the 
preparation and reading time. A routine monthly MREC agenda of 10 projects 
requires up to 2 days preparation time plus the day needed to travel and attend the 
Edinburgh meeting. In addition there is lead reviewers' follow up action 
and amendment sub committee case consideration within tight deadlines. I am not 
aware of any over-capacity within MREC!” 

 
On payment, views were mixed.  Some respondents commented that a system for 
compensating employers for time out of work would be appropriate.   Others felt that 
introducing payment could result in a radical change in the composition and motivation of 
committees.  
  
Table 20: Recommendation 7: Report reference 5 (no 7) 
Research Ethics Committees must represent the public interest as well as patient perspectives 
on research.  This means that membership needs to be drawn from a wider mix of society and 
that all members need to be supported by appropriate training. We believe that our 
recommendation that we move towards a system of fewer, paid RECs will support this 
objective. 
 Number % 
Agree/Strongly agree 7 50 
Disagree 7 50 
Total 14 100 

 

There was a mixed response on this recommendation with 50% of respondents who 
expressed an opinion agreeing and 50% of respondents who expressed an opinion disagreeing 
with recommendation 7.  The need to draw membership from a wider mix of society and for 
appropriate training to be provided was largely supported.  However, some respondents 
commented that fewer paid RECS would not necessarily ensure expertise of members nor 
encourage a wider range of members:- 
 

“Since the outset I have thought the REC/MREC place in the scheme of appointments 
out of place and in need of change.  Essentially they need to move up a bit in the 
public appointment process……………” 
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“…………Paying appropriate expenses to the lay group could be considered.” 

 

“The continued membership of both lay and professional members is indicative of 
their commitment to their role. The recommendation to pay members may 
compromise, or be suspected of compromising the integrity of the membership.” 

 

“…………………….has had no problem recruiting valuable, committed lay members 
to the committee. The process of recruiting members should be reviewed rather than 
resorting to payments.” 

  
Table 22: Recommendation 8: Report reference 5 (no 8) 
The issue of excessive inconsistency amongst committees should be addressed by 
concentrating on the provision of appropriate training, and on capturing and sharing good 
practice where issues and arguments have been already explored.   The newly introduced 
system of quality assurance by peer review amongst committees and their members should 
assist this process and should be further developed. 
 Number % 
Agree/Strongly agree 13 100 
Disagree 0 0 
Total 13 100 

 

 There was overwhelming support from the respondents who expressed an opinion for 
recommendation 8 (100%).  One respondent qualified this.  Whilst agreeing with the 
prescription, they were not convinced about the anecdote based diagnosis about “excessive 
inconsistency” amongst Committees.  Another respondent who agreed with the basis of the 
recommendation commented: 

“………..however, it believes moral and ethical judgements will inevitably be 
 inconsistent which also supports the need to maintain an appropriately mixed  
membership of professional and lay members.”    

  

Table 23: Recommendation 9: Report references 5 (no 9), Annex 3 
We propose the creation of “Scientific Officers” in COREC to support the work of 
committees.  They might undertake much of the preliminary assessment required, and review 
reports.  Chairs, for whom it is a major burden, currently undertake this work.  
 Number % 
Agree/Strongly agree 4 24 
Disagree 13 76 
Total 17 100 

 

 The majority, 76%, of respondents who expressed an opinion disagreed with 
recommendation 9.  Many respondents acknowledged the merits of Scientific 
Officers/Scientific Advisers but disagreed that they should be based in COREC.  
Respondents commented:- 
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 “We have experience of a medical/scientific advisor serving our own two committees.  
It is a major advantage to have someone who can interact with researchers at a local 
level.  This close working relationship is unlikely to be duplicated if the scientific 
officer’s were restricted by being located within COREC.”  

“The definition of Scientific Officer as in Warner page 25 item 6 is already part of my 
job description and I carry out this process in this Division.   It might be the case that 
Chairs in England and Wales carry out this function; however in Scotland this issue 
is handled by most of the Administrators/Co-ordinators. I therefore strongly disagree 
with this recommendation. Should England and Wales proceed down this avenue then 
it would be imperative that this person is not part of COREC – refer to 
Recommendation 2 whereby COREC should not be seen to be “manipulating” the 
system.” 
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ANNEX 3 
 

 The 12 NPSA rationalisation principles supported by SEAG:  
 

 RECs to operate from centres sharing resources to support a number of RECs locally 
        (with provision for different geographical sites within the REC operational centres); 
 

 significant reduction in the number of local hosts; 
 
 REC meetings may be held distant from the REC centres to ensure suitable  

   accessibility for REC members and applicants; 
 
 change in frequency of meetings only subject to a piloting to demonstrate feasibility 
and benefit; 

 
 REC centres to provide a structure able to accommodate triage, and other potential 
changes to the REC system; 

 
 MRECs and LRECs to be equivalent; 

 
 structure designed to reflect current provision and future demand; 

 
 pace of change sympathetic to local agreements; 

 
 implementation by OREC patch, with national principles and objectives and local 
plans; 

 
 implementation in defined national phases; 

 
 no new agreements to support RECs outside identified centres; 

 
 changes implemented according to local HR policies and, where possible, within 
COREC HR guidelines. 

 
 

 
 



 

 25

ANNEX 4 
Scottish REC Activity Data 
 
1. Administrators of all of the RECs in Scotland were asked to submit copies of their 
annual reports for 2002-03, 2003-04 and 2004-05; the raw activity data taken from the annual 
reports is shown in Table 1.  No information was received from Ayrshire and Arran or 
Shetland RECs.  The information for Glasgow Royal Infirmary REC was incomplete and has 
not been included in the analysis of Glasgow REC data. As the number of RECs in Lothian 
was reduced from 6 to 4 in 2004, an average of the number of meetings held between 
2002-05 is shown and the total activity for all of the RECs within Lothian is displayed for 
each year. 
 
Table 1: REC Activity Data 2002-05 

REC 2002-03 2003-04 2004-05 
Argyll and Clyde 
 

12 meetings 
92 submissions 
84 approved 

12 meetings 
94 submissions 
82 approved 

12 meetings 
136 submissions (66 
SSA) 
127 approved 

Ayrshire and Arran 
 

11 meetings 
82 submissions 
? approved 

No administrator in 
post 

12 meetings 
69 submissions (45 
SSA) 

Borders 6 meetings 
14 submissions 
7 approved 

8 meetings 
15 submissions 
12 approved 

10 meetings 
18 submissions (7 
SSA) 
11 approved 

Dumfries and 
Galloway 

13 meetings 
52 submissions 
43 approved 

10 meetings 
43 submissions 
39 approved 

12 meetings 
49 submissions (19 
SSAs) 
? approved 

Fife/Forth Valley 
 

12 meetings 
111 submissions 
79 approved 

12 meetings 
104 submissions 
58 approved 
 

12 meetings 
106 submissions (50 
SSA) 
73 approved 

Glasgow Royal 1&2 
 

12 meetings 
221 submissions 
approved 

24 meetings 
240 submissions 
approved 

21 meetings 
143 submissions (69 
SSA) 
126 approved 

Glasgow West 1&2 
 

24 meetings 
185 submissions 
171 approved 

24 meetings 
206 submissions 
200 approved 

24 meetings 
238 submissions (105 
SSA) 
230 approved 

Greater Glasgow 
Primary Care 1 

15 meetings 
132 submissions 
97 approved 

12 meetings 
122 submissions 
96 approved 

12 meetings 
129 submissions (42 
SSA) 
119 approved 

Greater Glasgow 
Primary Care 2 

12 meetings 
51 submissions 
50 approved 

3 meetings 
46 submissions 
45 approved 

12 
99 submissions (82 
SSA) 
85 approved 
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Glasgow Southern 
General  
 

10 meetings 
137 submissions 
132 approved 

14 meetings 
176 submissions(86 
SSA) 
167 approved  

13 meetings 
114 submissions (55 
SSA) 
112 approved 

Glasgow Victoria 
Infirmary 

12 meetings 
42 submissions 
42 approved 

14 meetings 
94 submissions 59 
SSA) 
89 approved 

11 meetings 
37 submissions (25 
SSA) 
33 approved 

Yorkhill 
 

12 meetings 
82 submissions 
51 approved 

12 meetings  
163 submissions  
79 approved 

12 meetings  
78 submissions (42 
SSA) 
73 approved 

Grampian 1&2 
 

24 meetings 
261 submissions 
234 approved 

24 meetings 
328 submissions 
289 approved 

24 meetings 
293 submissions (105 
SSA) 
278 approved 

Highland 
 

6 meetings 
39 submissions 
29 approved 

9 meetings 
29 submissions 
? approved 

 6 meetings 
36 submissions (21 
SSA) 

Lanarkshire 
 

12 meetings 
90 submissions 
85 approved 

11 meetings 
98 submissions 
98 approved 

12 meetings 
135 submissions (107 
SSA) 
131 approved 

Lothian  
 

11 meetings 
(average) 
344 submissions 
315 approved 

14 meetings 
(average) 
406 submissions 
355 approved 

45 meetings 
263 submissions (2 
SSA) 
? approved 

MREC A 
 

11 meetings 
128 submissions 
99 approved 

11 meetings 
120 submissions 
68 approved 

11 meetings 
119 submissions 
? approved 

MREC B 
 

7 meetings 
85 submissions 
63 approved 

12 meetings 
101 submissions 
63 approved 

11 meetings 
84 submissions 
? approved 

Orkney 
 

2 meetings 
0 submissions 

? meetings 
16 submissions 

12 meetings 
12 submissions (10 
SSA) 
? approved 

Shetland 
 

 
No REC Administrator in post 

 
Tayside A&B 
 

12 meetings 
282 submissions 
282 approved 

12 meetings 
261 submissions 
248 approved 

16 meetings 
250 submissions (84 
SSA) 
204 approved 
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2. The number of applications received by RECs in the four main centres (Lothian, 
Glasgow, Tayside and Grampian), MRECs A&B and the other RECs during the period 2002-
05 is shown in Table 2.  The number of submissions to RECs in Glasgow, Grampian and 
Lothian has fallen in 2004-05 compared with 2003-04 whereas submissions to RECs outside 
of the main centres have risen during the same period. 
 
 
Table 2: Number REC Submissions /Year 
 2002/03 2003/04 2004/05 
        
Lothian 353 406 263 
Glasgow 629 807 695 
Tayside 282 261 250 
Grampian 261 328 293 
Others 298 399 490 
MRECS 213 221 203 

 
 
3. The proportion of submissions to RECs in 2004-05 which were site-specific 
assessments (SSAs) are shown in Table 3.  SSAs account for approximately 35% submissions 
to Grampian and Tayside RECs, 50% of submissions in Glasgow, and nearly 60% of 
submissions to other RECs excluding (MRECs). SSAs accounted for less than 1% of the total 
number of submissions to Lothian RECs in 2004-05 as SSAs are dealt with by the R&D 
departments of Lothian NHS Board.  

 
Table 3: Site Specific Assessments 

  No of Submissions 02-03 Number of SSAs Percentage 
Lothian 263 2 0.8 
Glasgow 695 351 51 
Tayside 250 84 34 
Grampian 293 105 36 
Others (excl 
MRECS) 490 280 57 

 
4. If SSAs were removed from RECs and discussed by NHS R&D departments as for 
the Lothian RECs, the proportion of submissions to RECs could be expected to drop by an 
average of approximately 40% (Table 4). 

 
 
Table 4: REC data: Submissions per meeting 2004-05 without SSAs 
Area Submissions 2004-

05 minus SSAs 
Number meetings 
2004-05 

Average number 
submissions per 
meeting 

Glasgow 418 105 3.9 
Grampian 188 24 7.8 
Lothian 261 45 5.8 
Tayside 166 16 10.3 
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MREC A&B 203 22 9.2 
Other  221 82 2.7 
Total 1457 294 39.7 
 

 
5. By dividing the average number of REC submissions per year excluding SSAs by 8 
submissions per meeting and 12 meetings per year, the number of committees required to 
deal with the reduced volume of applications would fall from 28 to 15 (Table 5).   
 
 
 
Area Average number 

of submissions 
2004-05 without 
SSAs 

Divided by 8 
submissions per 

meeting x 12 
meetings /yr 

Present number of RECs in 
Scotland 

Glasgow 3.9 4 8 
Grampian 7.8 2 2 
Lothian 5.8 3 4 
Tayside 10.3 2 2 
MREC A&B 9.2 2 2 
Other 2.7 2 10 
Total  15 28 
 


