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Setting Safety Criteria  
How should safety criteria be set in the food and engineering industries?  What can we learn 
from comparing practices between the two industries? 
  
Thursday, 6 March, 2003 at the Institution of Civil Engineers,  
One Great George Street, London. 
  
Event Programme  
17.15 Tea. 
17.45  Chairman’s welcome  
  

Dr Dougal Goodman                                  Director, The Foundation for Science and 
Technology 

  
17.50  Presentations . 

  
Sir John Krebs FRS                                  Chairman, The Food Standards Agency 
  
Professor Hugh Pennington FRSE       Professor of Bacteriology, Department of 

Medical Microbiology, University of Aberdeen 
  
Dr Jim McQuaid CB FREng                      Visiting Professor of the Principles of 

Engineering Design, University of Sheffield 
and a former Chief Scientist, Health & Safety 
Executive 

  
18.50  Discussion period  
  
19.20  Concluding remarks by Chairman  
  
19.25 - 20.20 Wine and light refreshments.  
  
Background  
The establishment of the Food Standards Agency has raised awareness of how standards for 
food safety should be set (see www.foundation.org.uk/pdf701/fst701.pdf ) and the role played 
by the food industry and the regulators.  However, the process by which criteria are set for 
what is acceptable and what is an unacceptable risk from what we eat is not clear.  The 
Inquiry into the E.coli O157 outbreak in Scotland chaired by Professor Pennington set out in 
detail what had happened and made recommendations   
(www.scotland.gov.uk/library/documents-w4/pgr-00.htm ) but for these to be implemented a 
balance must be struck between risk reduction and cost.  This inevitably will mean risk criteria 
must be set.  In the Engineering Industry it is common practice to define ahead of design what 
failure rate is acceptable and what is unacceptable and throughout a project to test the design 
against these criteria.  How do the two industries compare?  What can one Industry learn from 
the other?  Do we shy away from setting explicit risk criteria?  How should risk criteria be 
communicated? 
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Event Report  
  
Introduction 
  
The Chairman, Dr Dougal Goodman, welcomed 45 invited guests to the Institution of Civil 
Engineers for the second of the Hazards Forum events in 2003. He explained that Dr Hugh 
Pennington had unfortunately been stranded in Scotland due to the cancellation of his flight 
but that Dr Jacqui Russell, advisor in the Parliamentary Office for Science and Technology 
had agreed, at extremely short notice, to speak on the subject of food poisoning and risk. The 
purpose of the evening was to compare and contrast risk processes in the food and 
engineering industries, and we were fortunate to have Sir John Krebs and Dr Jim McQuaid to 
set the scene for us. Before inviting Sir John Krebs to speak he advised those present that the 
event would be conducted under Chatham House Rules, ie no comments made during the 
discussion period would be attributed. 
  
  
  
Dealing with food risks  

  
Professor Sir John Krebs, Chairman, Food Standards Agency 
  
  
  
Sir John opened his remarks by stating that he believed there were substantial differences 
between the two industries in the way risks were tackled. Neither was right or wrong it was a 
case of ‘horses for courses’. Each applied a strategy best suited to the particular industry. 
  
Putting the food industry strategy into context Sir John explained first that the Food Standards 
Agency was the regulator. The Agency was set up post BSE when there had followed a mood 
of suspicion about government and industry claims on the levels of safety of food supplied to 
the public. In addition everyone had become a food expert and also everyone had become a 
risk expert. Consequently there was much opinion and comment which confused the facts 
particularly compounded by some press coverage. So how is the Food Standards Agency 
going to make a difference to the situation? He first compared the old information strategy with 
the new.  The old strategy was to state that the product was absolutely safe; the new is to 
educate the public to understand that nothing in life is absolutely risk-free. Again the old way 
was to infer that scientists know whereas the new strategy is to explain that science is often 
incomplete and in coming to a decision judgements are necessary based on best information. 
Looking at the old again a decision was made, announced and defended despite alternative 
views. Now all stakeholders are involved early in the process and the final judgement is based 
on dialogue. The benefit of the new strategy is that it engenders trust, decisions are based on 
sound judgement and this provides robustness. 
  
The role of science in the decision making process was the bedrock. In view of this the 
relevant science was scrutinised by independent committees of experts. It had to be accepted 
that it was not always possible to quantify risk nor are risk thresholds set. The decision will 
balance the uncertainty with its acceptability. 
  
The way risk is managed in the food industry is twofold, regulation and information and choice. 
The ‘information and choice’ arrangement is where the consumer is provided with the facts 
say on fat or nut content, thus enabling the individual to choose. Just because it is known that 
a group of people are allergic to nuts, nuts are not banned by law. The problem in certain 
circumstances remains providing reliable information. BSE provides a particular challenge.  
The scientific evidence with regard to BSE and sheep, for instance, is uncertain. How should 
the risk, however small and uncertain be conveyed to the public? The Food Standards Agency 
produced information statements on the risk of BSE in sheep. In a survey carried out later by 
the Meat and Livestock Commission some 66% of those asked  had a prompted awareness of 
the problem. Just over half claimed to be aware of the FSA statements and when asked 
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whether this had caused a change in eating habits 88% said no, 10% had stopped eating 
lamb, and surprisingly 2% claimed they were eating more lamb.  These figures excluded any 
who never had eaten lamb. 
  
Acrylamide is a cancer causing chemical.  Research conducted in Sweden in 2002 indicated 
that acrylamide was found in most if not all grilled, baked, roasted and fried food. Cooking at 
high temperatures appeared to be the cause. This new research meant that the FSA ought to 
take some action to advise the public. Bearing in mind that one of the UK’s staple diets was 
affected – chips – and the risk was believed to be low the stance taken was to advise the 
public that food cannot be risk free and the aim should be to eat a well balanced diet which 
should include plenty of fruit and vegetables. In Sweden they handled it differently; they 
specifically mentioned crisps and chips and advised consumers not to fry food too long. The 
value of such advice is questionable as undercooked food presents other kinds of risks. 
Showing a slide depicting a range of newspaper headlines, mainly of a scaremongering 
nature, advising of the risk Sir John Krebs discussed the problem facing the FSA. One of the 
main problems was that there was no such thing as ‘the public’. In his experience, he said, 
there was a variety of ‘publics’ each type of which reacted in a different way. Differentiating 
them by reference to their choice of newspaper Sir John Krebs painted an extremely 
humorous picture which, nevertheless, graphically illustrated the problem. There were the 
‘thinkers’, those who generally read the broadsheets, this group were most likely to 
understand the story and view positively the release of information. Then there were the 
‘followers’, those who generally read the tabloids, who often misunderstood the facts and 
elected to ignore the problem. There was also a tendency to react negatively to information. 
Another group were ‘aspirants’; they tended to be pre-family age, often rejected authority, 
were not interested in anything that was not here and now, they got a fairly accurate view of 
the story and then chose to dismiss it. There were the post family ‘reactionaries’, they were 
negative about the information, could not see the point, objected to being told ‘don’t eat chips’ 
and felt that nothing should be said until the extent of the risk was certain. Finally there was 
the ‘anxious’ group, typically mothers with babies or young children. They were the most 
interested, most likely to take action, believe what the FSA said and then tend to over react. 
  
Evaluating the FSA’s action on acrylamide the critical elements included criticism from 
Industry in respect of the brand names identified as containing acrylamide; some publics were 
cynical; the issue was sensationalised in the media. On the positive side there was no hidden 
agenda; some publics were positive and the story was told straight. The British Journal of 
Cancer, in its epidemiology section, reported the results of a study reporting the following: ‘We 
found consistently a lack of an excess risk, or any convincing trend of cancer in the bowel, 
bladder or kidney of high consumers of 14 different food items with a high…… or moderate….. 
acrylamide content’. 
  
In summing up, Sir John Krebs looked at whether the FSA strategy was working. In its own 
annual survey covering the years 2000 – 2002 there was an increase detected in the trust 
shown and recognition from the public. In the National Consumer Council survey on handling 
of risk, ‘running risks’, the issue of food safety and healthy eating was relatively highly rated 
and the Mintel 2002 survey reported increased confidence of the public but that there was no 
room for complacency. 
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SETTING SAFETY CRITERIA IN ENGINEERING  
  
Dr Jim McQuaid , Visiting Professor in the Principles of Engineering Design, University of 
Sheffield and a former Chief Scientist, Health & Safety Executive 

    
  
Dr McQuaid opened his presentation by explaining the structure of his talk. He would first look 
at earlier work to see whether setting safety criteria provided the whole answer. He would then 
describe the ALARP principle, a principle not universally understood, and complete his 
presentation by discussing how to demonstrate conformity to ALARP. 
  
Briefly looking at views regarding the handling of risk he first quoted John Locke, the first 
Director General of the HSE, who stated in his Redgrave Memorial Lecture The Politics of 
Health and Safety presented in 1981: 
  

 ‘The right solution to any particular [health and safety] problem is one which is 
accepted by the various interests concerned: no doubt a compromise, but a 
solution people can live with.’ 
  

Dr McQuaid next referred to the Treasury publication The Setting of Safety Standards 1966. 
This report stated that the most important and substantial technical inputs to safety regulation 
are physical scientific data, about potential harms and their likelihood of occurrence. 
Nevertheless the policy application of the data will entail political judgement about what ideally 
should be done, about what can be done and about presentation. Imposing a fully ‘rule-based’ 
approach to safety regulation, where all regulations were set according to universal formulae 
quantifying and valuing costs and benefits, would be unrealistic. Nevertheless common 
frameworks could and should be developed. Dr McQuaid pointed out that current health and 
safety legislation in the form of the Health and Safety at Work etc Act 1974 encouraged 
exactly that. Old rule based regulations were replaced with goal setting requirements. Those 
creating the risk were required to demonstrate that they had complied with the general 
requirement but the method used was not prescribed. 
  
Recently the Government Strategy Unit had published a report Risk: improving government’s 
capability to handle risk and uncertainty. The report explained that the strategy is based on 
five principles: openness and transparency; engagement; proportionality and precaution; 
responsibility; and evidence. The aim is to improve government’s handling of risk and 
uncertainty and, through this, build and maintain public trust through better decisions, more 
openness and transparency and thus fewer unanticipated crises. 
  
Moving on to describe the characteristics of the health and safety regulatory system, Dr 
McQuaid advised that a methodological assessment of the nature of a problem involved 
hazard identification, risk assessment, application of a defined hierarchy of risk control (from 
achieving inherent safety and substitution by design through the application of engineering 

Page 10 of 18«Surname» «Forename»

19/11/2007http://www.hazardsforum.co.uk/Setting%20Safety%20Criteria.htm



controls; provision of personal protection; and finally exhortation and training). 
The responsibility of ‘duty holders’ has to be clearly defined and ‘duty holders’ could include 
employers, designers, suppliers, importers, and employees. Public awareness is fostered by 
the statutory duty on HSE to provide information and advice and to conduct and publish 
research. 
  
The goal setting nature of the legislation enabled duty holders (with some exceptions) to 
propose their own solutions to satisfy goals, especially where safety case regimes operate. In 
this way innovation is not stifled. Duty holders could also follow HSE codes and guidance and 
use this as a way of demonstrating compliance. Turning to a quote made over one hundred 
years before the HSAW Act came on the statute book, Dr McQuaid opined that Isambard 
Brunel would have approved of its philosophy. In evidence to the 1847 Inquiry into the 
collapse of the River Dee railway bridge, Brunel said: 
  

‘I am opposed to the laying down of rules or conditions to be observed in the 
construction of bridges, lest the progress of improvements tomorrow might be 
embarrassed or shackled by recording or registering as law the prejudices or 
errors of today’. 
  

Risk assessment in regulation recognises the existence of uncertainties and judgements. 
Resolution of differences of view demands dialogue at all levels. The membership of the 
Health and Safety Commission mirrors this. It includes members from all interested parties; 
employers; unions and local authorities. Dialogue takes place between these three groups and 
there is similar representation on its Subject and Industry Advisory Committees, who in turn 
are informed by standards committees. This dialogue provides HSC with a means to resolve 
differences before making decisions and ensures that solutions are found to health and safety 
issues which have the agreement of all parties. Decisions cannot be one-sided taken behind 
closed doors. Risk assessment provides robust underpinning to the debate and this fits with 
the overall safety philosophy. 
  
The UK safety philosophy is one where things are not just ‘safe’ or ‘not safe’ but can also be 
‘safe enough’. This is not necessarily the case elsewhere in Europe. Defined by the UK legal 
framework and case law: ‘safe enough’ means risks are reduced ‘as low as reasonably 
practicable (ALARP)’. ‘Safe enough’ is a concept familiar to the public e.g. in making a 
decision on crossing the road. One means of achieving a satisfactory level of safety is by 
using ‘good practice’. Good practice will be based on implicit or explicit assessment of hazards 
and risks in the process of its codification and good practice must be appraised in the context 
of the hazard and the scope for technological solutions. Risk control hierarchy applies, as 
described earlier. 
  
Dr McQuaid then went on to explain the ALARP principle. Essentially it was about reasoned 
argument rather than assertion.  It imposes a duty to argue the case for safety where safety 
must be given the benefit of any doubt. Quantification of risks and costs can be part of the 
argument but the emphasis should be on weighing up options for improvement in safety 
subject to satisfying criteria of risk intolerability. Still less is it enough to add ‘in my professional 
judgement’ without qualification. There is not much room for argument on what is an 
improvement – though beware of risk transfers! Courts tend to give more emphasis to control 
of the hazard than the risk, corresponding to good engineering practice that one cannot 
substitute add-on protective measures for poor engineering. 
There is case law on the ALARP principle. The main example is the often quoted case of 
Edwards versus National Coal Board (1949). The following quoted words are in ‘obiter dicta’, 
i.e. observations of the Court, not in the judgement itself: 
  

‘ ‘Reasonably practicable’ is a narrower term than ‘physically possible’ and 
seems to imply that a computation must be made by the owner in which the 
quantum of risk is placed on one scale and the sacrifice involved in the 
measures necessary for averting the risk (whether in time, money or trouble) is 
placed in the other, and that, if it be shown that there is gross disproportion 
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between them – the risk being insignificant in relation to the sacrifice -  the 
defendants discharge the onus on them.’  

  
Rather than try to convert this into a formula, it is necessary to realise the overarching logic. In 
the event the NCB were found guilty because they had not attempted to argue that they had 
managed the hazard in a methodological way not because the measures they had in place 
were judged to be deficient. They had not discharged the burden of proof that lay on them. 
The lesson to be learned from this is that you must be prepared to give your reasoned 
argument which led to your decision. You must have one! You must also give safety the 
benefit of any doubt and where the doubt is substantial; you must err greatly on the side of 
safety. To repeat, there is no formula! 
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FOOD POISONING 
  
Dr Jacqui Russell,  
Adviser – Parliamentary Office of Science and Technology,  

    
  
Dr Jacqui Russell described the numerous stages of the 'farm to fork' food chain, highlighting 
the responsibilities of farms, slaughterhouses, manufacturers, caterers and consumers in 
controlling food poisoning and preventing the transmission of 'turd to tongue'.  Food poisoning 
affects millions of people in the UK each year and if the Food Standards Agency is to reach its 
target of reducing cases by 20% between 2001 and 2006, risks will need to be minimised 
across the food chain. Throughout her very informative and amusing presentation she made 
references to the Parliamentary Office of Science and Technology ‘postnote no. 193, Food 
Poisoning’ produced in January 2003 which can be accessed from the website 
www.parliament.uk/post/home.htm. Dr Jacqui Russell spoke at the very last minute when 
asked to stand in for Professor Hugh Pennington who had been stranded in Scotland following 
the cancellation of his flight. The following notes of Professor Pennington’s presentation were 
available and are reproduced for the benefit of all. 
  
  
SETTING SAFETY CRITERIA FOR FOOD  
  
Professor T H Pennington,  
Professor of Bacteriology, Department of Medical Microbiology, University of Aberdeen,  
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1.                  During late November and early December 1996 E.coli O157 infected >600 in West 
Central Scotland.  500 were ill and 17 (all aged > 70) died. 

2.                  The circumstances surrounding this outbreak illustrate many important issues relating 
to food safety – particularly microbiological ones. 

3.                  There can be little doubt that the source of the organism was bovine faeces.  
Immediately after slaughter manure had contaminated a carcase.  After entering the 
premises of the butcher at Wishaw at the centre of the outbreak working surfaces, 
knives and operatives hands had become contaminated; ready-to-eat meat products 
had become contaminated in turn. 

4.                  8 fatalities occurred following a church lunch.  Steak pie contained E.coli O157.  It had 
been contaminated with the outbreak organism after cooking. 

5.                  So like many other episodes of food poisoning that occur in the UK the route of 
transmission was (a) turd to tongue and (b) zoonotic (from animals to man). 

6.                  The prevention of this class of infections and all the others, rests on critical control 
points (CCP). 

7.                  Most food poisoning micro organisms are heat sensitive and killed by cooking.  It is a 
CCP U.S. hamburger chains had several large outbreaks because customers preferred 
rare burgers.  Burgers are microbiologically safe in the UK because the 
time/temperature cooking regime is set to reduce infectivity in mince by many orders of 
magnitude. 

8.                  Cooking as a CCP can be by-passed by recontamination, as in the Central Scotland
outbreak.  In the 1964 Aberdeen typhoid outbreak this happened in two ways.  The 
primary vehicle of infection was corned beef.  It was cooked and rendered 
microbiologically safe.  But the cans were cooled with water from a river containing raw 
human sewage.  The CCP here was chlorination, but the plant had broken down.  After 
arrival from Argentina the corned beef (infected through pin-holes in the cans) was sold 
after slicing.  50 Aberdonians were infected directly.  450 were infected by eating other 
ready-to-eat meats contaminated by the slicer. 

9.                  Some organisms produce heat-resistant spores which can germinate in food and 
produce toxins, e.g. Clostridium botulinum, the cause of botulism.  Conventional 
cooking temperatures do not kill.  Prevention requires either a high temperature (“bot”) 
cook, or post-cooking storage under conditions (e.g. low pH) inimical to spore 
germination. 

10.             So different microbes (and different foods) require different CCPs.  Their structured 
development and implementation is called HACCP – hazard analysis and critical control 
points.  The origins of HACCP as a formal system owe much to space travel.  NASA 
was unhappy at the notion of astronauts getting diarrhoea in zero gravity and 
developed HACCP with the Pillsbury Co and the US Army Natick Laboratory.  HACCP 
is internationally recognized and is slowly being adopted in all developed countries.  It 
goes as follows: 
i.          Conduct a hazard analysis.  Identify the potential hazards associated with food 

production at all stages up to the point of consumption, assess the likelihood of 
occurrence of the hazards and identify the preventive measures necessary for 
their control; 

ii.         Determine the critical control points.  Identify the procedures and operational 
steps that can be controlled to eliminate the hazards or minimise the likelihood of 
their occurrence; 

iii         Establish critical limit(s).  Set target levels and tolerances which must be met to 
ensure the CCP is under control; 

iv         Establish a system to monitor control of the CCPs; 
v          Establish the corrective actions to be taken when monitoring indicates that a 

particular CCP is not under control; 
vi         Establish procedures for verification to confirm that the HACCP system is 

working effectively; and 
vii        Establish documentation concerning all procedures and records appropriate to 

these principles and their application. 
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11.             Philosophically HACCP and the Safety Case (as used e.g. in the offshore oil industry) 

are identical systems.  Self-regulation and ownership by those to whom they apply are 
key elements; they replace prescriptive rules enforced by inspectorates.  Such a 
system failed at Wishaw (the butcher had been inspected many times not long before 
the outbreak but his deep ignorance of CCPs had not been exposed) and on Piper 
Alpha (it had been inspected 12 days before it blew up and given a clean bill of health). 

12.             The Aberfan Tribunal eloquently summarized the limits of inspectors: 
‘We found that many witnesses, not excluding those  
who were intelligent and anxious to assist us, had been  
oblivious of what lay before their eyes.  It did not enter  
their consciousness.  They were like moles being asked  
about the habits of birds.’ 

13.             In future a major role of inspectors will be to audit the HACCPs prepared and run by 
food businesses, rather than focusing on mouse-droppings and cockroaches. 

14.             HACCPs will not work unless those handling food understand the basic principles 
underpinning them.  If a consultant is hired to write them without staff involvement 
disaster can be predicted.  When British Rail was privatised extensive use was made of 
Safety Cases.  Many consultants were hired.  But staff involvement was insufficient.  
Lord Cullen’s chapter on the ‘Safety Case’ in his report on the Ladbroke Grove rail 
crash could be read with profit by those with an interest in the successful 
implementation of HACCP. 

15.              Microbiological food safety is a mature subject that has been studied in detail for >100 
years.  But like all biological subjects it is quite complex and far from scientific closure.  
Sometimes there is even disagreement about whether a hazard exists e.g. for many 
years BSE was thought to be scrapie (a sheep disease not transmissible to man) in 
cattle and that the likelihood of it infecting man was remote.  The analogy can be drawn 
with the “Challenger” Space Shuttle disaster.  The O-ring problem with its solid rocket 
boosters had been known throughout the programme, but because of design 
redundancy (e.g. 2 rings) it was firmly believed that failure would not occur.  Attachment 
to a hypothesis is sometimes stronger than it should be.  And even when the risk 
analysis is done and action taken, it is sometimes just as difficult to stop doing 
something. 

Open Debate  
_____________________________________________________________________ 
The Chairman thanked the speakers for their excellent presentations, particularly thanking 
Jacqui Russell for stepping in at the last moment, and invited contributions from the floor. 
  
Issues, without attribution, included questions and discussion on the following; 
  

�     Referring to the question of BSE and sheep and acknowledging that the number of 
cases was small what would be the difference in approach if the number of cases began to 
rise?  Sir John Krebs admitted that the public mood would be affected and the question 
would need to be addressed as to whether to leave choice completely open or whether to 
consider half regulation/half open eg ‘don’t eat brains’ because they are banned. Any 
judgement needed to take account of proportionality, the risks involved and the costs of 
controlling those risks advise the judgement. 

  
�     In any process there are important pressure points. Where do you target to improve the 
product? Sir John Krebs advised that rather than targeting, the issue would be tackled 
across the piece. For example the control of infection from farm to fork was essential. The 
farm, the abattoir, the meat retailer, the restaurant. In fact recorded cases of food 
poisoning had increased over the past years. The reasons for this could be various. For 
example the accuracy of results from surveys or research that involved asking the public 
whether they had had food poisoning would be affected by all the instances of sickness 
and diarrhoea thought to be food poisoning but in fact due to other causes.  Nevertheless 

Page 17 of 18«Surname» «Forename»

19/11/2007http://www.hazardsforum.co.uk/Setting%20Safety%20Criteria.htm



eating habits had changed and these were likely to increase the incidence of food 
poisoning. Such as eating out more (poor hygiene by restaurant staff) longer food shelf life 
expectancy, refrigerated and frozen food not prepared properly before cooking and so 
forth. 

  
�     Asked how the ALARP principle could be applied to food safety Sir John Krebs used 
GM food as an example. Scientists sit in committee and debate the issue but scientists 
around the world say that GM food is equally safe to its conventional equivalent. 
Nevertheless potential long term risks cannot be assessed and may exist. This perhaps is 
where food safety differs from engineering safety. In engineering the risk is assessed and 
steps are taken as described by Dr McQuaid to reduce that risk ‘so far as is reasonably 
practicable’. This can be measured by comparison. In food safety some risks may take 
years to manifest themselves and this presents an entirely different problem. It was 
suggested that GM food provided benefit to the producer and none to the consumer. This 
was not held to be true, improved flavour, greater resistance to disease, etc while being of 
benefit to the producer also had benefits for the consumer. It once again came down to the 
complex mix of legislation and choice and benefit. 

  
�     The question of consultation, raised during Dr McQuaid’s presentation, was taken 
further. What happens when people genuinely disagree? How is the disagreement 
resolved? Dr McQuaid recommended the HSC model where all interested parties are 
present around the debating table. In his experience there might be some horse trading but 
in its existence an agreed compromise has always been possible.  Sir John Krebs 
explained that one area where there was likely to be differences was in religion. Some 
allow no tampering of food and in such cases GM food is not allowed. By and large there is 
no middle ground, you either accept GM food or reject it. 

  
�     The question of management of change was raised as no mention of this had been 
made during the evening. The change was made with eyes open but there was just no 
evidence that it was detrimental. A parallel could be drawn with foot and mouth; did anyone 
ever question the effect of carting animals long distances? The question did not specifically 
arise as the demise of many small abattoirs was due to their inability to comply with new, 
more stringent, safety and hygiene standards rather than a deliberate policy to reduce the 
number of abattoirs. 

  
�     The problem with presenting the public with a cautionary message is that it could cause 
them to leap into another risk problem. For example the BSE crisis stopped people eating 
beef with the result more undercooked chickens were eaten! 

  
�     Another questioner pointed out that the debate had been concentrating on the product, 
whether engineering or food, but what about transport? Is ALARP applicable to transport? 
Railway Safety applies ALARP to the service provider but it does not appear to happen in 
Air or Road transport. It was suggested that the underlying concept is trust. Trust in the 
regulator or other policing force. How much being at arm’s length from the government 
helps is questionable but the aim anyway is to secure the public trust. 

  
The Chairman finally brought the debate to a close by thanking the speakers for their 
presentations and the guests for attending. 
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